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SURGERY IN THE MIDDLE EAST* 


E. G. MuIR, MS LonD, FRCS 
LIEUT.-COLONEL RAMC 


THE major surgery in the Middle Eastis as a rule limii 
to three units—the surgical team or field surgical uni, 
the casualty clearing station, and the base hospital. 
The surgical team consists of a surgeon, anzsthetist 
and a varying number of RAMC personnel, usually 
drawn, as in the last war, from the base hospitals. 
They may be used to reinforce a CCS, or may work in 
the forward area with the light section of a CCS or the 
main dressing station of a field ambulance. A forward 
. surgical team is likely to be_of particular use in mobile 
and fluid warfare when the absence of a fixed line makes 
it necessary to keep a CCS a considerable distance behind 
the forward area. 

The equipment carried by a surgical team is designed 
to allow the team to function on its own for a limited 
period. Their theatre may be a lean-to tent fixed 
to the back of a lorry, or a separate theatre tent. Suc- 
cessive advances into Cyrenica and East Africa resulted 
in the capture of many Italian hospital tents, and these 
became popular with surgical teams, either as a theatre 
or as a W: ; double-sided and roofed, and well supplied 
with windows, they are excellent tents though a little 
cumbersome to carry. Lighting of the theatre may be 
by ‘ Petrolmax’ lamps or from the lorry or truck. 
The ‘ Primus’ stove is one of the surgical unit’s most 
valuable instruments—as indeed it is with any unit. 
The mobility and small size of these field surgical units 
enable them to be moved nearer the scene of action than 
a CCS. In Eritrea and Abyssinia the CCS was occasion- 
ally as far back as 200 miles from the scene of fighting. 

The forward surgical unit shortens the period between 
the receipt of the wound and its treatment, often con- 
siderable in the Western Desert, it provides a surgical 
opinion in the forward area, and its presence is appre- 
ciated by the combatant troops. The surgeon must 
confine his attention to the very seriously wounded, 
those with penetrating wounds of the abdomen, sucking 
wounds of the chest, severe burns, certain wounds of 
the head and face and serious limb injuries—in fact, 
the cases which might not be expected’ to reach the CCS 
alive. Ifhe starts to treat others a sudden rush of serious 
casualties will swamp “him. One of the difficulties of 
such units is that once a serious case has been operated 
on the patient becomes immobile for perhaps 48 hours 
or longer and the mobility.of the unit may be impaired. 
‘As with other forward units they are exposed to ground 
strafing by enemy aircraft and more than once they have 
been taken prisoners. 

The surgeon in the CCS of the last war must, I think, 
have had a happier time than his successor in the Middle 
East. The hecessity to keep the CCS further back has 
led to some of his surgery being stolen by a field surgical 
unit, and on at least two occasions when casualties 
have been plentiful, a base hospital has taken over the 
duties of a CCS, as in Tobruk and later at Alexandria. 
For a CCS, too, periods of inactivity with few casualties 
and little work have been frequent in the Middle East 
and its situation has made this inactivity worse. 

Apart from those which are housed in existing buildings, 
most of our base hospitals have been created by- the 
Royal Engineers, on desirable desert sites, on fine sandy 
soil with rail facilities, and I have never ceased to wonder 
at the short time in which a piece of sandy desert is 
transformed into a 1200 bed hospital, partly tented, 
partly hutted, well equipped, with a good water-supply, 
roads and electric light.. Such a hospital experiences 
perhaps its only disadvantage when a cold sandstorm 
rages in January or a hot sandstorm or ‘“ khamsin ”’ 
in May. Nothing will keep out the sand, and as far as 
is practical dressings are left untouched and operations 
postponed. To such hospitals the sick and wounded from 
the desert arrive by ambulance train, and in spite of a 
journey of perhaps over 200 miles they have usually 
arrived in good condition. 


GENERAL TREATMENT OF WOUNDS 
I have-not yet felt justified in practising excision and 
primary sutureof any wound. Clean through-and-through 


* Introducing a discussion at the Medical Society of London on 
Nov. 23, 1942. 
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bullet wounds are best left alone, apart possibly from the 
introduction of some sulphonamide powder and the 
application of an antiseptic dressing. For larger wounds 
the term excision is misleading, since the ideal to be aimed 
*it is the removal of necrotic tissue, cleansing and the 
provision of really good drainage. The use of powdered 
sulphanilamide or sulphapyridine and a ‘ Vaseline ’ pack 
is alnrost universal in the Middle Hast for wounds of 
any size. The importance of immobilisation for soft 
tissue injuries is well recognised and many flesh wounds 
of the limbs are treated in plaster. Certainly all serious 
wounds will have begun a prophylactic course of sulpha- 
pyridine or sulphanilamide in the forward area, though 
by the time they arrive at the base hospital their dosage 
will often have been erratic. Intravenous sulphanilamide 
or sulphapyridine solutions are easily obtainable and 
the blood-transfusion service in the Middle East has 
deservedly won praise for its work. 

The usefulness of skin-grafts in the healing of wounds 
and burns cannot be over-emphasised. Faciomaxillary 
units in the Middle East are available for those requiring 
an extensive or difficult graft, but pinch or Thiersch 
grafts for wounds of moderate size can effect a saving of 
weeks in healing time and can be applied in any hospital. 
In the preparation of the surface for grafting we have 
found a sulphanilamide spray as valuable as it was econo- 
mical in the treatment of other wounds. A very efficient 
substitute for: tulle-gras was obtained by purchasing 
curtain net of small mesh in Port Said or Cairo. 

The provision of Army hospitals in South Africa has 
rendered it unnecessary to retain in a Middle East 
hospital a patient who is likely to require several months 
hospital treatment, and while the surgeon may sometimes 
regret that he cannot see the end-result ofthe case there 
is never any doubt as to the patient’s own feelings 
when he is told that he is to be evacuated. 

In Eritrea and Abyssinia the Italian hand grenade 
caused a high proportion of our casualties. The particular 
one in vogue at that time was a small red one with a 
light metal casing. Their size and weight made them 
easy to carry and the Italians and their native askaris, 
crouched behind the rocks on the mountains round Cheren, 
flung large numbers down on our troops.’ The noise 
they made was startling, but the fragments had little 
penetrating power. They caused many casualties with 
multiple small wounds ; direct hits were more unpleasant, 
but few were fatal. A great number were left by the 
retreating Italians, and many natives, unable to overcome 
their curiosity, lost their fingers and their eyesight in 
attempts to open them. 

, Among our casualties in Syria was a very high propor- 
tion. of bullet wounds. The effect of this was most 
obvious in the compound fractured femurs of that 
campaign, for most of them, caused by bullet, had little 
or no sepsis and united as quickly or even quicker than 


“a simple fracture. 


The Western Desert has of course produced casualties 
of all kinds, but compared with the fighting elsewhere 
land-mine injuries have been very common, such as 
bilateral fracture of the os calcis from the blowing up 
of a truck. It has also furnished a surprisingly high 
number of accidental burns, some of them very serious, 
caused by the use of petrol in sand fires, usually for 
making tea. Though hardly a battle casualty, the desert 
appears to be a bad place for the patient with piles. 
Many patients say that they are quite well as long as 
they are not up “ in the blue.’”’ Once there'they become 
constipated and their symptoms recommence. They 
attribute this to the diet, which can hardly be varied, 
téThe comparative lack of water, and, for some of them, 
their inability to take liquid paraffin regularly. 

PENETRATING WOUNDS OF THE ABDOMEN 

To me one of the greatest disappointments of war 
surgery has been the lack of success with penetrating 
wounds of the abdomen. The published records of these 
wounds in the last war had led me to hope that a survival- 
rate of 40-50% might be obtained. and indeed, descrip- 
tions of casualties in the Spanish War and more recently 
in civilian casualties at home show results of that order. 

m my own limited experience and surgical gossip 
with colleagues I do not think that the operative survival- 
rate for penetrating abdominal wounds in the Middle 
East would be more than 20-30% and probably less. 
Of my own 17 cases only 5 survived, approximately 
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30%. Perhaps the best picture I can give of the mortality 
of these cases is the fact that during one year at a base 
hospital of 1200 beds only 7 postoperative cases of pene- 
trating wounds of the abdomen were admitted. 

Most of these cases are treated by the field surgical 
unit ; only occasionally does the CCS receive them, and 
the base hospital only under exceptional circumstances. 
The earliest abdomen on which I operated was 64-hours 
from the receipt of the wound ; a young officer with a 
penetrating wound of the ascending colon, destruction 
of one testicle and a compound fracture of the tibia. 
The average time whicl elapsed before operation was 
about 14 hours. Lieut.-Colonel Ian Aird, one of my 
colleagues working in the Western Desert, in 18 cases 
of abdominal wounds, had only one admitted within 
12 hours of wounding and only 7 within 24 hours. In 
East Africa the delay was largely due to the mountainous 
and difficult terrain, necessitating a long carry by the 
stretcher bearers, occasionally up to 7 hours. In the 
Western Desert it is partly due to the immobility of 
transport at night and the scattered nature of the fighting. 
Peritonitis was present on arrival in about three-quarters 
of my cases, 


Heat was an-unpleasant factor in East Africa. A 


shade temperature of 105°-110°:F. was eommon near 
Chereli.. Ether boiled -when the cork was removed from the 
bottlé j “gas was not then available and chloroform became 
a@ nec anesthetic. It is not to be recommended 
for the shocked abdominal patient in whom the surgeon 
wants relaxation. 


PENETRATING WOUNDS OF THE CHEST AND SKULL 

Special centres for the reception and treatment of 

chest wounds exist in the Middle East. Their treatment 
in the forw area, however, devolves on the general 
surgeon. Some of the sucking wounds are closed by the 
first medical officer who is able to insert oneor two through- 
and-through sutures. If left alone, the value of this 
form of closure is doubtful, since wounds closed in this 
necessarily shipshod manner are apt to break down badly 
when infected ; there is something to be said in favour 
of a temporary pack and delaying any closure of the 
wound until it can be performed under proper surgical 
surroundings. In general the tendency of surgeons 
in the forward area has been to deal conservatively with 
chest cases and to do little more than close a sucking 
wound. The after-treatment has been repeated aspira- 
tion, with or without air replacement, blood-transfusions 
according to the patient’s hemoglobin level, and sulpha- 
pyridine. Most cases seem to have done well on these 
conservative lines. Even when there is a retained foreign 
body of some size in the chest no early attempt has as‘a 
rule been made in the forward area to remove it. Surgeons 
feel that to attempt to remove a foreign body by an 
early thoracotomy in such a setting would be to court 
disaster. ‘ 

The majority of penetrating wounds of the skull are 
admitted to a special centre. The initial treatment will 
be done elsewhere and useful instructions have been 
issued to all surgeons emphasising the important points 
in the examination and-closure of such wounds. 


a: COMPOUND FRACTURES 

With few exceptions compound fractures have been 
treated by wound toilette, removal of dead or devitalised 
tissue, a sulphonamide vaseline pack and plaster. 
There is no doubt as to the great value of this treatment 
both as regards the patient’s future and the immediate 
problem of transportation.- The faults of this treatment 

ve arisen from technical errors—a tight plaster, exci- 
sion of too mueh skin, failure to remove devitalised 
muscle, particles of clothing or other. foreign. matter 
from the wound, and. the excessive removal of bone 
fragments. ve 

Compound fractures of the humerus have as a rule 
been treated by plaster with the arm to the side unless 
the type of fracture indicated an abduction plaster. 

Compound fractures of the femur remain one of the 
most serious casualties. Most of these arrive at a base 
hospital in a Thomas splint with extension strapping, 
a wound toilette having been already carried out and a 
sulphonamide vaseline pack inserted. Whether a com- 
pound femur should be treated by a plaster spica remains 
a matter of debate. My own preference, were I ever to 





suffer from such an unpleasant injury, would be a, really 
wide excision of the wound so that the bone ends could 
be seen at the bottom of the sloping sides, ensuring good 


drainage, a sulphonamide vaseline pack, a Kirschner’s- 


wire through the tibial crest with weight extension, and 
a plaster spica from waist to toes, cut open over the knee. 
After two to three weeks I should prefer to be treated 
on a Thomas splint. I believe that plaster and packing 
for the first two to three weeks effectively seals off the 
fracture from the tissue planes and greatly reduces 
the likelihood of gravitation abscesses. Excision of 
the wound is unnec in the case of compound 
fractured femur with a small entry and exit wound of a 
bullet and no sign of infection ; where there is a small 
apparently uninfected entry wound and a larger exit 
wound, only the larger weund should be excised. 


AMPUTATIONS 


The sites of election for a lower limb amputation are 
almost standard but when such an amputation should 
be performed is more debatable. This question does not 
arise in civil life since a street accident is admitted to 
hospital with little delay. In warfare a wound of the 
lower limb, which ~ | its severity requires amputation, 
is often 24 hours old before surgery is available. It is 
infected and any amputation performed in its proximity 
stands a considerable risk of becoming infected also. 
If amputation is carried out at the site of election and 
gross infection ensues, further amputation will subse- 
quently be necessary and the patient has then lost the 
most favoured site. Up to what period after the receipt 
of a wound it would be safe to choose the site of election 
must depend on the surgeon and the wound, but in 
doubtful cases a guillotine amputation at the site of 
injury would probably be the safest course. 

A true guillotine amputation at. the site of election can 
only be justified if there is no other alternative. These 
amputations are seldom done ; in most of the amputa- 
tions performed in the forward area flaps of some kind 
have been fashioned, held together with one or two 
sutures, perhaps over a sulphonamide-vaseline pack 
or occasionally stitched back. Secondary suture has 
in many cases produced an excellent stump. Of amputa- 
tions admitted to a base hospital I have seldom seen 
an amputation stump of the lower limb heal completely 
by first intention, and when an attempt has been made 
in the forward area to obtain this by the insertion of 
many sutures the results have often been disastrous. 
The inference to be drawn is that if a wounded limb 
requiring amputation is more than 12-24 hours old, the 
site of amputation must be regarded as a potentially 
and perhaps heavily infected area. 

Amputation through the knee-joint maybe a life- 
saving measure, but posterior retraction, with perhaps 
a visible popliteal artery and vein in the infected granu- 
lations, is unpleasant and should be avoided if possible. 


BURNS ~ 


The treatment of burns was one of the subjects 
discussed at a surgical conference held in Cairo in the 
early part of 1941. It was noteworthy for the varied 
opinions expressed. Tanning methods have produced 
some excellent results but many failures and when these 
methods fail it would have been far better for them never 
to have been tried. They are as a rule unsuitable in the 
forward area unless optimum facilities are present and 
adequate time for careful cleansing. The use of tannic- 
acid jelly as a first-aid dressing is now generally depreci- 
ated.. Treatment by moist dressings is difficult where 
long lines of evacuation are present and some form of 


» sulphonamide vaseline dressing has much to commend 


it. 

In my experience, most of the severe and extensive 
burns received at a base hospital, 2-4 days old, have 
required treatment afresh. Cleansing under an anzsthe- 
tic, a sulphonamide spray, and bandaging with six-inch 
rolls of vaseline gauze is the treatment I have preferred. 
The patient is given a course of sulphanilamide by mouth 
and a plasma drip till the hemoglobin is reduced to 
100%. The highest I have seen was 140%, a finding 
which was confirmed by the pathologist who pointed out 
that it was actually higher but that this was the highest 
level he could record. The patient, a South African 


with second degree’ burns of more than a third of his 
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body surface, made a surprising recovery. If xia 
subsides, and the dressings do not oa = in 
pus, they are left till they drop off. When secondary 
infection is present, the ings are soaked off in a 
warm saline bath every 48 hours and reapplied. The 
greater part of these burns is usually second degree but 
whole skin destruction often only becomes apparent 
when slo i appears. For these areas sulphanil- 
amide powder, tulle-gras and moist dressings are excellent 
as a preparation for skin-grafting, but for the earlier and 
more extensive dressings the wide vaseline gauze roll 
has the great merit of speed in application. Glycerin and 
sulphanilamide dressings, and the use of plaster for 
limb burns have their adherents. Some of the more 
recent methods of treatment recommended in this 
country have not been available for the Middle East or 
have been unsuitable. 


TETANUS AND GAS GANGRENE 

Few cases of tetanus have occurred in the Middle East, 
which is in keeping with the experience of surgeons who 
served there during the last war. I cannot say what 
part tetanus toxoid has played in this low incidence. 
I have only had one case—the only occasion on which I 
have been guilty of associating with an unqualified 
practitioner. 

An Arab of the Arab Legion was wounded by bombing 
during the Syrian fighting. He was admitted .to hospital 
three days later with a large lacerated wound of the thigh 
and a compound fractured femur. After the usual treatment 
of the wound he was put up in a plaster spica. On the 12th 
day he developed tetanus but recovered after a stormy passage. 
At one time it was feared that he might lose his leg, and his 
father asked that he should be allowed to call in an Arab bone- : 
setter. I replied that I should be very pleased to consult 
with him and a few days later he arrived at the hospital 
accompanied by all the near—and most of the remote—trela- 
tives of the patient, He was an imposing figure, 80 years of 
age, a huge mountain of a man with a large hooked nose and 
wrinkled brown face, He was a shepherd from Bethlehem 
Fields who from the age of 6 had been interested in fractures 
and had gradually acquired a reputation and a practice among 
his people. We e i the case together and then, with 
the aid of an interpreter, discussed the treatment. He told 
me that the Arab believes that a broken bone will heal in the 
same number of days as the patient’s age and requires splinting 
and rest for this period. Thus the bone of a man of 40 will 
take 40 days to unite. The rule broke down in the case of 
infants and in the presence of an open wound. In his practice 
he made it a rule never to treat a fracture with an open wound 
but to wait till the wound had healed before taking over the 
case. I explained that I was not in the happy position of 
being able to choose my cases and we parted amicably. The 
patient kept his leg and eventually obtained union. 

True gas gangrene has been uncommon, and though I 
know of several cases I have only operated on one, 
an Abyssinian patriot in the army of Ras Sayoum, who 
sustained a compound fractured femur and on whom I 
performed an amputation. 


MORTALITY 
The surgical mortality will necessarily be high in the 
forward area and low at the base. The deaths which 
occurred in the surgical division of a 1200 bed base 
hospitalin the Middle East during twelve months were :— 
Appendicitis and its complications . . : a 
Tonsillectomy . . ae ee 3 
Pulmonary embolus .. 
Cellulitis of face ¥ 
Multiple burns and bronchitis 
Compound fractured femur 
Fractured spine and ribs 
Fractured skull kis nn ad Sie aelt os S6 
Shell wound of leg; compound fracture tibia and fibula ; 
gangrene; anuria after blood-transfusion in hospital . . 
Shell wound ; compound fractured humerus; admitted 
with anuria after blood-transfusion in forward area .. 1 
Shell wound; compound fractured femur; duodenal 
ileus on 48th day .. ‘“% re bis er ice 
Shell wound; compound fractured femur; secondary 
hemorrhage on “e bes - a Pegs | 
Of this total of 14, only the last 4 were in men wounded 
in battle. 


—_ 


ee ee et De OD 


Of the surgeons in the Middle East, many are at that 
stage in professional life when, but for the war, they 
would have been about to start a surgical registrarship. 
Instead they now learn their surgery and gain their 
experience in a different school. This experience is 
valuable for all but principally for the specialist in certain 
subjects. For the general surgeon it cannot take the 
place of what he has missed. 


CROSS-DESENSITISATION IN 
ALLERGIC DISEASES 


KavTE MAUNSELL, MD KIEL, LRCPE 
(From King’s College Hospital and Horton Emergency Hospital) 


TuHIs paper deals with desensitisation to that class of 
allergens, called ‘‘ idiotoxins *’ by Freeman or “‘ atopens”’ 
in America, which cause bronchial asthma, eczema, 
conjunctivitis and rhinitis. The allergic properties can 
be exerted by biologically different) groups—food pro- 
teins, pollen and other constituents of plants, animal 
feather, hair and wool, and all sorts of dust. Bacteria 
and moulds can also act as idiotoxins, apart from their 
immunological properties. 

The routine method of attempting a general “ specific 
desensitisation is the injection of those allergens to which 
the patient shows a special sensitiveness. If only one 
positive test is found, then that particular allergen alone 
is used for desensitisation. In the common case where 
several positive reactions are found the opinion of 
allergists varies as to the course that should be adopted. 
Freeman (1933), and Freeman and Hughes (1938) have 
shown that a patient successfully desensitised with any 
one pollen ceases to react to any of the others. But the 
question whether the injection of a single allergen in 
multisensitive patients can, as a rule, also protect against 
allergens of another group has not been settled. 

This investigation therefore is designed to examine the 
specificity of the anti-allergic mechanism. For this 
purpose a method of local desensitisation of the skin has 
been studied. This technique has been applied in order 
to obtain evidence whether in multisensitive patients 
one allergen can desensitise the skin so that it will no 
longer react to the others. This is termed “ cross- 
desensitisation ’? as opposed to the ‘‘ direct desensitisa- 
tion ” in which the same allergen is used for desensitising 
and retesting. 


” 


MATERIAL AND METHODS 


The investigations were Carried out on patients with 
bronchial asthma, eczema or hay-fever, most of whom 
were under the care of Dr. J. L. Livingstone. Other 
cases were volunteers from the medical staff. Those 
submitted to local cross-desensitisation showed multiple 
sensitiveness. All patients received the usual general 
treatment for their disorder, including breathing exer- 
cises (Livjngstone and Gillespie 1935) and elimination of 
focal sepsis, but no specific treatment was employed 
throughout the period of local desensitisation. 

The desensitising injections were carried out with two 
allergic extracts, A and B—e.g., pollen and fish or 
feather and flour (see tables 1 and m1). Extract A was 
injected into a localised area on one side of the back, B 
into a symmetrical part. The intracutaneous method has 
been used for tests and for local desensitisation. Instead 
of injecting 0-01 c.cm., as is usually done in routine 
intradermal testing, I used 0-05 c.cm. which can be 
‘measured more accurately. The local desensitisation 
was effected by injecting the allergic extracts in increas- 
ing doses. The additional units were given merely by 
using more concentrated extracts, not by increasing the 
quantity injected. The reason for this was that repeated 
inoculations produced some tissue damage which was 
more obvious when quantities larger than 0:05 ¢.cm. were 
injected. Therefore 0-05 c.cm. of extracts of varying 
concentration were used throughout the experiments. 

The doses were so graded that the concentrations 
increased at a rate of 25% with each successive injection. 
Where with any particular concentration the reaction 
appeared to be rather intense the subsequent injection 
was of the same concentration. The inoculations were 
given when possible on successive days, otherwise on 
alternate days. By this means the dose has been 
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gradually worked up to about 100 times the concentration 
initially used. Where the increase was 25% each time, 
without repetitions, the number of desensitising injec- 
tions was 21. 

The day after the last desensitising injection each site 
was tested-against the initial dose of its corresponding 
allergen. Next day the highest dose was repeated to 
make sure that the high level of local desensitisation 
would be maintained. This is referred to as the “‘ main- 
tenance dose.’”’ After another twenty-four hours the 
tests were crossed, so that the areas which were desensi- 
tised by extract A were injected with the initial dose 
of B and vice versa. Another maintenance dose was 
given next day. - 

Twenty-four hours later histamine was injected into 
the treated areas to determine whether they were in a 
state of mere refractoriness against any kind of stimulus, 
or whether they still responded to a non-allergic irritant. 
Histamine was chosen for this purpose because on 
injection it produces a weal and an erythema simulating 
the allergic reaction, but occurring as a non-allergic 
phenomenon. Before retesting the treated areas it was, 
however, essential to find in each particular patient what 
dose of histamine would produce in the untreated skin 

the e size of weal as the initial allergic test. This was 

fo to vary in different patients from 0-05 c.cm. of a 
dilution of 1 in 10,000 to the same quantity of a dilution 
of 1 in 100,000. For determining the reaction of the skin 
as a whole the three final tests—the lowest allergic dose, 
the highest allergic dose and the corresponding histamine 
dose—were always injected into untreated areas. 

The patients were divided into two groups. Those in 
group 1 were treated with extracts standardised for 
skin-activity by accurate intradermal tests. By such 
means the size of the skin-reactions of A and B was 
fairly equal throughout the course of injections. These 
extracts differed mostly in regard to their concentration, 
as expressed in units. The desensitisation with both 
extracts was started with the weakest dose that would 
give a definite positive reaction and subsequently the 
desensitising injections were given as described above. 
The inoculations in group 2 were carried out with two 
extracts also, but they were standardised so as to have 
equal concentrations as expressed in units, and therefore 
mostly showed different degrees of skin activity in the 
individual patient. Desensitisation was thus attempted 
by weak skin-reacting doses of one allergen and stronger 
ones of the other. The cross-testing in both groups was 


TABLE I—RECIPROCAL CROSS-DESENSITISATION, SHOWING THAT 
TWO ALLERGENS OF EQUAL SKIN-AOCTIVITY DESENSITISE 
FOR EACH OTHER, EVEN IF THEY ARE OF DIFFERENT 
GROUPS 


Local 

itieation 
sitisation 
dosage Site | Initial 
(units Hista- 
om) Direct| @ross mine 


Re-test 
(initial dose) 
Group 1 


patient | Allergen 


2 








1.Hay-fever, A : Grass- | 40-3518) 1 ++ + + 
Oct. 10- lien 


Nov. 12, 


B : Tree- 3- 
1941 pollen 64,000 2 + + 





0 x<' 
0 0 ++ 
2.Hay-fever,; 
br. asthma, “ 
eczema, A: Grass- 20-2251 1 ++ 0 0 ++ 
Feb. 28— pollen 
March 3, > 4 
1942 B: Fish 100- 
10,738 2 ++ 0 0 ++ 
3. Ditto A: Feather'1161- 
Jan. 1- 100,000, 1 ++ 0 0 ++ 
Feb. 26, 
1942 B: Fish 1161- 
100,000, 2 ++ 0 0 ++ 
4, Br. A: Feather 1161- 
asthma, 100,000; 1 ++ 0 0 | ++ 
Feb. 15— 
Mar. 23, B: Flour 1161- 
1942 100,000, 2 [+++ 0 0 ++ 
5. Br. 1161-— 7 
asthma, A: Cat- 100,000 1 ++ 0 0 ++ 
Feb. 1- hair 
Mar. 10, B : Horse- 1161-— 
1942 hair 0 0 ++ 


100,000, 2 ++ 


TABLE II-——-UNILATERAL CROSS-DESENSITISATION, SHOWING 
THAT THE STRONGER ALLERGEN DESENSITISES TO THE 
WEAKER ONE, BUT NOT VICE VERSA; THIS IS INDEPEN- 
DENT OF THE BIOLOGICAL GROUPS 


! 
1,Hay-fever,|A : Grass- 194— 
~28, | pollen 20,971 | ++¢4 0 0 j++ 
B: Tree- 194- ~ x 
pollen 20,971 2 + 0 ++ ++ 
2.Hay-fever,,A; Grass- 194— 
asthma, | 


om 


| Pollen 20,971, 1 | +++ 0 0 ++ 
Sept. 19- 
ov.9, |B: Wheat- 194— 
1941 | flour 20,971; 2 ++ 0 ++ ++ 
3. Asthma, |A: Horse- 100— 
June 1- hair 10,738 1 [+++ 0 0 +++ 
July 10, | 
1941 'B: Grass- 100-— 
| pollen 10,738 2 oo 0 ++ ++ 


4. Asthma, |A : Feather 1161- 
Oct. 20- | 100,000 1 |+++ 
Nov. 17 .B: Kapok 1161- 

1942 1 100,000 2 ++ 


0 x< 0 +++ 
| 0 ++ ++ 
5.Hay-fever,,A: Grass- 1161-— 

asthma, pollen 100,000, 1 


+++ 0 0 |-++ 
Oct. 18- |B: Fish 1161- bos 
~~ } 100,000 2 + 0 ++ ++ 








Notes to Tables I and II 
Quantity injected : 0-05 c.cm. 
Increase of dose per injection : 25% 
Number of injections for desensitisation : 21-27 
Injections daily or-on alternate days. 


carried out with the initial dosages. Modified experiments 
which are not given in detail will be referred to when 
discussing the result. 


PREPARATION OF EXTRACTS 

To ensure sterility the simpler method of heating was 
preferred to the usual Berkefeld filtration, although the 
question of heating extracts is controversial. The loss of 
potency of my own extracts seemed negligible, as estimated 
by comparative skin-tests and by the neutralisation test 
(Arbesman and Eagle 1938). The content of carbolic acid in 
the carbol saline used as extracting fluideand as a diluent was 
reduced from the routine 0-5 to 0-1% to prevent unspecific 
damage to the tissues. A fixed amount (5 grammes) of the 
substances was taken and the fats were extracted with ethyl- 
ether. The solvent was decanted. The residual substances 
were then washed with methylated spirit. The spirit was like- 
wise decanted; 90 c.cm. of carbol-saline (0-1% carbolic acid) 
was added and these mixtures heated to boiling-point in a 
water bath for 20 min. The mixtures were cooled and 
filtered. Wheat flour was extracted in cold water and 
filtered. All the filtrates were heated next day for 15 min. 
in a water bath. Cultures were made. The resulting 10% 
solutions were preserved as stock. The required dilutions 
were made with 0-1% carbol-saline. 

The extracts have been assayed on the weight-by-volume 
basis, expressed in Noon-Freeman units, one unit being the 
amount of active substances derived from a millionth of a 
gramme of pollen. This calculation was adopted also for the 
other allergic substances. 


ESTIMATION OF THE REACTION 


The reading was done at the height of the reaction, usually 
15 min. after the injection. The weal and the erythema were 
marked out in ink and the outline thus demareated was 
transferred to a moistened label pressed against the skin. 
For reasons explained later, only the weal is recorded in my 
tables. 

RESULTS 


(1) Direct testis after local desensitisation.—The recorded 
experiments showed (tables I and 11) that repeated injec- 
tions of an allergen into the same site of a sensitive skin 
invariably produced a diminution of response, if applied 
in increasing doses. Although a weal was still formed 
by the more powerful doses at the end of the desensitising 
course this was much smaller in the treated than in 
untreated zones. This diminution of response became 
more obvious still when, after a hundredfold increase of 
the dose, the lowest concentration (the initial test) was 
repeated. The site then showed no weal formation. 
The erythema behaved in a different way. It failed to 
appear after injection not only of the weakest but even 
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of the more powerful doses. The extent of the area in 
which the sensitiveness for the initial test was abolished 
was strictly limited to ‘the injected sites. There was 
only a slight general decrease in the skin-reaction all 
over the body and this became more marked only when 
much higher doses were injected. For about three weeks 
the allergic tests in the treated areas produced no 
response ; then the sites started to react again. 

arious modifications of the recorded experiments 
have been carried out. An increase of the dose by 
50-100% at each injection gave the same result. In 
some cases it was'‘necessary to reach a final concentration 
five hundred times as strong as the initial-one. The 
abolition of the initial test was also evident when ‘‘ rush- 
inoculations ’’ (Freeman 1930) were given at hourly 
intervals into the same areas, but in this case estimation 
of the single reactions during the course was difficult, 
because the first weal had not always disap when 
the next dose was given. When repeated injections were 
given in a constant dosage local desensitisation was not 
regularly achieved and if it occurred it lasted only a few 
days. In some cases the reactions showed fluctuations 
over a long period and were sometimes still positive after 
the thirtieth injection. 

(2) Cross-tests after local desensitisation. Group 1. 
Reciprocal cross-desensitisation (table 1).—Two allergens 
(A and B) which were used in such concentrations that 
the skin-reactions of A were the same size as those of B 
produced desensitisation not only for themselves but also 
for each other. This occurred not only, as might be 
expected, between allergens of the same biological group 
—e.g., between various sorts of pollen—but also between 
unrelated substances, such as pollen and fish, or feathers 
and fish. The method was employed with five different 
pairs of allergens, and the result was always the same. 

Group 2. Unilateral cross-desensitisation (table 11).— 
When the two desensitising allergens (A and B) differed 
according to their skin-activity the strongly active 
allergen could desensitise for the weaker one, whereas 
the weaker did not abolish the reaction to the stronger. 
For example, strongly active pollen injections desensitised 
against weak fish-allergen, but desensitisation with the 
roduce a negative test 
against stronger pollen. For other examples see table II. 
This form of desensitisation is spoken of as ‘‘ unilateral.”’ 
Like the reciprocal one, it is not dependent on a biological 
relationship between the two allergens. 

(3) Histamine test after: local ensitisation.-—When 
histamine in a suitable dilution was injected into the 
inoculated areas for the purpose of testing for refractori- 
ness, weals as large as their counterparts developed. 
The sites, though completely desensitised for the allergic 
tests, still reacted to the corresponding histamine doses. 
The weals were sometimes even larger, but flatter (see 
controls). : 

It is of interest to add an observation made incidentally. 
A patient with a high degree of sensitiveness for fish was 
desensitised locally in two areas for fish and in two others for 
feathers (table 1, patient A3). He then ate 2 grammes of 
fish and developed a rash. His skin as a whole was covered 
with urticaria and erythema and only the four treated areas, 
2'in. in diameter, appeared normal. This demonstrated that 
a protection against the fish allergen had developed not only 
in the areas treated by fish but also in those treated by feather. 

Controls.—It was ni to ascertain that the abolition 
of the reaction in the desensitised zones was only due to the 
allergens and not to other constituents of the extracts. The 
same number of injections were therefore given using carbol- 
saline only and also using non-offending allergens. When 
these areas were finally tested against the allergen the weal 
was as large as the corresponding one in the untreated site, 
but the erythema was definitely weaker. The erythema must 
therefore be looked on partly as an unspecific phenomenon. 


DISCUSSION 


Sherman and Stull (1937-38) published interesting 
experiments on the cross-neutralisation of allergens. 
They mixed multi-sensitive sera in vitro with one 
allergen and tested these mixtures by the method of 
Prausnitz-Kiistner for this allergen and for the others 
against which the patient gave positive tests. They 
demonstrated that unilateral neutralisation by one 
allergen for another is common. They found, however, 
that reciprocal cross-neutralisation occurred only between 


(san. 2, 1943 § 
related antigens. The present experiments throw light 
on the production of cross-desensitisation in vivo, and 
demonstrate the influence of one allergen on the reaction 
to another on a still wider scale. It was shown that one 
allergen can act on all the antibodies present of the skin- 
sensitising type of ‘‘ reagins.’”” The inhibition of the 
allergic reaction may arise from the neutralisation of all 
the reagins present by one allergen, or the liberation of 
an unspecific substance blocking the reaction between 
allergen and reagin. The latter view is based on reports 
of the occurrence of a ‘ blocking substance ”’ in the 
serum of treated hay-fever patients, demonstrated by 
Cooke and his co-workers (1934-35) and confirmed by 
Harley (1937). 

The wide range of cross-desensitisation raises the 
question whether this is a special anti-allergic mechanism 
or only a general exhaustion of the tissues. Such an 
argument has been put forward by Cooke (1922), who, 
on producing a local exhaustion by allergens, assumed 
that the tissues had only become fatigued in a general 
sense; on his view the local decrease in the allergic 
reaction is often referred to as ‘‘ refractoriness.’’ Cooke 
did not, however, test the response of these fatigued 
areas to other stimulants. Mackenzie and Baldwin 
(1921) and Mackenzie (1921, 1922), who were the first to 
publish observations on the local exhaustion of cutaneous 
reactions, considered this phenomenon to be a specific 
desensitisation, and so did Storm van Leeuwen (1929, 
1930), Wagner and Rackemann (1935, 1936) and Bruce 
Pearson (1940) on the grounds of similar observations. 
The present experiments show that, after desensitisation 
with allergens, only the allergic extracts fail to produce a 
weal; the response of the treated areas to histamine 
remains unchanged. This proves that the capillaries 
have not lost their capacity for increased permeability 
in the sense of refractoriness and consequently the failure 
of the allergen-weal confirms the special anti-allergic 
mechanism of the phenomenon. 

This observation also throws some light on the general 
theory of allergic skin-reactions. It is generally believed 
that they are produced by liberation of histamine or 
histamine-like substances. The fact that cells, desensi- 
tised by the allergic test, will still react to a corresponding 
histamine dose leads to the assumption that, during the 
process of desensitisation, the liberation of histamine is 
inhibited or immediately counteracted. 

The results in the controls showed that an allergic test 
in an area, previously treated by repeated injections of 
carbol-saline only, produced a normal or even increased 
weal but a weaker erythema. This independent 
behaviour of weal and erythema is not surprising in the 
light of Lewis’s (1927) investigations on the ‘‘ triple 
response ”’ of the cutaneous vessels. He showed that the 
erythema is due to an axon reflex, whereas the weal 
occurs independently of nervous influences by a direct 
chemical stimulus on the capillary wall. It may well be 
that damage done to the tissues by repeated intracutane- 
ous injections, even if they- are unspecific, leads to 
degeneration of the cutaneous nerve-endings which must 
weaken the erythema but not the weal. This explains 
also why during desensitisation the erythema became 
negative at a time when the weal ‘was still positive. The 
increase in size and flattening of the weal may simply be 
due to some loosening of the tissue-spaces. 

The experiments have some bearing on therapy. 
The defence-measures were developed more rapidly and 
to a higher degree in the zone of the injections than in 
the tissues generally, and the anti-allergic mechanism 
therefore seems to be more of a cellular than of a humural 
nature. This encourages the attempt to alter the reaction 
of tissues by introducing the allergen locally, for example 
into the nostrils in cases of hay-fever. 

Some other factors, demonstrated by local desensitisa- 
tion, should be stressed in regard to anti-allergic treat- 
ment. The first point is the observation that the de- 
crease in the allergic skin reaction was only achieved 
regularly if increasing and not constant doses were 
used. Secondly, the results show clearly that abolition 
of the skin reaction is achieved easily only for the 
weaker doses. This demonstrates that there is no 
qualitative return to a normal reaction but only a 
quantitative diminution of the allergic response after 
treatment. It should therefore be spoken of as hypo- 
sensitisation, not as desensitisation. Consequently, in 
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attempting the reduction of sensitivity, these results 
should encourage us to increase the doses to as high a 
level as possible. 

The wide range of cross-desensitisation suggests 
farther that a patient with a multiple sensitiveness does 
not require a mixed extract but that it should be sufficient 
to treat him with a single allergen. If the sensitiveness 

for one allergen is stronger than for the others the choice 
* is easy. If, on the other hand, various allergens give 
positive reactions of equal strength, that extract which is 
obtainable in strongest concentrations should be chosen, 
so that, during treatment, the initial dose can be 
increased ten thousand times or more, as is done in pollen 
desensitisation. It seems that an improvement in 
desensitisation must not be expected from finding still 
more skin-reacting allergens but from the production of 
highly effective extracts and by carrying the densitisation 
as far as possible. 

SUMMARY 


A method of local desensitisation with allergens has 
been developed, by which a wide range of local cross- 
desensitisation ;could be demonstrated. If the desensi- 
tisation is carried out with two allergens of the same skin- 
aetivity., a reciprocal cross-desensitisation occurs. If 
ene.allergen is stronger than the other the desensitisation 
is unilateral. The occurrence of either reciprocal or 
unilateral desensitisation is independent of the biological 
group of the allergens. The desensitisation is only a 
quantitative change and not a qualitative return to a 
normal response. Observations on the histamine re- 
action in desensitised areas showed that the decrease in 
the allergic reaction is not a mere general refractoriness 
of the tissues but the result of an anti-allergic mechanism. 

I am indebted to the Medical Research Council for a research 
grant, to Dr. J. L. Livingstone for providing the patients for 
the investigation and his suggestions, to Dr. J. Freeman for 
criticism and for supplying pollen extracts, to various 
members of the medical staff of Horton Hospital for their 
help, and especially to Mr. A. J. Briggs and Mr. J. D. Abbott 
for their codperation as volunteers. 
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RECOVERY FROM HEART FAILURE AFTER 
CARDIAC MASSAGE 


H. K. VERNON, MB DURH, FRCS 
SURGEON TO 8T. JAMES’S HOSPITAL, L 0 C 


RECOVERY after cardiac massage for heart-failure 
during general anesthesia is rare and only about 50 
cases have been reported. 


. 


CASE-HISTORY 


A railway clerk, aged 55, was first seen in the outpatient 
department of St. Peter’s Hospital for Stone on Dec. 11, 1937. 
He was suffering from an enlarged prostate, and in addition 
had three uric acid calculi in his bladder. He was very stout, 
his blood-pressure was 160/100 mm. Hg, there was a normal 
response from the renal-function tests, and the Wassermann 
reaction was negative. 

Operation was performed on Jan. 10, 1938, under nitrous 
oxide, oxygen and ether. I removed the stones, enucleated 
the prostatic adenoma, and controlled the hemorrhage from 
the prostatic cavity by inserting an Andrew’s bag; but while 
I was stitching the wound the patient’s pulse and respiration 
suddenly failed. Artificial respiration was started at once 
without result. Mr. Swift Joly, who had assisted me, had 
taken off his gown and gloves, and was talking to a visitor in 
the theatre. He realised that there was no time to scrub up, 
so he seized a pair of sterile. gloves; and without waiting for a 


gown, or even to disinfect the patient’s skin, made a midline 
upper abdominal incision and started cardiac massage. The 
time which had elapsed since the heart had stopped was now 
about 34 min. Artificial respiration had been continued 
throughout. After roughly 30 sec. of aedian massage the 
heart began to beat at 80 per min. and almost immediately 
increased suddenly to 160. In all, therefore, the patient’s 
heart had been still for about 4 min. The wound was closed 
with through-and-through sutures and the patient was re- 
turned to the ward. Within an hour his pulse-rate fell again 
to 80. 

He was conscious on the morning after the operation, but 
did not speak more than a few incoherent phrases until Jan. 
24. During these 14 days his pulse was irregular and averaged 
100-120. He did not understand anything that was said to 
him but drank fluids when they were given him. From Jan. 
24 onwards he became restive and talked nonsense incessantly. 
He was by now increasingly difficult to keep in bed and under 
control. On Feb. 7 his suprapubic wound was not healed, 
but he was so maniacal that it was necessary to fit him with a 
permanent suprapubic tube and send him to an observation 
ward. 

In the next month or two his mentality improved so much 
that in July, 1938, he was sent to a convalescent home where 
his tube was removed and the suprapubic sinus healed spon- 
taneously. When seen again on Oct. 15, 1938, his mental 
condition appeared normal, he had a tremor of his hands and 
slurred speech and repeated words several times over, but he 
was well enough to begin work again in Nov ember, 1938. 
Dr. Worster-Drought kindly saw the patient in December, 
1940, 2} years after the operation, and reported as follows. 

“T regard this case as one of coagulation necrosis of the 
deeper parts of the brain—i.e., in the region of the basal 
ganglia. During cessation of the heart beat it would appear 
that the deeper portions of the brain suffer from anoxemia 
and undergo a coagulation necrosis. Most cases prove fatal 
very rapidly, but I have seen a few recover and live for some 
hours in a spastic condition—that is, in-a condition which 
appears to be one of extrapyramidal rigidity. It must be 
seldom indeed that sufficient recovery ensues to allow the 
patient to live on although m a spastic condition.. The signs 
in the present case are those of extrapyramidal hypertonia 
with characteristic speech changes due to basal ganglia 
lesions.” 

The patient was sent for speech training.. I saw him last on 
Aug. 27, 1942, when his condition appeared to be stationary. 
Except for a slight slurring his speec Ewe was normal, He hada 
parkinsonian gait but no tremor rot his hands and could 
form fine movements easily. There was a slight bulge of the 
upper abdominal wound ; his urine was clear and he had to 
rise only once at night to micturate. 


DISCUSSION 


This case emphasises the paramount importance of the 
time factor in cases of cardiac failure under general 
anesthesia. In cases recorded by Hamilton Bailey * 
the timing was most accurate, and his suggestion that 
the passage of each } minute should be called out 
aloud in the theatre should be adopted as soon as the 
heart has stopped. When it is certain that the heart 
has ceased to beat there is no doubt that cardiac massage 
should be started as quickly as possible. Time should 
not be wasted in injecting adrenaline, which is of very 
doubtful value.2 The case for immediate cardiac 
massage is supported also by the finding that fewer 
successful cases are recorded where a deliberate and 
separate laparotomy had to be made, as in the present 
case, than where the peritoneal cavity was already open 
and therefore cardiac massage could be begun sooner. 
Now that chloroform anesthesia is less used cases of 
cardiac failure appear to be fewer, and I feel that this is 
not merely coincidence but cause and effect. 


A am indebted to Mr. Swift J. oly for his help in this case, and 
to Dr. Worster-Drought for permission to quote his report. 





1, Bailey, H. Brit. med. J. 1941, ii, 84. 
2. Primrose, W. B. did, 1935, ii, 540. 


Dr. ede: Moone, 30a, Wimpole ‘Street, tienda. W.1, 
would like to get in touch with anyone who has had 
practical experience of the after-effects and treatment of 
radium or radon burns in the gynecological and rectal 
regions. 
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ACCIDENTAL HEAD INJURIES 
PROGNOSIS IN SERVICE PATIENTS 


C. P. SyMonDs W. RircHiz RussELL 
M D OXFD, FRCP MD EDIN, FRCPE, MRCP 
AIR-OOMMODORE, RAFVR MAJOR, RAMC 


THE word accidental in the title of this paper requires 
explanation. In the course of our work at a military 
hospital for head injuries we have had to deal with two 
groups of SR 8 egy or bomb wounds, and a variety 
of head injuries due to accidents of a kind which may 
also occur in civil life. It is with this latter group that 
the present paper is concerned. There is much uncer- 
tainty among. surgeons and physicians regarding the 
prognosis in these cases, as is shown by the great variety 
opinion expressed on the optimum duration of rest 

n bed, the period of convalescence required, and the 
likelihood of return to useful duty in the 8 Services. With 
the aid of a grant from the Medical Research Council 
we have been able to collect data which have a bearing 
on these problems, and at the suggestion of the council’s 
committee on brain injuries we present a summary of 
our experience and conclusions. . 

Cases of accidental head injury admitted to this 
hospital may be divided into two groups. (1) Chronic 
cases which have been previously treated in other 
hospitals ; many of these have been transferred because 
their progress, judged by expectation, has been unsatis- 
factory, and they therefore form a highly selected group. 
(2) Acute cases; a relatively unselected group, being 
usually admitted because the accident happened in the 
neighbourhood of the hospital, though many had been 
first admitted to a general hospital and subsequently 
transferred. Cases admitted to this hospital within 3 
weeks of the ‘injury have been included in the acute 
group. The series~is thus not entirely representative 
of aecidental injuries, such as would be seen in a large 
general hospital in an industrial area, because it does not 
include those cases in which the severity of the head 
injury, or associated injuries of other parts, forbade 
transfer within the period specified. oubtless this 
a why the maaher of deaths in our series was 
smal 

The analysis covers 242 consecutive acute cases; 
5 died, and 22 (9%) of the survivors were invalided out 
of the Service from this hospital. The remainder, 215 
(89%), were returned to duty, and it is with the subsequent 
fate of this group that we are first concerned. 


POST-TRAUMATIC AMNESIA IN ACUTE CASES 


One of us has previously emphasised that a convenient 
means of classifying the severity of head injuries is the 
duration of the post-traumatic amnesia (Russell 1932). 
This method is incomplete, because it takes no account 
of loeal in, } x pot to the skull, brain or cranial nerves, but 
it is a provided these limitations are nen pleatiy vp yd 

ost-traumatic am 
time aesan which the patient can po a pp and om 
tive account of what was happening around him. This 
can be estimated by careful questioning after recovery 
of full consciousness and normal orientation. Care is 
necessary to avoid two sources of error. One arises 
from accepting the patient’s first memory of his surround- 
ings as the end-point, when it has in fact been followed 
by a further period of clouded consciousness and 
amnesia. Such ‘‘ PSslands ’ ? of memory are not uncommon 
and may be followed Se 4 further amnesia for a day or 
two ; itis therefore the beginning.of continuous memory 
which we prefer as our measurement. The second, 
though less common, error is to assume that because a 
patient is aware of what is happening around him he 
will be able to recall this later. This may lead to 
underestimation of the duration of the post-traumatic 
amnesia in a phe ae who is under observation in the 
acute symptoms. It is therefore necessary 
in cases tie type to 5 ee aes the duration of the amnesia 
some time after be nargry recovery of full conscious- 
— ‘ac example, re the patient is discharged from 
ospi 

In table 1 the prognosis in those who survived is 
compared with the duration of the post-traumatic 
amnesia (PTA). Of the 215 cases returned to duty, 
193 (90%) have been followed up, and the table gives 


not only the number of those invalided from the Service 
in this hospital but also of those known to have relapsed 
and been invalided later. The figures show that as the 
duration of the PTA lengthens the prognosis becomes 
worse. There is a rise in the gp ager of those 
invalided when the PTA exceeds 1 day, and a further 
significant rise in the over 7 days group. But a third 
of the most severe cases (PTA over 7 days) returned to 
duty successfully, and at the other end of the scale, of 
those with a A of less than 1 hour (including those 
with no amnesia), 11% were invalided. This table, 
therefore, indicates both the value and the limitations 





TABLE I—SURVIVING ACUTE CASES: PROGNOSIS IN RELATION 
TO SEVERITY OF INJURY 


Duration of Cases Tnvalided | Invalided To tal 
PTA in h _invalided follow: =p 











O8P. later 
Nil ae 28 1 (4%) 2(7% 3 (11%) 1 
Under 1 hour 75 23%) 6 (8%) 8 (11%) 9 
1-24 hours 65 3 (5%) 5 (8% 8 (12%) 7 
1-7 days .., 34 , 5(15%) | 3(9%) | 8(24%) |) 2 
Over 7 days 35 11 (31%) 10 (29%) | 21 (60%) 3 
Total .-: 237 22 (9%) 26 (11%) 


48 (20%) 22 (9%) 
Percentages are of the number in each subgroup. 


of the duration of'the PTA as a criterion of prognosis. 
All that can be said for it is that it is the best single 
criterion at present available. 

A record of the type of duty performed was included 
in the follow-up questionnaire, and the proportion of 
those on duty who were reported to be on full duty, 
efficiently performed, was.82%. This did not, however, 


‘always indicate that the patient was still in the same 


medical category as before the accident. 


DURATION OF HOSPITAL TREATMENT AND 
REHABILITATION 

The plan has been to continue with treatment in 
hospital, including graduated physical exercise, until 
the patient is ambulant and then to transfer him to a 
convalescent hospital nearby; there, supervised by 
the medical officer who had charge of him in hospital, 
he is given physical training of progressive severity, 
and mental occupation, until he is judged fit for return 
to duty. 

Of 193 cases discharged to duty and enceenitiiy 
followed up, 167 were reported on duty. Table 0 gives 
the actual duration of treatment and rehabilitation of 
those who returned to duty successfully: 92% were 
treated for less than 3 months, and of these, 84% were 
}y ptente | by the medical officer of the unit to be doing 

duty efficiently. On the other hand, 26 patients were 


TABLE Il—-DURATION OF TREATMENT IN ACUTE CASES WITH A 
SATISFACTORY FOLLOW-UP REPORT AFTER RETURN TO DUTY 











flentie fab eet Saeet of poat- “traumatic p amnesia 

albcharge | xa | Yager) 324, 7, | Oree, | ota 
Under} .. | 4 (4) 4 (3) ay ‘a4 re | 8 (7) 
Overi .. | 7(7) | 20(20)/10(10)) 1 (1) .. | 38 (38) 
1-2 .. | 7(6) |19(19)| 2319) 1512) | 1 0) | 65 (56) 
2-3 .. | 6(5) |13(10)/12(6) | 5 (3) 7(4) | 43 (28) 
3-4 wl ae | 200) 1] 8) | aM 1(0) | 7 (3) 
4-5 faikt be. Lo: opel Sa 1(1) | 5 (4) 
5-6 Wd! wie sc Sia be 1() | 14) 
Over 6 i. 

Total .. | 24 (22) | 58 (52) | 50 (39) “24 (18) | 11 (6) |167 (187) 


Figures in parentheses show sitesi doing f fall FOr efficiently. 

Duration < treatment (including rehabilitation) was less than 3 
months in 154 cases (92%); of these, 129 were doing full duty 
efficiently. 
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returned to duty, but on the follow-up were found to 
have relapsed later ; of these only 17 (65%) were under 
treatment for less than 3 months. The incidence there- 
fore of rela was not higher among those who had 
been trea for relatively short periods, from which it 
may be concluded that a relatively short period of treat- 
ment, under conditions obtaining at this hospital, was 
not a factor of importance in causing relapse. 

Table 111 shows some of the clinical findings in the acute 
cases. The number successfully returned to duty who 
show the features tabulated is also given ; it is apparent 
that though some of the complications referred to have an 
adverse effect on prognosis, none absolutely excludes 
return to duty. The figures indicate clearly that the 
prognosis in cases of accidental head injuries in Service 


TABLE UI—OTHER CLINICAL FEATURES OF THE ACUTE CASES 





nes Cases followed 
Cases | up and on duty 





83 53 
Depressed fracture (included in above) 17 9 
Injury penetrating bone, dura or brain | 10 | 5 


Intracranial hematoma (extradural, | 
subdural or intracerebral) .. <¥ 


X-ray evidence of fracture of skull .. 


7 1 








Injuries to other parts of body | 49 20 
Injury to cranial nerves 1 or 2 | 22 13 
Injury to cranial nerves 3, 4 or 6 | 
uding pupillary abnormalities .. 46 28 
Injury to cranial nerve 8 18 | 11 
Abnormal motor, sensory or reflex | 
physical signs Ke 4 hie ee 17 
Epilepsy 2 wi on - | 2 
Total in group | eae | 167 








personnel is usually good. About 80% of those who 
survive the acute stage return successfully to useful 
(usually heavy) duty within a few months of the injury. 
This figure is similar to that obtained in a consecutive 
series of civilian head injuries (Russell 1934). Cairns 
(1942) has recently emphasised the same point. This 
should correct the old belief that for cases of severe head 
injury or skull fracture very long rest and convalescence 
are necessary for recovery. 


TREATMENT GIVEN 


The satisfactory rate of progress described was not 
due to any novel form of treatment. We have described 
elsewhere the principles followed, apart from the surgical 
treatment of wounds of the scalp or deeper tissues 
(Russell 1942, Symonds 1941, 1942); - 
mursed in bed, bu 
he is enco ed to-met, toe 
activities. The rate of Dp y no 
fixed rule, but by the symptoms ividual case. 
For example, a patient with a long PTA but no headache 
may be up and about in a few days, while a man with a 
brief PTA with headache may be kept in bed for 2-3 
weeks. Except in the mildest cases lumbar puncture 
is usually done, in order to ascertain the pressure and 
the presence or absence of blood in the fluid; it may 
be repeated if the CSF is under high pressure (over 
250 mm. of water), if there is much blood in it, if there 
is considerable pleocytosis, or if the withdrawal of CSF 
seems to relieve headache and restlessness. Treatment 
by dehydration has been very rarely employed and 
fluids are given in quantity sufficient to relieve thirst. 
No restriction is placed on posture in bed, the patient 
having his head raised or lowered to the ition he 
prefers. Sedatives are used as little as possible because 
a | prolong mental confusion. 

xplanation and reassurance, for both the patient and 
his friends, has been a part of the routine. Persistent 
confusion of moderate or slight degree has not been 
regarded as a contra-indication to allowing a patient to 
be up, provided that he appears no worse for it. A 
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patient is sometimes encouraged to get up and progress 
towards greater activity in spite of symptoms if he is of 
an apprehensive or worrying disposition. 


During the 
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period in bed the patient is allowed to read and converse 
as much as he is inclined, provided that his doing so is 
not followed by symptoms such as headaches, irritability 
or excessive fatigue. Manual occupation, such as leather 
work, is encouraged as soon as the patient is willing to 
undertake it, and regular physical exercises of a light 
type are begun after he has been up for a day or two. 

* By the time he has been up for a week he is usually 
able to walk a mile in his clothes, and if his progress is 
satisfactory he is then transferred to the convalescent 
hospital, where the average stay is 3-4 weeks. During 
this period he proceeds through light to heavy physical 
training, conducted by a trained NCO; he also has 
daily occupation of a manual kind—weaving, carpentry, 
gardening or wood cutting—and takes part in such 
o i games as golf, cricket, football, baseball and 
tennis under medical supervision. Only those patients 
who are considered likely to return to duty are sent to 
the convalescent hospital, and few of those sent fail 
to do so; the atmosphere is therefore encouraging. 
Throughout the period of rehabilitation the rate of 
progress is determined not by any rule but by experiment 
in the individual case (see Symonds 1940). One man 
may be fit to return to his normal way of living a week 
or two after his injury. Another after the same initial 
symptoms may need a month or two before he is equally 
recovered. We believe that preconceived notions as to 
the duration of disability to be expected after injury of 
particular degree are apt to result in unnecessarily 
prolonged invalidism. The patient who is -symptom- 
free should be encouraged to go ahead rapidly, but by 
gradual steps, which should be prescribed by the 
physician. 

In some cases in which it has been decided to send a 
man back to duty after a severe injury there has been 
evidence of slight intellectual impairment: or personality 
disorder, which has made the prognosis appear doubtful. 
The conditions of aye gw life, however rigorous, cannot 
compare with those of the ordinary Service routine, and 
the final test in certain cases must be return to duty. 


COMPARISON OF PROGNOSIS IN OTHER SELECTED GROUPS 

The great majority of patients admitted to this 
hospital have belonged to the .group which we have 
called chronic—that is to say, they have been admitted 
or transferred from other hospi more than 3 weéks 
after the injury (as a rule much longer) because their 
progress was unsatisfactory. Table Iv shows that the 


TABLE IV—PROPORTION OF CASES INVALIDED IN ACUTE AND 


Chronic 

















—, pe Acute 
Invalided from hospital 22 (9% 221 (31%) 
Invalided later (on follow-up) 26 (11%) | 149 (21% 
peor aM... .. | 48 (20%) | 370 (52%) 
$No follow-up © =. \.mwig-. p MRO ey 42 GUY 
Total surviving cases... | 237 718 








percentage of the chronic cases invalided from hospital 
was higher than in the acute group, and that, of the 
cases followed up in each group, the percentage returned 
to duty but invalided later was again higher in the 
chronic group. 

Analysis of the chronic cases invalided in terms of the 
duration of PTA (table v) shows that, although the 
percentage of those finally invalided in the group of 
cases with a PTA of more than 7 days is the same as in 
the acute cases, the percentages invalided in the groups 
with a shorter PTA is in each instance much higher for 
the chronic than the acute cases, indicating the presence 
of factors other than the duration of the PTA in determin- 
ing the prognosis. The impression of one of us (Symonds 
1937) that the mental constitution before injury plays 
an important part in the prognosis of head injuries led 
us to compare the incidence, in the acute and chronic 
groups, of predisposition to mental disorder, as evinced 
by the family or personal history of the individual. 
This has been systematically inquired for and recorded 
in all the cases of this series. The criteria for such 
predisposition included the following. 
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Personal history of: (1) Backwardness; failure to reach 
average standard at school (e.g., for primary school, top 
standard) unless offset by satisfactory subsequent work 
record. 

(2) ap, Homeware nervous illness necessitating medical 
care or absence from work. 

(3) Poor work record—e.g., failure to hold any job for 
longer than 6 months. 

Family history : of alcoholism or marked eccentricity, as 
well as mental illness or nervous breakdown needing medical 
care, in parents, sibs, uncles, aunts or step-sibs (provided 
there was blood relationship in the last three). 

We are aware that these criteria are so comprehen- 
sive that they may be fallacious, but since the same 
criteria were applied to all cases in each group a com- 
parison between the incidence of predisposition to 
mental disorder thus estimated in the two groups is 
valid, Table vi shows that predisposition is more than 
twice as common in the chronic group. 

If now the prognosis of all cases (acute and chronic 
together) in which there was evidence of predisposition 
is compared with that of the cases in which there was no 


TABLE V-——-COMPARISON IN ACUTE AND CHRONIC CASES OF 
PROPORTION INVALIDED, EITHER IN HOSPITAL OR LATER, 
AND DURATION OF PTA 























eid. Acute Chronic 

of PTA | Cases’ | Invalided | Cases Invalided 
Wi juli ows 28 | 3(11%) | 66 26 (39%) 
Underihour; 75 | 8(11%) | 120 59 (49%) 
1-24hours..| 65 | 8 (12%) | 222 | 115 (52%) 
1-7 days .. | 34. | = 8 (24%) | 184 93 (51%) 
Over 7 days | 35 | 21(60%) | 121 72 (60%) 
No record .. ~ 5 5 

Total .. | 237 | 48 (20%) | 718 370 (52%) 





evidence of predisposition, we find (table vi) that the 
percentage of those finally invalided is nearly twice as 
high in the predisposed group as in the other. It may 
be argued that our knowledge of the predisposition gave 
us a bias towards unfavourable disposal in this group, 
but analysis of the figures shows that, of those we 
returned to duty, the number who rela’ and were 
invalided later was also much higher in the predisposed 
group.- Among the predisposed, 38% of the 207 cases 
returned to duty were invalided later, whereas in the 
control series only 20% of the 505 cases returned to 
duty, were invalided later. 

Our criteria for predisposition were deliberately chosen 
to include all data that might possibly be of value in 
this connexion, and need sifting. Even on this inclusive 
basis, 33% of the predi were returned to, and 
remained on, duty. We conclude, not that predisposi- 
tion as assessed by our criteria carries a bad prognosis, 
but that among the criteria which we have used there 
are some which have an adverse effect on prognosis, and 
that this adverse effect was a factor in determining : 


TABLE VI—INCIDENCE OF FAMILY AND/OR PERSONAL HISTORY 
OF MENTAL INSTABILITY IN 237 ACUTE AND 718 CHRONIO 
CASES COMPARED 











+ “| Acute | Chronic 
Personal history ‘‘ mental” .. om 18 113 
Family history “mental” .. <y 13 ° | 113 
Personal and family histery “‘ mental” | 10 | 78 
To ns “ri zs -. | 41 (17%) | 304 (42%) 








(1) the unsatisfactory progress of the chronic group, on 
account of which they were selected for admission to 
this hospital; and (2) the relatively bad ultimate 
prognosis for this group as compared with the unselected 
acute group. 

A further opportunity of comparison between the 
mental constitution before injury and prognosis was 
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TABLE VII—DISPOSAL OF CASES WITH FAMILY AND/OR PER- 
SONAL HISTORY OF MENTAL INSTABILITY. ACUTE AND 
CHRONIC CASES TOGETHER 


Invalided 











Follow-up 
wet " in - - No 
Cases hospital | Full | Light | fllow- 
or later duty duty up 
Personal history 
‘** mental ” ra 131 76 (58%) 31 \21 3 
Family history | 
“mental” .. 126 74(59%)) 31 13 8 
Personal and fam- | 
ily history | 
“mental” .. {| 88 | 64(73%))| 11 9 4 


Total ogek ae 





ee 


5 214 (62%) | 73 (21%) |43 (12%) | 15 (4%) 
204 (33%) 268 (44%) |89 (15%) | 49 (8%) 





All other cases 


a 
— 
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afforded by the presence in our séefies of 111 cases of head 
injury in R flying personnel. These men were 
primarily selected as of sound mental constitution, not by 
our criteria but by the aircrew selection boards and the 
aircrew medical boards, and by elimination of unsuitable 
types in the course of training. 

Of these 111 cases (55 acute and 56 chronic), 8 were 
invalided from hospital and 5 of those returned to duty 
were invalided later, making a total of 13 (12%) invalided. 
Of 844 cases other than flying personnel, 405 (48%) were 
invalided either in hospital or later. From these figures 
it is clear that the prognosis for return to duty is much 
better for flying personnel than for other cases as a whole. 
Analysis of this group shows that this relatively good 
prognosis is not to be explained by less severe injury as 
measured by the duration ofthe PTA. There are possibly 
other factors, connected with the duties of flying personnel 
—in some respects less arduous than those of ground 
personnel or soldiers—which have a bearing on this good 
prognosis; but a relatively good mental constitution 
appears to us to be the most probable explanation. 
This conclusion is supported by analysis of predisposition 
in terms of the criteria used for this investigation, for 
there were 20 (18%) of flying personnel with a family 
or personal history of mental instability, compared with 
325 (38%) of the other 844 cases. 

Our data therefore suggest that if two men of dissimilar 
mental constitution suffer head injury of comparable 
severity, as judged by the duration of the PTA, the 
prognosis is much worse for the man with a latent or 
evinced liability to mental disorder. A similar conclusion 
has been reached by Lewis (1942) working from another 
angle. Comparing the past records, in relation to 
liability to psychiatric illness, of a group of patients 
admitted to hospital for postcontusional symptoms with 
those of a group admitted for neurosis without antecedent 
head injury, he found no significant differences, and 
concludes “ the striking thing is that the long standing, 
relatively intractable, postcontusional syndrome is apt 
to occur in much the same person as develops a psychi- 
atric syndrome in other circumstances without any 
brain injury at all.” 


SUMMARY 


In 242 consecutive cases of acute head injury in 
Service personnel, 91% of those who survived were 
returned to duty and 9% invalided. A _ follow-up 
showed that a further 11% were invalided later. 

In this group of cases a long post-traumatic amnesia 
carried a relatively bad prognosis for return to duty. 
Analysis of the cases returned to duty and followed up 
shows that in 90% the duration of treatment (including 
rehabilitation) was less than 3 months, and that there 
was no difference in the length of treatment between 
those that relapsed and those that remained well. 

The prognosis for return to duty in 718 cases of chronic 
head injury, largely selected for admission to a special 
hospital because of unsatisfactory progress was more 
than twice as bad as for the acute cases. This relatively 
bad prognosis did not depend on more severe injury, as 
judged by the duration of post-traumatic amnesia. 

There is a correlation between the bad prognosis in 
the chronic group and a higher incidence in this group of 
predisposition to mental disorder, as judged by ‘the 
criteria used in this investigation. 
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In 111 cases of acute and chronic head injury in flying 
personnel of the RAF, the prognosis for return to duty 
was four times as good as in all the other cases of the 
series. It is suggested that the main reason for this 
relatively good prognosis in flying personnel was that 
they are a highly selected group in respect of absence of 
predisposition to mental disorder. This is supported by 
a low incidence of such predisposition, as determined in 
this investigation. 


Acknowledgements are due to Lieut.-Col. G. O. Chambers 
for permission to publish this paper, and to the medical 
officers whose case-notes made the investigation possible. 
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POSTCONTUSIONAL HEADACHE 


Eric GUTTMANN, MD MUNICH, LRCPE 


“NEUROPSYCHIATRIC RESEARCH WORKER, NUFFIELD DEPARTMENT OF 
- ev SURGERY, OXFORD 


THE nature and relationship to cerebral injury of 
the postconcussional syndrome (Symonds proposed the 
name ‘‘ postcontusional ’’) are still not clear. Headache, 
giddiness and lack of concentration are regarded as 
common after-effects of head injury, but little is known 
of the factors which cause them to develop and persist 
in some cases but not im others. It is agreed that 
headache is the most common residual complaint after 
head injury (Symonds 1940) but published figures of 
incidence vary widely. Those who see cases of head 
injury in the later stages only are liable to get a biased 
view, because patients who recover completely are seldom 
seen again. 

Knoflach and Scholl (1937), studying over 1000 cases of 
head injury caused by blunt objects, found intense headache 
in 36-7% of the cases with cerebral injury and in 51-5% of the 
eases with fractures; and they state that ‘‘ mild headaches 
occur in every head injury.”” Akerman (quoted by Knoflach 
and Scholl) found 18% free from complaints ; Benon (1926) 
saw the general (i.e., postconcussional) syndrome in 60-80% ; 
Scherwitz (1936) found headaches in 70%. Borchardt and 
Ball (1935)—probably referring to the late stages—noted 
severe subjective symptoms in 39% of their cases. Earley 
(1933) found headache in 19 out of 100 cases 5-13 years after 
the injury. Rowbotham (1942) examined “ 500 cases suffer- 
ing from the effect of injury to the head ”’ and found headache, 
unilateral or bilateral, in 80.% of them; but these cases are 
probably a selection of bad risks and the time of the follow-up 
is not mentioned. Ritchie Russell (1932), examining 200 
cases of head injury in the acute stage, noted headache in only 
109 cases and no headache in 64 ; in the remaining 27 cases the 
patient’s mental state was responsible for lack of data. He 
says that “the pain may continue for only a few hours, but 
in some cases causes distress for days, months, or years.” 
When he examined 72 of his patients again, on an average 
6 months after the injury, some degree of headache was 
present in 41; it was slight in 28, severe in 13 cases. These 
figures apply to cases in which there was no question of com- 
pensation outstanding. Of his grand total of 141 cases 
followed up, 86 had symptoms not described in detail—in 
other words, the percentage was probably roughly the same. 
His figures are not as well known as they deserve to be ; there 
are no others giving so much detailed information on an 
unselected series. 


The figures reported here refer to 200 unselected cases 
of head injury admitted to the accident service of the 
Radcliffe Infirmary. Not all 200 cases were available 
for study : 5 cases admitted as head injuries were fourid 
to be wrongly diagnosed as such (cerebral embolism, 
poisoning); the records of 3 cases were inaccessible ; 
2 babies and 1 deaf, dumb and defective patient were 
excluded ; and 8 patients died. This leaves 181 cases, 
27 of them being Service cases which were not followed 
up. Since the case-records were not taken with this 
special purpose in view they are incomplete. Only those 
cases are included, therefore, in which the presence or 
absence of headache was definitely noted at the time ; 
in other words, a missing entry was not regarded as a 


negative statement. Generally speaking, however, it is 
more likely that the absence of headache went unrecorded 
than its presence. 

The types of accident in the 158 civilian cases were 
as follows : 


Factory accidents a ie af Ge 3 4 6 
Children at play (not including road accidents) ae A} 8 
Injuries in epileptic fits ie 4 


Miscellaneous (falls down stairs, through ‘windows, trom 
horseback ; brawls ; hit by falling pieces of masonry, and 
so forth nb aca a a Ki re oi 19 

Road aceidents .. oe 121 


The road accidents can be subdivided as in table 1. 
TABLE I—ANALYSIS OF ROAD ACCIDENTS 





Injured person 








Vehicle —| Total 
Driver | Passenger Pedestrian 
Car oe 3 | 15 22 40 
Lorry i, 4 2 4 10 
Motor cycle 14 2 6 22 
Bicycle... 49 | ‘ 49 
70 19 32 i 421 


As an indicator of the severity of the injury the dura- 
tion of post-traumatic amnesia (PTA) was used, assessed 
on discharge, as suggested by Russell. In 2 cases the 
PTA could not be assessed; in a few children the ob- 
served duration of deeply clouded consciousness was 


used. In 179 cases the findings were : 
PTA up to: Cases 
Group O 5 min.-* .. os ae 
“a A lhour.. ~. 88 
%9 B 24 hours .. sae 
$9 ee 7 days .. os 88 
os ae >7T days... és 3 


The presence or absence of headaches was recorded at 
six stages (table 11). : 


TABLE II-——INCIDENCE OF HEADACHE AT SIX STAGES 


Stage 1: on admission. or when first able to answer questions. 

Stage 2: during stay in hospital. 

Stage 3: on discharge from hospital. 

Stage 4 : when expected to be fit for work. 

Stage 5: three months after accident (patients who had resumed 
work only.) 

Stage 6 : six months ‘after accident. 


Stage 1 | Stage 2 | Stage 3 | Stage 4 Stage 5 
| 


























Stage 6 

Group | | | 3 | 2 | 
HP HP) 3 HP) 3 BP) 3 [HP 2 HP 
a Be ae kB eS Lo! 5) taka 
O |28/)14 27/13/27, 9/27 10/22) 2/26) 5 
A | 81 | 47 81, 44 | 73 16! 56 25 | 52 14 55| 9 
'B $4 14 38! 16/36!) 6/28 10; 27) 4134! 6 
c j17| 0117! 8] 16 1,/13| 2/11) 4) 43/ 3 
D 3/0} 3/0] 2] ©] 3} a] 2) of 2] @ 
ied Heed a f } i { ek! REG. ARAN 
Total 163) 75 166 76 | 154\ 32 127 48 114° 24 | 130) 23 
46%) |46% (21%) = (88% 121%) = {18% 


HP = headache present. 
Less than half of the patients complained of headache 
when awakening from unconsciousness, and the propor- 
tion grows smaller the longer the unconsciousness lasted. 
This may be due to the fact that patients with severe 
injuries may not be equal when waking up to observing 
and describing their sensations; but it would also be 
explained if the pain-producing stimulus, whatever it may 
be, wears off during the unconsciousness when tiis lasts 
long enough. At stage 1 the 16 missing records were 
mostly of patients suffering from injuries elsewhere which 
absorbed their own and the house-officer’s attention. 
The second stage analysed covered the whole period of 
the patient’s stay in hospital. No distinction was made 
between mild and severe or between transient or perman- 
ent headache. If during his whole time in hospital, the 
patient complained even once of headache he was counted 
as positive, and he was put down as negative only if 
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there was at least one statement to that effect in the 
notes and none to the contrary. ~ 

At this stage, headaches are slightly less common in 
cases with shorter periods of unconsciousness and some- 
what more common among patients with longer uncon- 
sciousness. These slight differences, however, are fallaci- 
ous ;\ they do not allow the conclusion that the clearing 
up of the patient’s unconsciousness makes him more 
aware of his pains, for the severe cases stayed longer in 
hospital and so the chances were greater that at some 
time or the other they might complain of headache. 
At this stage, the 13 missing numbers were mainly 
accounted for by patients who stayed so short a time in 
hospital that there was no detailed entry between their 
admission and discharge notes. 

Of the patients examined on discharge from hospital 
(stage 3) some were suddenly discharged—owing to 
pressure on beds—before they could be re-examined by 
the head injury team, so that the total number analysed 
at this stage was 154; a special discharge note was only 
gradually introduced. It can be presumed that discharge 
without examination happened mainly in cases with 
no complaints, where there was no doubt about their 
fitness to go home. 

All patients living within a reasonable distance were 
given a follow-up appointment at a date when it was 
assumed they would be fit for work again (stage 4). No 
Service cases are included in this stage ; these account for 
4 cases in group O, 13 in Group A, 3 in group B and 5 in 
group C; 25 in all. Of the 27 cases not re-examined 
at this stage i8 were seen at some other date and had 
then a negative record. 

All patients seen at the follow-up clinic were given 
another appointment, approximately 3 months after the 
accident (stage 5); an attempt was then made to find out 
whether the return to full work had had any influence on 
the subjective complaints, if any. Only patients who 

ad resumed work at the time of the examination were 
included in the list, and again any headache was counted, 
mild or severe, short or continuous; thus a few were 
included which almost certainly were due to intercurrent 
infections—cold, influenza and so forth. 

Six months after the accident each patient was given 
another appointment, and those that had not been seen 
before were written to or visited (stage 6). Any head- 
ache during the whole period since the accident not 
previously counted was put down at this stage. Seven 
cases not included among the 130 in table 1, col. 6, 
were followed up for three months, and only one of them 
had complained of headache at an earlier stage. It is 
therefore probably safe to assume that they did not 
attend for another examination because they felt fit. 
Three cases were not further followed up because they 
were old and invalid; 2 had been called up. The 
remainder of the cases not seen at this stage were 
people living far away injured during visits to Oxford, 
or labourers moved from one place to the“other. It is 
unlikely that they introduce a systematic error into this 
survey, certainly not one of relevant size. 

At each of the six stages less than half the patients 
complained of headache ; 45 cases (a quarter of the total) 
had no headache whatever at any stage. 


As the number of severe injuries in this series may appear 
to be low, I collected 9 cases, seen before the start of the 
accident service on account of their severity. All had post- 
traumatic amnesia lasting more than 7 days. They were 
followed up at more or less irregular intervals for periods 
between 7 and 20 months; 6 of them never complained of 
headaches, 2 had mild headaches at their first follow-up visit 
but none afterwards; the case of the 9th patient, who com- 
plained of headaches at various times, was complicated by an 
orbital cellulitis and meningitis. 


I do not propose to discuss why some cases complain of 
headache and others do not, or to describe the pathology 
and to compare the intracranial pressure or the amount 
of blood in the cerebrospinal fluid with the subjective 
symptoms. These things have been done before and the 
results are indecisive. It is unlikely that such laboratory 
findings would have much bearing on the symptoms 
several months after the injury. Accepting the duration 
of post-traumatic amnesia as an indicator of the severity, 
one can compare the mild and the severer cases at the 
different stages. 
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The percentages of cases with headaches given below 
were calculated from the finding at the six examinations. 


Stage— 
I II ur Iv Vv vi 
Mild cases (0 + A) 55°9.. 52°8.. 25-0... 42°2.. 21-6.. 17°3 
Severe cases 
(B +C +D) -- 25-0.. 32-9.. 129 .. 29:5... 20-0... 18-3 


Up to and including the first follow-up examination 
the percentage of headaches in the milder cases was 
persistently and significantly higher than in the severe 
At 3 and 6 months after the injury the difference 
disappears. This seems to point to causative factors not 
immediately conneated with the mechanical injury. If 
the duration -of the post-traumatic amnésia is a rough 
measure of the severity of the accident, one would expect 
some correlation between symptoms and severity, quite 
independent of the pathology pictured in a given case. 
In order to get an idea of the causative factor or factors, 
one has to review the cases clinically This can be done 
here only in a brief outline, and the 23 patients who had a 
history of headache when examined 6 months after the 
accident have been chosen for this purpose. 

The age-distribution in these 23 cases was: under 
10 years, 3 cases; 10-20,2; 20-30,7; 30-40, 3 ; 40-50, 
4; 50-60,1; 60—-70,3. This distribution—roughly 25% 
under 20, 25% above 50, and half between 21 and 50— 
shows that age is not a very important factor. Only 5 
of these 25 patients were off work on account of their 
headaches and.other symptoms, and 1 case can be dis- 
counted, because his headaches were explained by an 
acute attack of otitis media. In 6 cases, the history 
taken at the time of their inpatient treatment noted that 
they had been suffering from headaches all their lives, and 
the patients admitted that their present headaches did not 
differ either in type or in severity from their previous 
ones; 2 patients reported spontaneously that the 
migrainous headaches, from which they had been 
suffering before, disappeared during the time of observa- 
tion. One patient was an elderly spinster who for many 
years had attended a doctor for nervous exhaustion ; and 
one was a nervous, hyperkinetic child whose over-pro- 
tective mother insisted on his having a headache, though 
he never complained ; another was a defective, emotion- 
ally unstable girl who all her life had had variable 
nervous symptoms. 

Fairly obvious psychogenesis was noted in 9 cases—that 
is to say, during a short interview factors could be 
brought to light which, in view of the patient’s personal- 
ity, seemed to account for his symptoms. This, ‘of 
course, does not exclude an organic basis of the symp- 
toms ; but since we know that most patients with similar 
injuries do not complain of headache it seems fair to 
assume that either the symptom itself or the patient’s 
attitude to it (the degree to which he suffers from it and 
to which it influences his behaviour) is determined by 
the demonstrable psychological factors rather than by 
the hypothetical organic basis. Two cases may be 
quoted. 


Cass 1.—A laboratory assistant, aged 17. 
he was knocked off his bicycle. Retrograde amnesia nil ; 
post-traumatic amnesia 15 min. Discharged free from 
symptoms and signs 3 days after accident ; back to work 4 
weeks after accident ; 3 months after accident some head- 
ache; 6 months after accident very bad headaches, 2 or 3 a 
day. Had to change his job because he could not work with 
the microscope. History taken from parents shortly after 
patient’s discharge from hospital: only child, mother’s boy ; 
shy, blushing type. Won scholarship, but not keen on school. 
Likes music and theatre. Games: watches football in prefer- 
ence to playing. Got himself a job as a clerk, but head teacher 
insisted on his staying on till end of term ; meanwhile his post 
was filled, Head teacher got him lab job which he disliked. 
Complained of being moved about from one department to the 
other ; another change mooted while he was away after his 
accident. Mother, who dominates family, suffers from 
periodic headache diagnosed as nervous. While husband out 
of work she took up dress-making ; when he was earning again 
she gave it up because it caused her so much eyestrain and 
headache. The p of the boy’s headache—to get him 
out of the job into which he had been forced and which he 
disliked—was obvious, and the mother’s example was probably 
an important factor in shaping his reaction. The injury was 


On Sept. 9, 1941, 
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probably not more than the opportunity for this escape 
mechanism to start. 


Case 2.—A fitter’s mate, aged 64. On Nov. 7, 1941, he was 
hit by a falling piece of iron pipe. Unconscious for a few 
minutes. No retrograde amnesia; post-traumatic amnesia 
about 15 min. Complained of headache and some giddiness. 
No signs. X rays negative. No red cells in cerebrospinal 
fluid. Discharged free from symptoms on Nov. ll. First 
follow-up: slight giddiness ; no headache. After 3 months : 
giddy attacks on lying down, slight morning headache ; goes 
out for walks, but refuses any other occupation, including 
gardening in his own garden. ‘“‘ The compensation people 
would not allow it.” Six months after accident: awful 
headache every second day ; dizzy and faint feelings; bad 
memory ; not back to work because he is afraid of falling down 
the ladder ; cannot take on a job on the ground because that 
would interfere with his superannuation. Has been working 
at the gas works for 42 years and will be eligible for pension in 
another 6 months. Though I do not think that the financial 
gain is the cause of this compensation neurosis, it is obvious 
that the patient’s social condition is responsible for his 
attitude towards his symptoms. 


.. Thus, going over the cases one by one, including those 

__off work at the end of six months, there are only 2 of the 
25 patients in whom neither physical nor psychological 
factors could be found to account for the persistence of 
headache. Both cases were of the mildest type of injury, 
and there is every reason to suspect that the concussion 
itself did not explain the late symptoms. 


DISCUSSION 

These figures represent the findings in entirely 
unselected material, which necessarily includes a large 
proportion of mild cases. The 200 consecutive admis- 
sions came from a limited area served in effect by this 
hospital only. The proportion of cases followed up, 
though not 100%, was fairly high, and the figures for the 
incidence of headache are probably on the high side 
because most of the patients who escaped the follow-up 
had probably recovered. The low incidence of headache 
may seem startling, and it is thought that the results of 
this study warrant at least a review of the customary 
conception of the frequency and importance of post- 
concussional headache. They will help to counter- 
balance the clinical impression which one is liable to form 
from seeing at a late stage only those suffering from head- 
ache related to a head injury. The new impression 
formed in the light of these observations would be, 
roughly, that head injury is liable to produce headaches, 
but only half the injured notice or remember them. 
With active treatment it would seem possible to discharge 
80% of cases from hospital free from complaints. Less 
than ‘half of those discharged are left with some liability 
to headaches. This predisposition is psychosomatic— 
that is, psychological factors are as important in precipi- 
tating headaches as physical ones (stooping, heat, exer- 
tion). My own impression is that they are even more 
important. Six months after the injury this predis- 
position still manifests itself in less than 20% of the 
cases, and in some cases one can trace liability to head- 
ache in the history before the accident ; in most of the 
others social and psychological factors either precipitate 
ba headaches or determine the patient’s attitude towards 

em. ; 


SUMMARY 


An unselected series of head injuries admitted to an 
accident ward was examined for history of tcon- 
eussional headache. Including even the mildest and 
most transient, no more than half the patients had a 
headache at any stage. On discharge from hospital only 
20% complained of headache. 

During the period between discharge and first follow-up 
the ratio went up, probably owing to the adverse influence 
of environment. 

In the earlier stage headache is commoner among the 
cases with short post-traumatic amnesia than in those with 
a longer memory gap. This difference disappears in the 
later stages. 

In most cases which complained of headache 6 months 
after the injury the symptom was either precipitated by 
psychological causes or the patient’s attitude towards it 
was determined by such factors. : 
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Some of the patients with persistent or recurrent head- 
ache had been suffering from such headaches before the 
accident. 


I wish to thank Prof. Hugh Cairns and Mr. J. C. Scott for 

rmission to use their case material and for much criticism. 

is investigation was supported by a grant from the 
Rockefeller Foundation. 
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A METHOD: OF 
CONTROLLING BRONCHIAL SECRETION 
IN THORACIC SURGERY 


JOHN HALTON, MB LPOOL 


AN-ESTHETIST TO THE LIVERPOOL ROYAL INFIRMARY AND TO AN 
EMS THORACIC’UNIT 


IN major surgery of the lungs, the most important 
problem facing the anzsthetist is the presence of pus or 
infected secretions in one or more lobes of the lung and in 
the bronchi leading to them. These secretions are being 
continually expelled not only by normal reflexes, but by 
pressure on or handling of the diseased area during the 
operation ; they enter the bronchi, and thence tend to 
spill over into another lobe on the same side or even into 
the opposite lung. Existing methods for controlling 
these secretions are beset with technical difficulties which 
one way or another frustrate the purpose for which they 
are designed. To overcome these difficulties, a .simple 
occluding instrument has been constructed and a 
technique has been evolved for the application of it either 
blind or with direct vision. 

Three ways of controlling secretions are in use: 
continuous or intermittent removal of the secretion by 
suction ; occlusion of the bronchus to the affected lobe 
by a gauze tampon ; and occlusion by a catheter carrying 
an inflated cuff. Suction drainage used in conjunction 
with closed anzsthesia has many disadvantages: the 
possibilities of leakage in the anzsthetic circuit is con- 
siderably increased ; unknown quantities of air or fresh 
gas must be introduced into the circuit from time to 
time to replace that which is removed by the suction, 
which upsets the composition of the gaseous mixture ; 
suction may not be sufficiently immediate or complete 
to deal effectively with the sudden flooding of a bronchus 
during manipulation of the lung. 

The use of ribbon gauze to pack the bronchus of the 
affected lobe or lobes is efficient but. its introduction 
necessitates at least half an hour of preoperative broncho- 
scopy. Moreover, it is not possible to close an upper lobe 
bronchus yet leave the lower lobe bronchi patent ; and 
when used to close a lower lobe bronchus the gauze may 
become trapped by the lung-clamp or tourniquet, leading in 
turn to unrecognised incomplete removal of the gauze, with 
imperfect closure of the bronchus and a bronchiai fistula. 
The inflated-cuff endotracheal tube technique devised by 
Magill prevents the secretions ing over to the opposite 
lung but does not control their entry into a homolateral 
healthy lobe. Over-inflation coupled with the slightest 
weakness of the rubber wall of the cuff will cause it to 
balloon up the main bronchus into the trachea; as a 
result, the ventilation of the sound lung is impaired. 
Moreover the inflating orifice of such an over-distended 
cuff may become distorted and so prevent deflation ; the 
withdrawal of the catheter ean then only be achieved 
at the risk of trauma to the tracheal mucosa and the vocal 
cords. 

Experience of the last few years has shown that control 
of infected secretions during lung operations is praetic- 
able as well as essential, but no existing method is free 
from objections. I have devised an occluding diaphragm 
which permits of the blocking of the bronchial opening of 
one or more lobes. 





a ee a ee Re ee ene el 





‘the 


t for 
‘ism. 
the 


= f * ae oe ee 








THE LANCET] DR. HALTON: CONTROL OF BRONCHIAL 





DESCRIPTION OF THE OCCLUDER 

The occluder is in two parts and consists of a wide-bore 
Magill endotracheal tube and a mobile occluding unit 
(fig. 1). The nasal end of the Magill tube is fitted with a 
mount in such a way that an orientating mark 
engraved on the flat surface of the flange points to the 
concavity of the curve of the tube. Two pins project 
a@ short distan ce into the lumen of the mount and are 
designed to engage with a rack on the occluding unit 
(figs. 2 and 2a). The occluding diaphragm consists of a 
fine stainless steel tube, curved in the same arc as the 
Magill tube. ‘ At its distal end is mounted a hollow 
former, 1-5 cm. long and-0-33 cm. in diameter, This is 


Oect ton 





covered by a stout inflatable rubber sac, the interior of 
which communicates directly with the lumen of the steel 
tube (fig. 3). Round the proximal or nasal end of the 
steel tube is a rack 8 cm. long, notched at 1 cm. intervals 
(fig. 4). This rack engages with the pins fixed in the 
lumen of the mount of the endotracheal tube. A 
short length of rubber pressure-tubing is slipped over the 
end of the rack and serves as a union for a well-fitting 
Record syringe ; by this means the distal sac is inflated 
to form the occluding diaphragm. 
Saline is used to distend the sac, since 
it has been found that an accurate 
degree of inflation cannot be attained 
with air. The sac and tube are filled 
with saline before insertion, all the air 
being expelled by barbotage. When 
in position the sac is distended with 
a predetermined amount of saline. 
The rubber tube is then securely 
closed by a screw-clip and the syringe 
removed. 

In practice, two sizes of endo- 
tracheal tubes are required for adults 





Orientating mark 


—Magill sizes 10 and 8. Two bron- 
Pins Fig.2a chial occluders 40 cm. and 36 cm. long 
ak are also necessary. In the longer 


occluder the first notch of the rack is 
31 cm. from the centre of the distended diaphragm ; in the 


shorter the distance is 27 cm. The selection of catheter 
size and occluder length depends on the sex of the patient 
and whether an upper lobe, a lower lobe or a whole lung 
is to be occluded. A slightly different type of occluder is 
used when it is desired to close an upper-lobe bronchus. 
In general, its structure is the same as the one described, 
but the metal former is replaced by a small hollow metal 
tube, 2-25 cm. long and 1-25 cm. in diameter, to which 
the rubber sac is attached. This tube, which has a 
bevelled end to facilitate introduction, is placed directly 
opposite the upper-lobe bronchial orifice. The lower-lobe 
bronchi can then be ventilated through the lumen of the 
tube (fig. 5). 
: TECHNIQUE OF USE 

_ An essential principle in the use of this occluder is that 
it should be inserted so that the diaphragm is imme- 
diately above the bronchi which it is desired to shut off 
from the rest of the bronchial tree. In the case of the 
upper-lobe bronchus, the diaphragm must be opposite 
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its orifice. There are two methods of attaining this exact 
placing of the oecluder—by “ blind ”’ introduction and 
by the direct visual method. For the blind method it is 
nevessary to know how far the bronchial orifices are from 
the teeth or nares. Investigations '* have shown that 
there is a striking constancy, for both males and females, 
in the distance of the various bronchial orifices from the 
carina, except for the eparterial bronchus. I have made, 
in addition, measurements from a series of X-ray plates 
after injecting iodised oil, also in fresh post-mortem 
specimens and by direct bronchoscopy. These show that 
while the distance between the external nares or the 
teeth and the carina varies slightly with posture and the 
position of the head, if the adult subject is placed in the 
position usually adopted for blind intratracheal intuba- 
tion, the measurements from the nares or the teeth to the 
orifices of the lobar bronchi show little variation in the 


male and female. The average. measurements for a man 
are as follows ; for a woman they are 2 cm. less. 
Right Lejt 
cm, crm. 
Nares to ceritre of upper- (30°76 .. 3425 
Teeth lobe bronchial orifice 23-75 ww 2727 
Nares | to centre of middle- 33°75 
- lobe bronchial orifice ik soen 
Teeth 26-75 


These figures show that there is a sufficient margin 
between the upper and middle lobes to allow for small 
individual variations. ~Nevertheless it is advisable when 
possible to check the measurements for each patient 
before operation on iodised-oil bronchograms. Blind 
introduction of the occluder is impracticable in children. 
It will be clear from the figures that if the occluding 
diaphragm .is to be effective in closing off the lower 
bronchi and is yet to leave the orifices above it patent, it 
must be placed at distances beyond those tabulated. 
These measurements are as follows. 

To occlude the right lower and middle lobes in the male, the 
occluder must lie 33 cm, from the nares or 26 cm. from the 
teeth. To occlude the right lower lobe alone it is placed 35 
cm. from the nares ; 28 cm. from the teeth. On the left side, 
the lower lobe is occluded at a distance of 36 cm. from the 
nares or 29 cm. from the teeth. Again 2 cm. should be 
subtracted for the female patient. 

It has been further demonstrated that if a suitably 
curved tube is passed into the trachea, through either the 
nose or mouth, and is placed so that its tip lies at the 
bifurcation of the trachea.with the concavity of its curve 
facing directly forwards, further advancement with 
-rotation through an angle of 45° to the left or right will 
cause it to pass automatically into the left or right main 
bronchus. This is possible even when pathological 
changes have caused considerable distortion of the 
bronchial tree. 

The blind technique.—The patient having been anzs- 
thetised, the endotracheal tube, with the occluder placed 
inside it but as yet not projecting beyond the bevelled 
end, is passed through the nose or mouth and advanced 
until the flange is close to the nares or the teeth. If the 
instrument is to be passed into the left bronchus, the 
patient’s neck is flexed towards the right shoulder and 
the flange is turned through 45° until the orientating 
arrow points towards the left cheek. The occluder is 
now pushed down until the notch of the rack correspond- 
ing to the required distance can be engaged with the pins 
of the flange. Entrance to the right bronchus is effected 
by flexing the neck to the left and turning the flange to 
the right. When the occluder is in position a 5 c.cm. 
syringe filled with saline is attached to the rubber tube 
and the predetermined amount is injected. The tube is 
then securely clamped: with a screw clip and the syringe 
removed. At this stage proof that the occluder is in the 
correct position should always be obtained by listening to 
the chest. The flange can now be secured with strapping 
and the anesthetic mask fitted to the’ patient’s face, care 
being taken to see that the protruding end of the occluder 
is housed safely in the dome of the mask. At the con- 
clusion of the operation the patient is turned on the 
affected side, the screw clip is loosened and the saline 
1. Neil, +t Gilmour, W. and Gwynne, F. J. Med. J. Aust, 
2. Foster-Carter, A. F. Brit. J. Tuber. 1942, 36, 19. 
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allowed to escape. The occluder is then withdrawn 
through the endotracheal tube or out of the trachea and 
any secretion which may have become lodged between 
the cut end of the bronchus and the occluding diap 

is removed by a fine suction catheter down the endo- 
tracheal tube. 

Visual method.—The endotracheal tube is not needed. 
The occluder alone is passed through the nose or mouth 
under direct laryngoscopic vision. When it is seen to 
be in the trachea, the laryngoscope is exchanged for a 
bronchoscope. The occluder is now advanced alongside 
the bronchoscopé until it is seen to be in the desired 

ition. It is then inflated, fixed in place and the 
ronchoscope withdrawn. A plain Magill endotracheal 
catheter is inserted by the nasal or oral route and anes- 
thesia can be proceeded with. A special clip for fixing 
the occluder in position is being designed. 

I wish to thank Mr. H. Morriston Davies and Mr. Ronald 
Edwards for their help in these investigations ; the depart- 
ment of anesthetics at Oxford for their assistance in procuring 
materials ; and Mr. J. Blease of Messrs. Alexander and Fowler 
for constructing the occluder. ‘ 


-PERURETHRAL METHODS IN BENIGN 
PROSTATIC HYPERTROPHY 


T. L. CHAPMAN, MB GLAsG, FRCS 
ASSISTANT SURGEON TO THE VICTORIA INFIRMARY, GLASGOW ; 
UROLOGIST TO THE EMS 

PERURETHRAL prostatic resection is a form of treatment 
_which has aroused considerable antagonism in the past 
and there are still many who restrict its use to a small 
field or who are prepared to condemn it outright ; but 
if it can produce results equal to those of open operation 
it is obviously to be preferred to any suprapubic or 
perineal method. Few patients would wish to have an 
abdominal wound if it could be avoided and few doctors 
would advise an old man to lie in bed longer than is 
absolutely necessary. Moreover it is unjustifiable to 
condemn perurethral prostatic resection out of hand 
while great improvements in technique are still bein 
introduced. , 

The methods employed at the Mayo Clinic with the 
Gershom Thompson resectoscope have eliminated many 
of the disadvantages of earlier procedures. Results 
have been equal or superior in most respects to those 
obtained by open operation. I have employed this 
technique since the beginning of 1938 and have main- 
tained contact with patients or their doctors. The 
results have been far short of Mayo Clinic standards 


but a discussion of 100 consecutive cases of benign- 


hypertrophy treated in this way may be of value. It 
is chiefly in the benign group that the choice between 
suprapubic and perurethral methods arises. 


TECHNIQUE 

Instruments—The Gershom Thompson resectoscope is a 
development of the Braasch Bumpus punch. It has a large 
and small channel passing through the shaft; the larger 
channel contains a circular knife which can be moved up 
and down the sheath so as to open and close the fenestrum 
on the lower aspect, and the operator looks through the 
lumen of the circular knife. The smaller channel contains 
theelectrode.. In the instrument described by Robinson (1939) 
the blade rotates as it cuts and the electrode and knife are 
on different attachments. Both of these instruments. have 
been used in the present series. Where hemorrhage is brisk 
it is sometimes an advantage to have the electrode constantly 
in position as in the Gershom Thompson instrument. In 
many cases no hemostasis is necessary until the end of the 
operation ; in such cases the Robinson instrument is excellent 
because it cuts larger pieces of tissue. 

The prostatic tissue is excised with the circular knife. 
Diathermy is used only to control the bleeding points. 
The minimum of coagulated tissue is left and the danger 
of sepsis reduced ; ‘this is a distinct advantage over the 
“cutting loop” t of operation. The bladder is 
alternately filled and emptied during the whole course 


of the operation. The resectoscope is of the direct vision 
type, the operator looking through fluid which is on its way 
into the bladder ; vision is therefore excellent even in the 
presence of considerable hemorrhage. During the phase 
’ of bladder filling the most important parts of the operation 


are carried out: tissue to be excised is inspected ; the 
fenestrum of the instrument is opened, by withdrawing 
the blade and obstructing tissue is engaged; the 
tissue is excised advancing the blade; and bleeding 
points are ted by the electrode. During the 
phase of bladder emptying the excised pieces of tissue 
are washed out and are caught in a wire basket. 

It is often supposed that*these methods merely ‘‘ bore 
a hole’ or “‘ cut a channel” in the prostate. This is 
far from being true. ——— bulk of the hypertrophied 
prostatic tissue is excised. The Mayo Clini¢ surgeons 
have removed as much as 110 g. of tissue from a prostate. 
The largest quantity removed-in my series was 42 g. 
In order to remove large quantities of tissue a definite 
technique must be acquired; the obstructing tissue 
must be approached from different angles at successive 
cuts. In general the plan is to remove tissue nearest to 
the bladder first ; it is necessary at times to exert fairly 
firm downward or lateral pressure on the shaft of the 
instrument. Sometimes the pieces do not return as 
the bladder empties and it is necessary to employ a 
syringe or a Freyer’s aspirator. Spouting vessels are 
controlled by diathermy but perfect hemostasis is not 
attempted since it is desirable to limit the coagulation of 
tissue. At the end of the operation a catheter is inserted. 

All obstructing tissue must be removed; failure to 
achieve this seems to be the chief cause of difficulties, 
immediate and late. In treating aged feeble patients it 
is not desirable to prolong the operation much over 45 
min., so that it is as well to have replacements of all 
parts of the instrument ready and a staff experienced 
enough to reduce the time of a ‘ technical hitch” to 
a minimum. . 

: AFTER-TREATMENT 

The chief danger to be avoided is clot retention. At 
the Mayo Clinic a staff of orderlies has been trained to 
wash out the bladders by means of small syringes. I 
have found it more convenient to use the St. Mark’s 
Hospital irrigating apparatus; fluid passes into the 
bladder when one elip is released, and the bladder 
empties when the other clip is released ; any blockage 
of the catheter is at once obvious and steps are taken to 
deal with it. Various fluids have been tried and the 
following combination has been found the most effective. 
The bladder is filled with sodium citrate solution at the 
end of the operation and the catheter is clipped. This 
prevents the formation of clot while the patient.is being 
moved from the operating-theatre to the ward and the 
irrigating apparatus is being fixed up. After this has 
been accomplished the citrate is washed out and there- 
after silver nitrate, 1 in 10,000, is employed. The 
catheter is removed usually on the third day and the 
patient should then pass urine naturally and easily. 
Occasionally he does not, and the catheter must be 
replaced for a time. It may even be necessary to resect 
more tissue. 

SELECTION OF CASES 

During the period January, 1938, to June, 1941, ail 
cases of benign prostatic enlargement in which it was 
considered wise to remove the obstruction were treated 
by this method with 3 exceptions. In one the perurethral 
method failed and the suprapubic also failed ; this case 
will be described later. In another there was a dumbbell 
calculus. partly inside a diverticulum ; the bladder had 
to be opened to remove the calculus so the prostate was 
enucleated. In the third case it was not possible to 
pass the instrument without great difficulty and 
suprapubic prostatectomy was preferred. During the 
same period some patients have been condemned to 

rmanent suprapubic cystostomy; only -those with 
efinite renal failure or advanced disease in other 
systems of the body were treated in this way. Some 
patients suffering from benign prostatic enlargement 
were also advised against operation, where the symptoms 
were mild and there was little or no residual urine and 
where the disease process seemed unlikely to be progres- 
sive. The size of the prostate. was not considered a 
contra-indication to perurethral operation. Where 
stones were present, they were in most cases treated by 
lithotrity. Cases of frank malignant disease of the 
rostate were also seen during this period and were 
reated by perurethral prostatic resection. They are 
not included in the present discussion as recurrence of 
symptoms must be expected in a fair number of cases. 
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Deaths from metastases have been more common in the process but it must be remembered that a moderate 


these cases, however, than recurrent obstruction. amount of growth will be of no importance unless it is so 
placed as to obstruct the urinary outflow. 
RESULTS Malignant change.—The one case which was clinically 


Mortality.—In this series of 100 cases of clinically benign at.o ration and later showed malignant change 
benign hypertrophy 6 cases died. This does not mg oe is worthy of further consideration. Whether the patient 
favourably with the Mayo Clinic experience, W might have been saved by suprapubic operation when 
several thousand cases have been treated with amortality first seen depénds on the view accepted of the pathology 
of under 2%. Series of s ubic prostatectomies of the condition. If the malignant disease begins as @ 
have also been performed with lower mortality ; but change in the nature of the cells of the hypertrophied 
these are not comparable with the present series where portion then there is an advantage in the suprapubic 
a large proportion of cases were referred by surgeons © tion, but much evidence supports a different view. 
and practitioners as unfit for the suprapubic operation. +, the normal point of origin of benign prostatic 
The perurethral method can often be applied y hypertrophy is close to the urethra. This is constantly 
to feeble and decrepit patients and it seems justifiable 0 rved by surgeons performing suprapubic pros- 
to risk a small mortality in extending its benefits to tatectomy and is so definite that Motz and Perearnau 


of. obstruction.—Urethral micturition was supported by Marion (1921) and other French authori- 
achieved by 93 out of the 94 patients who survived ties. The normal site of origin of carcinoma of prostate, 
operation. The one complete failure was & patient on the other hand, appears to be posterior and marginal. 
whose senile degeneration was mental rather than Rich (1935), in a search for occult carcinoma of prostate, 
physical. After the failure by the perurethral method found the tumours most often at the outer margins of 
a suprapubic enucleation of the remaining prostatic the gland. Moore (1935), after a study of small prostatic 
tissue was carried out, but he still failed to pass urine carcinomata, concluded that though carcinoma may arise 
naturally: This man had been on suprapubic drainage anywhere in the rostate it is predominantly a disease 
for a long time and the ward sister’s theory that he had of the posterior lobe. He considered that carcinoma 
‘* just forgotten how to pass urine” may well have and benign enlargement are independent diseases. This 
been correct. In 10 others micturition was rather view is shared by Young and Lewis (1936) who say: 
sluggish and was associated with some difficulty and “We have observed areas of carcinoma within lobes of 
h cy ; 4 of these had been on suprapubic drainage hypertrophy but it appears that those areas were 
for a long time and were advised to continue thus. The extensions of tumour from the posterior lamella or had 
remaining 6 were reasonably satisfied, and as they had their origin in non-hypertrophied acini occurring between 
little or no residual urine were allowed to go home. In lobes of hypertrophy.” Bibus (1938) examined 430 
83 eases there was a strong urinary flow after operation. operation specimens from suprapubic prostatectomy by 
Permanence of operative results:—Contact has been serial sections; in 4-5% of these he found areas of 
maintained with these patients or their doctors in all carcinoma but the position of these in every case indi- 
but one case. Deaths have been inevitable in a group cated that the area of benign hypertrophy was being 
of men who have reached the allotted span, and many of invaded from outside. 
them were known at the time of operation to be suffering These findings suggest that the suprapubic prostatec- 
from diseases outside of the urinary tract ; 37 of them tomist hag no better chance of performing & complete 
were over 70 years of age. One case died from uremia ; excision of the malignant area than has the perurethral 
18 months after operation this patient stated that his operator. Boyd (1938) states: ‘‘ Even when a very 
general health was satisfactory and his bladder action early growth is discovered accidentally in a prostate 
normal ; 6 months later he was sent to hospital suffering which has been removed for simple hypertrophy the 
from symptoms of urinary infection and uremia from patient is likely to die of recurrence or metastases.” 
which he died. He had a large vesical calculus and Incontinence of urine.—Detractors of the method 
gross cystitis ; whether the calculus was due to a slight claim that urinary incontinence is a common complica- 
recurrence of prostatic obstruction it was not possible tion. A few days after operation the sphincter 
to say. Another patient | had slight recurrence Of mechanism is suddenly called on to cope with the hyper- 
obstruction and on investigation was found to have trophied bladder with no intervening obstruction and 
evidence of malignant change In the remnants of his there is a brief period of incontinence in a few cases. 
prostate ; he died of widespread metastases, and his Complete control is usually re-established within a few 
case will be discussed more fully later. A third who days. Incontinence was persistent in one of my cases ; 
died of pneumonia 3 years after operation had symptoms he was treated successfully by the operation introduced 
of urinary infection in the last few months of life. Other by Millin (1989, 1941). He can now sleep 8 hours 
deaths have been due to causes unconnected with disease without being disturbed and can undertake normal 
of the urinary tract. In the group. where function was exertions without accident. 
somewhat imperfect after operation, progress has been Some frequency and urgency may be produced in the 
variable ; sometimes the urinary flow is good, at others early days after operation by the same mechanism as 
the hesitancy and difficulty recur ; 2 of these patients produces incontinence, but this also has been found to 
have had brief attacks of acute retention since operation, Be transient and after a few weeks most patients rise at 
and it is difficult to say whether they were due tO most once a night. 
regrowth of tissue or to an imperfect original operation. = 
These 5 were all the cases where there was any SUMMARY 
evidence of recurrence of obstruction. I have followed Perurethral prostatic resection can be applied widely 
up 61 cases for over @ year, 36 of these for over 2 years, in prostatic obstruction, especially to patients too feeble 
and 19 for 3-4 years. With few exceptions all these for open operation. 
| ae song had suffered from acute or chronic retention Of 100 cases of clinically benign hypertrophy treated 
efore operation. in this way 6 died. In 93 of the 94 survivors urethral 
At the Mayo Clinic between 1913 and 1935 1694 micturition was achieved; the one failure was in @ 
patients were treated by perurethral methods ; evidence patient with mental deterioration. In 10 of these cases 
of recurrence was found in under 3% of cases (Thompson micturition was sluggish and 4 of them were advised to 
1935). Despite efforts to trace patients treated else- continue with suprapubic drainage. 
where rio evidence of a higher recurrence-rate had been In 3 cases there was evidence of recurrence of obstruc- 
found in 1939 (Thompson 1939). tion and in 2 others some sus icion of such recurrence. 
If benign prostatic enlargement is regarded as @ Function was maintained in the remaining cases. The 
tumour growth this low recurrence-rate might seem follow-up extended for periods up to 4 years. 
remarkable, but the view most widely held is that the One case clinically benign at operation later showed 
condition is a disorder of involution of the gland. Normal malignant change. Evidence is quoted to show that 
involution is of limited duration, and there is no reaso’ suprapubic prostatectomy offers little or no advantage 
to assume that abnormal involution continues indefi- over & perurethral prostatectomy in the removal of 
nitely. ‘These patients are treated at various stages in early foci of malignancy. 
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Incontinnsos of urine was a rare complication and has 
responded to treatment. 

I wish to thank Mr. James Russell for advice and encourage- 
ment ; most of the patients were treated in his wards at the 
Victoria Infirmary, Glasgow 
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cei mult “Yh 7 Reviews o: of Books 


Evolution: the Modern Synthesis 

Jutian Huxtry, MA, DSc, FRS. London: 

Unwin. Pp. 645. 25e. 

Browtogists have been springing surprises upon each 
vther-since the beginning of the century so that we 
deserve a reasoned and reasonable statement of the 
modern version of evolution. Dr. Huxley gives us one 
which evaluates the methods, old-and new, by which 
evolution has been studied, and strives to throw the 
findings, theories and beliefs which have risen from them 
into relation, so that. the reader may see them in perspec- 
tive. Controversial topics are not avoided—indeed, 
most of the book is in a sense controversial—but there 
is a notable absence of special pleading, and the logic is 
robust and never smart. The book is a serious pete 
valuable contribution to the subject, not a popular work 
in the accepted sense of the term, but intended for those 
who have studied biology and desire to learn how they 
must modify their background to conform to modern 
knowledge. He begins at the beginning and tries to 
convey the real content of conceptions commonly denoted 
by a word or phrase such as “ adaptation,’’ ‘‘ natural 
selection ’”’ or “ evolutionary progress.’”’ The reader is 
therefore fortified against sweeping statements he may 
encounter elsewhere in which writers have used such 
words in a specie! sense. The book is well documented, 
with 35 pages of references to original works and three 
indexes-—to subjects, organisms and authorities. Geo- 
graphical, ery oe and genetic factors in speciation 
are treated at length, and the problems of taxonomy 
discussed. - The importance to the méchanism of evolu- 
tion of Mendelian inheritance and genic interaction is 
indicated by reference to the modern interpretation of 
these processes ; and the power of natural selection as 
an instrument is emphasised by quantitative evidence. 
Adaptation and trends are fully discussed, and the nettle 
of evolutionary progress firmly The strength 
of the book does not however lie in the number of topics 
covered, but in the thorough interweaving of all available 
types of evidence. To differ from the author on this or 
that interpretation would be to misrepresent, by implica- 
tion, the character of the work. While stating his own 
position unequivocally, Huxley himself indicates clearly 
where others may differ from him. Such differences: are 
unlikely to affect his general thesis, or to shake the solid 
structure of the book. 


A Manual of Endocrine Therapy 

B. L. Crysere, MD, lecturer in obstetrics, 

Polyclinic Medical School and Hospital. 

Macmillan and Co. Pp. 178. 17s. 

THis book is exactly what the title suggests. Except 
where he writes, expertly and in some de as befits an 
obstetrician, on the diagnosis of sterility, the author 
leaves pathology and diagnosis severely alone. He has 
produced an accurate, well-balanced, and pleasantly 
sceptical manual of treatment ; but so rigid an insistence 
on treatment alone makes it seem little more than a 
cookery book. It is hard to say for whom the manual is 
written. The expert in endocrinology does not need it, 
and the tyro; with no knowledge of diagnosis, will be 
unable to use it. Dr. Cinberg is usually accurate, though 
many would doubt that “‘ treatment with cestrogens is of 
definite value in i breasts ’’?; or that menstrual 


Allen and 


New York 
London : 


painful 
cedema is due to dysfunction of the adrenal cortex ; or 





[zan. 2, 1943 


OF BOOKS 

that cestrogens are of no wale in the treatment of 
kraurosis vulve, which in England is ed as an 
important indication for their use; and there is ample 
evidence that lactation is suppressed by cestrogens or 
androgens. He suudilie ut inept. oF hasan all an ms 
in chronie mastitis, and believes that no physiological 
actions can be assigned to epinephrine ; he continues 
the outmoded fiction of B-oxidation of the carbo- 
hydrates. His suggestion, vaguely thrown out, that 
thyroid extract may usefully be “ included i in any scheme 
of endocrine medication ” is uncharacteristic, and smacks 
of that therapeutic optimism against which he .tilts. 
But against these venial faults must be set many virtues ; 
for instance he warns his reader in almost every chapter 
against the inactive oy pereggessa on the market, and 
names them. ‘He might have gone farther and omitted 
from his lists those unstandardised preparations which 
still abound. Ovarian and testicular extracts, oral 
parathyroid preparations, and thymus gland extract 
should have joined mammary substance, whele pancreas, 
pineal gland, placenta, prostate and spleen in the 
condemned cell of chapter 13. 


Management of Fractures, Dislocations, and Sprains 
(3rd ed.) Jonw AtBeRtT Key, MD; H. Earnue ConweE Lt, 
MD, FACS. London: Henry Kimpton. Pp. 1303. 63s. 
Tats well-knowr. work is a full account of injuries of 

bones and joints, obviously written from experience. 

The introduction of chemotherapy and the uses of non- 

corrosive metals have changed the views of the authors 

on treatment, especially of compound fractures ; other- 
wise, no radical changes appear in the work, which deals 
first with general principles of bone and joint surgery, 
and then with their application to fractures in various 
regions. There has been a swing of the pendulum in 
favour of operative treatment of fractures in the past 
few years, and it is noteworthy that these authors are 
conservative in the treatment of two conditions for 
which their fellows have been advocating surgical 
metheds: prolapse of the nucleus pulposus with sciatic 
pain, and tibiofibular diastasis. In general, the lines of 
treatment they adopt will find favour with British 
surgeons. They describe the “ ing cast’? method 
of treatment of fractures of the upper end of the humerus, 
and say they have given up abduction methods in its 
favour for the treatment of adduction or abduction types 
of fractures of the humeral neck. They nail all basal 
and trochanteric fractures of the femur, and describe 
methods of overcoming the technical difficulties of this 
operation. There are good accounts of the various 
types of spinal column fractures and spinal cord injuries. 

The chapters on faciomaxillary and skull fractures have 

been. well written by specialists in these branches. The 

illustrations show careful selection and preparation. 


Nutrition and Chemical Growth in Childhood 
Vol. 1. Evaluation. Icte G. Macy, PhD, director of the 
research laboratory of the Children’s Fund of Michigan. 
London: Bailliére, Tindall and Cox. Pp. 436. 27s. 6d. 
Tuts volume embodies the results of chemical and 

biological investigations carried out on the development 

of normal children between the ages of 4 and 12 by large 
teams of research workers. The second volume, which 
is yet to come, will mene pic the findings now published. 

The children were studied under exceptionally favourable 

conditions from an investigator’s point of view, since 

they lived in the Methodist Children’s village in Detroit 

and could be isolated in a separate cottage and fed on a 





uniform diet during the period of paneer grad they 
were besides well trained in the technique of roviding 
specimens. Only a small number were studied but the 


investigations made on them were elaborate—perhaps 
too elaborate. Thus they were subjected to inquiries 
into their height, weight, growth, metabolism, digestion, 
excretion, blood, diet, energy and rest. The result is a 
collection of data of varying importance. The authors, 
diligent and enthusiastic though they were, do not seem 
to have appreciated that much of the physiology of 
childhood been investigated already, or that some 
of it hardly calls for formal study. In the hematological 
section there is a mass of detailed information about the 
composition of red cells and plasma; the studies of 
red-cell measurements dupleete previous work, but the 
chemical section contains much information hardly to be 
had elsewhere. 
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BURNS AND GAS CASUALTIES 


(A treatment with new advantages) 


1. BURNS. The method of treating 
burns by application of a paste con- 
taining ‘Albucid’ Soluble is described 
in the British Medical Journal of 
November 22, 1941. This method 
has certain definite advantages over 
both tannic acid treatment and 
saline baths. 

(1) Easy and Painless Application. 

(2) The paste is soothing and promotes 
healing. 

(3) Jt reduces pain and edema. 

(4) Infection is kept well under control. 
(5) Free movement is not restricted. 

(6) A clean and healthy granulating 





surface is obtained, suitable for the 
reception of skin grafts if required. 


2. MUSTARD GAS—LESIONS of the 
Eye. The use of a 2.5% ‘Albucid’ 
Solution and ‘Albucid’ Ointment 
2.5% has been recommended. The 
2.5% solution may be prepared 
from 5 cc. ampoules of 30% solution 
(boxes of 5 ampoules). 

Supplies of ‘Albucid’ are assured, 
as like the other Schering products 
it-is now manufactured and distri- 
buted in this country by an entirely 
British Organisation. 


ALBUCID 


‘ Albucid’ is the registered name which distinguishes 
Sulphacetamide of British Schering manufacture 


LITERATURE GLADLY SENT ON REQUEST 


BRITISH 


 SCHERING 


BRITISH SCHERING LIMITED, 185-190, HIGH HOLBORN, LONDON, W.C.! 


ASSOCIATED COMPANIES: British Schering Research Laboratories Lid., Alderley Edge, Cheshire. 
British Schering Manufacturing Laboratories Ltd., Pendleton, Lancs. 
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VITAMIN THERAPY 





Neurasthenia or Hypovitaminosis B, ? 


Many clinical manifestations, previously of doubt- 
ful ztiology, have been shown by modern vitamin 


research to be symptoms of hypovitaminoses. This. 


applies notably to that protean group of symptoms 
the presence of which has so often led to the some- 
what facile diagnosis, neurasthenia. 


Loss of appetite, ready mental and physical fatigue, 
anemia, digestive disturbances, more or less vague 
aches and pains, and emotional instability—all these 
and other states which have been freely included in 
the picture of neurasthenia are now recognized as 
occurring in the presence of hypovitaminosis B. 





RESPONSE TO VITAMIN THERAPY 


The classical treatment of neurasthenia included 
rest in bed, reassurance and_arr abundant. well- 
. ze « 
balanced dietary. But, as one authority has aptly 
Said, when cure resulted it was not the rest or the 
reassurance that effected it—it was the food. More> 
accurately, in many cases it was doubtless the 


increased intake of vitamin B. Practical experience, 
indeed, has shown that loss of appetite, constipa- 
tion, fatigue, instability and other elements of the 
so-called neurasthenic syndrome are often readily 
, temoved by increasing the daily intake of vitamin B, 
and particularly of vitamin B,. 


NATURAL SOURCE OF THE B COMPLEX 


That a sub-standard level of vitamin B, is common 
is readily understandable, since the margin between 
average intake and physiological requirement of the 


Food Value Calculator 











The Food Value Calculator, recently published by 
Vitamins Ltd., simplifies the onerous work of 
evaluating family and institutional diets in terms 
of protein, calories, vitamins A, Br and C ; calcium - 
and iron. It does this by grouping common 
foods into nine main categories. The first known 
application of the wheel design to dietetic cal- 
culations has produced a device which may shorten 
to a period of days surveys hitherto taking months. 
Those having only occasional need to evaluate 
diets will appreciate the facility of carrying, out 
such work without having to assemble information 
from many scattered sources. 
The price is 2/6 each, post free. Special terms for 
larger quantities. 


Vitamins Limited 
(Dept. L/Cal. 4), 23, Upper Mail, London, W.6 
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vitamin is slim, and since the vitamin is not stored 
to any appreciable extent in the body. 


A particularly convenient and effective means of 
ensuring that the daily intake of vitamin B for such 
patients is maintained at the optimal level necessary 
for the normal functioning of the body, especially 
the nerves and gastro-intestinal tract, is the pre- 
scription of Bemax. Not only is Bemax the rithest 
available natural source of the vitamin B complex, 
but it provides important amounts of the vitamins 
A and E and of available iron and copper.. Being 
tich in first-class protein and digestible carbohydrate 


' it has also a high nutritive value. 


APPROXIMATE ANALYSIS OF BEMAX 


(at time of manufacture) 





The Vitamins The Minerals 








A. 280 i.u. per ounce Calcium 0.058% 
Bi. (aneurin) 320-420 iu. Phosphorus 1.11% 
per ounce 
Ba. (riboflavin) 0.9 mg. per Iron 0.0047% 
wan . Copper 0.0015 % 
P.P. factor (nicotinic acid) : ; 
I.I mg. per ounce Magnesium 0.31% 
Be. (pyridoxin) 0.45 mg. per Sodkunn-aod 
ounce. Potassium 0.64% 
E. (a-tocopherol) 7-10 mg. 
per ounce Chlorine 0.017% 





The Food Constituents 





Protein , “ 34.0%* Mineral Salts 4.5% 
~ 46.5% Water 5.0% 
Fat 8.5% Cellulose (fibre) 1.5% * 


* Note the exceptionally high protein and low fibre content. 











Further particulars concerning Bemax will be gladly 
sent om request. Vitamins Lid. (Dept. L.S.), 23, 
Upper Mail, London, W.6. 
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_ DISINFECTION OF AIR 

COMPARED with the immense reduction achieved in 
water-borne disease the progress made in the control 
of air-borne disease has been small. The fundamental 
reason for this is that an adult only ingests about 
one-sixteenth of a cubic foot of water per day, and that 
at long intervals, whereas the volume of air inspired 
is about 500 cubic feet per day, and the need is con- 
tinuous. Hence, although it is at least as easy to 
sterilise air as water, it is very difficult to provide 
populations with continuously aseptic air. Since the 
days of Listzr’s phenol spray air disinfection has been 
largely neglected until recently, and the common 
complaint that ‘‘ Doctors ean’t even stop colds ”’ is 
significant of a very real defect in public hygiene. 
In the last few years a considerable volume of work has 
been done in the United States on the control of air- 
borne infection, especially by W. F. Wes and his 
colleagues. The European work is less conspicuous, 
but studies on chemical disinfection of air were 
initiated by TriLLat in France and continued in this 
country by PuLvertTart and by Tworr and his 
colleagues. Since 1939 a good deal has been done by 
the Medical Research Council, but much of their 
findings remain unpublished owing to the war. Lately 
American workers, with two British contributors, 
ANDREWES and vAN DEN ENDE, published a 
collection of 37 papers on air-borne infection of out- 
standing importance under the title Aerobiology.' This 
symposium includes both “‘ extramural ”’ and “ intra- 
mural ”’ transmission of viable particles. Extramural 
transmission is mainly of-interest to those concerned 
with plant diseases, with asthma and hay-fever, or 
with viruses such as foot-and-mouth disease, of which 
the means of transmission are still’‘obscure. Most of 
the papers deal with intramural transmission, and in 
particular with the use of ultraviolet radiation for 
disinfecting air. 

It is now certain that radiation of wave-lengths 
between 2500 A and 3000 A will rapidly kill moist 
air-borne bacteria when freshly sprayed, either 
naturally from mouth and nose or artificially from 
laboratory cultures. The resistance of the majority 
of moulds and dried organisms found in dust is, 
however, much higher, and ultraviolet radiation will 
only kill them with certainty when used in consider- 
able intensity or for relatively long exposures. The 
practical use of ultraviolet radiation for aerial 
disinfection is simplified by the introduction of low 
pressure mercury-vapour lamps emitting a high 
percentage of their energy on the wave-length of 
2537 A. These are sold as ‘‘ germicidal lamps ”’ both 
here and in the USA, and as a rule are used at a height 
of 7 or 8 ft. above the floor, with reflectors below them 
so as to protect the eyes of people in the room from 
direct radiation. Under these conditions there is no 
need to wear goggles. In operating-theatres it has 
been customary to use more intense irradiation and to 
protect the surgeon and theatre staff with goggles. 


i Aerobiology. Washington, DC: American Association for the 
Advancement of Science, 1943, pp. 289. 





Hart has dninsied a large peduetion in postoperative 
sepsis from this use of ultraviolet lamps. It is 
difficult to determine the actual effects of such pro- 
cedures in diminishing cross-infection in hospitals or 
epidemics in schools. This symposium includes five 
accounts of apparent gains from the use of UVR in 
institutions, and one paper recording more equivocal 
results. In this case an apparent large reduction in 
cross-infection was obtained from the use of UVR in an 
infants hospital in 1940, but a negligible result in 1941, 
in spite of a diminution in the bacterial counts obtained 
on air sampling. The most striking results were 
those recorded by WELLS, WELLS and WILDER, in the 
large fall in incidence of measles and chickenpox in 
the irradiated sections of three schools in Philadelphia. 
Their results cover a period of 4 years and seem 
strong evidence in favour of ultraviolet radiation. If 
they are confirmed it seems safe to predict the wide- 
spread adoption of this method of aerial disinfection 
in the postwar years. 

One alternative method of aerial disinfection by the 
volatilisation of propylene glycol already mentioned 
in these columns? is discussed by RoBERTSON and 
others in the symposium. To be effective this sub- 
stance needs to be present in relatively high con- 
centration compared with hypochlorous acid gas or 
some resorcinol derivatives, but its very low toxicity 
will favour its adoption. Chemical disinfection of air 
is more troublesome than ultraviolet disinfection, 
the dosage is much less easy to control, and with most 
agents there is some fear of noxious effects if local over- 
dosage does occur. But it is cheaper to instal and 
easier to improvise in a sudden emergency, and is likely 
to compete with ultraviolet radiation at least in certain 
situations. With the choice of effective methods now 
available disinfection of air should become a common 
practice in crowded places before long. 


DESERT SURGERY 

Few first-hand accounts of surgery in the desert 
have so far been published, though they have been 
eagerly awaited by surgeons here and in America. 
Much information has come back but mostly to com- 
mittees or in personal letters. In a war of mobility 
it is of course difficult to colléct data, to trace the final 
outcome of cases, and to check one’s reasoning and 
enthusiasm by discussion with colleagues. Cold 
science is apt to tilt its nose at mere surgical gossip, 
yet this is an early pointer to the drift of surgical 
thought and action, and clinical impressions formed 
from experience on the battlefield stimulate surgeons 
at home to compare, to ask and to seek the reason 
why. Most of the value of this battlefield experience 
will be lost if it is filed for the official historian, and 
much may be lost in the minutes of committees. 

A few weeks ago, two surgeons home from the Middle 
Kast, Lieut.-Colonel E. G. Murr and Lieut.-Colonel 
A. E. Porritt, told the Medical Society of London a 
heartening story of the high standard of desert surgery. 
Lessons of the blitz. had been assimilated, wound 
conferences had been held, and there was an orderly 
rationale in wound treatment. The old system of 
three units—the field surgical unit, the casualty 
clearing station and the base hospital—seems likely 
to be altered. The days of. the casualty clearing 
station are numbered. The CCS is idle in slack 


y 2, See Lancet, 1942, ii, 491 and 671. 
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periods, and i in battle ‘the more seriously wounded who 
cannot be transported back are deprived of the skill 
of the most experienced surgeons if these are left in 
the rear. It is up tothe surgeon to go to the patient, 
and nothing gives the soldier more confidence than 
the knowledge that if he is wounded immediate 
attention will be available. Mobile surgical teams 
have therefore been established, and arrangements 
made whereby operation cases can be kept for at least 
48 hours in small wards erected in sunken tents, the 
trench protecting them from blast and _ splinters. 
Morr, in his paper published on another page, and 
Porritt both paid tribute to the Royal Engineers, 
who have perfected a system for the rapid construction 
of such small hospitals. Delay—not always avoid- 
able—in the start of treatment is still the surgeon’s 
nightmare ; 14 hours was the average time before 
coming to operation, and, immobility of transport at 
_night_was partly responsible. Air transport was being 
~more-and more employed, but in the selection of cases 
the surgeon has sometimes to adapt his views to the 
realities of military needs. The “ interesting ” severely 
wounded case will rarely be a soldier again, and it is 
militarily more sound to utilise air transport for the 
small wound than, say, for the extensive fractured 
femur, The well-organised transfusion services called for 
the highest praise. The dangers of unnecessary orexcess 
morphia in resuscitation had been recognised ; often 
the large wound causes the least pain—if immobilised. 
Murr and Porritt treat their soft-tissue wounds as 
well as fractures in plaster, and Murr urged especially 
that the compound femur—alweys a problem— 
travels best in plaster. The point d’appui of the 
treatment is the wound, and here Porritt urged that 
“ toilet ’’ of the wound rather than “ debridement ” 
or “ excision ’’ is the term of choice, for the treatment 
required varies in each case. All dying and dead 
tissue must be removed, and he urged that however 
long after injury the case reached the surgeon, it is 
not too late to remove dead tissue. He had no hesita- 
tion in cleaning or recleaning the late wound, keeping 
of course to the wound limits. For the fresh wound 
excision is not enough—counter drainage has to be 
established—and, especially in the thigh, he used 
relaxing incisions transversely cutting the fascia. 
Despite the repeated emphasis that primary suture is 
not to be done for the war wound the young tyro 
persists in doing it ; in the intervals, when casualties 
are few, “thorough” surgery is a great temptation 
for the beginner. On the battlefield, amputation 
through the sites of election is contra-indicated ; 
Morr and Porritt do a guillotine or flap amputation 
at or near the site of injury, followed by secondary 
suture, and at a much later date the ideal amputation. 
Local sulphanilamide or sulphapyridine has been 
almost the routine for all wounds, applied either as a 
spray or sprinkled from a gauze bag. Porrirr men- 
tioned the danger of severe reaction following sulph- 
anilamide absorption, especially from burns; in 
wounds the bleeding probably washes out much of the 
powder. He has found that if the sulphonamide is 
suspended in a cod-liver oil or olive oil emulsion it is 
only slowly absorbed and maintains a continuous 
local action. The dressings were not touched till 
healed, and the outside dressing was merely moistened 
with olive oil. Nine out of ten burns, said Porritt, 
arrived late and septic, and tanning, however good 


the results in civilian or town ennai, was not 
suitable in the forward areas of war. Plasma had 
been life-saving, and Murr gave all his severe burns.a 

lasma drip- until the hemoglobin fell to 100%. 

ORRITT has found in the later treatment of some 
burns—he has treated over 450 cases—that it is 
difficult to get the hemoglobin up to normal, and 
concentrated corpuscle transfusions are then helpful. 
Burns of the hands, knees and other exposed. areas 
would be much reduced, he thought, if tank crews 
took the trouble to protect these surfaces; this is 
now insisted on in the Navy and Air Force. The 
mistakes in wound surgery that Murr saw most were 
excision of too much skin, excessive removal of bone 
fragments, failure to remove devitalised muscle and 
the too tight plaster. Skin-grafting was still not 
sufficiently employed in the late healing of the 
wound. _ Most foreign bodies, unless large, were 
better removed late; if likely to give trouble they 
presented readily and easily in a small abscess after 
about 7-10 days. For anesthesia, intravenous 
barbiturates, such as ‘ Pentothal Sodium,’ were used 
in three-quarters of the’ cases ; they appeared to add 
nothing to the risks of the shocked patient. Because 
of the heat, chloroform had often to replace ether as 
the anesthetic agent. Neither Mum nor Porrirr 
could share the relative optimism about abdominal 
wounds based on blitz experience; a fatality jof 
70-80% could be expected where a delay of 24 hours 
was common between wound and operation, and where 
peritonitis was the rule on arrival. Conservative 
treatment for the chest wound is one of the out- 
standing trends in this war ; extensive thoracotomies 
are no longer practised in the forward areas; the 
wound is merely excised and closed. Murr prefers a 
temporary pack until the patient reaches suitable 
surgical surroundings, followed by aspiration ; foreign 
bodies are left till much later. Both Mum and 
Porritt are general surgeons, and both maintained 
that the segregation of patients to special centres 
can be overdone. A particularly touchy question is 
what belongs to the orthopedic surgeon ; Porritt’s 
answer was: Segregation should be at the discretion 
of the officer commanding the division and only those 
cases thought to be beyond the abilities of the oe 
surgeon should be segregated. 


KIDNEY FUNCTION AND HYPERTENSION 

Tue fact that many cases of hypertension have 
apparently normal kidney function has been used as an 
argument against the view that hypertension is almost 
always a symptom of renal disorder. It is becoming 
clear, however, that the renal disturbance necessary 
to cause hypertension can be very slight, and may 
often be detected if the correct tests are applied. The 
type of test required to detect it has been discussed 
by Corcoran’ and Paces.' The urea-clearance test, 
as they point out, may be normal in many hyperten- 
sives though their ability to concentrate urine or to 
excrete inulin or diodone is impaired. The simple 
urine-concentration test of Addis measures the 
specific gravity of the urine after a 12-hour fluid fast. 
Normally this is greater than 1026; values lower 
than this may give the first indication of’ renal 
dysfunction. The inulin and diodone clearance tests 
have been developed chiefly by Homer Smrru and his 
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colleagues.? Inulin is excreted by glomerular filtra- 
tion, and diodone by tubular secretion; if the 
clearances of the two substances are measured 
simultaneously, values are obtained for the volume 
of glomerular filtrate and total renal plasma flow. 
The ratio of inulin clearance to diodone clearance 
(filtration fraction) is therefore the index of intra- 
glomerular pressure. In hypertensives the inulin 
clearance remains normal, while the diodone clearance 
is decreased. This shows that there is an increase in 
intraglomerular pressure due to constriction of the 
efferent glomerular arterioles ; the increased pressure 
cannot be caused by afferent arteriolar dilatation or 
by the increased systemic blood-pressure, either of 
which would produce an increase of renal blood-flow 
and consequent increase in diodone clearance. 
Therefore the maintenance of normal inulin or urea 
clearance in hypertension cannot be taken as evidence 
of the functional integrity of the kidney ; in such cases 
the filtration fraction may be increased from the 
normal value of 0-2 to 0°3, which means that the 
renal blood-flow has fallen from approximately 
1000 ml. to 600 ml. per minute. The results of these 
detailed investigations of kidney function in hyperten- 
sion link up with our present knowledge of angiotonin 
(hypertensin). This substance, which is formed by 
the action of renin on the blood globulins, when 
injected into normal people produces a rise in blood- 
pressure, a decrease in renal blood-flow and an 
increase in filtration fraction, so that there is little 
change in the rate of glomerular filtration*® and its 
effects may therefore be said to duplicate the normal 
picture in human hypertension. The experimental 
findings may thus go further than is yet realised in 
explaining the cause of high blood-pressure in man. 
The reverse conclusion—that all renal disturbances 
will lead to hypertension—is by no means so sure. 
In the case of pyelonephritis, the controversy persists : 
in unilateral pyelonephritis with hypertension removal 
of the affected kidney may* or may not ® produce a 


‘dramatic fall in blood-pressure. Weiss and PARKER ° 


in a series of over 100 pyelonephritic patients often 
found thickening of the arterial intima of the renal 
arteries and hyperplastic arteriolosclerosis. These 
changes were most definite and diffuse in cases with 
hypertension, and in the affected kidney in unilateral 
cases ; they were absent or slight in cases without 
hypertension. In unilateral pyelonephritis, if vascular 
lesions were found in both kidneys, then hypertension 
was always present. In cases with normal blood- 
pressure with or without uremia, there was usually 
slight arteriolosclerosis ; in those with high blood- 
pressure, with or without uremia, the arteriolar 
changes were much more pronounced. This suggests 
that the arteriolar changes precede the hypertension. 
Werss and PARKER conclude that pyelonephritis 
is responsible for 15-20% of all cases of malignant 
hypertension, and that chronic or healed pyelo- 
nephritis is one type of Bright’s disease. KimmeE.’ 
found hypertension in 8 of 75 pyelonephritic 
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cases, and suspect i in a further 8, and he also 
reported a high proportion of arteriolosclerosis, 
not necessarily associated with hypertension. A 
different method of approach was used by SHurRp,* 
who has analysed the incidence of hypertension 
from the case-histories of 290 pyelonephritic patients 
who came to autopsy. He found 44% had had 
hypertension as compared with 35% of a group 
of controls selected at random. He does not regard 
the difference as significant, since the greater inci- 
dence was almost wholly confined to older patients 
with bilateral pyelonephritis. The incidence of 
hypertension and of well-marked renal vascular 
damage ran parallel with the age of the patient. The 
investigation of autopsy records is unsatisfactory in 
some respects—the period during which the infection 
persisted is unknown, nor is there any division of 
acute, chronic and healed pyelonephritis, The 
evidence seems to suggest that pyelonephritis does 
predispose the patient to develop hypertension, but 
that the chances of such development are not much 
greater than in normal cases. 


Annotations 


AMATEUR MEDICAL STATISTICIANS 


Tue issue a few weeks ago of a third edition of Bradford 
Hill’s Principles of Medical Statistics ®—i.e., within six 
years of its original publication—points various morals. 
The obvious one (that the book is good) we pass over, 
mindful of Falstaff’s tailor’s objection to the security 
offered by Bardolf, but may refer to others. As even 
examiners require some knowledge of statistical methods 
from candidates for public-health qualifications, a 
demand for textbooks will grow with the popularity 
of preventive medicine as a career. That, however, 
will not wholly account for a rising demand in war-time, 
when postgraduate examinations are largely suspended, 
although it may be that those who have been forced 
to postpone their examinations wish to study subjects 
which can be learned to some extent away from medical 
schools. Our experience of the last few years proves 
that writers on clinical subjects are more figure-conscious 
than their elder brothers. It is less common to draw 
startling conclusions from (say) six cases, and complete 
reliance on percentages divorced from absolute figures 
is now the hall-mark not of registered medical practi- 
tioners but of broadcasters on war production. It seems 
that both the practical value and the intrinsic interest 
of statistical research, on however modest a seale, are 
being realised. Some diffident students are terrified 
by the formidable algebra of much modern statistical 
work. It is not everybody who can persuade determinants 
to eatout of his hand or matrices to perch on his shoulders, 
héwever keen his interest in the psychological testing 
of school-children. But neither John Graunt nor William 
Farr knew anything of matrices, yet they made discoveries 
of great importance. Dr. Hill neither puzzles his readers 
with symbols, nor, going to the opposite extreme, does 
he suggest that a little statistical arithmetic is enough 
to turn any man into a Farr; but he does make it clear 
that arithmetic applied to the varied data which pass 
through the hands of all medical men and women can 
lead to novel and important conclusions. This aspect 
of the subject is worth stressing in these years of endur- 
ance, when we are all thrown on our own resources for 
study and amusement. Most fortunate are those who 
can combine both. War-time experiences are novel and 
their statistical utilisation can be interesting. Francis 
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Galton tells us of his little devices for obtaining statiotion 
of the number of ugly men (or perhaps it was women) 
observed in omnibuses, his psychological measurements 
and so on. If Galton could take a long walk through 
the London of 1943 he would certainly register statistical 
observations on the distribution of bomb damage and 
draw deductions which had escaped the diligence of the 
experts. A medically trained amateur of statistics 
might reach conclusions of interest. If he knows his 
‘“ Hill” the mare’s nests he discovers will be recognised 
by him for what they are; there will remain real nests, 
some of them even containing eggs. 


CARDIAC RESUSCITATION 


THe principles underlying treatment of cardiac 
arrest on the operating table were discussed lately in 
our columns.! So-called cardiac tonics are of secondary 
importance; the two mainstays of treatment are 
artificial respiration and cardiac massage. Prognosis 
depends on the speed with which cardiac action is re- 
‘established, the extent to which the central nervous 
‘system-is damaged as a result of anoxia, and the condition 
of the myocardium. Recovery is unlikely if cardiac 
arrest has exceeded 5—6 min., though a case has been 
recorded of cardiac arrest for 20 min. with complete 
recovery” in spite of signs of temporary damage to the 
central nervous system. Vernon’s cases (p. 6). still 
showed signs of central nervous damage some 5 years 
after operation. Thompson and his colleagues* dis- 
tinguish between cardiac arrest due to the interruption 
of stimulus formation (which results in cardiac standstill) 
and “ electrodynamic dissolution of the cardiac cycle ” 
—for example, ventricular fibrillation. They suggest 
that adequate pulmonary ventilation must first be 
established, preferably by using a mechanical resuscitator, 
but alternatively by pressure on and release of the 
anesthetic bag or by manual artificial respiration. 
In chest operations, cardiac massage can be started 
immediately ; if it is not successful within a minute or 
two, adrenaline should be injected into the right auricle ; 
and if adrenaline is not available, it is worth injecting 
the needle alone. They insist that the injection be made 
into the right auricle because injection into the ventricle 
may produce ventricular fibrillation which they hold 
to be incompatible with life, whereas auricular fibrillation 
is not. Some surgeons contend, however, that cardiac 
massage is not uncommonly followed by ventricular 
fibrillation before normal rhythm is resumed. Thomp- 
son and his colleagues advocate the use of the “ artificial 
pacemaker ” of Hyman‘ who considered that electrical 
stimuli applied directly to the right auricle were often 
of value in starting the heart beat again. In abdominal 
operations it is passible to use Nicholson’s® approach 
to the heart, between the attachments of the two sides 
of the diaphragm just behind the xiphoid process. 
When arrest is due to ventricular fibrillation Thompson 
and his colleagues believe in direct methods of “‘ defibrilla- 
tion.” Beck*® has devised a “ defibrillator ’’ which 
applies electric shocks to the ventricle, bringing fibrilla- 
tion to an end ; he also recommends intracardiac injec- 
tion of procaine hydrochloride followed by an electric 
shock. On the basis of animal experiments, Scherf’ 
proposes the intracardiac injection of 1% potassium 
chloride followed by cardiac massage. Intracardiac 
adrenaline and cardiac massage are not supposed to 
restore normal rhythm. in a case of ventricular fibrillation, 
but. one case of the kind reported by Thompson and his 
colleagues responded to this treatment. Their Scheme 
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Oi twontinent is tanked more comslicatod than that 
advocated by Hamilton Bailey.’ Cardiac arrest is 
commoner under war conditions because thoracic 
operations are more numerous than at other times. 
Simplicity should be the keynote of surgery whenever 
possible, and if a simple technique is adequate in this 
catastrophe surgeons and anesthetistsshould be instructed 
accordingly ; but if the more complicated American 
procedure is of value, then “ field resuscitators ” should 
be supplied to Service surgical units as these workers 
suggest. These resuscitators carry an “‘ artificial pace- 
maker,’ no larger than a pocket flashlight. In fighting 
men the myocardium is nearly always healthy and no 
lives should be lost through neglect of necessary precau- 
tions. There is thus every reason to investigate this 
problem further. 


PATHOLOGICAL SUPPLIES 

Every pathological laboratory requires, besides its 
‘* fixed ’ equipment of microscopes, incubators and the 
like, a supply of ‘consumable’ equipment—test- 
tubes, petri dishes, slides and coverslips, flasks and 
bottles, culture media, stains, chemicals, agglutinating 
— and so on. Most laboratories of any size try 

to supply their own requirements, with the result that 
the laboratory staff has to spend much time and energy 
in the preparation of culture media, stains and antisera. 
Such work may be useful for the training of junior 
technicians but must detract from the efficiency of the 
laboratory as a diagnostic service. A step away from 
this system of every pathologist his own purveyor was 
made when the Medical Research Council established the 
Standards Laboratory at Oxford to supply standardised 
agglutinating antisera and bacterial suspensions for use 
in diagnosis. A further step towards centralisation of 
pathological supplies was made by the London County 
Council when the system of group and hospital labora- 
tories was created as a skeleton pathological service for 
their many and diverse hospitals. Under this system, 
the group laboratory (of which there are now seven plus 
a central histological laboratory) acts with its pathologist, 
two assistant pathologists and technical staff as parent 
to smaller laboratories in most of the general and special 
hospitals situated within an easy radius. The hospital 
laboratory is staffed by qualified technicians whose work 
the pathologist supervises by regular visits. Obviously 
it would be a great waste of effort if each laboratory had 
to prepare its own culture media and other reagents. 
This part of the service was therefore centralised in one 
laboratory (the Southern Group Laboratory) under the 
direction of Dr. J. E. McCartney, and from this centre 
culture media, stains, chemical reagents (prepared at 
Lewisham Group Laboratory), &c., as well as all consum- 
able glassware and other equipment is dispatched weekly 
by van to the group and hospital laboratories. Supplied 
with the ready-made tools, the pathological staff can 
give the maximum attention and effort to collaboration 
with their clinical colleagues in the diagnosis of disease 
and control of treatment. Any group laboratezy may, 
of course, prepare special culture media or other reagents 
for its own use. 

At the outbreak of the present war ‘the Ministry 
of Health became the responsible body for the equipment 
of the Emergency Hospital Service and with it many 
new laboratories whose current needs the parent body 
found very difficult to meet. As a result the LCC was 
asked, and agreed, to supply all the emergency labora- 
tories in the London Regien with its standard list of 
consumable requisites as well as culture media and other 
reagents. Further, the Army, which had adopted the 
serew-capped container (introduced and popularised by 
the council’s pathological service), decided that it would 
be the simplest and most economical way to obtain its 
culture media from the LCC, and Major McCartney, 
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mobilised with. the. ‘Desritorial Army, was appointed 
officer commanding Media Manufacturing Centre, and 
remained attached to his group laboratory for the 
purpose. The efficiency of the service and the increasing 
difficulty experienced by other bodies in obtaining 
pathological supplies have resulted in increasing demands 
on this central depot, and arrangements have now been 
made to supply media and other laboratory products to 
the provincial laboratories being set up by the Ministry 
of Health. A special tribute is due to Major McCartney 
for his prescience and organising ability which have 
enabled the LCC to meet fully this new and extending 
commitment towards the war effort. Centralisation of 
pathological supplies, which should include such special- 
ised products as agglutinating and precipitating sera to 
the streptococcus and pneumococcus families, might well 
be adopted in other regions throughout the country. 


68,372 ADDRESSES 


Tne new Medical Directory reached us well before 
the end of the old year. Let us hope that before the 
end of 1943 there may be more stability about the 
68,372 accommodation addresses which it contains. 
They are no doubt mostly good serviceable addresses if 
the instruction “please forward’ is added, for the 
revised directory provides us with our only hope of 
getting in touch with our friends at home or overseas, 
on land or water, or in the air. Of this large total 1632 
of the addressees are with us “for the duration,’’ being 
registered in pursuance of an order made in 1941 under 
Defence Regulation 32B. The permanent directory 
contains 1346 more names than last year, the increment 
being almost the same as the average (1329) for the 
previous five years. It is a healthy and heartening 
growth, and with all the plans, new and old, for making 
doctors busy there need be no fear of unemployment. 
The volume is. bigger only by 32 pages and its size would 
have been actually less had the publishers been free to 
continue with the resetting in closer and clearer type 
which still stops, like the ridge on a new finger-nail, at 
page 1056, although the lists of MOHs have been reset. 
If it is true that as with certain other things we get the 
directory we deserve the medical profession is indeed a 
noble one, for there is none like it anywhere for com- 
pendiousness and ease of reference, and as the years 
have gone by experience has removed the only blemishes. 
But J. & A. Churchill, Ltd., will expect £3 3s. a copy 
for their trouble whatever meed of praise accompanies 
the order. 


AETIOLOGY OF ERYTHEMA NODOSUM 


Views of the causation of erythema nodosum have 
varied over a long period between a tuberculous or 
streptococcal origin, an allergic response to various 
nox®, or even an acute infection sui generis. The 
present opinion in thiseountry is probably that most 
cases are tuberculous, a minority streptococcal, with a 
few whose xtiology cannot be defined. Poppel and 
Melamed * have analysed 88 cases discharged from Mount 
Sinai Hospital during 1928-41 with the clinical diagnosis 
of erythema nodosum. There were three times as many 
females as males in their series: In 13 of their cases no 
accompanying disease was found ; of the remaining 75 
in which there was some concomitant condition by far 
the commonest was an upper respiratory streptococcal 
infection, present in 49 cases. -There were also 7 cases 
with definite and 10 with doubtful rheumatic heart 
disease, but only 4 cases were directly associated with 
tuberculosis. The remainder were associated with a 
variety of conditions, including the ingestion of various 
drugs. ‘The surprising finding in this series is the small 
number of cases directly associated with tubercle and 





1, Poppel, M. H. and Melamed, A. M. New Engl. J. Med. 1942, 
» 325. : 


the very large propertion accompanying streptococcal 
infeetion. Of 44 tuberculin tests carried out 33 were 
positive in a dilution of 1 in 1000 or less, but this propor- 
tion is probably not higher than would be found in a 
random sample of the population.’ Even if one tries to 
‘*“make a case’ for tuberculosis as an etiological factor 
it is impossible from the data given even to suspect 
more than 4 cases in addition to the 4 already included, 
so that (excluding evidence based merely on a positive 
tuberculin test) the highest figure that can be claimed 
to be associated with tubercle is rather less than 10 per 
cent. of the total, and the true figure is probably less. 
Wallgren’s * demonstration that 95% of cases of erythema 
nodosum in Scandinavian children are due to tubercle is 
in sharp contrast, and it seems probable that equally 
careful studies in other countries. will produce very 
different percentages and possibly other etiological 
factors. Lately Jersild and Iversen® have described 9 ' 
cases of a lesion indistinguishable from erythema 
nodosum in 307 patients under treatment with sulpha- 
thiazole, and it may be prophesied that the proportion 
of cases associated with drugs will increase as the range 
of chemotherapeutic agents extends. 


THROMBOSIS IN DISSEMINATED SCLEROSIS 


Tue thesis that the plaques of disseminated sclerosis 
may be due to venous thrombosis is an intriguing one, 
which has been developed largely by workers from the 
Boston school. Exacerbations of the disease may 
follow trauma, operation, exposure, pregnancy and 
infections, and all these states cause alterations in the 
blood-pressure which may lead to thrombosis. Simon 
and Solomon‘ consequently studied the coagulation 
responses of the blood in subjects of disseminated 
sclerosis and of other patients with diseases of tlie 
nervous system. They found that, while intravenous 
injection of typhoid vaccine and of adrenaline caused a 
drop in the coagulation-time in both groups, the fall was 
most marked in those with disseminated sclerosis. 
Putnam and his colleagues® * examined the vascular 
architecture of the brain, brain-stem and cord of subjects 
with disseminated sclerosis. They described vascular 
changes in 14 cases consisting of thrombosis of venules, 
with engorgement, tortuosity, and proliferation of veins 
in the neighbourhood of plaques. Similar changes were 
not present around areas of old softening in other 
disorders. In a later paper’ Putnam concluded that 
the thromboses were not due to changes in the vessel 
walls, but that the cause existed in thé blood itself. He 
went on to postulate that in disseminated sclerosis there 
is an abnormal lability in the blood plasma, facilitating 
clotting in response to unknown exogenous or endogenous 
factors, of which an inerease in fibrinogen may be one. 
These views have been hotly contested and it is fair to 
say that they have more opponents than supporters 
among neuropathologists, some of whom have disagreed 
with the interpretation Putnam put upon his histological 
findings. In such a variable disease as disseminated 
sclerosis it is essential for argument to be advanced in 
an orderly series of observations. The fact that the 
workers quoted have done this compels attention in a 
subject which has produced so many disappointments 
and a few unsubstantiated claims. Simon* has now 
repeated in this country the experiments in blood- 
coagulation, and has confirmed his previous observations 
with Solomon. This time the decrease in clotting-time 
in 10 subjects of disseminated sclerosis was significantly 
greater than in 10 control patients, thus adding weight 
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to a line of investigation whiek hes at least as much to 
justify it as have those based on the theories of virus 
infection, primary demyelinisation, sensitisation to 
demyelinating substances, and introduction of organic 
and inorganic toxins. It is nevertheless disappointing 
that there are no therapeutic results to support the 
thesis, although it must be borne in mind that the 
assessment of therapy in disseminated sclerosis is 
probably more difficult than in any other disease. 


SHARING ST. DUNSTAN’S 


AMERICAN soldiers in Britain who may be temporarily 
er permanently blinded are to be sent to St. Dunstan’s 
for a few weeks while waiting to go home, and at the 
lunch given by St. Dunstan’s to senior officers of the 
American and Canadian army medical services Sir Ian 
Fraser announced that the first American guest, an 
upper turret gunner who was blinded during enemy 
action, is already in residence. In his report on the 
association’s work Sir Ian compared the eye casualties 
of the-tbwo wars. Two-thirds of those blinded in action 
duritg the last war were wounded by high-explosive 
shells and hand-grenades. In nearly all the eyes were 
penetrated by metal fragments. The remaining third 
were the result of bullet wounds. In this war more have 
been blinded by concussion changes in the eye, causing 
collapse or irreparable damage through hemorrhage. 
With less damage to sinuses surgery had become more 
plastic in character. The tendency of modern weapons, 
including aerial bombs, was to increase the high explosive 
and decrease the metal until it was merely a container. 
Much of the metal being non-ferrous, the electro-magnet 
had become less important. 

Of the 288 Service and civil defence casualties known 
to St. Dunstan’s, 88 had recovered some useful sight. 
Of the others, 100 were in training or had been trained at 
St. Dunstan’s in England, 30 were prisoners of war, 30 
were in South Africa or India, and Sir Ian estimated there 
would be 40 more from recent fighting in Africa. St. 
Dunstan’s now had units in Cairo, India, and South 
Africa. >» 

Brigadier Paul Hawley, chief surgeon of the US Army 
in the European theatre of operations, said that St. 
Dunstan’s training would help the blinded American 
soldier to return to his family walking with confidence 
and facing the world with courage. He foreshadowed 
that accommodation at American hospitals in this 
country might soon, in emergencies, be available for 
English casualties. 


A CONTRIBUTION TO EPIDEMIOLOGICAL METHOD ! 


‘* Epidemiology is semething more than the total of its 
established facts. It includes their orderly arrangement into 
chains of inference which extend more or less beyond the 
bounds of direct observation. Such of thoSe chains as are well 
and truly laid guide investigation to the facts of the future ; 
those that are ill made fetter progress.’ 


These words were written by the late Wade aisiien 
Frost, professor of epidemiology at the Johns Hopkins 
school of hygiene, and no-one better exemplified their 
meaning than their author, whose influence as a leader 
of epidemiological progress and as teacher of his subject 
has rather tardily become appreciated in America: Here 
his name and work have been known only to the few, 
but the. circle will be enlarged by this publication, with 
help from the Commonwealth Fund, of twenty of his 
papers, with biographical notes. The first group of 
papers are studies on epidemics of typhoid fever, milk- 
borne tonsillitis, and poliomyelitis. Each shows the 
same painstaking collection and marshalling of evidence 
which denotes the born epidemiologist ; written more 








1. Pa a Wade Hampton Frost, MD. Editor: Kenneth 


axcy,MD. London: Humphrey Milford, Oxford Univensity 
Press.” Pp. 628. 16s. 6d, 





than 30 years ago, pray can be sea with profit today by 
anyone interested in epidemiological methods. The next 
section deals with studies on water-supplies and stream 
pollution, an urgent problem at the time in America, 
but now of less general interest.. Then come five papers 
on influenza, the common cold and minor respiratory 
infections in which Frost developed the use of the family 
unit as the basis for measuring the tendency of diseases 
to spread in the immediate environment of a recognised 
case—a concept originated by Chapin. In the same 
section are two papers on infection and immunity to 
diphtheria in relation to artificial immunisation and 
carrier prevalence, studies of considerable interest to us 
now in Great. Britain. ‘In the fourth section, Frost 
expresses his broad philosophy of epidemiological 
principles and public health practice, and pays tribute to 
John Snow, of cholera fame, who by logieal inference 
from observed facts gave the germ theory of infection 
scientific status before it was bacteriologically established. 
In the last 10 years of his life Frost was particularly 
interested in the epidemiology of tuberculosis ; because 
of the chronicity of the infection, he had to develop a 
new technique entailing studies in longitudinal section 
instead—as with the acute infections—in cross-section. 
He used a modified form of life-table analysis applied to 
family groups. The early results of such studies are 
reported here in two papers but the more mature work 
is to be found in the publications of his pupils. The last 
paper, on control of tuberculosis, is the distilled wisdom 
of a man who had thought much about the problem. 
As he says, the two conditiotis-which most favour tuBer- 
culosis are intimate exposure and poverty ; but he adds 
‘* the tubercle bacillus is losing ground, and the eventual 
eradication of tuberculosis requires only that the present 
balance against it be maintained.” Epidemiology has 
been too much neglected in this country; here is a 
volume which should be a real stimulus to those engaged 
in its teaching and practice. 





Sir Joun LepineHam, FRS, is to retire on March 31 
from the post of director of the Lister Institute of 
Preventive Medicine, which he has- held since 1930. 
His successor will be Dr. A. N. Drury, FRS, Huddersfield 
lecturer in special pathology in the University of 
Cambridge, and a member of the scientific staff of the 
Medical Research Council. 


Dr. E. R. A. MEREWETHER will become senior medical 
inspector of factories in succession to Dr. J. C. BRIDGE 
who retired at the end of the year. 





' 


ControL oF TusBERCULOSIS.—The Minister of Health’s 
promised circular to local authorities on the development of 
the tuberculosis service has now been issued (No. 2741), and 
miniature radiography units are to be offered to the following 
authorities: Essex, Lancs, London, Middlesex, Northants, 
Staffs, Surrey, Birmingham, Bristol, Leeds, Liverpool, 
Manchester, Newcastle-on-Tyne, Norwich, Nottingham, 
Portsmouth and Sheffield. The first sets should be ready 
early in 1943 and it is hoped that delivery will be completed 
during the year. Arrangements for training the necessary 
staff are being made and the Minister is anxious that the 
methods of examination by miniature radiography should be 
standardised throughout the country. He also undertakes 
to allocate additional beds for tuberculosis and to help 
sanatoriums in securing nursing and domestic staff. Par- 
ticulars of the. scheme for relieving patients of financial 
anxiety for themselves and their dependants will soon be 
available and the general pringiples have already been worked 
out. Assistance, usually in the form of maintenance allow- 
ances, is to be made available for everyone with a dependant 
who loses income through giving up his occupation while being 
treated for pulmonary tuberculosis. Reasonable obligations, 
such as rent, insurance policies, hire purchase of furniture, 
education of children, will be taken into account. These 
allowances will be reimbursed to local authorities by the 
Ministry. 
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AN abiding interest of all practitioners of medicine 
is that ‘‘ so noble a part of Physicke,”’ diagnosis, of which 
over 300 years ago Hart wrote, “‘ And this part of 
Physicke doth far excel the other, to wit, the Therapeu- 
tienes ne which without Diagnosticke is of small use 
und profit.”’ 





WHAT IS DIAGNOSIS ? 


Since the dawn df medical history two main trends 
are discernible in our conception of disease. That 
which saw its fruition in Hippocratic medicine stressed 
the patient—his complaints, his ap ce, his habits, 
his work, his environment, his Son, his sputum, 
urine, vomit, sweat, and the like—in the belief that by 
observing this picture of illness, its course and response 
to treatment in one patient, the physician would be 
able when later he met a similar picture of disease to 
forecast its outcome. The emphasis of the Hippocratic 
school was thus naturally on prognosis rather than 
diagnosis. Theirs was the method of recognising an 
elephant by having seen one before. Man, his disease, 
his environment and all appertaining to him were 
inseparable ; their concern was for the ‘‘ whole -man.’ 
Disease was a struggle in which the contending partiés 
were the destructive processes (materies morbi) on the 
one hand, and the natural reparative processes of the 
body (physis) on the other; treatment, therefore, 
aimed at reinforcing repair by all available means. 
Diagnosis implied an intensive study of the individual : 
it was a complete account of the patient. Teaching 
was by example and records of illness were individual, 
detailed and lengthy. 

The second idea of disease was demoniacal—the concep- 
tion that it resulted from an evil spirit entering the body 
or from part of the righteous soul being abstracted from 
it. In its later dress it was the logical outcome of the 
prevailing Platonic philosophy. For the ‘‘ conventional ”’ 
or ‘ rationalist’’ physicians who adopted this view 
the word “ disease ’’ conveyed a notion—a metaphysical 
abstraction—equivalent in essence to that suggested 
by the word “ dog,’’ or ‘“ triangle,’ or “‘ nation,” the 
qualities of which could be described without reference 
to any particular dog, or triangle, or nation. For them 
there were laid up in heaven ideal diseases of which the 
actual diseases of man were more or less imperfect 
types. For them diseases were as real as the biological 
species and genera of Linnzeus: ‘‘ Species tot sunt 
diversae quot diversae formae ab initio. sunt ereatae.”’ 
In the words of Sydenham in the seventeenth century, 
diseases were ‘‘ to be reduced to certain and determinate 
kinds, with the same exactness as we see it done by 
botanic writers in their treatises of plants,’’ and possessed. 
‘“ certain distinguishing signs which Nature has particu- 
larly affixed to every species.”’ 

The dominant trend in medicine remained, and is 
still, ontological. Our textbooks describe ‘‘ entities ’’— 
model and composite pictures of such diseases as typhoid 
fever, paralysis agitans, rheumatoid arthritis, cancer and 
the like—which are to be recognised in the patient. 
We aim at discovering pathognomonie signs and “‘ speci- 
fic ’’ treatments so that we may attain the perfection 
of mechanical simplicity and certainty in diagnosis. 
Our goal has been a diagnostic penny-in-the-slot machine, 
for then treatment and prognosis too follow automatically. 
Not a few physicians act as if, by a combination of 
X rays with clinical pathological reports, that goal has 
been. achieved. From time to time, voices have been 
raised stressing the importance of the patient, of his 
environment, of the mental reaction to, and the mental 
components of his illness, but they have gone unheeded ; 
or their possessors too have adopted the conventional out- 
look and reduced bodily and mental reactions to ‘‘ types”’ 
—extroverts, introverts, and the like—as transcendental 
as any of those described by realist physicians. 


° aa from the Skinner a Hy delivered to the Faculty “of 
Radiologists on March 20, 1942. 








Two concepts, then, of daguesie in disease have 
dominated medical thought and practice. The first 
(Hippocratic, Coan, naturalist or sensualist) is concerned 
primarily with an intensive study of all that the senses 
can learn about the patient so that similar pictures in 
patients subsequently seen shall be better celicomiend 
and their outcome forecast; then by modifying the 
patient’s diet, environment and habits those bodily 
functions disturbed in disease might be restored to 
normal. Here diagnosis is intensive and specialised. 
The second (Platonic, Cnidian, conventional, rational- 
ist, realist) stressed types of disease, to one of which 
each illness conforms more or less closely. Here diag- 
nosis is the process of recognising the type or class to 
which an illness belongs and of giving it the app 
label. To adapt Trousseau’s aphorism, for the — 
eratics, ‘‘ Il n'y @ que des malades,’’ whilst for the 
Platonics ‘‘ Il n’y a que des maladies,”’ 


DISEASES OR DISEASE ? 


Has the store of medical knowledge, accumulated 
in the centuries since these two conceptions were first 
formulated, lent support to one or the other? Or shall 
we start afresh, reassess our knowledge, reorientate our 
outlook, and try to achieve a notion of diagnosis more 
in keeping with pater: knowledge and more 
useful in practice ? 

What is common to symptoms and signs—the sub- 
jective discomforts and the objective manifestations 
of diseas’e—is that both indicate deviations from the 
normal. But what is ‘‘ normal’? Not an unvarying 
standard expressed in precise mathematical formule. 
It is no more reasonable to expect a rigid answer to the 
question ‘‘ What is normal blood-pressure ? ”’ than to 
the question ‘‘ What is the normal length of the nose ? ”’ 
The normal is a variable. Deviations can occur either 
as excess or defect. Diarrhoea, polyuria, tachycardia, 
polycythemia, menorrhagia, indicate simple quantita- 
tive deviations from the normal in the direction of excess ; 
while constipation, oliguria, bradycardia, anemia, 
amenorrhea, are the corresponding deviations in defect. 

‘It is natural that when we meet these deviations from 
the normal we should ask ourselves, ‘!' Why do they 
occur? What are the causes of this disease? ’’ We 
see @ young man of thirty with a hemiplegia. What is 
its cause? A cerebral thrombosis. What caused the 
thrombosis ? An endarteritis. What caused the arteri- 
tis? Syphilis. Whatcaused the syphilis? Notsimply 
the Treponema pallidum. This was a necessary but not 
a completely sufficient cause. A whole host of causes— 
physical and psychological, acquired and hereditary— 
went to his taking the step which led to his hemiplegia. 
It is indeed arguable that no event in the history of the 
cosmos or the patient was without its effect on the causa- 
tion of his hemiplegia. Think of the mfluence of social 
conditions, of housing, or poverty and the like on such 
diseases as tuberculosis and nutritional deficiencies and 
you will readily appreciate the complexity of the concept 
c” causation. But doctors cannot tarry over theoretical 
poiemics. We are concerned with unmasking those 
salient. factors which enable us to control disease, and 
though we recognise that, for example, no disease is 
wholly acquired or wholly inherited, and no disease is 
wholly physical or wholly psychological, we answer our 
question ‘‘ Why has disease arisen?’ by stressing 
only necessary and sufficient factors. In investigating 
disease from a research standpoint, with the purpose of 
advancing the frontiers of knowledge, we must of course 
take a broader view. 

Observation soon taught our forbears that many 
apparently simple deviations from the normal—the 
symptoms and signs of disease—constantly recur in 
the same groupings. We are, now able to recognise 
that these recurring patterns, these so-called syndromes 
or symptom-complexes, indicate not diseases but disease. 
The Charcot triad does not point to a disease—dissemin- 
ated sclerosis—but to structural change in a circum- 
scribed area of the cerebellar mechanism, with resulting 
functional disturbance; the cardinal signs of diabetes 
mellitus simply indicate an impairment of carbohydrate 
tolerance; the Hutchinsonian triad suggests a cause 
of structural changes and functional disturbances. This 
concept is of fundamental significance. When we 
read the description of ‘‘ a disease ’’ we shall find that 
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all its symptoms and signs can. be ip so that they 
indicate one of these three aspects of disease: first, 
its site seen directly, or indirectly with instrumental 
aid or inferred from associated disturbances of function ; 
secondly funetional disturbances, even when the site 
remains unmasked; and thirdly, the causes of the 
structural changes and disorders of function. Hence 
a complete diagnosis must tell us where disease is, what 
functional disturbances are present and how these have 
arisen; and only in so far as diagnosis answers -all 
these questions is it complete. 

All our diagnoses should lay bare our ignorance as 
well as reveal our knowledge. What, for example, 
does the diagnosis ‘‘ diabetes mellitus” tell us? Not 
where disease is to be found nor, indeed, the cause of 
that functional disturbance of whose presence the label 
‘diabetes mellitus’ does inform us. To show that 
one of the methods of causing this disturbance of function 
is excision of the major portion of the pancreas, and then 
to assume that the presence of this disturbed function 
always indicates disease of the pancreas, is to fall vietim 
to the most elementary of logical fallacies. No-one 
reading the history of diabetes mellitus can fail to support 
~ Horder’s thesis that the best textbook of medicine is 
~ Jevons’s Primer of Logic. 

All diagnoses are provisional fofmule designed for 
action. They must not put our reason in the fetters of 
the Platonic type. In brief, there are no diseases, 
only disease. I am not unmindful or ignorant of the 
eonvenience of classifying disease and the causes of 
disease, but I am concerned in breaking the shackles 
of disease types in which medicine has been, and still 
is, enmeshed to its detriment as a science. 


STEPS IN DIAGNOSIS 


In diagnosis as I conceive it there are three stages : 
observation ; interpretation; and symbolisation or 
labelling. Observation of the patient is divisible into 
two parts: elucidation of the history and the physical 
examination. In recent years emphasis has rightly 
been placed on the importance of the history of a patient’s 
disease. It alone can show the evolution and the signifi- 
cance of the present state as revealed by examination. 
A careful history points to the diagnosis in most patients. 
The examination is like the single picture—a “ still ”’— 
taken from a moving picture; only by a knowledge of 
what has gone before can the significance of the still 
be appreciated. To elicit an accurate history reveals 
the quality of the practising physician; it demands 
care and courtesy, time and patience. Failure to take 
careful histories is an expression of the economic structure 
of the present-day practice of medicine, with its resultant 
hurry. Like the judge, the good physician must assess 
the significance of an answer to a question and determine 
what weight he ‘will give it in his final summing up. 
“Let the patient talk” is a good guide, though the 
over-garrulous must often be curbed. It is important 
to understand what the words used by a patient imply. 
What notion or fact does he attempt to convey by the 
words “ dizziness”? or ‘“‘ flatulence ’’ or ‘‘ weakness ”’ ? 
Examination whether by the unaided senses or methods 
of extended perception, gives us a cross section of the 
patient at any moment of time; re-examination at a 
later date will reveal the changes since the first examina~ 
tion and often render obvious what has been obscure. 

The second stage in diagnostic method is the interpreta- 
tion ‘of one’s observations, and for this knowledge of 
anatomy, physiology and pathology—the fundamental 
tripod of medicine—is essential. No-one can interpret 
the significance of wasting of the intrinsic muscles of 
the hand associated with sensory disturbance unless 
he knows something of the anatomy of the nervous 
system ; no radiologist can interpret the significance of 
shadows in the chest unless he is well acquainted with 
anatomy and pathology. A reiterated criticism of 
preclinical education is that the student regards anatomy 
and physiology as hurdles, erected by ill-disposed and 
misguided professors, which must be surmounted before 
he can come to grips with the real business of medicine 
in the wards. Nothing can be more damning of the 
methods of teaching these vital subjects: students 
should be made to understand that anatomy and physio- 
logy are as much a part of medicine proper as is a descrip- 
tion of typhoid fever. This view of the relative useless- 


THE NATURE, METHODS AND PURPOSE OF DIAGNOSIS 


[san. 2, 1943 
ness of anatomy and physiology to the clinician can be 
traced directly to the concept of diseases as “ entities.” 

In the interpretation of observations, both wisdom and 
judgment play an essential part. Experience of the sick 
should for ever be the docter’s textbook. There should 
also be, as far as is humanly possible, freedom from bias. 
Only too often in diagnosis ‘‘ affection sways the reason.” 
We know of the cardiologists who see hearts in every- 
thing, of the abdominal sprgeons who see the chronic 
pt agi ar in all obscure abdominal discomforts, and 
of radiologists who see ‘‘ kinks and bands.” And 
bias not only finds disease where it is not; it overldoks 
disease where it is. 

Some diagnoses are complementary. Thus the diag- 
nosis of parkinsonism, and the diagnosis of chron 
encephalitis are not mutually exclusive ; the more complet: 
diagnosis would be chronic encephalitic parkinsonism. 
The diagnosis of osteoporosis and hyperparathyroidism 
are complementary, and whereas the former is only a 
partial diagnosis, the latter answers the two queries— 
where and what? Tosay that a patient has a parathyroid 
adenoma completes the diagnosis and answers, in the 
light of present-day knowledge, all three questions : 
where, what, and why ? 

I have spoken as if interpretation always followed a 
conscious sorting of observations into the syndromes we 
have discussed, but clearly with experience this becomes 
largely subconscious. Indeed, in some cases—for ex- 
ample in acromegaly or Graves’s disease—the picture pre- 
sented by a patient is so striking in its recurring pattern 
that its origin is obvious. These patients show the face 
of disease. Beware of those who claim to have inborn 
clinical instinct and who hint at the possession of super- 
natural powers which enable them to come to a diagnosis 
withheld from their fellow man. This is not to deny 
that some men will make better diagnosticians than 
others ; there are always those who see things to which 
lesser men are blind, who observe nexi where no relation- 
ship is recognised by others. Only in this sense are they 
‘* born diagnosticians.’’ They too will fall by the wayside 
if they neglect the fundamental precepts and«dispense 
with adequate observation. On the other hand, there 
will always be those to whom the motto of the University 
of Salamanca applies: ‘‘ What Nature hath denied 
this university cannot provide.” Their place is not in 
the practice of medicine. 

It is tempting to compare methods of diagnosis with 
those of crime detection. A criminal may be caught 
in the act—the pediculi responsible for scalp infections 
and the threadworms for pruritus ani—or there may 


~be such obvious clues as the facies of acromegaly and 


jaundice; or clues may be obtained only after careful 
searching by the ordinary methods of examination or 
by means of the extended perception given us by 
instrumental measures, for example an abdominal 
aneurysm, or a pleural effusion. But in all cases the solu- 
tion is suggested by the history. It is the history which 
provides circumstantial evidence, as for example in the 
case of bijiary colic where there might be no observable 
abnormal signs whatever on examination, except those 
subsequently unmasked by accessory measures, but 
where we are led straight from the history to the necessary 
crucial tests. No observation, however small or apparently 
trivial, which does not fit into the tentative diagnosis 
should be put on one side as unimportant. 
Karl Pearson in his Grammar of Science wrote 


** An inference which is scientifically valid is that which 
could be drawn by every logically trained normal mind if it 
were in possession of the conceptions upon which the inference 
has been based.” 


He should have written ‘‘ perceptions,’ but, thus cor- 
rected, his statement would be accepted by most scientists 
and can be simply restated in relation to diagnosis. 
** Confronted by the same patient, every adequately 
trained doctor should make observations and inferences 
which lead to the same diagnosis.’’ Why is it, then, that 
two doctors confronted with the same patient may come 
to different diagnoses, and thus must face the shafts of 
that untutored taunt: ‘‘ Doctors always differ ”’ ? 

The answer lies first in inaccurate or inadequate 
observation ; and incomplete observation may lie in 
failure to re-examine after an interval. To overlook 


evidence of disease may imply apathy, laziness, or undue 
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hurry : if either of the first two, the doctor has mistaken 
his vocation ; if the last, his purpose. Education and 
experience will tend to correct that inadequate observa- 
tion arising from ignorance of the methods by which 
the signs of disease can be revealed. Absence of hurry 
will rectify sins of omission. But whatever the cause 
of faulty observations, these exclude fruitful interpreta- 
tion. Seeondly, doctors differ in their knowledge of 
the symptoms and signs and syndromes of disease. 
\n adequate knowledge of anatomy, physiology, and 
pathology is. essential to diagnosis in all its branches ; 
but recognition of cerebellar dysfunction, of cystinuria 
and Boeck’s sarcoid is impossible without knowledge 
of their pattern conveyed either through the doetor’s 
own experience or through medical literature. Thirdly, 
it may result from differences in those qualities of judg- 
ment and powers of interpretation which depend so 
largely on inherent mental capacity; though right 
-ducational methods will make even a good brain, a 
better. And fourthly it may depend on differences in 
labelling. So often doctors are accused of differing 
in diagnosis and understanding of disease, when in 
fact they have differed only in the label they have applied 
to it. It is as if one man calls an object a florin and 
another says it is a two-shilling piece, and they are 
accused of having contradicted one another. The time 
has come for a relabelling of disease on the lines I have 
discussed. We must use labels which indicate all three 
groups or syndromes which constitute the complete 
picture of disease. If the label fails to indicate one 
or more of these groups, it is because of the shortcomings 
of medicine itself or the diagnostician’s ignorance of what 
is known to medicine. 


THE PURPOSE OF DIAGNOSIS 


It is a commonplace to say that accurate diagnosis 
is of paramount importance because without it treatment 
is empirieal and prognosis irrational; but it is not so 
commonly appreciated that only when diagnosis is 
complete—when we know where disease is situated, 
what functional disturbances are associated with it and 
how they have arisen—have we adequate data for rational 
therapeutics. If we know simply where disease is 
situated, then we must perforce follow, where it is 
feasible, the most primitive and barbaric of therapeutic 
precepts, ‘“‘ If thy right hand offend thee, eut it off.” 
Much general surgery belongs to this category. It 
sees disease in a given site and reeognises in it the 
contending forees, the invader and the defender, strug- 
gling for supremacy on the battlefield. The physician 
aims at victory by reinforcing the defence, and weakening 
or destroying the invader, but the surgeon ends the 
battle by eliminating both contestants and battiefield. 
Sometimes our therapy is limited to restoring disturbed 
function ; such is the therapy of pernicious anemia, 
of diabetes mellitus, of myxcedema and the like. But 
we can only reach the highest goal of therapeutic endeavour 
when we have recognised by our groupings the causative 
factors, and either eliminated or neutralised them. 

Another purpose of our diagnostic method is that it 
may extend knowledge. Thus if we know that parkin- 
sonism results from a cireumscribed lesion in the nervous 
system, then there have been, or there will sooner or 
later be described cases of parkinsonism due to congenital, 
traumatic, inflammatory, toxic, degenerative, vascular 
and neoplastic causes. In this way hitherto unrecorded 
associations of disease can be recognised. 

A further function of diagnosis is to serve as a con- 
ceptual shorthand by which experience can be pooled. 
But we must elearly avoid using the same name for 
dissimilar notions, or different labels for the same 
notion. Thus every label should be as informative as 
is compatible with lucid brevity—not “ gout,” for 
example, but “ gouty arthritis’ if the joint disease is 
the major manifestation of the metabolic disturbance. 
And eponyms, such as Addison’s disease, hallowed 
though they be by long use and historic interest, may 
well at this stage be dropped. To some there must also 
be the rather selfish intelleetual pleasure of having 
pieced together the component parts of the patterns 
of disease—much the same kind of pleasure as that of 
solving jigsaw and crossword — or problems in 
pure mathematics but one which combines service with 
satisfaction. 


CLEAN MILK AND SABRE MILK 
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The main aim of diagnosis—that of providing the 
rational basis for treatment and prognosis—might 
well seem frustrated when the evidence available admits 
of more than one interpretation, and two or more diag- 
noses are equally, or almost equally, feasible. Science 
is often confronted by this temporary impasse, and 
sometimes doubts seem resolved only to appear again 
when further evidence is acquired. Twenty years ago 
the wave theory of light seemed firmly established 
and the corpuscular theory had long been relegated to the 
background of historical curiosity ; now we are not so 
certain; both seem to contain a facet of truth. But 
diagnosis cannot stay for final demonstrations: As 
Sherrington wrote in his Rede lecture: ‘‘ Science nobly 
declines as proof anything but complete proof; but 
common sense pressed for time, accepts and acts on 
acceptance.”” We physicians are often confronted with 
a situation in which we have to give a provisional 
verdict on the admittedly inadequate available evidence. 
We must act. Here again we should follow general 
principles. We must recognise for example that the 
commonest lesions are the commonest and that of two 
equally probable diagnoses on the evidence available 
we should act as if the commoner were that responsible 
for disease. The diagnosis of aneurysm of the hepatic 
artery as the cause of an obstructive jaundice is to be 
deprecated if a gall-stone is an equally plausible possi- 
bility. Occasionally however expediency decides our 
choice of action; even if of two possibilities one is the 
commoner but not amenable to treatment, common 
sense demands that we deal with the patient as if he 
were suffering from the less common but. more hopeful 
lesion. Butall such diagnoses, though necessary for action, 
are tentative. Let us keep an open mind, though not a 
mind which is constantly open, for as G. K. Chesterton 
said, ‘‘ the object of opening the mind as of opening the 
mouth is to shut it again on something solid.” 

Diagnosis then implies an understanding of disease 
processes, their sites and their causes. If this orienta- 
tion is adopted in medicine it cannot but affect clinical 
teaching and must lead to revision of textbooks. ‘‘ You 
cannot learn men from books.” Only by skill in 
observation, and interpretation in the light of know- 
ledge and experience, only by exercising care and 
patience and by cultivating wisdom and judgment 
can be reached that most desirable of medical achieve- 
ments—ability to diagnose disease. 


CLEAN MILK AND SAFE MILK 

A DISCUSSION on the compulsory pasteurisation of 
milk recently arranged by the Parliamentary and 
Scientific Committee was attended by more than forty 
members of parliament and representatives of technical 
and scientific organisations were present. Sir JOHN 
LEDINGHAM, F'RS (Lister Institute of Preventive 
Medicine), opened by pointing out that the alternative 
to compulsory pasteurisation was liberty to sell raw 
milk, the consumption of which was responsible for 
some 4000 deaths from tuberculosis of bovine origin 
annually, and for some 2000 fresh cases every year ; 
it was besides the vehicle for other important human 
pathogens. Deputations to Parliament from the People’s 

ague of Health, asking for permissive powers for 
municipalities to enforce pasteurisation, had been with- 
out effect, and proposals from the Royal College of 
Physicians to secure safe milk for children in reception 
areas had been passed on to the Milk Marketing Board. 
Thus the first need was to educate members of parliament. 
Wilson’s book, ‘‘ The Pasteurisation of Milk,’’ should 
be in the hands of every member. The interests of the 
small producer-retailer must be covered in some other 
way than by-allowing him to poison an urban community 
with tubercle-infected milk. A few months ago a 
report. on over 100 samples of raw milk from small 
preducer-retailers showed that half the samples failed 
to reach required standards of cleanliness, while no 
less than 20% (a very high proportion) contained 
tubercle bacilli. The difference between clean milk 
and safe milk is still not appreciated. 

Dr. A. H. MACDONALD (formerly chief medical officer 
to Dr. Barnardo’s Homes) said that attention had been 
foeused on milk because it was an important food, and 
was popular with every kind of germ including the tubercle 
bacillus. Pasteurisation had been hailed as a way out 
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of the difficulty, but was it? -Milk was aa the sale 
source of infection ; tubercle bacilli bred in the dust and 
air and other articles of food were infected by it. Chil- 
dren brought up on tubercle-free (TT) milk were liable, 
if for any reason they had to drink raw milk containing 
tubercle bacilli, to develop tuberculous glands and 
peritonitis because their tissues had not had “ pin- 
pricks’’ with this particular scourge and so contained 
insufficient antitoxin to deal with the invader. In recent 
years tuberculosis was said to he on the increase, owing, 
he believed,to the fact that more pasteurised milk had 
been consumed. In his own series of 8500 children on 
raw milk the incidence of tubereulosis was so small 
that it was not necessary to have a separate sanatorium. 
In one home of 750 boys who had received a daily pint 
over 5 years there was only one case of non-pulmonary 
tuberculosis in that time; in the year preceding this 
period when a similar number of boys were receiving 
pasteurised milk there were 14 cases. 

Prof. G. S. Witson (Medical Research Council) 
said there was sure evidence that raw milk in this country 
is often infected with organisms capable of producing 
disease in man ; an average of 5-10% of farms send out 
milkcontaining tubercle bacilli, and 20-40% milk 
~ containing Brucella abortus—both infections deriving 

from diseased udder. Milk is also exposed to contamina- 
tion from human sources—cough spray or dirty fingers ; 
sewage-polluted water and fouling by rats and mice are 
other possible sources of infection. The ideal way to 
ensure the distribution of safe milk would be to prevent 
contamination at source: but about 40% of cattle in 
this country are infected with tuberculosis, and a high 
proportion of herds with Br. abortus. Elimination of 
these two diseases will take many years, and control 
of human personnel offers many practical difficulties. 
Since it is at present impossible to produce milk free 
from contamination the only satisfactory way of pro- 
tecting the consumer is by destroying organisms that 
gain access to milk, and the simplest and most reliable 
way is by pasteurisation. There is every reason to 
believe that compulsory pasteurisation will save at least 
1500 lives a year from tuberculosis alone. 

Mr. Davin QUIBELL, MP, shared the view of Dr. 
Macdonald that if we could secure cleanliness of herds 
raw milk was best. Pasteurisation, he considers, is 
starting at the wrong end. Parliament has never 
enforced the idea of cleanliness.—Prof. H. D. Kay, DSe 
(National Institute for Research in Dairying), did not 
think cleanliness was mainly an agricultural question ; 
most farmers now have little more concern with it than 
with the processing of the beef they produce. At one 
time scientists feared that pasteurisation might have 

_an adverse effect on the vitamin content of milk, and 
hence on its nutritive value; but there was now a 
consensus of scientific opinion that commercial pasteuri- 
sation properly carried out had no ill effects on the nutri- 
tive value of milk, and this had been confirmed on 
calves, rats and 2000 children. Moreover, of 11 calves 
given raw milk 8 became infected with tubercle bacilli, 
while of 11 given pasteurised milk only 1 became infected. 
Producer-retailers could now buy small reliable pasteur- 
iser plants ; if any milk was not pasteurised it should 
be insisted that the herds from which it came were 
tuberculin tested. The hope that in due course we shall 
have our milk produced from herds absolutely. free 
from animal disease and by human personnel free from 
risk of contamination is, from the public health angle, 
no more than an academic possibility at present. 

Mr. A. W. STABLEFORTH, DSc (Ministry of Agriculture 
and Fisheries), thought that mo-one could say it would 
be possible within the next 30 years to control all disease 
in such a way that enough safe milk would be available 
for the public. Pasteurisation and clean milk are not 
antagonistic ideals and neither should be allowed to 
hinder an effort to get the other. You could not pasteur- 
ise bad milk, he said, and make it good; and he was 
supported by Mr. E. B. Anderson (chief chemist of 
United i Ltd.) who said that the daily prayer of 
_ en plant manager was for clean milk: 

organisms which survive pasteurisation, though 
haseilies to health, make milk go sour much quicker. 

Mr. W. R. WooLprRIpcEe (National Veterinary 
Medical Association) pointed out that the real bone of 
contention in the topie of pasteurisation was the fear 
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“that Parliament would not start or continue the measures 
necessary to make herds fitter if compulsory teurisa - 
tion was introduced ; and farmers realised the damage 
done to the livestock industries from the free Passage 
of diseased animals through the country. It is, in fact, 
essential to improve the health of herds in parallel with 
the pasteurisation of bulked milk. 

Captain LANE (National Association of Creamery 
Puapulatensh asked that in laying down their require- 
ments Parliament should leave it to the trade to decide 
on the best methods of carrying them out. Sometimes 
methods of pasteurisation go out of date in a short time 
and are replaced by better ones. 


THE JOB OF THE WORKS DOCTOR 

AT a special meeting of the Association of Industrial 
Medical Officers on Nov. 21, at which Dr. M. W. Goxp- 
BLATT presided, representatives were present from the 
Royal College of Nursing, the Association of Examining 
Factory Surgeons, and the Association of Scientific 
Workers. In opening a discussion on industrial medical 
services in war-time, the chairman pointed out that 
strategy was needed to allocate the available doctors in 
industrial medicine and to determine their duties and 
status once they were init. The new industrial medicai 
officers must, he thinks, give thought to schemes for 
dental and ophthalmic services, the provision of suitable 
canteens, training of first-aiders, and the education of 
workers in elementary principles of hygiene. He asked 
whether the new medical service was bearing these urgent 
needs in mind, and whether the toxic risks of industry 
were receiving adequate thought and ante-mortem 
attention. 

Sir Davip Munro (Ministry of Supply) described Mr. 
Bevin’s July, 1940, order as a magna carta for industrial 
medicine. The industrial doctor’s job, just now when 
labour is searce, is to make sure that we use available 
man-power economically and to avoid wastage by ill 
health and accident. 'Toachieve this, dental, ophthalmic, 
X-ray and rehabilitation services are all necessary, and 
he would like to see the establishment of an institute of 
industrial medicine, which would be a centre of research 
especially into toxic substances. He believes that in 
time industrial medicine should have its own diploma. 
Mrs. A. PERRY (Royal College of Nursing) remarked that 
the scope of the industrial nurse’s work varied according 
to the size of the factory medical department. In a 
large works with its. own medical officer she should be 
responsible to him and should enjoy a status equal to 
that of the welfare officer and the personnel assistants. 
In smaller factories she should be responsible to the 
managing director or other responsible officer, and if 
trained in welfare and personnel work could combine 
the duties of nurse and labour officer with advantage to 
evefyone. 

r. J. H. HUMPHREY (Association of Scientific Workers) 
raised some questions which had been submitted to his 
association. At present 75% of workers in the country 
are in factories of less than 1000 workers, and so are 
unlikely to have any medical service; how can they 
get it? In some factories the medical officer is dis- 
trusted because he is employed by the management ; 
would state control of the industrial medical service, 
he asked, remedy this? Workers often think of the 
medical officer as sitting in an office treating those who 
came to him; should he not spend more time in the 
work-room practising reventive medicine? How far 
could specially train laymen supplement medical 
and nursing personnel in these times when work for the 
doctor and nurse is heavy? How far are the results 
of experience in industrial medicine being recorded and 
analysed statistically ? Dr. M. W. Paterson (Associa- 
tion of Examining ge age discussed the training of 
first-aiders, who are doing good work in the prompt 
treatment of ‘etek injuries. The well-trained 
first-aider knows conditions in his own factory and has 
the confidence of his fellows. Women first-aiders could 
be used more freely. should be given during 
working hours, and existing methods and training 
manuals should be revised, he thinks. ‘Dr. E. H. 
STRANGE (Association of Examining Surgeons) empha- 
sised the value of canteens. test workers often 
comme long distances to work without having had a proper 
breakfast. Attendances at a canteen are the measure 
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of its efficiency : canteens which are not used fully are 
generally offering poor food and poor service ; and some- 
times hygienic conditions are really bad. Proper washing 
of dishes and control of waste should come under the 
inspection of the doctor. In the subsequent discussion 
Dr. N. Howarp MumMerRyY suggested that in war-time 
state registered nurses. should take more responsibility 
and thus relieve the doctor from much routine work. 
He added that the salaries of nurses in industry need 
standardising. Dr. T. O. GARLAND thought it clear 
that the present industrial medical services are inadequate 
and suggested expanding them to bring in all workers, 
especially those in small factories. To achieve this, he 
believed, state control would be necessary. Dr. J. C. 
Bripee (Senior Inspector of Factories) mentioned that 
when he joined the factory department there was only 
one whole-time medical officer in industry. He considers 
that the industrial medical officer should go round the 
factory and look after people as they work. 


le Enghed New 


A Running Commentary by Peripatetic Correspondents 


HEREABOvTs the year ended in a blaze of culture. One 
of the evacuated schools gave us scenes from ‘‘ The 
Dream ”’ at the end of term, and after Christmas there 
was a Nativity mime, with organ and full choral accom- 
paniment, in the village church. Another ‘‘ concert ’’— 
the word we rightly use for any sort of theatrical per- 
formance requiring a concerted effort—took place at the 
next village along the turnpike; a production of Mr. 
Shaw’s “ Androcles and the Lion ’’ which twice packed 
the modest hall to capacity. As the lion Tom naturally 
stole a good deal of the thunder and caused shivers of 
apprehension to run down the spine of his small nephew 
in the front row “ although he knew it was only Uncle 
Tom really.”” Androcles, by a combination of simplicity 
and comeliness, won all the girls’ hearts and the producer 
himself actually stooped to playing—in masterly style, 
of course—not only the handsome captain but also the 
despised Spintho, a ‘‘ double ” that required a wellnigh 
miraculously quick change of costume and make-up. 
Megara’s shrewishness brought the house down and 
Lavinia’s lovely appearance and voice instantly reduced 
to silence the few noisy groundlings in the back rows. 
As Ferrovius the massive Jim moved us as deeply by his 
sincerity as he awed us by his strength; small wonder 
that Lentulus—in private life a mere musician who plays 
not more than half a dozen instruments, makes wonderful 
bortsch and conducts symphony orchestras in his spare 
time—was overcome by his efforts at conversion. 
Bill’s elear and cheerful voice came across well in the 
parts of editor and centurion and a word of praise is due 
to Ern for a gloriously phlegmatic rendering of the réles 
of bullock-driver and menagerie-keeper. With such an 
all-star cast it was not difficult for even the poor old 
doctor to keep his end more or less up as the degenerate 
emperor. But it was a little shocking to see how 
delighted everybody was to see him bolting frantically 
down the aisle with the lion in hot pursuit. The smaller 
parts were adequately sustained (as they say) and it 
would be fair to add that an enjoyable time was had by 
all, The cast was milking cows and feeding bullocks 
at the usual time next morning. 

/” * Oo” 


The urge to feel superior is almost an instinct, and the 
people of all nations have equal rations of it. It has 
been said that the English do not boast, but the 
impartial observer (e’est moi) refuses to let them get 
away with a halo like that. They boast as much as any 
other nation, but they usually do it obliquely. Some- 
times, though, their boasting takes strangely direct 
forms. I came across an example of this when I spent a 
night in a much-bombed seaport town. From late 
until dawn I was able to observe the demeanour of my 
fellow hotel guests in the air-raid shelter. A battery of 
ack-ack guns seemed to be on top of the hotel and 
bombs were scoring near- misses alt round. The noise 
was so great that we had to shout to be heard, but 
no-one took any notice of the air-raid. A fierce argument 
developed as to which town in the British Isles had had 
most bomb damage. Each town of any size seemed to 
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have sent its champion for the night’s tourney. The 

Londoners adopted the attitude that there was really 

nothing to argue about, London was the bi t town and 

therefore the blitzes on it were bigger and better than 

those on the provincial towns, which were merely of 

local interest. That started it. ‘‘ Have you seen 

Liverpool ? * shouted its champion, and from round the 

room the gages were flung into the middle. ‘‘ What 

about Plymouth ? ’’—or Bristol, Sheffield, Coventry, 

Hull, Birmingham, Manchester and so on. The solitary 

Scot in the party stated with emphasis and finality that 

none of the tuppenny ha’penny English blitzes could 

compare in magnitude with the one on Glasgow. His 

contribution was immediately followed by an ear-splitting 

burst of ack-ack fire and the nearby explosions of a string 

of bombs. It sounded like applause or derision for the 

Scot, depending on where one’s sympathies lay. In any 

case the Englishmen achieved national unity on the 

instant and tried to smite the Scot hip and thigh, but he 

would capitulate to none of them. The English soon 

forgot about him and began again their intertribal 
quarrels. ‘‘ Do you know the street running from the 
town hall to the cathedral in Z?’”’ ‘* You do? well it’s 
absolutely flattened, nothing left!’ ‘“ But it surely 
can’t be as bad as the area round the market square in 
Y?” “ And how many people were killed altogether in 
your town?” Plomp! (an extra-large bomb bursting 
near by). ‘‘ How.many did you say ?... Oh, that’s not 
nearly as many as were killed in one night in ours.” 
Humphrey Pakington’s lady came into my mind, the one 
who was convinced. the autumn tints on her trees were 
much better than those on lesser trees elsewhere, in spite 
of the fact that her property marched with Sandringham 
(and incidentally added to the tone of Sandringham). 
The argument swirled and eddied and wove a pattern 
with the noises of the bombardment, until one of the 
admirals who was lying on a chaise longue could bear it 
no longer. He rose, twitched his dressing-gown and 
tightened its girdle. ‘‘ Do you know,”’ he thundered, 
“that there are people in this air-raid shelter, who, 
curious as it may seem, have jobs of work to do in the 
morning. Itis necessary that they should get some sleep. 
Gentlemen, will you please refrain from making any more 
noise ? ”’ is breath of salt air woke up two boon 
companions who had spent the earlier part of the evening 
spying the horizon through the bottoms of whisky 
tumblers. One was a magnificent blond merchant 
sea-captain, and the other a small, paunchy business man 
with a husky voice and the assured manner of those in 
the know. They immediately began swopping experiences 
and opinions of life and high politics. I sidled closer to 
listen, because the merchant seaman looked as if he might 
have something interesting to say. The admirals 
evidently thought the same, because they strained their 
ears too. The sea-captain told of his experiences in 
Viadivostock (in his condition a difficult word to 
pronounce) and Odessa, and ‘how he ran down to 
Durban ; what he thought of the Russian Air Force and 
its women pilots; of his adventures in Constantinople, 
and what he said to some Germans in a café there; and 
how there was a scuffle with a bunch of spies in an alley- 
way leading down to the harbour—+real thriller stuff, in 
the best tradition of William le Queux and Bernard 
Newman! And then he began to say things he didn’t 
ought to about the war at sea. An admiral leaned over 
and bade him be silent. The magnificent Viking sea- 
captain half saluted and muttered ‘‘ Aye, aye, sir.” 
Then the business man gave his opinions of Germany and 
what he saw there in ’37 and how he came back and told 
Whitehall all about it, and nobody took any notice of 
him. The sea-captain wasn’t listening to him; he 
began to mutter more things about Odessa, Singapore and 
Aden, and was again told by the admiral to dry up. 
‘** Aye, aye, sir.”’ At the other end of the shelter an 
enterprising waiter had opened up a temporary bar and 
the argument about the worst-bombed town in England 
broke out afresh. It never occurred to any of the 
champions that the seaport in which they were staying for 
the night had had more raids than any other town in 
England, with proportionately more damage and 
casualties: which, statistically, was a fact. But the 
fiery admiral became exasperated with all the chatter, 
went over towards the temporary bar and shouted to 
no-one in particular, ‘‘ Do you realise, sir, that this is 
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an air- raid shelter nad that pears are tering to sleep ? ”’ 
One slightly inebriated man replied, aptly I thought, 
Do you realise sir, that this is an air-raid shelter, and 
not a quarter deck ?”’ There was a lull in the noise of 
the bombardment and I went out to look at the fires ; 
but inside the shelter they were still boasting of the 
superior damage inflicted on their own towns. 


* *” * 


Plenty of unconscious humour is to be found among 
the bills, letters of advice and prescriptions of north- 
country doctors in the closing years of the 17th and early 
years of the 18th century, co colizoted by Mr. J. W. Walker, 
FRCS, president of the Yorkshire Archzological Society. 
Take, for instance, the case of Dr. Edmund Jackson who 
was practising at Doncaster in 1700. On 31 occasions 
during that year he provided for one Mr. Lionel Copley 
and his family professional attendance and medicines 
ranging from pectoral powders and lambative ointments 
to consumptive plaisters and emulsions of asafcetida. 
For all this devoted service he demanded only the 
modest fee of £6 15s. 2d., adding meekly ‘‘ upon other 
accts. up to date £80 3s. 8d.” without so much as the 
usual tactful hint of the effect that an early settlement 
would oblige. Mark the reward of patience; his 
accounts were paid in full—just 13 years later. A 
striking feature of these bills is the relatively high charge 
made for medicines as compared with that for profes- 
sional attendance ; thus, Dr. P. Spendelow of Wakefield 
charged his patient Mr. John Walker £1 7s. 8d. for drugs 
but only 15s. for attendance, and it.is noteworthy that 
he asked twopence each for bottles which seem to have 
been almost as valuable a commodity then as now. 
Mr. Walker might have got off more lightly had he not 
required (in his doctor’s opinion, at any rate) a bottle of 
‘Ye Restoration Water ’’ which, it is to be hoped, was 
a drop of the right stuff because it set him back 12s. 
Another Dr. Spendelow of Wakefield—Thomas’ this 
time—seems to have been casual about entering pre- 
scriptions in his day-book. Thus, writing to his patient 
Mr. John Watson, he begins airily: ‘“ I suppose I have 
sent ye same vomitts you mention.” There is a sting 
in the tail of this letter, the postscript of which runs: 
‘* By your water Bleeding is required ’’—rather depress- 
ing news for Mr. Watson, who, up till then, had got away 
with ‘‘ a few vomitts taken in a thin posset drink, ye 
syrup as often as you have a mind and applying ye 
plaster to ye part affected.’’ In May, 1710, we find Dr. 
H. Hall of Leeds taking a pretty firm line with his 
patient, Mr. Isaac Smith. ‘‘ Eat only wheat bread and 
none else,’’ he commands, ‘‘ but let it not be leavened.” 
Mr. Smith is further enjoined to drink ‘ claret or 
clear, well-brewed, smooth ale,” but forbidden ‘“ bottled 
drink, small beer and anything yt is windy.”’ Perhaps 
Mr. Smith was dissatisfied with Dr. Hall’s advice, for in 
1712 we find another doctor, Thos. Amphlett, in attend- 
ance and plying him with vomits, pills and electuaries. 
Tough guy that he was, Mr. Smith survived all this and 
it was left to a third doctor, Wm. Grosvenor, to admini- 
ster the coup de grace te him ten years later. Amphlett 
was conventionally sorry to hear of Mr. Smith’s demise, 
commenting, a trifle sententiously perhaps, that ‘“‘ God 
knows wt is most fitt for us ’’ and turning briskly to other 
topics. Numerous and complex are the prescriptions 
advocated for rickets, a pathetic reminder no doubt of 
its prevalence and intractability in those days. Dr. 
James of Rochdale and Dr. Edmund Taylor of Heywood 
fancied themselves at curing “ stomach ake and cholick 
in Christians.”” Mr. Walker drily observes that ‘ pos- 
sibly agnostics, J ews or Mahomedans were not afflicted 
with such pains ”’ ; or possibly the worthy doctors would 
have no truck with such infidels. Dr. John Simpson of 
Knaresborough knew what was good for “ ye Biting of a 
Mad Dog’”’; his concoction of herbs, garlic and ale—the 
liquid taken internally, the dregs applied to the wound— 
** has never been known to faile Man, Woman or Childe ”’ ; 
a modest assertion. With more reason Dr. Benjamin 
Watkinson of Wakefield claimed good results against the 
Itch by the application of an oily suspension of brimstone 
(with other irrelevant materials) and the use of clean 
linen. Quicksilver, boiled in water, is recommended by 
Dr. Ratte of Melton as “a constant drink in Fevers.” 


It is difficult to see the rationale of this—unless it be 
that, with the mereury down, the fever must abate. 
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FROM THE PRESS GALLERY 


Medical Treatment of the Home Guard 
In the House of Lords on Dec. 15 Viscount ELIBANK 


asked HM Government whether they would cancel the 
instructions issued to the deputy directors of medicai 


services of all commands by the War Office that officers 
of the Home Guard were for all financial purposes, 
including medical attendance and hospital treatment. 
to be regarded as private soldiers, and that the admission 
of officers of the Home Guard to officers’ convalescent 
hospitals was therefore unauthorised. He asked that 
instructions would be given that all officers of the Home 
Guard, so long as the injury or illness treated arose out ot 
their military duties, should in future be entitled to medical 
and hospital treatment on the same basis as officers of 
the regular Services ; and that Home Guardsmen of all 
other ranks should be entitled to medical and hospital 
treatment according to their ranks, when the injury or 
iliness arose out of their military duties. The noble 
lord, who moves for Papers, said he was staggered when 
he saw the letter from the War Office. Officers of the 
Home Guard were giving up all their leisure in the 
interests of the country and of the Service. The Home 
Guard was raised’in war-time and its members were 
entitled.to be treated as a serious fighting force and their 
officers should have the same privileges as officers of 
other fighting forces. 

Lord CrorrT in his .reply reminded their lordships 
that the policy which has never been questioned until 
recently was that all ranks of the Home Guard should 
be treated alike. If members of the Home Guard had to 
enter a civil hospital for treatment they would naturally 
be treated exactly the same as any other civilian patients. 
If they entered a military hospital or convalescent home 
it was desirable that they should be treated in wards or 
room specially reserved for them. The Government 
proposed therefore to give instructions for this procedure 
to be adopted in military hospitals whenever it was 
possible to reserve separate rooms for the purpose. In 
that way he thought they would meet a legitimate desire 
which Lord Elibank told the House was felt in the Home 
Guard, but he could not go further and accept the 
suggestion put forward without infringing the principle 
of equality of treatment for all ranks. 


QUESTION TIME 
Food for Enemy-occupied Europe 


Replying to questions Mr. D. M. Foor, parliamentary 
secretary to the Ministry of Economic Warfare, said that food 
conditions in countries occupied by the Axis forces had not 
substantially changed since his answer on July 2. While 
special provision was generally made for nursing mothers and 
very young children, it was broadly true to say that in 
Belgium, Holland, France and Norway the food shortages 
were most acutely felt among children of school age and 
adolescents. Shipments to Greece from Canada had so far 
been regularly maintained, but he was not yet completely 
satisfied as to the working of the safeguards for the protection 
of Greek domestic produce. 


Beveridge Report and National Medical Service 

Sir Henry Morris-Jones asked the Minister of Health 
whether he was instituting any special inquiry by his depart- 
ment into the implications of the recommendation in the 
Beveridge report that a national medical service should be 
set up in the country as part of a social security scheme.— 
Mr. E. Brown replied: Yes. Considerable preliminary 
work in regard to the hospital services has been going on for 
some time, and the implications of the remainder of assump- 
tion B in the report are under consideration. 


State Training for Amputees 

Mr. E. A. RapFrorp asked the Minister if he would consider 
the possibilities of a state-aided scheme under which all 
persons who suffered amputations might be supplied with 
artificial limbs, taught to make the best use of them, and be 
given every chance of re-establishing themselves as useful 
citizens.—Mr. Brown replied: War-time arrangements are 
already in foree for the provision of artificial limbs with 
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instruction in their use, free of charge to Service cases, civilien 
casualties and war-service injuries in civil defence, and in the 
Merchant Navy. These arrangements now extend, on a 
contributory basis, to other civilians provided that they are 
capable of taking up useful occupation if supplied with limbs. 
The question of long-term postwar arrangements will be 
reviewed as part of the whole subject of hospital and medical 
services. 
Soldiers and Venereal Disease 

Mr. T. E. Groves asked the Secretary of State for War 
whether, in the interest of the health of the Army, he would 
cause all men returning from leave to be medically examined 
and, if found to be suffering from venereal disease, to be 
treated immediately, without loss of proficiency and other 
pay and without having to go to a hospital known to treat 
mainly such diseases, so as to ensure that the nature of his 
disability ghould not be known to his family and friends.— 
‘ir James Grice replied: All soldiers returning from leave 
are medically examined and if found to be suffering from 
venereal disease are admitted to the venereal disease depart- 
ments of certain military hospitals, none of which is designated 
as @ venereal disease hospital. If a soldier loses his physical 
effieiency as a result of his own action he loses his proficiency 
pay, but it is restored to him as soon as he regains his full 
efficiency as a soldier. This rule applies to soldiers who 
contract venereal disease. 


. 


Milk Allowance for Invalids 


Sir Ropert Youne asked the Parliamentary Secretary to 
the Ministry of Food if he was aware that there were a number 
of diseases and physical conditions of patients, not stayed in 
group | or 2, for which doctors thought a liberal supply of 
milk was necessary; and whether he would make arrange- 
ments whereby patients who were not covered by group | list 
of diseases but were considered to be permanently ill could 
have two pints of milk per day provided the need for such an 
allowance of milk was certified by his or her doctor.—Mr. W. 
MaBane replied: I am aware that certain doctors hold this 
view. The comparative needs of different groups of people for 
liquid milk have been most carefully considered in conjunc- 
tion with the Food Rationing (Special Diets) Advisory Com- 
mittee of the Medical Research Council. In view of the supply 
position and the need for maintaining at lefist a small supply 
for the healthy population, it has been possible to grant full 
priority only to those for whom a liberal supply of milk is a 
therapeutic necessity, and a smaller priority allowance to 
those for whom a moderate amount of milk is necessary. In 
the cireumstances the Minister would not feel justified in 
extending priority to other classes of temporary or permanent 
invalids for whom additional supplies of milk can only be 
regarded as a comfort and not a necessity. 


Insulin at Reduced Prices 

Mr. GzorGE Grirrirus asked the Minister of Health what 
arrangements existed outside the poor law for enabling 
persons suffering from diabetes to obtain insulin free or at 
reduced prices.—Mr. Brown replied : A person who is insured 
under the NHI Acts is entitled to obtain insulin as a part of 
his medical benefit if it is prescribed by the doctor attending 
him. Local education authorities may provide insulin free 
or at reduced rates for children and young persons attending 
schools and educational institutions if the necessary sanction 
to this arrangement has been obtained. A general sanction 
is now being given. Local authorities have power with my 
approval to provide temporary supplies of insulin for the 
poorer inhabitants of their districts. I am issuing a circular 
drawing attention to this power and conveying my approval 
to its exereise during the war. Mr. Brown added that it was 
not possible for diabetics to obtain their insulin from the 
county councils as the councils were not among the authori- 
ties who could exercise this power under the law. 


Batteries for Deaf-aid 

Mr. A: C. M. SpEARMAN asked the President of the Board of 
Trade if he was aware that there was an acute shortage of 
batteries for deaf-aid which was causing hardship for the 
deaf ; if he would take steps to remedy this ; and if he would 
remove the purchase tax from the batteries as they were 
neeessary surgical instruments.—Captain C. WATERHOUSE 
replied: Arrangements were recently made to increase 
production, of high-tension batteries for hearing-aids and 
supplies of this type of battery appear to be satisfactory. 
There have been diffictlties in the production of some low- 


tension ippes due to the lela of’ certain ue Service 
contracts. These difficulties have been overcome and supplies 
of low-tension batteries should shortly be adequate to meet 
the needs of the deaf. The matter of the purchase tax is 
under consideration. 


Pensions Appeal Tribunals 

Mr. Witrrip Roserts asked the Minister of Pensions 
what steps had been taken to ascertain the total number of 
qualified medical practitioners not now in general practice 
who would be able and willing to act as members of appeal 
tribunals.—Sir W. Womers.Ley replied: I have made 
inquiries of the bodies responsible for the allocation of 
medical men and of the Service departments, but I have now 
arranged to set up a subcommittee of my central advisory 
committee to assist me in a further examination of this 
problem. 


Constant Attendance Allowances 

Miss I, Warp asked the Minister if he was now in a position 
to state his decision in regard to granting constant-attendance 
allowances to civilians injured by enemy action on the same 
conditions as applied to service cases.—Sir W. WomMERSLEY 
replied : I have obtained authority to give constant-attend- 
ance allowances in civilian cases on similar conditions to those 
applying to private soldiers in the Army. 


Protection of Practices 

Sir Ernest GRaHAM-LITTLE asked the Minister of Health 
whether his department was enforcing’ through the Central 
Medical War Committee the agreements between local 
practitioners designed to protect the practices of those absent 
on National Service or deceased ; whether acceptance of the 
scheme by doctors was allowed to be made a condition of 
admission to panel practice ; and to what extent the operation 
of this private scheme remained within the unchecked authorit v 
of the British Medical Association.—Mr. Brown replied: | 
have no power either to interpret or to enferce the private 
agreements made between practitioners for the purpose of 
the protection of the practices of their colleagues, though Tam 
aware of the scheme, and in view of the general participation 
of insurance practitioners therein, and the importance of safe- 
guarding the interests of practitioners who undertake National 
Service, I havé recommended insurance committees to assist 
in its operation se far as it relates to insurance practice The 
right of a registered. practitioner to join an insurance medical 
list cannot be limited to participants in the protection of 
practices scheme. 


A BONNET BANDAGE 


THE head bandage here illustrated, designed by Miss 
J. E. Scorah, matron of the Borough Isolation ‘Hospital, 
Derby, is economical in material, capable of adjustment 


> 





™ 





to. fit any head snugly, comfortable to wear and easy to 
launder. At first sight the numerous tapes give an 
impression of unnecessary complexity, but they are all 
needed for nice adjustment and to prevent slipping. 
The back tapes, A, are passed through the buttonhole B 
and tied above the forehead; the fixed strap of tape 
behind the buttonhole prevents the bow from slipping 
back through the hole and spoiling the close fit. Tapes 
D are tied across back of head and tapes C under the 
chin. The fit round the face is adjusted by tightening 
up the free ends of tapes C, which come out above the 
forehead and thus act as a draw-string. The cap formed 
by the adjusted bandage will keep dressings neatly and 
firmly in place. Miss Scorah also advocates its use in 
first-aid and in preventing the spread of pediculi in 
nurseries. The bandage is made in four sizes by Messrs. 
F. Longdon & Co., Agard Street, Derby. 
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~ Obituz uary 


LEONARD RALPH BRAITHWAITE 
MB LEEDS, FRCS, JP 


Mr. L. R. Braithwaite, emeritus professor of clinical 
surgery in the University of Leeds and a vice-president 
of the Royal College of Surgeons of England, died at his 
home on Dec. 18 after a short illness. He was born at 
Halifax sixty-four years ago and studied medicine at 
Leeds, graduating with first-class honours in 1903. He 
acquitted himself with distinction in the usual house- 
appointments at the General Infirmary, was appointed 
assistant surgeon in 1909, surgeon with charge of 
outpatients ten years later and full surgeon in 1924. 
He was closely associated with Moynihan to whom he 

‘had become private assistant in 1910 and during the last 
war accompanied him to Franee as his ADC. Like a true 
disciple Braithwaite modelled his work on that of his 
teacher and did much to perpetuate the Moynihan 
technique and tradition. During the 1914-18 war 
Braithwaite was also attached to the Second Northern 
General Hospital in Leeds and served with the 
Mediterranean expeditionary force in Salonika. 

™ Bratthwaite was an excellent teacher—clear, crisp 
and practical—and though he did not care for public 
speaking his-opinion commanded attention at many 
committees, for he had a way of marshalling his argu- 
ments, generally late in the discussion, which showed his 
clear grasp of the subject and more often than not got 
him what he thought was right. He was a valued 
member of the executive committee of the British 
Cancer Campaign, but he took most delight and pride 
in his work as a member of the council of the Royal 
College of Surgeons. 

A. W.-J. writes: ‘ Braithwaite was elected vice- 
president of the college in 1941 and was serving for a 
second year at the time of his death. He welcomed 
the tributes of his colleagues with grateful humility, 
but took pride in the thought that honours bestowed 
upon him brought honour also to his great medical school. 
He was atly appreciated on the council for his sound 
judgment, wise counsel, loyal service and supporting 
strength. He was direct and sometimes even blunt 
in speech. But his directness and his honesty of purpose 
had great value and earned him the respect and confi- 
dence of his colleagues, while the charm of his personality 
and his simple sympathetic courtesy won him their 
affection. He had abiding faith in the mission of the 
college—the pa mere meter of surgery for the benefit 
of mankind. Its great traditions appealed strongly 
to him, but he always regarded the council not only as 
treasurers of a magnificent. past, but as trustees respon- 
sible for the encouragement of new advances.” 

As a surgeon he was sound in his judgment, neat, 
painstaking and safe. In the flawless artistry of his 
work and in his gentleness of touch he even rivalled 
Moynihan. ‘“ Perhaps the most exquisite operation that 
I have ever witnessed, by any surgeon in any country,”’ 
writes G. G.-T., ‘“‘ was a gastrojejunostomy performed by 
him on the occasion of a visit of the surgical section of 
the RSM to Leeds. As in the fingers of his master, the 
& circle intestinal needle was a beautiful tool in his 
skilful hands. Though possessed of sublime surgical 
courage, he was essentially a sure and safe surgeon ; the 
desperate adventure and forlorn hope madé less appeal 
to his artistic temperament than to those who are more 
frequently confronted with the cancer problem.” He 
kept his patients’ interests and safety in the forefront 
and never attempted anything he thought too near the 
limits of what they could endure. But-he did not 
hesitate to use surgery experimentally where it could be 
done without prejudice to the patient and seemed sound 
in principle. The two pieces of work for which he is best 
known are bilification and the flow of lymph from the 
ileoceecal angle, and its possible bearing on the cause of 
duodenal and gastric ulcer. In short Braithwaite was a 
general surgeon, specialising in abdominal work. 

Last year Braithwaite delivered the Moynihan lectures, 
he was also a former Arris and Gale lecturer and not many 
weeks before his death he gave his Bradshaw lecture on 
the réle of bile in duodenal regurgitation. During this 


war as EMS medical superintendent of the. General 
Infirmary he helped in the preparations for air-raid 
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capunttian with his usual Seeaten: He was also an 
inspector for British Red Cross hospitals in Yorkshire. 

A man of great charm, Braithwaite had many friends 
and he was always willing to go out of his way to help 
them. In his cult of punctuality he was almost an 
ascetic, but the meticulous orderings of his days and his 
evenings was dictated by a supreme desire to give of his 
very best to those who entrusted their lives to his hands. 
He knew his own mind and though not of a pushing 
nature he was difficult to turn once he was convinced he 
was right. He was a connoisseur in many forms of art 
and liked nothing better than to entertain his friends in. 
the home he loved and talk «bout his pictures, and 
he could often be found at the Leeds. Club at his aceus- 
tomed time and place always ready for a chat and treatiny 
any subject with an equable and humorous outlook. 
He leaves a widow and three daughters. 


. 
ALASTAIR BAIRD KENNEDY 
LSA}; SURGEON LIEUTENANT RNVR 


Alastair Kennedy was born in Glasgow in 1906, th« 
only son of Mr. A. A. Kennedy, now of Seaton, Devon 
He was always determined to be a doctor and had 
started his preclinical subjects at University College 
Hospital when ill health forced him to give up medicine 
for several years. Later he 
entered St. Bartholomew’s Hospi- 
tal and qualified at the end of 
1940. The next year he spent in 
house-appointments at Wellhouse 
Hospital, Barnet, and in the 
children’s department at Bart’s. 
Dr. Charles Harris writes : ‘‘ Ken- 
nedy would be the last person to 
claim academic distinction. Yet 
without it, by a mixture of robust 
common sense and unquenchable 
cheerfulness, he made for himself a 
place unequalled by his contem- 
poraries. He lived in Bart’s from 
1939 till the end of 1940 as one of r 
a group of students ready to deal at all times with 
whatever the war brought forth. Towards-the end of 
1940 it brought forth a good deal. Kennedy became a 
leader among his fellows ; not only they but all who were 
his companions during those months were vastly helped 
by his bustling enthusiasm. The same qualities made 
him a successful children’s house-physician, thoroughly 
approved of by his patients and trusted by their parents.” 
At the beginning of this year Kennedy received a 
commission in the RNVR and was drafted as MO to a 
flotilla of mine-sweepers. The sea-going life pleased him 
and he spoke with enthusiasm of his work among the 
men under his charge. After some months in home 
waters he was sent abroad with the Allied Expeditionary 
Forces. During November he was reported ‘‘ missing. 
presumed killed”’ on active service during the course of 
operations connected with the occupation of French 
North Africa. Any hopes of his survival must apparently 
be abandoned. 

Kennedy married in February of last year Miss Gillian 
Norris, a member of Bart’s nursing staff. 


GEORGE FREDERICK POYNDER 
MRCS; LIEUT.-COLONEL RAMC RETD 


Colonel G. F. Poynder, who died at Fleet, Hants, 
on Dec. 13 at the end of his ninety-first year, qualified 
from St.- Thomas’s Hospital in 1875, and entered the 
Army as surgeon five years later. In 1901 with the 
rank of lieut.-colonel he took up a retired-pay appoint- 
ment at Bedford, which he held till 1917 when he 
offered his services to the Mildmay Mission to the Jews. 
One of his colleagues there writes: From the beginning 
Poynder won the hearts and confidence of his patients, 
and the gratitude of many difficult cases. He was 
genial, good-tempered and warm-hearted, and he encour- 
aged his patients to rely on God’s blessing on the means 
used, and on the good words spoken to their souls. 








ALTERNATIVE KEY TO THE NEW AGE ?—Correspondents 
point out that Social Credit did not fai/ in Alberta. It was 
not tried there. The enactment was disallowed- by the 
Dominion Government. 
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Letters ts the Editor 


‘ NEUROTICS IN THE FORCES 


Smr,—The question of keeping potertial neurotics out 
of the Services has been much discussed. At a recent 
meeting of the section of medicine of the Royal Society 
of Medicine General Tidy warned us that if one found 
ways of excluding all candidates who might break down 
under Service conditions one would probably turn down 
a large number of useful recruits. The usual method 
employed by would-be reformers is to go through the 
histories of patients who have developed neuroses while 
serving in the Forces and collect a number of factors 
which these cases have in common. It is suggested that 
these illnesses could have been avoided if the medical 
boards used a short questionnaire in which these points 
received consideration. I remember 8 questions which 
we were told, at a previous meeting of the RSM, would 
have eliminated a high proportion of the cases investi- 
gated. If I were to publish a new serological reaction 
for syphilis it would not be sufficient to state that my 
test was positive in 90% of all syphilitics ; I should be 
required to show that it is only rarely positive in patients 
who have not had syphilis. I venture to write this letter 
because I see a chance of the authorities issuing in- 
structions to the medical boards to use one or other of 
these questionnaires, and I do not think that any of them 
should be adopted without having been tested on a large 
number of members of the Forces who have not braken 


down. 
Runwell Hospital, Essex. S. L. Last. 


SMALLPOX CONTACTS 


S1r,—In his paper (Lancet, Dec. 12, p. 697) Dr. Tyrrell 
gives a partly tabulated account of febrile reactions to 
primary vaccination and revaccination in two groups of 
persons, the one composed of contacts with cases of 
smallpox, the other of non-contacts. The general con- 
clusion drawn was that the two groups showed no 
significant differences. Table 1 of the paper shows that 
the contrasted groups of contacts and non-contacts were 
comparable as regards age; also that roughly the same 
proportion of each group were subjected to primary 
vaccination. Two further tables show respectively the 
duration of febrile reaction and the day of onset of same 
as noted in a total of 50 persons (18 contacts and 32 non- 
contacts) among the 134 observed. In these two tables 
the 12 contacts and 20 non-contacts primarily vacciriated 
are not grouped separately from those revaccinated. It 
is evident from table 1 of the paper that 21 of the total 
of 50 febrile reactions noted occurred among the 32 
persons primarily vaccinated and, although the numbers 
dealt with are clearly too small to admit of statistical 
analysis, it would I feel enhance the value of the paper 
for record purposes if Dr. Tyrrell would subdivide the 
contact and non-contact groups in his tables: m™ and I 
on the basis of primary vaccination and revaccination 


London, 8.W.1. E. T. CoNYBEARE. 


NON-IRRITANT EMULSIFIERS 


Sir,—In your issue of Dec. 20, 1941, a method was 
described for treating bedclothes with mineral oil 
emulsions for dust-laying (van den Ende and Thomas). 
Since then one of us (J. M. T.) has been continuing 
investigations on the effect of prolonged contact of the 
skin with a variety of these emulsifiable oils. Mice 
received daily applications of the oils to the skin of the 
back over a period of many weeks. It is evident from 
the results of these experiments that some emulsifiable 
oils, including several mentioned by van den Ende and 
Thomas, will produce dermatitis in mice. The sub- 
stances responsible include sulpho-naphthenic acid and 
eresylic acid. The mineral-oil itself is inert. Sulpho- 
naphthenic acid is commonly employed as an emulsifier, 
and cresylic acid is usually included for its stabilising 
property. In selecting emulsifying agents for use in the 
application of dust-laying oils to bedclothes it is therefore 
necessary to avoid these dermatitic substances, and to 
select only those which are known to be harmless to the 
skin even on prolonged contact. Investigations are now 
in progress with emulsifiers which are harmless to the 


skin, and results so far have indicated that they are as 
effective in the application of dust-laying oils as those 
which have previously been used. 


National Institute for 
Medical Research, N.W.3. 


M. VAN DEN ENDE. 
J. M. Tworr. 


ALLERGY IN CHILDHOOD 


Sir,—Your annotation of Dec. 19 (p. 731) misrepresents 
what I said at the Royal Society of Medicine. So far 
from advocating adrenaline as a routine treatment for 
asthmatic children, in my experience it is rarely required, 
as ephedrine and theophylline are generally sufficient to 
prevent attacks and to make it possible for the child to 
lead a life of normal activity. I drew attention to the 
work of Boland and his colleagues at the Guy’s Asthma 
Clinic, which has conclusively demonstrated that in- 
jections of saline solution are as effective as injections of 
specific allergens—which, like so many earlier “ cures’’ of 
asthma, act solely by suggestion. Nothing could be 
worse for the physical and mental well-being of an 
asthmatic child than a strict diet, limitation of exercise 
and coddling by over-anxious parents. Removal to a 
more healthy psychological environment is often followed 
by complete recovery without recourse to drugs or 
specific treatment of any kind. 

Oxford. ARTHUR HURST. 


. THE BINDER IN INFANCY 


Sir,—For the past 8 months I have been running 
child welfare clinics and have been amazed to find 
umbilical hernias in about 15% (at a conservative 
estimate) of infants attending. The infants have been 
brought to me at about the age of 5-6 weeks and the 
hernias range from a slight umbilical bulge to a protrusion 
as muchas lin.long. Fully 70% of them have been born 
in hospitals or nursing-homes, and it is among these that 
hernias have developed. I understand it is the custom 
now to stop using a binder on the infant as soon as the 
umbilicus heals, usually before the mother leaves. for 
home at the end of 2 weeks; and in fact this practice 
had been followed in every case which had a hernia. 
Further, the hernias were commonest in children who at 
birth weighed either 6 Ib. or under, or 84 lb. or over. 
Any physiological or pathological cause which provokes 
excessive crying (such as underfeeding, overfeeding 
and insufficient clothing) favours the development of 
hernia. I suggest that the use of binders should be 
continued until infants are 4-6 weeks old. The umbilical 
scar when newly formed will not withstand the increased 
abdominal pressure caused by crying. We control a 
laparotomy scar with a binder, and we should do the 
same with an umbilical scar until the contraction of 
fibrous tissue fortifies thé weak area. A wide crepe 
bandage makes a good support, allowing a little expan- 
sion and contraction of the abdominal wall. 

Chingford, Essex. DonaLD MACDONALD. 


NATIONALISED MEDICINE 


Str,—An American doctor, Frank G. Slaughter, has 
produced in popular form an exposition of what well 
might happen, in his recent novel That None May Die, 
which I commend to the profession and public alike ; 
he also indicates an alternative. ‘‘ Read not to confound 
or.agree . . . but to weigh and consider.’”’ (Bacon, Of 
Studies.) Notices of medicated novels, so numerous of 
late, would be welcome to many ; so would articles on 
doctors and medicine in recent fiction, which has con- 
siderable influence on contemporary public opinion, 
especially when filmed—witness , Arrowsmith and The 
Ctfadel. This subjéct was considered worthy of a place 
in the Bibliotheca Osileriana. 

West Byfleet. " 


T. M. Harpy. 
— EE - 

Kuxye Epwarp’s Hosrrrat Fuxp.—This year £280,000 is 
being distributed by the fund to the voluntary hospitals of 
London and their convalescent homes. This sum (which was 
incorrectly given in our last issue) is about £20,000 less than 
last year, but the distribution committee felt they must hold 
the balance between the immediate needs of the hospitals 
and their probable postwar requirements. 
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‘Public Health 
Annual Reports 


TROUBLE WITH MILK 


Complaints of dirty milk are somewhat frequent. 
Dr. J. Hutchinson of Northallerton rural district told 
his council recently that, following complaints from many 
of the towns supplied with milk from the area, he had 
300 samples from separate churns examined and 10 per 
cent. were found badly contaminated. Faults of pre- 
cautions in production were numerous, all naturally 
attributed to war conditions. Shortage of labour, 
loss of expert milkers, &c. have made things more 
difficult for the dairy industry, but in many parts of 
the country reasons for complaint existed before the war. 
Dr. A. F. Adamson of Hendon mentions a number of 
complaints of milk being distributed in dirty bottles. 
Dr. F. A. Sharpe for Preston for 1941 gives the results 
of the bacteriological examination of 47 samples of 
ungraded raw milk. Coliform bacilli in 0-01 ml. were 
detected in 17 and tubercle bacilli in 3. If the samples 
were ynselected this would condemn this milk as a 
highly, dangerous fluid. But presumably the samples 
were taken because their purity was suspected. he 
presence of coliform bacilli is proof of faecal contamina- 
tion, but does not tell us if it comes from bovine or human 
sources. Dr. Allan Semple of Carlisle gives the results 
of bacteriological examinations of 89 various milks of 
which 45 were found unsatisfactory. One sample out 
of 23 ordinary milks and one out of six accredited milk 
were positive for tubercle on inoculation. Taking all 
raw milks sold in the country, an average of 6% give 
positive evidence of tuberculosis. Only very~ rarely 
is tubercle found in milk alleged to have been pasteurised. 
The heavy rise since the war in non-respiratory tuber- 
culosis, much of which is known to be due to the bovine 
strain of the bacillus spread mainly if not solely by milk, 
gives point to the recommendations of the M.R.C. 
Committee that all milk should be teurised, or where 
that is impossible that only boiled milk or dried milk 
should be given to children. 

Dr. W. G. Booth for Holland county gives a table of 
action taken in regard to milk found deficient in fat 
or adulterated with water. Our legal standards (3-0 
per cent. fat and 8-5 per cent. solids non-fat) are low ; 
though some cows do occasionally give milk below this 
compe & the great majority give something much better. 

he Americans, who are keener on milk than we are, 
insist upon higher standards of content and defaults 
are not common. Our complicated process of bringing 
defaulters to trial and the trivial penalties inx on 
conviction waste half the work of our food inspectors. 
Generally the defendant in a milk case can “ earn ” his 
fine by contmuing his offence whilst his case is being 
heard. In one case in Holland the vendor was fined 5s. 
for adding 17 per cent. of water! Several got off with 
warnings for fat deficiencies of 10-14%. 


HEALTH OF CORK 


Dr. J. ©. Saunders, medical officer of health of Cork, 
issued a full-scale report for 1941 which was a healthy 
year. A sharp rise in the general death-rate from 14-6 
to 16-1, the highest for many years, is attributed by Dr. 
Saunders to the emigration of young people from the 
city. The population of Cork fell by 4000, roughly 5%, 
in 1941, almost entirely made up of young men and 
women of the 20-35 age-groups. This fall was peculiar 
to Cork amongst the towns of Eire. The birth-rate was 
21-8 as agaihst 27-7 in 1881. Dr. Saunders gives a table 
of infantile mortality in England and Wales, Hire and 
Cork city for the sixty years 1881-1941. In England 
and Wales, the rate for the first thirty-five years varied 
between 163 in 1899 and 95 in 1912, when for the first 
time it fell below 100. Since 1916 it has never touched 
100 and has fallen nearly regularly to the fifties, where it 
has remained for the past ten years. In Eire the rate 
has been below 100 in the whole sixty years except for 
1897-1900 when it averaged 104. But whereas the rate 
in England was halved during the present century, that 
of Eire has fallen only about 25%. Cork city had a 
better record than England and Wales until 19056, but 

. since then its rate has been generally higher and of 


recent years about 30% higher than that of England 
and Wales and 20% higher than that of all Eire. 

In Cork measles was epidemic in 1940 with 1613 
notifications, of which 982 were reported in October, an 
unusual month for measles to peak. There were 18 
deaths, 8 in infants under one year and 10 in children 
aged 1-5. Of the 140 deaths in all infants under one 
year 45 were attributed to diarrhoea, 8 to measles, 4 to 
bronchitis, 18 to bronchopneumonia, 10 to marasmus, 4 
to meningitis and 7 to convulsions. The measles 
epidemic started in September and 67 of the 140 infant 
deaths occurred in the last four months of the year. 
Of the 37 deaths of children aged 1—5, 22 occurred during 
the same period. So that during the measles epidemic 
covering four months exactly of the year’s total of 
young deaths occurred. The measles epidemic tailed off 
to zero in the first half of 1941 and in the last five months 
pe | 2 cases were notified. Dr. Saunders gives a long 
and interesting review of this epidemic which was 
unparalleled in the history of the city. He concludes 
that but little of the increased mortality amongst young 
children can be attributed either directly or indirectly to 
measles. He reckons that the gross fatality which may 
reasonably be attributed to measles was 1:0% of notifica- 
tions and 0-5-0-1% of all cases, for most cases were mild 
and it is known that only a small proportion were 
notified. Another interesting chapter in the Cork report 
for 1941 is an account of the prevalence of infantile 
diarrhoea which continues to be serious. Of the cases 
fully investigated 94-5% occurred in infants not breast- 
fed, and of the 1528 cases reported in the past seven 
years only 83 were in breast-fed infants. 

Typhus used to be common in Cork. In 1881, the 
worst year since records started in 1879, there were 
1406 cases, and as late as 1892 there were 162. The last 
case notified in the city was in 1929. Formerly typhus 
was endemic throughout Ireland, but its area has steadily 
contracted so that for the past fifteen years as an endemic 
disease it has been limited to the west of Connaught. 
This centre has flared up lately causing some anxiety. 
The recent epidemic of eerebrospinal fever did not 
spread to Eire ; in Cork only 2 eases of the disease were 
reported in 1940 and the same number in 1941. 





SMALLPOX In Scortanp.—The Scotsman of Dec. 21 reports 
that a man of 56 has been removed to the Edinburgh City 
Hospital suffering from smallpox. This is the thirty-fifth case 
to be reported since the outbreak began on Nov. 1. 





The fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 
paper should not be taken as an indication that they are 
_necessarily available for export. 


Biche. Marriages and Deaths 


BIRTHS 
AIRD.—On Dec. 17, the wife of Dr. J. Wilson Aird, of Blaekpeo]— 


@ son. 

BUTLER.—On Dec. 18, in London, the wife of Mr. E. C. B. Butler, 
FRcs—a daughter. 

Evans.—On Dec. 23, at Bourne End, the wife of Dr. Courtenay 

vans—a son. . 

Iskakis.—On Dee. 21, the wife of Flight-Lieutenant M. C. G. 
Israéls, MD, RAFVR, of Baguley, Cheshire—a daughter. 

SurctiFre.—On Dee. 23, at Salisbury, the wife of Major W. G. 
Sutcliffe, Ramco—a daughter. hee 

WHARTON.—On Dec. 20, at Maidenhead, the wife of Dr. G. C. C. 
Wharton, RAFVR—a@ son. : ; : 

WILLIAMSON.—On Dec. 19, at Hove, the wife of Major J. C. F. 

Lloyd Williamson, RAMC—a son. 


MARRIAGES 


BURNET—JACQUES.—On Dec. 26, at Hemel Hempstead, Gilbert 
Burnet, MB, of Bovingdon; to Hilda Kathleen Jacques. 
PaRSONS—FOLEY.—On Dee. 19, in London, Howard Michael 
Parsons, lieutenant RAMC, to Muriel Foley. 
DEATHS 

BRAITHWAITE.—On Dee. 18, at Headingley, Leeds, Leonard Ralph 
Braithwaite, MB LEEDS, FRCS. 

BucHANAN.—On Dec. 17, Killyclogher, Omagh, Tyrone, James 
Buchanan, MB RUI, of Watford, aged 78. 

INGRAM.—On Dee. 15, in Edinburgh, Alexander Ingram, MD EDIN., 
DTM, late of the West African Medical Service. 

Porrer.—On Dee. 23, Charles Edward Potter, MD EDIN., of Derby. 

RICHARDS.—On Dee. 25, at Oxford, Harold Meredith Richards, MD 
LOND, aged 78. 7 . 
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THE LANCET] 
Notes and News 
ACROSS EUROPE 


UNDER the chairmanship of Sir Alfred Webb-Johnson 
the Anglo-Soviet Medical Council has now completed its 
first year of life. Even at this tender age it has a record 
of solid work behind it, and a full programme ahead. 
The aims have been to send to the USSR recent scientific 
and clinical information, to advise on medical supplies 
sent out from Great Britain, and to make Soviet medical 
work accessible to the profession here. Since 1939, the 
eouncil has sent to Russia complete sets of the Lancet 
and British Medical Journal, the Bulletins of War 
Medicine, Hygiene, and Tropical Diseases, the Proceedings 
of the Royal Society of Medicine, the Journal of the 
RAMC and the Journal of Mental Science. Books and 
reprints of special articles have also been sent. Lately * 
Reviews of British War Medicine, a book of specially 
written articles, translated into and pad goa in Russian, 
was presented to Mrs. Maisky, 3000 copies have 
been sent to the USSR. Volume I covers a wide range 
of topics including public health, vitamin therapy, bone 
surgery, treatment of burns and crushes, injuries to 
vision, blood-grouping and the care of stored blood, 
hospital infections of wounds, sulphonamides and 
penicillin, treatment of gonorrhoea, bacillary and amcebic 
dysentery, typhoid, typhus, malaria, tularemia and 
9p age a inguinale, and the laboratory diagnosis 

e rickettsias. Volume mis to deal with thoracic 
surgery and will be ready shortly. 

Articles from Russia have reached the council mainly 
through the kindness of the editor of Soviet War News 
and have appeared in English medical journals; the 
Society for Cultural Relations with Russia has also 
coéperated by handing over books and pamphlets for 
translation. An appeal for translators led to offers of 
help from 66 people, mostly doctors; their hard work 
has played a very large part in the exchange of informa- 
tion bétween our two countries. During the year Prof. 
J. A. Ryle has succeeded Sir Harold Scott as chairman 
of the executive committee. Financial help has been 
given to the work of the council by Mr. Maisky, by the 
Aid to Russia and Winter Comforts funds and the 
National Joint Committee for Soviet Aid, as well as by 
subscriptions and individual donations. The council 
reaches the end of/the year with a balance in hand, but 
not a large enough one to meet its future commitments 
—a point which its friends should bear in mind. 


ELECTRO-MEDICAL APPARATUS 

THE Board of Trade and Ministry of Supply have 
consulted the Ministry of Health about the future 
production in the UK of electro-medical apparatus and 
electric blankets and pads. Shortage of man-power and 
raw materials demand limitation to essential require- 
ments, guaranteed by clearly established medical needs. 
Raw material will now only be released for apparatus of 
major importance and for treatment which cannot be 
carried out by alternative means. Apparatus of a 
luxury type or constructed to a luxury standard will 
no longer be available after existing stocks are exhausted 
and no material will in future be released for the produc- 
tion of equipment which has not a defined medical value. 

Under the Machinery, Plant and Appliances (Control) 
(No. 3) Order, 1942 (SR&O. 1942, no. 2487, 2d.), manu- 
facturers may supply apparatus of an electro-medical 
nature to members of the public only under licence 
from the Board of Trade. Applications for licence will 
require the support of a medical certificate setting 
out detailed mens mt ing of the apparatus required, the 
condition for which its use in treatment is required, and 
certifying that the patient is unable to make use of 
hospitals, clinics or other existing facilities. The appli- 
cations will be referred to the Ministry of Health for 
confirmation. Forms may be obtained from Industrial 
Supplies Department achinery Licences eo 
Board of Trade, 1-6, Tavistock Square, London W.C.1 

Manufacturers licensed by the Board of Trade under 
the Electrical Appliances (Control of Manufacture and 
Supply} Order, 1942 (SR&O. 1942, no: 1453, 1d.), for 
the manufacture and supply of electrical heating pads 
and blankets may supply these to the public only on a 


1. See Lancet, , Dec. 5, 2. 674. 
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metiank certificate that the supply is essential on medical 
grounds, and that the written approval of the Board of 
Trade and the Ministry of Health has been obtained. 
Applications for these licences should be addressed to the 
Board of Trade, Imperial Chemical House, Millbank,S.W.1. 

Supplies to hospitals and institutions will be regulated 
by the issue of licences by the Board of Trade, but, while 
it is hoped to meet reasonable requests, strict scrutiny 
of applications will be necessary. 

Medical practitioners are asked to realise that the 
limitation of production renders it essential, in the inter- 
ests of really necessitous cases, that discrimination should 
be exercised in the issue of certificates, which should be 
given only where the need is imperative and alternative 
treatment is not practicable. 


A ROTA FOR NIGHT WORK 


THE local medical and panel committee for the County 
of London have gone beyond the stage of saying that the 
burden of nightwork in general practice could be eased 
by a rota system ; they have actually taken the first step 
in organising such rotas by submitting a scheme to all 
general medical practitioners in the London area. Those 
who enrol will be formed into groups, each member 
undertaking to serve on the roster. ‘‘ Night” is taken 
to cover the hours between 9 PM on one day and 9 AM 
the next morning. Members of the service will attend 
patients for each other, and it is presumed that the 
question of a fee between members will. not arise. 
Doctors not on duty will be free to attend calls from their 
own patients or to refer them to the doctor on call. 
Cepies of the roster for each group will be sent to all 
members of each group, and to police stations, hospitals. 
fire stations, and civil defence posts in the various dis- 
tricts. The area to be covered will depend on the size 
of the group and is to be limited if possible to within a 
mile of the doctor’s surgery. In a group of eight doctors 
with two on duty at a time, it is hoped that each member’s 
period of duty would amount to a week in each month. 
This should mean a considerable lightening of the con- 
stant strain under which many civilian doctors are 
working at present. 

The panel committee would be responsible for the 
scheme and for compiling the group rosters for about 
thirteen weeks in advance. Each group would appoint 
its awn hon. secretary who would be a member of the 
executive committee of the service. The nominal 
subscription of 5s. a year would cover administrative 
expenses, itisthought. Midwifery will not normally form 
part of the night medical service, but intending members 
who undertake midwifery are asked to say so in order 
that one or more can be included in each group roster 
when possible—presumably in case of emergency. The 
committee hope that the service will not be merely a 
war-time measure, but the foundation for a system which 
could persist with benefit in times of peace. It will be 
instructive to see what response the London doctors make 
to this codperative proposal. 


TIME FOR A HOT DRINK 


Wars are a better excuse than most for a nice hot 
drink. Messrs. Cadbury have reminded us this year that 
they can provide the correct drink for any warlike 
occasion. Is a soldier tired and hungry? Hot sweet 
cocoa will make a different warrior of him. Is a fire- 
watcher trying to get his share of repose while his 
colleagues play pontoon and keep the wireless going ? 
Bournvita is the thing for him. Does the fireman come 
in to breakfast after a warm night among the incen- 
diaries ? Cup-chocolate will restore his perspective. 
These good drinks promote that sociable and placid 
mood which made the chocolate houses of the eighteenth 
century into famous clubs. es 





Royal College of Surgeons of Edinburgh 

At a meeting of the college held on Dec. 18, with Mr. J. W. 
Struthers, the president, in ‘the chair, the following were 
admitted to the fellowship : 


J. C. Brass. Mrcos; I. M. Davidson, MD GLASG. ; A. T. George, 
MB MADRAS, MRCS; A. M. Glen, MB_ EDIN. J. R. E. James, 
. B. Jones, MB LOND.; Harry Karn, mros; EB, W. 
Knowles, MB ‘LPOOL Jean Mason, MB _MANCH. John Potter, 

- Sie Skinner, MB ST. AND.; Kenneth Watson, MD 
DUBL.; and H. & E. Williams, Mp CAMB.’ 
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University of Cambridge 

At recent examinations the following were successful : 

FINAL EXAMINATION FOR MB 

Part II: Petunigies and Practice of Physic, Pathology and 

ha .—J. N. Agate, O. B. Appleyard, D. J. ap Simon, 
H. W. A. Baron, D. J. Bauer, F. W. Blacklay, P. L. Blaxter, J. F. 
Bolton Carter, N. A. Campbell, A. W. Capon, E. F. Carr, R. J. D. 
Carrick, J. A. H. Collyns, a. M. Comely, M. C. Connell, W. N. 
Coombes, P. N. Cunliffe, W dos Santos, W. K. Douglas, P. F. 
Early, Ef on B Eckstein, P. . ae Ty | eh he A Got, A. J. 


SG H +e G. aged 5 . M. Heap, T. 8. Hindle. 
; 7 s. Rooper, © ,_ Hughesdon, H. 7 Jolly, 
R. 7. god, # 8S. Kennedy, L. F, Lau, D. I. 
Lishman, G.C. ileva’ Roberts, T. G. &. Toosemore, J. K. F. Mason, 
P. H. N. Matthews, S. R. Mawson, H. x. Michelmore, N. L. 
Mills, M. C. Mundie, J. F. Neil, Y. H. Ai, V. Peters, H. L. 
Pierce, B. . Farner. . oe _ Randle, - we "Reid, A. G. Richards, 
W. Rogers, P. H. ‘Saindersg P. B. Shaw, J. H. Simpson, R. D. 
Slack, t M. Smith, Still, M. a P. Stoker, R. Ticehurst, 


Y H. Trethowan, E Tyler, B. P. Webber, B. C. ‘Welshman, 
. A. 8. White, D. E. C. Whittome. 


Cnitsaneian of Oxford 


At a congregation on Dec. 12 the degree of DM was conferred 
on R. H. 8S. Thompson and the degree of BM on R. G. White. 


University of Leeds 
~.At regent examinations the following were successful : 
—MD-——A, L. Taylor. 

FINAL EXAMINATION FOR MB, CH B 


Part I.—Jean Bateman, Isabel H. a Blyth, I. Bruce, P. 8. R. 
Burrell, H. N. Burwell, H. 8. Capoore, H. H. Collins, W. D. Fletcher, 
D. Fox, R. H. Foxton, R. Goldberg, Winifred M. Haigh, F. 
Hanratty, \ wh 1.5 »M. ae yy R. Hyslop, R. B. rang 
Ursula M. Kirk, A nig’ ht, E. - Tecate. rs L. McKnight, O. 
Magidson, Barbara “i. Maxwell, M M. M. N. Nathan, 
Dorothy C. Newell, A. P. Percival, “a. -——" etceia M. D. 
Shaw, M. Stanton, D. R. K. Street, B.A. Thorpe, Gwenith A ebull, 
W.N, Wild and J. R. Wilson. 


University of Liverpool 
At recent examinations the following were successful : 
MD—H. F. Harwood. 
FINAL EXAMINATION FOR MB AND CHB 


S. M. Green, S. E. Keidan, R. C. Nairn (with second-class 
honours). 


Part IIIT.—D. Annis, Margaret J. Blackburn, H. O. M. Bryant, 
Eva V. Cooper, K. H. Dalrymple, A. 8. Davidson, J. o K. Dean, 
J. N. eReOAT P. J. Devlin, J. F. Doherty, K. E. A. Donnellan, 
Bee Donnelly G. Frank, H. Friend, F. D. Griffiths, F. E. D. 

Griffiths, Bllzabeth M. Harper, F. A. H. poe ag A. Jolleys, Dp. dh. 
Kininmonth, E. D. G. Kirk ~ at H. Lewis, R. H. Martin, E. 
Martinez; Alonso, p 4 Murphy, J. R., Rect ag ee 3 Roberts, 

. J. Robertson, oe fi.’ Robimew, M. J. R. Ryan, J. N. G. n, 
Batty Schofield, H. R. Shepherd, Ga. H. ‘Thomas, M. Doreen.Watt, 

0. ‘Williams, and Margaret ‘Woolfenden. _ fds 


art II.—J. pimiverts, A. M. Brenner, ¢ Constance M. Davis, 
-. : Deardon, 9 ret P. Diamond, E. G. Penexen. a + Edis, 
K. B. N. Freem: . Gould, N. J. Gourdji, A Griffith, J. E. Hall, 
D. re Harbord, Betty ——— ,E.T. . Harrison, Ethel J. Hi tt, 
H,. Holden, Winifred L. Hollick, Cc. Hopkins, J. G. Jones, J. D. 
King, R. V. Kinnish, J. W. Langley, Voustence G. Lee, V. a Aa 
a t q Lezama, A. McPherson, W. E. S. Marshall Ww. 
Parry, Shotia L. 


Richards ee — B. Mercer, E. A 

an ht _. Sircus, Margaret Sinker, A. Stone, 
«ite seathinbenk, en K. Tho ompson, AF ee Eley, rs Ga, 

Warbrick, Elspeth M A 6 pepe Margaret R. 8. 


Williams, and F. B. Wright 


Medical Casualties 

The following RAMC — have been posted as prisoners 
of war: WS/Captain G. A. Anderson, Captain J. B. Hannah, 
WS/Captain B. J. Smith. Major J. W. D. Bull, who was 
missing at Singapore, is also now officially reported to be a 
prisoner. 


Dr. Ronald Tasker of the Burmah Oil Company is maported 
missing through enemy action at sea. 


Medical Honours 

The OBE has been awarded to Surgeon Lieut.-Commander 
(A/Surgeon Commander) T. C, Stevenson, MB Camb, RNVR, 
for outstanding devotion to duty in tending sick and wounded 
during and after the fall of Singapore. ptain 8. A. Mian, 
MB, IMS, has received the MBE for gallant and distinguished 
services ‘in Waziristan. 


Royal ‘Society of Medicine : 

The section of history of medicine will meet at 2.30 pm on 
Wednesday, Jan. 6, when Dr. H. P. Bayon will read a 
celebrating the tercentenary of the death of Galileo Galilei, 
Prof. E. N. da C. Andrade, FRS, will also speak on Newton and 
the science of his age, and Dr. E. Ashworth Underwood on 
Newton and his medical contemporaries. At the same hour 
at the section of surgery Lieut.-Colonel A. E. Porritt and 
Lieut.-Colonel E. G. Muir are to open a discussion on clinical 
surgery in the Middle East. ~ 
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Living in the Presence of History 

Those who have enjoyed the fascinating quotations in 
Warner’s Calendar of Medical History will be glad to know that 
there are still some copies of these diaries for 1943 available 
to any doctors who would find them useful. They should 
apply to William R. Warner & Co. Ltd., Power Road, 
London, W.4 ; to comply with Paper Control Order, 1d. stamp 
must be enclosed. 
Association of Scientific Workers 

This society will hold a conference for workers in the 
medical sciences on Saturday, Jan. 9, at 2.15 pm, at the 
London School of Hygiene, Keppel Street, W.C.1, when the 
work of the medical sciences committee will be reviewed. 
Further information may be had from Dr. J. H. Humphrey, 
81, Highgate West Hill, London, N.6. 
Medical Superintendents Society 

A meeting of the London and Home Counties branch of 


this society will be held at BMA House, Tavistock Square, - 


London, W.C.1, on Saturday, Jan. 16, at 2.30 pm, when there 
will be a discussion on the relative merits of medical and lay 
administration of hospitals. 


British Standards 

The latest information regarding the issue of new and 
revised British Standards, of which there are at present over 
a thousand, can be obtained from the library of the British 
Standards Institution, 28, Victoria Street, Westminster. 
Standards may be studied in the library from 10 am to 
5 pm, Mondays to Fridays, and at other times by appointment. 

The following libraries maintain a complete set of standards. 

London: British Museum, City and Guilds Engineering 
College, King’s College, Science Library (Science Museum), 
University College.—Glasgow: Glasgow University, Royal 
Technical College, Mitchell Library.—Edinburgh : Edinburgh 
University, National Library of Scotland.—Cambridge : 
Cambridge University (Engineering Laboratory), University 
Library.—Oxford: Bodleian Library.—Nottingham: Univer- 
sity College, Central Public Reference Library.—Newcastle- 
on-Tyne: Armstrong College, Central Public Reference 
Library.—Birmingham : Municipal Technical School, Central 
Public Reference Library.—Leeds: University “of Leeds, 
Central Public Reference Library.—Manchester: Victoria 
University, Central Public Reference Library, College of 
Technology.—Dublin : Trinity College.—Aberystwyth : 
National Library of Wales.—Cardiff: Central Public Refer- 
ence Library.—Middlesbrough: Central Public Reference 
Library.—Sheffield : Central Public Reference Library. 


Messrs. SHARP AND DoHME have prepared a mixture of 
belladonna alkaloids in tablet form for the treatment of 
postencephalitic parkinsonism and paralysis agitans. Each 
tablet contains hyoscyamine hydrobromide, atropine sulphate 
and scopolamine hydrobromide yielding 0-5 mg. of total 
alkaloids ¢ calculated as hyoscyamine hydrobromide. 








nis amicomadl 
BEBBINGTON, EVELYN F.: MB LPOOL, DPH: asst. MOH for 
Plymou 
HALBERSTAEDT » MB LOND., DMRE : asst. radiotherapist at 


DTER, M 
the Middlesex Hospital, London. 

McMurray, T. P., » FRCSE: medical referee for the county- 
court districts a Astetnohenans Birkenhead, Chester, Crewe and 
Nantwich, Market Drayton, Northwich, Runcorn and 
oh (circuit No. 

WHEELER, MRCS : examining factory surgeon for Grays, 

x. 
London County Council.—The following appointments have 
recently been made : 

Forp, R. KELSON, MD LOND.: medical superintendent, St- 

Stephen’s and St. Luke’s Hospitals, and Chelsea Institution ; > 

TAYLOR, og ay MRCS: m municipal representative to 

sector If ; 

DAVIS, ELI, MD MANC., MRCP: deputy medical superintendent 

(Class 11) and senior —— _—o. St. Andrew’s Hospital; 
Morris, A. D., MD BRUX., MB LOND. medical superintendent, 
St. Leonard’s and St. Matthew" Ss Hospitals 

LiEewys-LioyrpD, R A V, MB LOND., FRCS: medical superintendent, 
St. Olave’s Hospital ; 

BRYNING, F. A., MB LOND. : medical panne St: Peter’s 
Hospital, acting at Hackney Hospital 

BREEN, G. E., MD NUI, DOMS: seconded to Ministry of Health 
Head ere. EMS sector Iv; 

LILLIs deputy medical superintendent (class 11) at 
South Westérn 

Ramsay, A. M., MD ABERD. : 
(class - North Western Hospital 

Evans, J z0 ARADOC, MRCP: medical superintendent, Highgate 


A 


be tl medical superintendent 


O8 Pp: 
HURFORD, a a V., MD BELF., MRCP : acting medical superintend- 


ent, High Wood Hospital. 
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SULPHONAMIDE RESISTANCE IN 
GONORRHEA 


JOHN PETRO, MB CAMB 


SURGEON LIEUT.-COMMANDER RNVR; GENITO-URINARY SPECIALIST 
AT A ROYAL NAVAL BASE ; FORMERLY OF THE VENEREAL 
DEPARTMENT, 8ST. GEORGE’S HOSPITAL 


THERE are considerable differences of opinion as to the 
incidence and cause of sulphonamide-resistant gonorrheea, 
but it has been observed by most venereologists. 
Crean (1937), in the early days of sulphonamide therapy, 
drew attention to 6 failures in 100 cases of gonorrhea 
treated with ‘ Prontosil.’ He concluded that poor health 
was an adverse factor and that patients who failed to 
respond to this drug within 18 days were unlikely to 
react at all. Lloyd, in 1939, stressed the importance of 
intensive study of resistant cases. Accounts of drug-fast 
cases appeared in a comprehensive survey of chemo- 
therapy in gonorrhoea by Harkness (1940). Primary 
and acquired d resistance were described in the 
admirable review of modern treatment of gonorrhea by 
Batchelor, Lecs Pict Thomson (1940); they attributed 
primary resistance to personal idiosyncrasy. Sulphon- 
amide resistance was noted in 14 cases of gonorrhea 
treated by King and Williams (1941), who used the 
intensive dosage described by Bowie and others (1939). 
Fairbrother, Aymer and Ashton (1942) referred to a small 
percentage of sulphonamide-fast cases in a study of 
several schemes of dosage. Reports on the auxiliary use 
of artificial pyrexia in drug-fast cases by means of the 
Kettering hypertherm apparatus (Simpson, Rose and 
Kendell 1941), or by injection of TAB or Dmelcos vaccine 
(Harkness 1940), emphasise the difficulties which may be 
encountered in cl up the failures of chemotherapy. 

The definitions and observations which follow are 
based on a survey of 956 cases of acute gonorrhoea in 
naval ratings treated with sulphapyridine or sulpha- 
thiazole. 

DETAILS OF TREATMENT 

The patients were treated under strict supervision 
and encouraged to rest in their hammocks during the 
period of suenpenteside therapy. No urethral irrigation 


or other local treatment was given. Fluids were not 
restricted or prescribed. no access to 
alcohol. began as soon as the diagnosis of 
gonorrhoea was made. 

Either 16 or 24 g. of sulpha Jac gatieetg or sulphathiazole 
in tablet form was given in an lasting 44 or 


92 hours. A 16 g. course was given by 
subsequent bigs derek wet of 4 a — of 2 g. and 
su uent loses of 1 g. a 24 g. —. 
and sustained method—1 g. was administe 
fur-hoealy throughout. With both methods the an 
= given day yoniate night. Asu uent course or courses 
of 12 g., iar’ in 1 g. four-hourly doses, were prescribed 
to all patients who failed to respond satisfactorily to a 
peo course, or showed early clinical and Hectethological 
relapse. 

In most cases urethral discharge subsided and gono- 
cocci disappeared in 24—48 hours. If the gonococcal 
discharge persisted in spite of adequate dosage, and 
porous after a third course of treatment, it was safe 

to diagnose resistance to the drug used. . 


TYPES OF RESISTANCE 


From the clinical point of view it is important to 
distinguish between (1) acquired, (2) relative, and (3) 
absolute sulphonamide resistance. 

Acquired resistance—When gonorrhea is treated with 
subtherapeutie quantities of a sulphonamide and fails to clear 
up, subsequent adequate doses often fail to control the 
infection. This phenomenon is mentioned by Cokkinis (1938), 
Lloyd (1939), Batchelor, Lees and Thomson (1940), Laird 
(1940), Harkness (1940) and Petro (1940). 

Relative resistance.—This term is applied to cases which do 
not respond to an adequate initial course of a sulphonamide, 
but begin to show clinical improvement, accompanied by the 
bere «tem oF of gonococci, after a second or third course. 


resistance is characterised by a persistence of . 


gonococei in inflammatory discharge or adnexal secretions, 
often but not necessarily accompanied by gross signs of the 
disease, in spite of adequate and sustained administration of a 


6228 


sulphonamide from the beginning of the attack. The dru 

must be one which is known to bring about a speedy clinic 

and bacteriological cure in the great majority of cases, without 
pape! to accessory methods of treatment. 


from the acquired resistance in patients who had 
Pils: ae inadequate amounts of a sulphonamide before 
the routine Sieabneuh, instances of Sees and relative 
sulphonamide resistance were observed among the 956 
cases, their percentage incidence being subject to much 
periodic variation. This incidence was much the same 
with both the intensive and moderate dosages. In the 
case of sulphapyridine an exhaustive chemical and 
biochemical analysis of various batches of the drug failed 
to show differences sufficient to account for the observed 
periodic fluctuation in numbers of resistant cases. 


CAUSES OF RESISTANCE 


Disregarding the failures due to inadequate dosage, 
consideration may now be given to factors which may 
account for, or contribute to, sulphonamide resistance. 

(1) Unduly low blood concentration of free sulphonamide. 
—tThis condition is rare, and no doubt depends on 
individual anomalies in absorption, excretion or meta- 
bolism of the sulphonamides. Excessive fluid intake 
may be a contributing factor. While blood levels of 
sulphapyridine commonly reached 8-10 mg. per 100 
c.cm. with the intensive dosage, they were subject to 
wide individual variations (3-5-14 mg.) though identical 
amounts of the drug had been given. Success or failure 
did not seem to bear any distinct relation to the blood 
concentration alone, provided that it was not less than 
about 3 mg. per 100 c.cm. Fairbrother, Aymer and 
Ashton (1942) showed that cases which were resistant to 
sulphapyridine registered blood levels comparable with 
those of responding cases 

(2) Obstruction to transport of sulphonamide to infected 
tissues.—The success of sulphonamide therapy must 
depend on the ultimate arrival of the drug in the infected 
tissues where it exerts its bacteriostatic effect. For- 
tunately a large proportion of these drugs reach the 
tissues. This has been demonstrated by Marshall, 
Emerson and: Cutting (1937), Marshall and » Fe (1939) 
and others. Since the delivery of the drug to the tissues 
partly depends on the presence of uninterrupted vas- 
cular and lymphatic channels, avascular or relatively 
avascular areas of infected tissue receive an inadequate 
supply of the drug and this precludes effective bacterio- 
stasis. In gonorrhoea such conditions occur in foci of: 
infection which are (a) surrounded by cicatricial fibrous 
tissue—e.g., at sites of former infiltration or in the vicin- 
ity of a stricture—or (b) deprived of a full blood-supply 
by a local vascular failure due to pressure from cedema 
or venous congestion. Local interference with sound or 
cattery, after the acute phase had subsided, was effective 
in bringing about a response to subsequent chemotherapy 
in some of the cases complicated by stricture or scarring 
(Petro 1940). Obstruction to the transport of sulphon- 
amide is certainly a real cause of resistance, but it is an 
uncommon one and occurs mainly in second or later 
attacks of gonorrhea. 

(3) Obstruction to effective drainage of inflammatory 
products.—An ill-draining focus of infection forms a 
bacterial reservoir besides harbouring products of 
bacterial activity. Some of the constituents of the 

purulent contents—e.g., the proteolytic digest of the 
| emacs and the large mass of organisms—tend to reverse 
or overcome the action of sulphonamides. MacLeod 
(1940) described the anti-sulphonamide activity of pus 
and other matter of human or animal origin which con- 
tain sulphonamide inhibitor. In gonorrhoea such foci of 
infection are represented by abscess formation in 
Tyson’s, Littré’s or Cowper’s glands ; by periurethral or 
prostatic abscess ; or by the impaired drainage of the 
urethra or a para-urethral canal in the presence of an 
unduly narrow meatus. Most of these conditions were 
encountered in the present series; some responded 
promptly to sulphonamide therapy after drainage had 
been established, but others still showed no response. 
Harkness (1940), deseribing cases of gonorrhcea with 
glandular involvement which responded but little to 
chemotherapy, felt convinced that the primary cause of 
the resistant infectious process in the glands was invari 
ably drug fastness. 


B 
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(4) Weakness of natural defences of the body.—The 
major effect of honamides being bacteriostasis, the 
final destruction of organisms depends on the action of 
phagocytic cells and antibodies. In gonorrhoa treated 
from the outset with pes erage regi the gonococcal 
complement-fixation test often remains negative in spite 
of a successful response to treatment; the test then 
ohh no clue to the part played by the reaction of the 

y in overcoming the infection. An accurate method 
of assessing the strength of the natural defences in 
gonorrhoea treated with the sulphonamides has not yet 
been recorded, but some venereologists believe that.delay 
in beginning sulphonamide therapy leads to a better 
response, by allowing time for the mobilisation of body 
forces. Others maintain that the ergic effect of 
gonococcal vaccine, given early in tne disctes, leads to a 
successful response to chemotherapy in some cases which 
otherwise resist this form of treatment. While there was 
no direct evidence of poor natural defences in drug- 
resistant cases in this series, some of them were in sub- 
normal health or showed a leucopenia. In a few cases 
vaccine was effective as an adjuvant. 

~{5) Infection with sulphonamide-resistant strains of 
gonococes.—Some species of bacteria are susceptible to 
the inhibitory action of certain sulphonamides, whereas 
other species are less — or entirely unsusceptible 
to these drugs. It is also known that different strains of 
the same species can display a varying degree of sus- 
ceptibility to the action of one sulphonamide. Boak and 
eee (1939) induced a tolerance to sulphanilamide 
in 6 strains of gonococcus by wing them in vitro in 
gradually increasing concentrations of this drug. West- 
phal, Charles and Carpenter (1940) reported in vitro 
methods by which they developed in 9 strains of gono- 
coccus a resistance to 0-03% of sulphapyridine. In 
Denmark, Schmith and Reymann (1940) demonstrated a 
well-marked variation of the in vitro sensitivity to 
sulphapyridine of gonococcus strains, 355 of which were 
examined. Their investigation of 80 patients in respect 
of the correlation between strain sensitivity and clinical 


response to sulphapyridine showed that the effect of the: 


treatment was convincingly dependant on the sensitivity 
of the strain ; 75% of the strains were sensitive and 25% 
displayed varying degrees of resistance in vitro; of the 
16 patients infected with resistant strains and refractory 
to routine sulphapyridine therapy, 2 were cured by a 
more intensive treatment with this drug and 1 responded 
to sulphathiazole ; in 13 of 15 pairs of known contacts 
there was no apparent change in the sensitivity of trans- 
mitted strains, but in the remaining pairs a definite 
change was noted. Cohn, Steer and Seijo (1942) 
demonstrated in vitro differences in the behaviour of 
various gonococcal strains to sulphathiazole and showed 
that this strain variation corresponded with the clinical 
reaction of the patient. ; 


SULPHONAMIDE-RESISTANT STRAINS OF GONOCOCCUS 

A ‘bacteriological and clinical investigation, aiming to 
establish or disprove a correlation between special strains 
of gonococcus and sulphonamide-resistant cases of 
gonorrhcea, was prompted by the occurrence of cases in 
which an exhaustive search for a cause of sulphonamide 
resistance was unsuccessful. Care was taken to select 
healthy ratings suffering from an untreated, primary 
attack of acute gonococcal urethritis, uncomplicated by 
developmental abnormalities or glandular involvement ; 
50 such patients formed the clinical material for this 
investigation. 

As soon as the diagnosis of gonorrhoea was made, and 
before any treatment was given, urethral discharge from 
each case was 7 ene on a Petri dish containing 10% 
human serum agar 4 (pre d according to meth 
described by Gladstone and Fildes 1940) and incubated 
for 48 hours at 37° C. in 8-10% CO,. Tht patients began 
sulphonamide treatment immediately after the specimens 
of urethral discharge had been inoculated. Colonies 
of gonococci from the original cultures were picked out 
for primary subcultures on fresh serum CCY agar medium. 
Successful 48-hour-old subcultures, derived from cases 
under investigation, were submitted to a comparative 
study of sulphonamide sensitivity. The method em- 





1. COY agar = hydrolysed casein, tryptic digest of casein, extract 
of yeast, so 
solution and agar. 


lactate, sodium glycerophosphate, cystine 


ployed was Fleming’s (1940-41) impregnated | stri; 

technique by which o from 2-7 cases could e 
tested against one concentration of a sulphonamide, on a 
single Petri dish under identical conditions. 


A strip of medium was cut out from a plate containing 10% 
human serum agar. The trench thus formed was filled 
with a solution of 1 part sulphonamide in 5000 melted 
agar, which was allowed to solidify at 37° C. Gonococci from 
four or five 48-hour-old subcultures, derived from 4 or 5 cases, 
were suspended in tubes of sterile saline and diluted by a 
further addition of saline until comparable counts were ob- 
tained. Opacity tubes for the standardisation of bacterial 
vaccines were used as comparator, the count aimed at in each 
suspension being about 179 million gonococci per c.cm. A 
small loopful of each diluted suspension was spread evenly 
across the plate, from the impregnated strip to the periphery 
of the plate. The inoculated plate was then incubated for 48 
hours at 37° C. in 8-10% CO,. The streaks of gonococcal 
growth were then examined and the distances of inhibition 
from the impregnated strip noted. 


Gonococci from 44 cases were examined in this manner, 
cultures of gonococci failing to grow satisfactorily in the 
6 remaining cases. Tests with Ist, 2nd, 3rd, &c. sub- 
cultures were made to ascertain the degree of stability of 
sulphonamide sensitivity in successive bacterial genera- 
tions. Strains were selected from different batches of cases 
and their sulphonamide sensitivity compared on a single 
plate by Fleming’s method. The in vitro sulphonamide 
sensitivity of the 44 strains of gonococci were com 
with the clinical response to sulphonamide treatment in 
the corresponding cases of gonorrhoea. From the table 
it can be seen that cases 5, 12, 20, 23 and 35, clinically 
resistant to sulphapyridine, yielded strains of gonococci 
which proved resistant or insensitive to a 1/5000 concen- 
tration of this drug in vitro. Case 21, illustrating clinical 
relative resistance, was infected by a strain which showed 
only a partial sensitivity in vitro. 

Fig. 1 demonstrates sulphapyridine resistance of 
strains from cases 5, 20, 23 and 21. There was no 
inhibition of growth in strains 5, 20 and 23, and slight 





Fig. I—A plate of CCY agar 4 10% human serum with an agar strip impreg- 


nated with 0-02% sulphapyridine, showing three resi strains (from 
cases 20, 5 and 23), one relatively resistant strain (from case 2!) and three 
sensitive'strains {from cases 4, 22 and 26 

Fig. 2—A similar plate with an agar strip impregnated with 0-02% sulpha- 
thiazole, showing the contrast in sensitivity between strains from cases 
20, 23 and 5 and those from cases 4, 26 and 22. 


inhibition in that of strain 21.. By contrast, the three 
strains from -cases 4, 22 and 26 show a well-marked 
sensitivity to sulphapyridine, their growth being greatly 
inhibited ; these three cases responded to treatment 
promptly. 

Tests with sulphathiazole—Five  sulphapyridine- 
resistant cases also proved resistant to sulphathiazole. 
The in vitro response to sulphathiazole of strains 5, 20 
and 23, however, while exhibiting resistance when com- 
pared with strains 4, 22 and 26, showed a small degree of 





sensitivity to a 1/5000 concentration of this drug (fig. 2), — 


in contrast with the complete insensitivity to 1/5000 
sulphapyridine (fig. 1). This is in, accordance with 
Fleming’s’ (1941) results, which showed that sulpha- 
thiazole is, in vitro, a more powerful bacteriostatic agent 
than sulphapyridine. 

Characteristics of the six resistant strains.—The in vitro 
response to sulphapyridine and sulphathiazole proved 
constant in at least 6 successive subcultures of each strain. 
This constancy in response conforms to the attested 
stability of drug-fast strains of other organisms. The in 
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vivo and in vitro drug resistance was not associated with 
changes in morphological, cultural or staining en 
istics of these strains. The observed gross pathologica 

changes due to infection with these strains appeared to 
differ in no way from those usually seen in gonococcal 
infections of the genito-urinary tract. It is noteworthy 
that case 20 developed a prostatitis in the second week of 
the disease. The immunological reactions and metabolic 
properties of these strains have not yet been determined. 


. TABLE OF RESULTS 











In vitro response to 1/5000 | 
sulphapyridine 
Case No. of Sw Eyty £2 PC LES ; Clinical 
tests Subculture response 
Ist 2nd 5th 
| 

1-4 7 + + } + | Prompt 

5 6 ~ - | - None 

6-9 5 + + + Prom 

11 5 + + + Prompt 

12 7 - - - None 
13-17 4 + + + | Prompt 

20 10 - _ ~- None 
21 8 + + + Delayed 
22 8 + + + Prompt 
23 12 ~ _ | - | None’ 
24-27 4 + + | + |. Prompt 
29-33 a + + + | Prompt 

35 } 6 - _ - None 
36-46 | + + + + | Prompt 
48-50 | 4 + + + Prompt 

Contact | 7 -. - - None 


+ = inhibition of growth for 15-25 mm. from impregnated strip. 
+ = inhibition of growth for 5-15 mm, from ——— strip. 
=- = no inhibition or inhibition of growth for less than 5 mm. from 
impregnated strip. 
In cases 10, 18, 19, 28, 34 and 47, no satisfactory cultures were 
available for experiment. . 





CASE-RECORD AND SOURCE OF INFECTION 


Case 23 is chosen for a detailed description because it is 
representative of the sulphonamide-resistant. cases 5, 12, 
20 and 35 and because of a special investigation which 
was carried out on the female source of this particular 
infection. 

A rating, aged 32, reported with a profuse urethral discharge 
of 2 days’ duration. Urethral smears showed many intra- 
and extra-cellular gonococci. He had not had gonorrhea 
previously and had received no treatment for the urethritis. 
He was of fine physique and had always been healthy. He 
admitted to a repeated exposure to possible infection from 
one woman only. White-cell blood count was 10,000 per c.mm. ; 
Wassermann and Kahn reactions were negative. There were 
no developmental abnormalities of the urethra and no 
glandular involvement. After the inoculation of a culture 
plate with the urethral discharge, the patient was given 1 g. 
of sulphapyridine by mouth four-hourly, day and night, for 
92 hours, the total-given being 24g. At the end of this period 
the discharge showed no change and still contained both 
intra- and extra-cellular gonococci. A second course of 12 g. 
of sulphapyridine given in four-hourly doses of 1 g. produced 
no clinical or bacteriological improvement. After 2 days’ 
rest a third course of 12 g. was given, and this also produced 
ho change in the condition. White-cell counts during this 
phase of treatment varied from 7500 to 9000 perc.mm. The 
level. of free sulphapyridine in the blood after the admini- 
stration of 10 g. was 6-3 mg. per 100 c.cm. Seven weeks of 
irrigation with potassium permanganate 1/10,000, twice a day, 
eventually controlled his infection. 

It was fortunately possible to enroll the full codperation 
of the female host of strain 23 for a comparative clinical 
and bacteriological investigation. 

The woman was unaware of being infected though she did 
not deny previous risk of infection from other sources. She 
had received no previous treatment, and the source of her 


_ infection could not be traced. Clinical examination showed 


chronic cervicitis, and of the urethra yielded a 
mucopurulent discharge. Cultures were made from cervix 
and urethra. The urethral culture grew an abundance of 
gonococcal colonies but none was obtained from the cervical 
culture. Forty-eight hours oldsubcultures of the primary gono- 
coceal growth were suspended in saline and diluted to a count 
of about 179 million gonococci per c.cm. Several tests with 
such suspensions of successive subcultures of this strain were 
carried out on plates which were also inoculated with similar 


suspensions of gonococci from case 23. All tests showed a 
complete resistance to a 1/5000 concéntration of sulphapyridine 
in the inocula from the female host and from case 23. The 
woman was treated with 49 g. of sulphapyridine, and when 
urethral cultures were made at the end of a fortnight’s 
treatment gonococci grew in profusion, illustrating the 
clinical resistance of her infection to this drug. 


There were no grounds for doubting the statements of 
these two patients, and the results of this special investi- 
gation support the view that a sulphonamide-resistant 
strain of gonococcus had been transmitted from one host 
to another. 

DISCUSSION 


Many factors can contribute to failure in the sulphon- 
amide treatment of gonorrhea, but the predominating 
factor may — to be an infection with gonococcal 
strains which are insensitive or relatively insensitive 
to sulphonamide action. Chemotherapeutic failures 
in the present series showed a tendency to become more 
common as time went on. This insidious change, 
together with the evidence of the correlation between in 
vitro and in vivo resistance to sulphonamides of some 
gonococcal strains, suggest a gradual evolution of such 
strains. , 

From quantitative experiments with yeast extract 
Woods (1940) suggested (1) that para-aminobenzoic acid 
is an essential metabolite with which sulphanilamide 
competes for the enzyme reaction involved in the further 
utilisation of para-aminobenzoic acid ; (2) that a sufficient 
excess of sulphanilamide interferes with such utilisation 
of an essential metabolite ; and (3) that the competi- 
tion depends on the chemical similarity between sulph- 
anilamide and para-aminobenzoic acid. Applying these 
suggestions to the development of drug fastness, it is 
possible that some strains of an organism synthesise or 
learn to synthesise more essential metabolite than can be 
overcome by the sulphonamides, or rely for their survival 
on alternative enzymatic processes, unaffected by these 
drugs, or conve sulphonamides which chemically 
resemble one or other metabolite into substances con- 
forming to their nutritional requirements. Such organ- 
isms would bé insensitive or relatively insensitive to the 
bacteriostatic action of the sulphonamides. 

In the light of recent work in bacterial chemistry the 
development of drug fastness is admirably presented by 
MclIlwain (1942). 

“ Drug-fast strains are regarded as having been ‘ trained ’ 
so that they differ in their needs or synthesising abilities with 
respect to the essential metabolites or enzymes with which the © 
drug in question interferes. Their production by growing an 
organism in the presence of increasing concentrations of a 
drug is essentially the same as a process of nutritional training, 
in which organisms are grown in the presence of decreasing 
concentrations of an essential nutrient. The stability of many 
nutritionally trained strains on repeated subculture in various 

ia is well attested, as is the stability of many drug-fast 
strains. Both classes of derived orgapism can preserve to @ 
large extent the diagnostic characters of their parent strains, 
but differ from them in a specific manner, which with nutri- 
tionally trained organisms is demonstrably their ability to 
synthesise essential nutrients.” ; 

It may be added that with some drug-fast strains there 
is evidence of alteration in metabolism and in their 
enzymatic processes (MacLeod 1939). 

While the existence of naturally sulphonamide-resist- 
ant strains of gonococcus was demonstrated by Schmith 
and Reymann (1940) in tests on 50 old laboratory strains 
isolated in the presulphonamide era, the available 
evidence points to the likely occurrence of strains, pre- 
viously sensitive, which have acquired a sulphonamide 
tolerance as a result of repeated exposure to sub- 
therapeutic quantities of these drugs in some patients’ 
tissues. The probable explanation of the development 
in vivo of drug-fast strains of gonococci is as follows. 
Inadequate sulphonamide dosage,in the treatment of 
gonorrhoea is known to produce an.acquired clinical 
resistance to further adequate drug therapy. The organ- 
isms, initially susceptible to sulphonamide action, become 
desensitised to the further action of these drugs either 
by being “ trained ’’ to rely on alternative metabolic 
processes, not affected by the sulphonamides, or by 
“learning ’’ to synthesise an excess of metabolite 
capable of reversing sulphonamide action. This period 
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of training is represented in oe by the time during 
which gonococci are ex to repea' small amounts 
of the drug which are carried to the infected tissues by 
the blood-stream. When such ©: from an 
uncured case of gonorrhcea infect a fresh host, the 
resulting gonococcal infection fails to respond to adequate 
sulphonamide therapy, which only tends to desensitise 
the organisms still further. In this manner highly 
resistant strains developrand are passed on from host to 
host. 

The present periodical, and possibly geographical, 
variation in the incidence of such resistant cases may 
explained by the presence or absence, at different periods 
and in different areas, of persons iafected with resistant 
strains of gonococci. The findings in the male and 
female hosts of strain 23 furnish a ghee. of how such 
resistant infection may spread. 

If this interpretation is correct, inadequate dosage, 
haphazard tests of cure and the premature cessation of 
treatment in defaulters—some deluded by a mirage of 
cure—will help in the further creation of sulphonamide- 
resistant gonococci.. This will entail’a réturn to the old 
and tedious methods of treatment unless new counter 
measures are discovered. 

The treatment of an infection with resistant organisms 
is so far limited to irrigation or the use of artificial fever. 
In some cases which are probably relatively resistant a 
change to a different sulphonamide preparation—e.g., 
from sulphapyridine to sulphathiazole or sulphadiazine— 
may occasionally effect a cure. The future control and 
treatment of this type of infection will depend on (a) the 
discovery of new compounds, capable of inducing 
bacteriostasis in strains resistant to present-day sulphon- 
amides, or (b) measures which will resensitise such 
strains, and these measures should be simpler to apply 
than. artificial fever by means of the hypertherm hed 
atus and more certain in effect than pyrexia indu 
the injection of TAB or Dmelcos vaccine. 


SUMMARY 

Sulphonamide resistance in enor agy may be of three 

t acquired, relative and absolute. 

ossible. factors governing absolute or relative resist- 
ance are considered in the light of observations on 956 
cases of male gonorrhea. 

An in vivo and in vitro investigation of 44 cases of male 
gonorrhcea shows that 5 resistant and 1 relatively 
resistant strains of gonococci were responsible for 6 cases 
which failed to respond to adequate sulphonamide 
treatment. 

Investigation of the female host of.one sulphonamide- 
resistant strain of gonococci supported the view that such 
@ strain can be transmitted from one host to another. 

The development of resistant strains is probably 
favoured by inadequate dosage, haphazard tests of cure 
and the premature cessation of treatment in defaulters. 

Until new compounds effective against sulphonamide- 
resistant strains are egolved, or means found for resensi- 
tising these strains, treatment in cases infected with a 
sulphonamide-resistant organism must be by irrigations 
or artificial fever. - 


I am grateful to Surgeon Captain G. V. Hobbs for his 
interest in this work ; Prof. Alexander Fleming for his advice 
and tuition in bacteriological technique ; Dr. P. Fildes, Lord 
Stamp and Dr. D. D. Woods for their advice on the action of 
sulphonamides ; Surgeon Captain Hitch for his coéperation in 
the preparation of media; Mr. J. A. Gardner for some of the 
chemical and biochemical analyses; Dr. D. F. Johnstone, 
city VD MO, for his codperation in the clinical investigation 
and treatment of the female patient ; Surgeon Commander 
C. H. Birt for the laboratory facilities; Mr. A. Hornbrook 
for the photography of plates; and Chief Sick-berth Petty 
Officer T, Jones for his assistance in the laboratory. 
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Petit, Pott, Larrey, and the older writers on head 


injuries make no mention of traumatic defects of smell. . 


William Ogle was the first to publish, in 1870, a descrip- 
tion of anosmia consequent ‘on injury to the head ; he 
described 3 patients who, after blows on the back of the 
head, suffered a complete loss of smell; ‘‘ there can, I 
think, be little doubt,’’ he wrote, ‘‘ that the loss was due 
to the rupture of the olfactory nerves as they pass from 
the bulb through the holes in the ethmoid bone.’’ One 
of these patients had also an associated taste defect : 
** boiled onions, boiled apples, and boiled turnips all 
appear the same to his palate.’””’ The same year Notta 
(cited’ by Goland 1937) reported 6 cases of traumatic 
anosmia, and three years later Legg (1873) described 
how, in a man of 36 who fell on his right posterior parietal 
region and had bleeding from the left ear, there was 
partial loss of the sense of smell and taste, with a residual 
parosmia (perversion of sense of smell) and no recovery 
seven months later. Legg suggested that the site of the 
lesion was the temporal lobe at its tip, which was feasible 
enough, ‘* as my friend, Dr. Ferrier, during his researches, 
places smell in the temporosphenoidal region.’”’ Gowers 
(1893) recognised that olfaction was affected by blows or 
falls on the front or back of the head: “ the delicate 
filaments are torn from the bulb or lacerated in their 
passage through the ethmoids.”’ 

Traumatic impairment of loss of smell has now become 
more widely recognised. Collet (1933) and Goland 
(1937) drew yin, attention to anosmia resulting from 
violence, to the back of the head. Using the method of 
olfactometry developed by Elsberg and Levy (1935), 
Goland investigated olfactory function in 66 cases of 
acute head i injury ; 3 showed “ almost complete anosmia 
following injury to the occipital region of the skull.” 
Goland refutes the classic view that with- occipital 
injuries there occurs a shearing of the olfactory filaments. 
‘He concurs with Legg (1873) in suggesting that the loss 
of smell results from damage to the lateral olfactory 
striz and tips of the temporal lobes by impact against the 
lesser wing of the sphenoid, and concludes that ‘‘ injuries 
about the anterior portions of the head, apart from 
fractures to the cribriform plate and local damage, played 
a secondary réle in producing disturbance of smell.’’ 


METHODS AND RESULTS 

In a series of 1000 consecutive cases admitted to a 
military hospital for head injuries, there were 72 with 
impaired sense of smell (7: 20,). Refined methods of 
olfactometry were not employed, as an estimate was 
needed on the basis of a simple clinical test. The test 
substances used were coffee, camphor, eucalyptus, 
oA poe and cloves. An airway clear and free from 
ood and mucus was considered satisfactory ; anterior 
rhinoscopy was not performed. A single sniff up each 
nostril to carry the particles to the olfactory mucosa 
replaced the blast technique of Elsberg and Levy (1935). 
Of the 72 cases, 2 were gunshot wounds, the remainder 
blunt injuries ; 2 died, 41 had complete anosmia, and in 
31 anosmia was incomplete in that there was a general 
diminution in olfactory acuity or a unilateral anosmia ; 
12 ese ent of bc epcmins? The sites of injury were 
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occipital or frontal in most cases, 18 being occipital (12 
showing fracture and 6 showing bruising or laceration of 
the scalp in the occipital region), aad 30 frontal (27 
showing fracture); 7 were parietotemporal, and in the 
remaining 17 the site of violence could not be determined, 
although 10 of these cases showed fractures of the skull. 
Of the occipital fractures, there were 5 with fissures 
running into the foramen magnum, and of the frontal 
fractures 14 involved the frontal sinus, giving rise to 
cerebrospinal rhinorrhosa in’5 cases. , 

That the violence was usually severe is shown by the 
high incidence of organic neurological signg. The post- 
traumatic amnesia was long, being reckoned in days in all 
but 6 cases. The focal signs, either transitory or residual, 
ranged from extensor plantar responses, dysphasia and 

-traumatic epilepsy to bitemporal hemianopia and 
iabetes insipidus ; 43 of the total showed such signs in 
some stage of their evolution. Later, 2 died from 
meningitis, both being open injuries with destruction 
of bone and brain; 26 were so incapacitated that they 
were discharged from the Army (a rate for the group of 
36-4%, whereas the general discharge-rate for the 1000 
cases was 29-6%); 12 men were sent back to duty in a 
lower medical category, fit for light work only ;- and only 
34 returned to full duty. 


RECOVERY 


In only 6 of the 72 cases has any recovery of smell been 
noted, as follows : 


Site of violence ; Parosmia Time of recovery 
Crush \3 Yes 20 days 
Frontal s% Yes 3 months 
Occipital . .. Yes 12 months 
Crush ote No 4 months 
Frontal ne No 3 months 
Occipital a No 1 month 


I saw 2 personally-; in both, local nasal causes of anosmia, 
such as an associated injury of the nose, were excluded. 


CasE 1.—A man of 23 received a crush injury of the skull, 
being unconscious for 2 days. with blood in the cerebrospinal 
fluid and multiple cranial nerve palsies. He had a coronal 
fracture involving both parietal bones, and 10 days after 
injury showed a severe right-sided hyposmia, with a parosmia 
in the left nostril, where coffee smelled like fish-paste, and 
camphor like floor-polish ; 20 days after injury all test smells 
were recognised. He made a ial recovery from his other 


cranial nerve injuries, but before returning to duty in the_ 


RAF he had a series of operations for diplopia, with satis- 
factory result. 


Casr 2.—An airman of 19 fell about 30 feet down a barrack 
well. He sustained a fracture involving the frontal sinuses, 
and X-ray examination some days later showed the ventri- 
cular system to be filled with air. This spontaneous aerocele 
persisted until the rent in the dura behind the fractured 
frontal sinus was repaired by operation. As soon after the 
accident as it was possible to test him he showed anosmia on 
the right side and severe hyposmia on the left. Two months 
later he still had # right anosmia, but the left-sided hyposmia 
was replaced by parosmia: the test substances smelled foully, 
like feces; there was no spontaneous parosmia. Three 
months after injury, for the first time, he could recognise all 
test smells in the left nostril ; smell in the right nostril was stili 


impaired. 


Of the remaining 4, one was reputed to have had an 
immediate complete loss of taste and smell which had 
recovered in twelve months, with parosmia in the 
recovery phase. One was a crush injury with at first 
complete anosmia which was.so much improved in four 
months that fine smells could be distinguished ; eer 
recovery there was no stage of parosmia. The thi 
man, who had probably suffered frontal violence, had a 
complete anosmia four weeks after injury, and recovery 
was complete in three months, again with no interval of 
parosmia. The last case was completely anosmic on the 
right side after an occipital injury, and began to recover 
after a fortnight, with complete recovery in a month. 


PAROSMIA 


tion was found in 12 conan : 
arose spontan ; in 
olfactory 


Perversion of smell 


20 
remainder, the parosmia was associated wit 


stimulation. The type of smell was nearly always 
unpleasant: ‘‘foul, like faces,” ‘like bad fish,” 
has a bad smell 


“ everything smells filthy,” ‘‘ everything 
~ ‘ike bad y or straw, Mi a continual smell of burning,” 
The onset of post-traumatic parosmia -was usually 
delayed, at periods varying from seven days to three 
= after the injury. The following is a typical 
story. 


CasE 3.—A man of 29 sustained a severe head injury, witha 
post-tr tic ia of four days. X rays showed two 
fissured fractures in the left squamous temporal region, and 
there was clinically a left 7th nerve paresis, slight left-sided 
deafness, and tinnitus. There was right hyposmia and left 
anosmia. Six weeks after injury food tasted acid and 
“everything smelled like manure.’ Seven months after 
injury smell was recovering and there was no parosmia. 


Of the 6 cases of recovery 3 went through a period of 
parosmia, and the question arises whether it is part of the 
recovery cycle. Paskind (1935) reported the case of a 
woman who had a continuous parosmia during her 
illness, and at autopsy two small secondary carcinoma- 
tous nodules were discovered in the olfactory bulbs. He 
tentatively~ proposed that parosmia might be found in 
eases going on to anosmia. Might not the reverse 
change occur? It is tempting to assume, too, that 
parosmia follows damage to the uncus region, because 
of the olfactory hallucinations associated with tumours of 
this region ; but it has been amply shown that it can 
result from a lesion interfering with any part of the 
olfactory pathway (Rollett 1899, Seydell 1932). Rollett 
applied alcohol-to his nasal mucosa and suffered from 
parosmia. The sites of violence, too, show a wide 
scatter: 5 were frontal, 4 lateral, 1 occipital and 2 
doubtful, and it is difficult to predicate that all 12 
sustained uncal damage. 





TASTE 


The connexion between taste and smell had long been 
known before Ogle commented on loss of taste and smell 
after occipital violence. That a large part of taste is 
subserved by the olfactory nerves has been a common- 
place of physiology. In this series there were 2 cases 
in which loss: of taste and smell and their subsequent 
recovery went hand in hand. 


In case 1, 13 days after his injury the patient complained 
that his food had no taste. When tested, he said that on the 
right side salt was “perhaps cane sugar,’ quinine was 
** bitter, although not very bitter,’’ sugar was ‘‘ salt.”” On the 
left side sugar was salt and quinine was salt ; 20 days after’ 
injury there was no taste defect. There was no parageusia. 


This case is exceptional; in most cases there was no 
disturbance of taste: among 41 patients with complete 
anosmia all but 6 noticed no change in taste ; and in the 
whole group of 72 there were only 14 who complained of 
disturbance of taste. In 9 of these, primary tastes were 

reserved, while appreciation of flavours was lacking. 

n 2 taste was perverted; 6 of the 14 patients with 
disturbed taste had parosmia. 

This group of cases shows that the connexion between 
taste and smell is not so close as has been popularly 
supposed. In the main, the group confirms the conclu- 
sions of Crosland and his colleagues (1926) that patients 
suffering from anosmia are not inferior to controls in 
naming foods placed in their mouths. 

The inconstant association of loss of taste and of smell 
in most cases cannot be fully explained on the clinical 
findings. It is possible that taste is subserved by 
olfactory stimuli more in some people than in others. In 
some cases, in addition to tearing of the olfactory fila- 
ments, there might also be damage to the temporo- 
sphenoidal lobe or to the region of the anterior perforated 
crater which is probably ‘‘ especially concerned with the 
feeding reflexes of the snout and muzzle, including smell, 
touch, taste, and muscular sensibility ’’ (C. J. Herrick). 
In other cases there is a possibility that taste fibres might 
be concomitantly involved in their course through the 
petrous bones. . Of the 14 cases with disturbance of taste, 
7 showed a direct fissured fracture running down from 
the parietal temporo-occipital region towards the base ; 
and others had si of possible petrous damage in the 
form of facial whch true vertigo, or varying degrees 
of deafness on one side or the other. 
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SUMMARY ~ 


Seventy-two cases of impaired sense of smell were 
encountered in 1000 consecutive cases of head injury. 
In ane loss of smell was complete; in 31 it was 


This impairment may follow violence to any part of the 
head. Frontal, by direct involvement of the cribriform 
plate or tearing of olfactory filaments (30 cases), and 
occipital injuries (18 cases) are the most common. 

The post-traumatic amnesia and periods of hospitalisa- 
tion are long, and the large incidence of organic neuro- 
logical signs indicates that in most cases a head injury 
which produces defeets of smell is severe. 

Recovery is seen in the minority (6 of ee 72) and is 
usually within the first six months after inj 

Parosmia, which affected 12 cases, is coment delayed i in 
onset and may be a stage of recovery ; it can occur with 
damage to any part of the olfactory pathway. 

Taste was affected in only 6 cases of 41 with complete 
anosmia. Taste and smell are probably not so closely 
related as is at present maintained. 

I wish to thank Lieut.-Colonel G. O. Chambers, MC, and the 
officers of the hospital for providing the data in this paper ; and 
Brigadier Hugh Cairns for his criticisms and encouragement. 
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MOTILITY OF THE FASTING STOMACH 
IN HEALTH AND DISEASE 
W. FERGUSON ANDERSON, MB GLASG, FRFPS 


(Department of Materia Medica and Therapeutics, University 
of Glasgow, and the Medical Wards, Stobhill Hospital) 


Pein the latter part of the nineteenth century 
ysiologists tacitly assumed that the stomach was 
ou except when active digestion was proceeding. 
Morat, however, in 1882, showed that contractions 
occurred in the stomach of the fasting unanzsthetised 
dog, and later made the same observation in man. 
Boldireff (1904) noted, in dogs with gastric fistule, 
regular rhythmic contractions-of the empty stomach and 
bowel, periods of activity alternating with periods of 
rest. In 1916, Carlson gave a detailed account of his 
investigations on the fasting gastric contractions in 
animals and man, and since then these movements have 
been investigated by various workers (e.g., Weitz and 
Vollers 1925, Danielopolu 1930, Barron et al. 1936, 
Brauch 1937). The aim of the present investigation was 
to study in man the contractions of the fasting stomach 
in health and any abnormalities produced by di 


TECHNIQUE 


The many methods described for recording movements 
of the:empty stomach in man all ye on the changes 
of pressure in a balloon passed into the stomach. In the 
present study a modification of Carlson’s method was 
employed (fig. 1). 

To the end of a Ryle’s duodenal tube (4) a rubber condom 
of 200 c.cm. capacity was tied with a fine silk thread so that 
the weighted end of the tube acted as a guide when it was 

passed into the stomach. The other end of the tube 
‘was connected to a water manometer (B and Cc) containing a 
vulcanite float (L) carrying a recording point (£). 

The tube with the deflated balloon was swallowed until the 
mark 60 was between the patient’s teeth. Air was then intro- 
duced by the side tube (3) until the level of the water had 
moved down 5 c.cm. in the burette (B). After the balloon had 
been thus inflated, 15 min. was allowed to elapse so that the 
patient could become accustomed to the experimental 
conditions. In this interval X-ray screening was carried out 
so that the position of the balloon could be accurately deter- 


mined, and if necessary the tube could be manjpulated. 
When in a satisfactory ition, the tube was fixed by adhesive 
tape to the patient’s cheek. 

The tube with the deflated balloon was passed without 
difficulty after a little practice. The best lubricant was found 
to be sterile water. Special care was required to ensure equal 
puckering of the balloon where it was attached to the tube 
since with a faulty connexion it tended to become folded on 
itself inside the stomach. No discomfort was experienced 
by the patient throughout the investigation, which was carried 
out after a fasting period of at least 5 hours. The recording 
was always dgne with the patient sitting upright in a hard 
chair since a more anbaiite seat often induced sleep. , 

Objections have been raised to the balloon method of 
recording gastric movement. Moritz (1895) indeed sug- 
gested that the balloon inside the stomach merely elicited 
contractions associated with the presence of a foreign 
body. Alvarez (1940) believes that the least distension 
of the balloon increases the amplitude of the little move- 
ments which are constantly ing place. Danielo 
(1930) says that any increase in the tension of the b 
is commonly followed by the onset of tetanic contractions. 
Several observers, however, have demonstrated move- 
ments in the fasting stomach when no balloon is present. 
Templeton and Johnson (1929) succeeded in doing this 
by recording the changes in pressure in a gas bubble in 
the stomach, while McSwiney and Spurrell (1933) 
demonstrated waves of gastric contraction by outlining 
the wall of the stomach with silver sutures. Gianturco 
(1934) inserted small shot under the gastric serosa cover- 
ing the greater and lesser curvatures and by X-ray 
cinematography demonstrated slight rhythmic move- 
ments of the stomach. 

My own observations indicate that when the balloon 
is in position ness inflated to its usual size, no movement 
of the stomach beyond the flat waves of relative quies- 
cence may beseen for periods of 2 hours at atime. Itis 
fair to assume that if the balloon acted as an irritant 
these long periods of rest would not occur. Occasionally 
the p e of the tube into the stomach was immediately 
followed by a very short phase of contraction followed 
by a long period of rest. This suggests that after the 
initial disturbance due to inserting the balloon, mechani- 
cal stimulation becomes insignificant. The air-pressure 
in the condom was often increased without producing 
any change except a rise in the level of the whole tracing. 
From these observations it seems reasonable to conclude 
that the balloon itself does not initiate contractions apart 
from those produced during the actual insertion into the 
stomach. On the other hand, normal contractions may 
be magnified by the presence of the balloon. Neidhardt 
(1935) declares that the activity of the empty stomach is 
not significantly affected by the condom, and it is feasible 
that changes in in astric pressure are much greater 
than are demonstra by an X-ray method. 


GASTRIC MOTILITY IN HEALTH 


Using the method described I investigated 23 subjects 

repeatedly. Each had been thoroughly" examined 
clinically and radiologically and in ‘none was there 
evidence of any abnormality in the gastro-intestinal 
tract. Care was taken that no subject was suffering 
from even the slightest febrile disturbance, since, as 
Carlson showed, this interferes temporarily with gastric 
motility. In the present investigation, a patient with 
slight coryza was observed for 2 hours and showed not a 
single gastric contraction, although on previous occasions 
normal contractions were present. 

Cannon and Washburn (1912) described in the fasting 
human stomach of activity which lasted for 20-30 
min. and alternated with of relative quiescence. 
During the period of activity individual contractions lasting 
30 sec. were seen at intervals of 4-1 min. Weitz and Vollers 
(1925), Danielopolu (1930), Barron, Curtis and Haverfield 
(1936) and Brauch (1937) have also described these move- 
ments ; the fullest account, however, is that given by Carlson 
(1916) who described periods of yin rhythmical contrac- 
tions fea tte | with phases of relative quiescence and in 
addition tonus rhythm consisting of waves of small amplitude 
lasting about 20 sec. 

An examination of my records reveals three phases : 
active contractions; tonus rhythm; and Pelative 
quiescence (fig. 2). The active contractions are repre- 
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sented in the tracing by sharp-topped waves with a 
duration of 30-40 sec. Mivedeseasrencmenaiies marine on 
rhythm and of approximately equal amplitude, occur at 
intervals of from 10 sec. to 5 The rate at which the 
contractions appear is variable but is as a rule in the 
region of 14 in 20 min, 





















LD The number of contrac- 
E< tions in one phase is very 
variable but in most 

instances at least 20 

ny Were observed. 


These phases, which 
, varied in duration 
from } to 1 hour, usually 

















ceased abruptly and were 
followed by a period of 
relative quiescence, but 
A occasionally the stomach 
pone ee tonusrhythm. 

is was characterised by 

\ a series of flat-topped 
A waves, each of which 
lasted about 90 sec. and 
was immediately followed 
pg successor. This 
phase occasionally per- 
sisted for as long as 2 
hours, and was followed 
either by quiescence or by 
Fig. 1—Recording apparatus. A Ryle’s active con tions. In 
duodenal tube; B and C water mano- the latter case the tonus 
meter; D rubber condom; E pointer waves began to follow one 
recording on drum; | F ge connecting another more rapidly, 

a oe en becoming shorter in dura- 

tion and greater in am- 
plitude until they gradually merged into active contrac- 
tions. In Carlson’s work each tonus wave lasted about 
20 sec. ; the longer duration in the present work is probably 
due to the fact that the r balloon which I used filled 
the stomach more accurately. 

The phase of relative quiescence is the nearest apgecech 
to — ete rest which was found in the healthy fasting 
stomach. It is characterised by flat-topped low ampli- 
tude waves of about 24 min. duration. These waves, 
which have not been previously described, represent 
slight but frequent changes in the tone of gastric muscle. 
Carlson (1916) and Danielopolu (1930) described in the 
normal stomach a tetanic phase in which the active 
contractions occur more and more often until a lengthy 
state of high intragastric pressure develops. I have not 
— this in the fasting stomach of the -healthy 
subject. 


OCULO-GASTRIC AND CAROTICO-GASTRIC REFLEXES 


These reflexes were described in detail by Danielopolu 
(1930). Moderate compression of the eyeball, insufficient 
to slow the pulse, orolnanens a short period of inhibition 
succeeded by a phase of excitation of gastric motility. 
Compression of the right carotid bulb just below the 
angle of the jaw leads to a slowing of the gastric contrac- 
tions, followed, when the pressure is removed, by a state 
of hypermotility which eventually ends in a phase of 
relative quiescence. ‘These reflexes were demonstrated 
in 6 subjects ; but if the stomach was quiescent the phase 
of excitability could not be elicited. No data are avail- 
able from the present work to throw any light on the 
physiological mechanisms, and they are mentioned to 
show how extrinsic stimulation may alter the gastric 
movements. 


SECRETORY ACTIVITY, GASTRIC FASTING CONTRACTIONS 


Onodera and his colleagues (1931) stated that no re- 
lationship existed between gastric acidity and the motor 
activity of the stomach. In the present series 23 cases 
were investigated ; a fractional test-meal was performed 


(1) (2) 
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do not appear to be associated. 


and later the gastric motility was studied by the balloon 
method. 

The degree of acidity was assessed on the basis of the 
greatest concentration of free hydrochloric acid attained 
during the fractional test-meal and expressed in terms of 
decinormal acid.' The emptying time was judged as the 
period during which starch remained in the stomach, using 
the starch-iodide test. The strength of the contractions was 
measured by the amplitude of the wave (mm.) and the breadth 
of its base (sec.), and the time between individual contractions 
was noted (see table). 

Despite the variation in the acid content of the 
stomach from well-marked hyperchlorhydria to complete 
achlorhydria, the duration of the individual contraction 
wave is almost constant—a total variation of 10 sec. 
being noted in the whole range. The degree of the 
gastric acidity and the amplitude of contractions also 


RELATIONSHIP BETWEEN GASTRIC ACIDITY AND MOTILITY 

(A) Free HCl (c.cm. of N/10 HCl) 

(B) Empt time (hr) (C) Amplitude of contractions (mm.) 
(D) Duration of contractions (sec.) 

(E) Interval between contractions (sec.) 




















Case | (A)! (B)| (C)| (D)| (E) [Oase| (A)| (B)| (G)| (D)}  (B) 
1 (100 1 | 40! 30 30-90] 13 | 45/1 15 | 30 45 
2 90 | 23 | 24 | 33 90 14 451 20 | 30 | 60-90 
3 85 1 24 30 30 15 40 1 20 | 30 | 90-270 
4 | 82/14/20 33, 180 | 16/40 | 2t | 15/30! 90 
5 72 | 2 20 | 30 | 30-90; 17 | 30 1 15 | 30 30 
6 70 it 10 | 30 (120-480) 18 | 30 14 | 16 | 30 30 
7 701 12 , 30 30 19 30 | 14 | 25 | 35 | 45-60 
8 55 | 14 | 30 | 35 | 30-90] 20 | 30 1 25 | 30 | 30-45 
9 52 | 14 | 30 | 35 60 21; 30/1 15 | 30 | 15-30 
10 50 | 2 16 | 35 90 22 |Ac.; 14 | 20 | 30 90 
11 50 | 14 | 25 | 40 30 23 | Ac.} 1$ | 20 | 30 30 
12 45 14 30 35 30 


Ac. = achlorhydria. 


The hyperchlorhydria 
in case 1 was accompanied by very large contractions, 
but they were only slightly larger than those in case 9, 
with about half the degree of acidity. Even with achlor- 
hydria (case 23) well-marked gastric contractions were 
found. The -interval between individual contractions 
varied from 15 sec. toa maximum rest period of about 8 
min., but this interval did not appear to be related to the 
degree of acidity. 

PATHOLOGICAL CONDITIONS 

A priori it would seem that gastric motility should play . 
an important part in the pathogenesis and symptoma- 
tology of lesions of the stomach and duodenum, but no 
decided changes from normal have hitherto been des- 
cribed. Danielopolu (1930), although he stated that it 
was difficult to determine the limits of normality, described 
as typical of gastric atony a wave of small amplitude 
and contractions which 
never proceeded toa tetanic (4) 

. In6cases of pyloric 
stenosis he reported in- 
creased amplitude of con- 
tractions with decided 
irregularity and fusing of 
the waves. He also noted 
in this condition an 
arrhythmia, the waves 
varying in amplitude and 
duration. These pheno- 
mena, he 
added, 
were not 
pathog no- 
monic of 
pyloric 
stenosis. 

In the 























Fig. 2—(1) Phase of relative quiescence; (2) phase of tonus rhythm; (3) high tonus rhythm changing into next phase; (4) phase of active gastric contractions. 
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present investigation, an attempt has been made to 
‘determine whether any alteration in gastric motility 
‘ean be distinguished as characteristic of pathological 
states of the stomach and duodenum. Among the 
patients studied were 2 with gastro-enterostomy, 12 with 
peptic ulceration and 2 with gastric carcinoma. 

Gastro-enterostomy.—The 2 patients, men aged 48 and 
37, had had gastro-enterostomy performed 10 and 15 
years before the present investigation. In neither case 
was any abnormality detected in the gastrogram, which 
supported the view of Cannon that there was no reason 
for thinking the food was not thoroughly churned in the 
pyloric end of the stomach in the normal manner. 

Peptic ulceration.—I examined 12 patients with various 
types of peptic ulcer. In all cases diagnosis was con- 
firmed by X-ray examination which showed 10 ulcers to 
be situated in the duodenum and 2 in the prepyloric region 
of the stomach. An analysis of the records show that in 
patients with acute duodenal ulcer the gastric tone is 
increased and the contractions are stronger aiid more 
frequent than in the healthy stomach, tend to fuse and 
— end in a phase of tetanus. This is in accord with 
th - 


of Onodera and his colleagues (1931).. 


e 

Brauch~(i937) from his study of 64 — came to the 
conclusion that the important findings were irregular 
peristalsis and a tendency to hyperperistalsis. Of the 10 
patients with duddenal ulcer powerful contractions and 
arrhythmia gastrica were noted in 6. In the patient 
with acute gastric ulcer the gastric contractions were 
weak but tended to run into one another. The periods 
of gastric contraction, though less frequent than in 
health, lasted longer with longer intervals between the 
individual contractions. These findings resemble those 
described by Onodera (1931) for patients with peptic 
ulceration associated with a slight degree of pyloric 
stenosis. In the patient with the chronic gastric ulcer 
the contractions were powerful and regular in 
rhythm. 

In 2 of the patients with duodenal ulcer and in 1 with 
gastric ulcer pain was felt on several occasions when the 
records were being made. In the patients with duodenal 
ulcer the complaint of a spasm of pain coincided with the 
appearance of a contraction on the tracing. These 
contractions were stronger than usual and on one occa- 
sion when the pain was very severe a phase of tetanic 
spasm was noted. 

These results support Hurst’s view of the pathogenesis 
of pain in duodenal ulcer patients. He holds that the 
important factor is an increase of muscle tension due to 
spasm of the pyloric sphincter accompanied by deep 
peristaltic waves. The pain in gastric ulcer he attributes 
to an increase of pressure in the proximal portion of the 
stomach, the obstruction at the site of the ulcer being due 
to a spasmodic hour-glass constriction. In the present 
investigation, however, the patient’s gastric ulcer was 
situated in the prepyloric region, and he had long-lasting 
gnawing pain, not associated with gastric contractions, 
which indeed were often noticed without any accompany- 
ing feeling of pain or discomfort. 

Gastric carcinoma.—The findings in 2 patients with 
carcinoma of the stomach resembled those described by 
Onodera (1931). The gastric contractions were much less 
frequent and weaker t normal. 


WATER REVERSAL PHENOMENON 


Carlson (1916) showed that cold water, added directly 
to the stomach by stomach-tube, caused an inhibition of 
hunger contractions for 3-5 min. In the — investi- 

ation, it was found that draughts of cold water (4 oz.) 
ed .to cessation of the gastric contractions in healthy 
subjects for at least 10 minutes. This experiment was 
done repeatedly on 6 ents with normal stomachs, and 
the duration of inhibition of gastric motility varied from 
10 to 35 min. In addition, 8 * samy on with peptic 
ulceration were given 4 oz. of cold water. The normal 


inhibition of 10-35 minutes duration was not produced in 
these cases ; instead one of four phenomena was seen : 
1, Immediately after the patient swallowed the water there 
was an intense increase-in gastric tone, accompanied by the 
onset of tetanic contraction (1 case). 
2. The gastric contractions continued uninterrupted (5 


cases). 
3. The contractions gave place to tonus rhythm (1 case). 


4, A very short period: of inhibition (2 min.) was seen in 
only 1 case in this series of observations on 8 patients, and was 
followed by powerful contractions. 


This change in the behaviour of the stomach after a 
draught of water may be an indication of increased 
sensitivity of the neuromuscular mechanism to intra 
acide or intraduodenal stimuli when an ulcer is present. 

ven gentle stimulation of the ulcerated area is sufficient 
to cause reflexly either increased contractions of the 
stomach or the onset of tonus changes instead of the 
normal period of inhibition. Carlson (1917) indeed 
postulated an increased sensitivity of the nerve-endings in 
ulcer patients, and Hardt (1918), and later Palmer and 
Heinz (1934), also considered that irritability- of the 
nerves due to inflammation played an essential part in 
the production of pain in peptic ulceration. In the 2 
patients in whom pain was associated with gastric 
contractions pein was produced by the swallowing of 
water, a finding which demonstrates the heightened 
sensibility of the ulcerated area to intragastric or intra- 
duodenal stimuli. The relation of gastric contraction to 
the onset of pain is difficult to explain, but it is possible, 
as Ivy and others (1925) suggested, that duodenal con- 
traction occurs synchronously with gastric contraction. 

SUMMARY 

Gastric motility was recorded by a balloon method in 
23 healthy subjects, 12 — with peptic ulcer, 2 with 
gastric carcinoma and 2 with gastro-enterostomy. 

The findings in health indicate that there are three 
phases: active contractions; tonus rhythm; relative 
quiescence. No relationship between the acid-secreting 
power and the motility of the fasting stomach was 
demonstrated. 

In 10 patients with acute duodenal ulcer gastric tone 
was increased and contractions were stronger than in the 
healthy stomach and liable to end in tetanus. In a 
patient with acute gastric ulcer contractions were weak 
and tended to run into one another; in a patient with 
chronic gastric ulcer the contractions were powerful and 
regular. In 2 patients with gastric carcinoma contrac- 
tions were less frequent and weaker than normal. 

In 8 patients with peptic ulceration the ingestion of 
cold water, which inhibited gastric contractions in 
health, had no inhibitory action and in some cases 
actually had an excitatory effect. 


I wish to thank Prof. Noah Morris for his help, Dr. William 
Martin, medical superintendent of Stobhill Hospital, for 
permission to conduct the investigation, and the Medical 
Research Council for a grant. 
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Mepats ror Guascow Nourszs.—To commemorate the 
work of Sir William Macewen and Mrs. Strong in raising 
nursing 7 ee eae and to mark the 
jubilee of the opening of t lasgow Royal Infirmary school 
Se fen ae tee eee to be ne a 
best ti surgical nurse, a Mrs. Strong to 
qwaitod 0o tie eet practltel aieGiGl Shines 3206 hoon 
presented to the infirmary by one of the managers. 
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CARCINOMA OF TESTIS 
PRESENTING AS AN ACUTE ABDOMEN 
Howarp JAYNE 


M B LOND 
RESIDENT SURGICAL OFFICER 


EDWARD JARRETT 
MRCS8 
HOUSE-PHYSICIAN 


AT AN EMS HOSPITAL 


A MAN, aged 26, was admitted to hospital on April 14, 
St Ss with a tentative diagnosis of perforated peptic 

cer, 

He had had severe abdominal pain in the umbilical 
region for 18 hours ; it had remained localised. Tempera- 
ture 97° F., pulse-rate 94, respirations 38, There was 
generalised rigidity and tenderness over the upper half 
of the abdomen; the main sign however was dyspnoea, 
reference for sitting up rather than 
lying flat. His breasts were enlarged and showed 
signs of chronic mastitis. He had a few crepitations at 
the _base of his right lung. Heart normal. Next 
morning an X ray of chest showed multiple rounded 


. opacities throughout both lung fields. He had been at 


work up to the time of onset of abdominal pain. His 
breasts started to enlarge five months before and had 
become tender and rather red about two months before. 
Recently he had developed “‘ lumbago,”’ and had also 
had pain in the right shoulder and right side of the chest 
on one occasion. He had noticed his upper abdomen 
becoming large for a fortnight, and had had to let his 
belt out. The morning r admission the upper 
abdomen was still somewhat rigid but the liver was 
able and tender in the upper epigastrium and right 
ypochrondrium. He h a hard, heavy, painless 
swelling of the right testicle with an ihe? hydrocele, 
The left pupil was larger than the Bs, coe The blood- 
count was within normal limits. imentation-rate, 
27 mm. in 1 hour; blood-urea 28 mg. per 100 c.cm. ; 
Wassermann and Kahn reactions negative. Urine 
normal; X ray of renal tract after injection of iodoxyl 
normal. X ray of pelvis and lumbar vertebre normal. 
Aschheim-Zondek test positive. 
He lost weight and became cachectic. There were 
Ihe liver periods up to 100° F., and the dyspnoea remained. 
liver ie. idly enlarged until at death its lower edge 
ve the symphysis pubis; there was a 
pid Baw a enlargement upwards. A hard gland 
app peared pony, A the lower part of the left sternomastoid. 
e developed an intractable cough relieved by an opium 
preparation. He went steadily downhill and died on 
May 5, 21 days after admission. 


Autopsy.—There were small blood-stained effusions in both 

pleural cavities. A much enlarged hemorrhagic necrotic 

was found among the left supraclaviculgg group. Both 
breasts were slightly enlarged. 

The lungs contained large numbers of secondary malignant 
deposits of all sizes, mostly hemorrhagic and necrotic. The 
hilar and mediastinal glands contained similar deposits and 
were grossly enlarged. Heart, large vessels, trachea and 

normal, In the abdomen there was a small 
blood-stained peritoneal effusion, and peritoneal metastases 
growing through from underlying malignant glands were seen 
on the right brim of the pelvis. 

_ The liver weighed at least 10 Ib., and was adherent to the 

, abdominal wall and surrounding structures. It 
was a@ mass of multiple necrotic and hemorrhagic 
metastases, one of which had bled into the mesocolon. Spleen, 
kidneys and adrenals normal. The lumbar, iliac, and deep 
and superficial i glands on both sides were grossly en- 
~~ The oe testis felt firm but was not grossly enlarged. 

A small h le was present containing clear yellow fluid. 
The body of the testis was entirely replaced by a hemorrhagic 
growth limited by the tunica vaginalis except in one small 
area. Extension of the growth was evident along the cord to 
the seminal vesicles; a small papillomatous mass was present 
in the bladder just to the right of the internal urinary meatus. 

The malignancy of the tumour was clear, microscopically, 
and there were many mitoses. ‘The appearance was not 
typical of chorion carcinoma, since the syncytial layer was 
almost absent. The growth consisted of oe or polyhedral 
cells of poor differentiation with yperchromatie or 
vesicular nuclei, giving at first sight En impression of an 
atypical seminoma. In the pulmonary metastases the 
SR aE geen cwtie Saey 'pretonten, and the 


pares doe layer was definitely present, though never eines 
ped. The case was one of chorion carcinoma of the 
testis with extensive metastases. 


DISCUSSION 


Malignant disease of the testis is an unusual cause of 
an acute abdominal condition, and chorion carcinoma. is 
itself rare. The case shows how rapidly this gruwth 
can metastasise despite the fact that the primary may 
remain the same size throughout the illness. The patient 
himself had never realised that his testicle was enlarged, 
and in spite of multiple secondary deposits in the lungs 
and elsewhere was able to continue normal life up to the 
time of his admission to hospital. 

The acute onset of the symptoms was due to a 
hemorrhage from one of the superficial metastases in 
the liver into the mesocolon, which irritated the peri- 
toneum. The enlarged left pupil was due to irritation 
of the left cervical sympathetic within the thorax by 
an enlarged mediastinal gland, although the classical 
picture of Horner’s syndrome did not develop. The 
iodoxy! examination was done to see whether the ureters 
were dilated. The ureters may be dilated during 
pregnancy—a condition observed as early as the sixth 
pon when obstruction can be eliminated. It has been 

uggested that such dilatation may be hormonal in origin ; 
if sO, fan ie ureters might be dilated in growths causing 
large amounts of female sex hormdnes to circulate in 
the body, as shown by a positive Aschheim-Zondek 
test. X rays showed no dilatation, and at autopsy the 
ureters were normal. 

We have to thank Dr. J, Ross Garson for allowing us to 
publish this case, and Dr. H. W. C. Vines for performing 
the autopsy and permitting us to use his notes. 


DEFICIENCY ANAMIAS OF 
MALNUTRITION 


H. C. TROWELL, MD tonp, MRCP 
LECTURER IN MEDICINE, UGANDA MEDICAL SCHOOL 


THE deficiency anzmias of malnutrition have received 
little attention in Great Britain, Europe and America 
because in times of peace such cases are uncommon. 
The common malnutrition ansemia of temperate regions 
is that of iron deficiency, but that of the tropics is 
nutritional macrocytic anzemia ; iron-deficiency has not 
been separately studied, except in India, and it is often 
part of the picture of hookworm infestation. Recent 
papers have suggested that one of the commonest’ 
anwmias of the tropics is a mixture of both these ele- 
ments. The iron-deficiency problem is familiar to 
hematologists in Europe but the element of nutritional 
macrocytic ansemia is less clearly understood. The war 
is leading to a reduction of substances rich in extrinsic 
factor, and cases of nutritional macrocytic anwmia (with 
perhaps varying degrees of iron deficiency) will probably 
be seen in Great Britain, and certainly on the continent. 
In Greece even before the war cases were common. No 
review has been written on this anemia and standard 
works on hzematology contain but brief and often 
inaccurate accounts of the disease, written by those who 
have seldom seen a case. 

Opinions set forth here reflect the trend of medical 
opinion in the tropics. These ideas have been tested in 
the treatment of over 500 inpatient cases of severe 
anemia, chiefly Africans together with a few Indians and 
Europeans, at Mulago Hospital, Kampala, Uganda. 


NUTRITIONAL MACROCYTIC ANAIMIA 


Deficiency of extrinsic factor in the diet produces a 
macrocytic (high mean cell volume) orthochromic 
(normal mean cell hemogiobin concentration) anzemia, 
In many parts of the world the deficiency becomes 
manifest in pregnancy (pernicious anzmia of pregnancy 
and tropical ic anemia), but cases may be seen in 
both sexes, at all ages, in all climates and among all races. 

Mitra (1931) has summarised the early history of nutritional 
macrocytic anemia, and Abramson (1938) has given the his- 
tory of the pernicious anemia of pregnancy. Earlier work 
by Alder (1924) and Schneider (1927) in Europe favoured a 
toxic or hemolytic cause of the anemia, views held also by 
Mitra (1931) but discarded in favour of a deficiency anemia 
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since Lucy Wills (1931) showed that the addition of ‘ Marmite’ 
to the diet cured the anzmia. Pernicious anemia of preg- 
nancy has been reported from almost all European and Ameri- 
can countries; representative papers are those by Esch 
(1921, 1926, 1927) in Germany, Ungley (1938) in. Great 
Britain, Larrabee (1925) and Smith (1925) in America. The 
numbers were small, however, and Bardy (1924) could find 
records of only 68 cases in Europe and America. Cases of 
macrocytic anzmia in pregnancy have been most commonly 
reported in the tropics, especially from India where McSwiney 
(1927) found it in 1-7% of all pregnancies and Mitra (1931) in 
46%. Cases have been reported from Greece by Hamilton 
Fairley and his colleagues (1938), and a few cases in many 
parts of Africa. Napier (1940) has recently reviewed the 
position in India. z 

Ungley (1938) has reported 2 cases of nutritional macrocytic 
anemia (complicated by iron deficiency) in non-pregnant 
women, Groen and Snapper (1937) 2 cases, and Benhamou and 
Nonehy (1938) 1 case in a woman. On the whole very few 
cases have been reported even in the tropics. Nutritional 
macrocytic anemia in the male has been reported in 9 men 
by Napier and his colleagues (1938), in an ified number 
by Foy and Kondi (1939), in 1 man by Fairley (1940), in 13 by 
Troweil-{1940), and in 24 by Taylor and Manchanda (1940). 
‘Cases nrinfancy have been reported by Anderson and Roberts 
(1940). In fact if nutritional macrocytic anemia is due to a 
deficiency of extrinsic factor in the diet there is no reason why 
the disease should Be almost restricted to pregnant Indian 
women, an impression widely held. 


ZZTIOLOGY 

Marmite aione can cure nutritional macrocytic anemia, 
whereas few cases of true pernicious anemia can be 
completely cured only by marmite. In terms of Castle’s 
hypothesis the dietary deficiency in nutritional macro- 
cytic anemia is of extrinsic factor. This is the best 
hypothesis at present, but it lacks clear proof. No case 
has been reported in which cure was effected by giving a 
balanced diet (for the taking of large amounts of liver 
and marmite is not normal); nor has the presence of 
intrinsic factor been demonstrated in the gastric juice 
of any particular case, though hydrochloric acid is 
almost always present. Little is known about the com- 
— of extrinsic factor except that it is present in 
f muscle and probably all forms of animal protein, as 
well as being closely related to the vitamin-B complex in 
yeast and marmite ; some consider that green vegetables, 
notably spinach, are rich in extrinsic factor but this lacks 
confirmation ; milk and dairy products and all carbo- 
hydrates and fats.are thought to contain little extrinsic 
factor, and the disease is probably more common in 
vegetarians. No known element in the vitamin-B com- 
plex has been found to be identical with extrinsic factor. 
According to Castle’s theory, whether the diet is 
deficient in extrinsic factor, as in nutritional anemia, or 
the alimentary tract is unable to secrete intrinsic factor, 
as in pernicious anemia, the final deficiency of the liver 
substance is identical. This has been vigorously denied 
by Wills (1937a and b, 1938) who considers that the 
deficiencies in the two anzmias are not identical. This 
she bases on three main distinctions: first, that nutri- 
tional macrocytic anemia does not show signs of hemo- 
lysis (but it is generally conceded now that many cases 


-show such signs); secondly, that subacute combined 


degeneration has never been found in nutritional anemia 
(and this is upheld on all sides); and thirdly, that this 
anzmia does not respond to doses of refined liver frac- 
tions that are efficacious in pernicious an#mia. Her 
experiments (1937a and b and 1938) on the nutritional 
macrocytic anemia of rhesus monkeys gave further sup- 
port though results in this disease cannot be taken as 
proof of points which arise in the disease in man. 
is the only other clear factor in its etiology, 
and in the better-fed parts of the world the anemia is 
seldom seen apart from pregnancy. It seems that the 
extra demands of the foetus, with perhaps some dietetic 
restrictions dictated by the appetite or prejudices of the 
mother, are important factors. . Many report that much 
larger doses of liver extracts are needed during the 
treatment of this anzemia in pregnancy. 
PATHOLOGY . 
Balfour (1927) has recorded the pathological findings 
in 2 cases, and Hamilton Fairley and his colleagues (1938) 
in2 cases. My experience in some 24 autopsies and some 


8 spleens removed at operation is that apart from the 
changes which might be expected in any severe anzmia, 
— oe is — gob n pees a sea ? found = yo grated 
cells (es ly al periphery and especially in those 
cells which are near the portal tracts); much less pigment 
is present in the Kupffer’s cells. An iron-free pigment is 
found in some cells. The spleen is enlarged, malpighian 
bodies are reduced, and reticular cells are active and 
numerous and may be finely stippled with hemosiderin, 
large masses of which may be present in the siderotic 
nodules in the walls of some of the larger vessels. Hzmo- 
siderosis is found in the usual sites, but is far less common 
or even absent in cases complicated by iron deficiency. 
Not much of my material has been adequately examined, 
however. The bone-marrow is hyperplastic and red 
marrow occupies the entire length of the limb bones ; 
no sections have been cut and examined but smears taken 
before death indicate megaloblastic change. Myeloid 
metaplasia and erythropoiesis are present in the spleen 
(Gupta 1932). A 
SIGNS AND SYMPTOMS 


Mild cases complain of nothing, and indeed it seems 
possible that most of the inhabitants of some parts of the 
tropics pass the whole of their lives in a condition of mild 
nutritional macrocytic anemia, complicated in many 
cases by iron deficiency. In many surveys t uarters 
of them fall distinctly below even the lowest normal level 
given for that of any group of normal Europeans. In 
addition a mild macrocytosis has been demonstrated 
(Vint 1939, Hennessey 1937). In this state millions of 
persons spend their lives ; they get slight attacks of fever 
which are due to the hemolysis, and they have a slight 
splenomegaly, which may be painful or painless and is 
incorrectly attributed, like the fever, to malaria. They 
hardly recognise that they are ill. 

Breakdown and frank anzemic signs usually only follow 
some added strain such as pregnancy, malaria or hook- 
worms. In pregnancy signs usually appear in the third 
trimester, and in addition to the 
attacks of diarrhoea are present in many cases; a small 
number complain of sore tongue and dysphagia and about 
a third show fever and splenomegaly. Fever may be 
ascribed incorrectly to urinary infection, or in the tropics 
to malaria. (£dema of the legs may be attribu to 
toxemia, and a trace of albumin may be present in the 
urine, but the blood-pressure tends to be low and the 
pulse-pressure is increased; congestive heart-failure is 
often present and may be fatal; purpura may develop 
and uterine pry way as is common. 

The signs of the case are varying degrees of fever, 
usually law, but at times high and even causing rigors ; 
it may last long enough to suggest typhoid. The nails 
and hair are no unless iron-deficiency is also present ; 
the tongue n@ver shows loss of papillae. Jaundice may 
be absent or slight. The van den Bergh test gives a weak 
or negative indirect reaction but a quantitative estima- 
tion indicates an increase of serum bilirubin in some cases. 
The spleen, not usually palpable in cases with a short 
history, is palpable in most chronic cases and often grossly 
enlarged, even projecting into the right iliac fossa; it 
may be painless or extremely: pai The liver is often 
slightly enlarged and tender. The urine contains 
urobilinogen. Paresthesize are common; slight neuro- 
logical changes in the tendon jerks and even extensor 
plantar responses may be seen in a few cases but paralysis 
and loss of any form of sensation have not been demon- 
strated. Neutropenia is often severe, but necrotic 
ulceration of the throat is seldom seen; respirato 
infections are common and often fatal. In childbirt 
the maternal mortality was about 30%, stillbirths 30% 
and the infant mortality about 50% (Mitra 1931) in 
untreated cases before the employment of liver. 


BLOOD FINDINGS 
Peripheral blood.—In a severe case the red-cell count 
may often be below a million per c.mm. In most cases 
the colour-index is over unity and reduction below unity 
suggests an associated iron deficiency. The mean 
diameter of red cells is usually towards the upper limits 
of the normal range but not mac ic. The MOV is 


rocyt 
always increased, Hamilton Fairley (1938) found: it 
ranged from 113 to 163 c.u ; the average mean cell thick- - 
ness also tends to be above normal. The cells stain well 
and look spheroidal, resembling the spheroidal cells of 


signs of anzmia . 
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of bh. A total leucopenia due y to a neutro- 
cnr proto conay ? - t count, wi a Seuhenaw. $0 

leed easily, are features of most cases; the senile 
pernicious ample » ag wah hil leucoc is seen also in 


this anzmia. ich iron deficiency is severe 
but nutritional  eneoevbs anemia deficiency is slight 
will have a low colour-index, and tho og alone will 

roduce much improvement, and may slowly restore the 
Lesiaatebin to a normal level, liver will give a second 
reticulocyte response and an increased rate of red-cell 
production. 
Cases where 
the reverse 
applies—that 
is, where 
macrocytic 
nutritional 
anzemia defi- 
ciency is 
severe and 
iron defici- 
ency slight— 
may similarly 
have the 
minor defici- 
ency over- 
looked. Two 


guides, used 
-by hzematolo- 
ts, will not 
etect this 
anemia: the 
colour-index 
takes up an 
equivocal 
position of 
about unity in 
most cases, 
but may vary 
—— high to 
ow gures 
(1-2-0-4) ac- 
cording to the 
relative pre- 
ponderance 
of the two 
deficiencies ; 
7 and the mean 
cell diameter, 
which is usu- 
ally about 
normal, may 
vary widely for the same reason. The CI and the MD 
are used as pointers by hematologists because they 
separate easily the two well-known deficiency anzmias ; 
but they fail whee macrocytosis mixes with microcytosis 
and hyperchromia with hypochromia. 
Bone-marrow.—Turnbull’s nomenclature and defini- 
tions have been adopted (Vaughan 1936). The bone- 
marrow is hyperp c, red marrow being present in all 
the long bones. Steona)-panchuey films reveal a cellular 
marrow, hemocytoblasts are plentiful and large islands 
of erythropoiesis and many mitotic figures are seen. All 
stages of megaloblastic development are present, but the 
fully matured eosinophil megaloblast is uncommon ; 
Hamilton Fairley (1938) found similar changes. White- 
cell development also shows the pathological giant 
metamyelocytes, stab forms and senile neutrophils 
ae in pernicious na ee nari Fairley (1938) 
escri in the m ocytes. 
rhe seewen. pilbebin be Poleadl ta tale ened sind. the 
van den Bergh reaction is indirect. Free hydrochloric 
acid is almost always present in the test-meal, and can 
usually be produced by histamine. 


DIFFERENTIAL DIAGNOSIS 

tic aneemia may be missed if the 
CI is about or below. unity, and if the MD is normal. In 
these cases only an estimation of the MOV will prove the 
presence of the macrocytic anzmia, though a well spread 
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Dimorphic anemia: response to iron and liver. 
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Nutritional macroc 


Mendamane ara sinowlar and oval odin with a solid 
thickened appearance and increaséd anisocytosis. If 
the Cl is high nutritional anemia has to be distinguished 
y from pernicious anzmia ; free hydrochloric acid 
the test-meal is then of cardinal importance, and the 
— and association with p cy may be suggestive. 
gastro-intestinal and liver diseases occasionally 
associated with a macrocytic anemia must be cnatulled 
by the usual clinical, radiological and biochemical tests ; 
most of them are incapable of much improvement. 
ih. icious anzmia, nutritional anzmia has been 
with hemolytic anzmias. The so-called 
acquired acholuric jaundice (Israéls and Wilkinson 1938, 
way et al. 1937) has points of resemblance, and differ- 
entiation might be difficult. The refractory megalo- 
blastic achrestic anzmia of Israéls and Wilkinson (1936, 
1940) has many points of resemblance to the tropical 
cases, especially when it affects non-pregnant young 
women; but there is no evidence that their patients were 
undernourished, and Witts has insisted that the defici- 
encies in pernicious and nutritional anzmias are different. 


TREATMENT 

Mild cases of nutritional macrocytic anemia—at any 
rate those not associated with pregnancy—should im- 
prove if the diet is altered to contain sufficient extrinsic 
factor. Meat is the only rich source of extrinsic factor ; 
rice polishings and P wmcpoet green vegetables and fruits 
are nid to contain fair amounts. Severe cases must be 
treated with some form of liver or a suitable preparation 
of yeast. 

I have found liver dxtnact for intramuscular i in jection (BDH) 
5-10 c.cm. weekly (Trowell 1941), or ‘Campolon’ (Bayer) 
8-15 c.cm. weekly, uniformly successful in non-pregnant 
cases. Cases showing severe signs of hemolysis and pregnant 
women demand a larger dosage, such as 42-56 c.cm. of 
campolon a week for a maximum reticulocytosis (Fairley et al. 
1938) ; ‘ Neo-Hepatex ’ (Evans) is favourably reported on by 
Lucy Wills and her colleagues (1938) ; in my hands it has 
usually succeeded in a dosage of 28 c.cm. weekly, but in 4 
eases no response was obtained, The response of 8 cases to 
z tex T.’ (Evans) was unsatisfactory except in a dosage 
of 16 c.cm. daily. Dried liver extracts are usually not 
favoured ; the equivalent of 600 g. (1 Ib. 4 oz.) of liver is 
needed. ‘Lucy Wills (1937a and ve 1938) finds ‘ Anahzemin ’ 
(BDH) to be inactive in nutritional macrocytic anemia of 
rhesus monkeys in a dosage of 14 c.cm. weekly, whereas 4 
c.cm. weekly is adequate in pernicious anemia. Foy and 
Kondi (1939) however reported that anahemin was always 
successful in hemolytic cases of the pregnancy anemia if 14 
c.cm, was given a week, and Fairley (1940) also foynd it 
effective. I found anahzemin successful in a dosage of 12 
c.cm, weekly (6 cases); there was a moderate response to 
6-8 c.cm. weekly (2 cases) and no response to 4 ¢.cm. weekly 
(4 cases). All were non-pregnant women ormen. A variable 

nse to small dosage of anahemin was found by Napier 
and his colleagues (1938). Marmite is effective in this anzmia; 
30-60 g. (1-2 oz.) daily is reqhired, but since most patients 
find it fifficult to take these large amounts it has been largely 
replaced by liver injections. In my opinion liver by the 
mouth, $ Ib. daily, is the method of choice among the underfed 
patients of Africa since it is much cheaper than any liver 
injection, is almost always effective and supplies ‘other 
deficiencies in the diet. Liver injections are the method of 
choice in European patients ; they are more certain and more 
swift in their action. 

NOMENCLATURE 

Bomford and Rhoads (1941) have stated a case for a 
new grouping of the anzmias refractory to all treatment, 
not due to any deficiency, or associated with serious 
infections or debilitating diseases which might inhibit the 
cure of almost any anemia. They favour the elimina- 
tion of such terms as aplastic anemia, achrestic anzmia 
and the like in favour of refractory anzmia, which is 
divided into different classes according to the appearance 
of the marrow sections. It is unfortunate that in their 
descriptions of the marrow sections so little mention is 
made of whether any megaloblastic change was found or 
was definitely excluded, and that the morphology of the 
cells seen in sternal-puncture smears receives little 
attention, for these differ in some respects from those 
seen in sections. As it is, though many cases are clearly 
not nutritional macrocytic anzemia, yet in a fair number 
of those with cellular marrow it was noticed that the 
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diet had been defective, that the anzemia was macrocytic, 
and that fever, splenomegaly, slight jaundice and 
reticul is were sometimes all present. A few cases 
improved on large doses of baker’s yeast ; this suggests 
that some may have had a deficiency anzmia allied to 
or identical with nutritional macrocytic anwmia, in 
which yeast has proved curative. 2 
I have suggested elsewhere that the term dimorphic 
anemia uke be applied to this variety of anwmia, for 
two deficiencies play a part in its «etiology, the blood 
smear shows dimorphism between the central and the 
peripheral parts of the smear, the sternal puncture 
reveals two Rear 8 bare of erythropoiesis, and two 
factors are necessary in its treatment. e figure shows 
the response of a typical case of dimorphic anzmia, 
having no tropical disease, to iron and to liver. The 
case-history was as follows : 


A male immigrant-labour African, aged 18, had had for 
2 years attacks of fever, splenic pain and anemic symptoms. 
Diet largely cassava and sweet potatoes, a few beans, little 
green vegetables, meat about once a month. Poor nutrition, 
weight 7 st. 3 lb, Temperature 100° F. on admission, irre- 
gular until liver was given. Spleen just below umbilicus, 
liver 2 finger-breadths below costal margin. Slight jaundice, 
indirect.van den Bergh reaction positive to 2-5 mg. per “ 
c.com. Urine: trace of albumin, urobilinogen presen 
Test-meal: free HCl.’ Blood (4 examinations): no Laser 
parasites. Stool (3 examinations): no ova, oceult blood 
n ive. Blood count: red cells 1,560,000 per c.mm.; Hb. 
30% (Sahli); CI 1:0; reticulocytes 4%; MCV 114 o.p; 
MCHC 23-8%; MD (Price-Jones) 7:623 4;.MCAT 2-591 yu; 
white cells 2800; (neutrophils 1600, lymphocytes 2000, 
monocytes 200, eosinophils 40). Normoblasts 3 per 100 
white cells ; no sickle cells, normal fragility. Sternal punc- 
ture : mostly normoblastic ‘erythropoiesis, some showed iron- 
deficiency development and some showed megaloblastic 
. No response to quinine 2 g: daily. Slight response to 
ferrous sulphate 4 g. daily, but feeble rise in reticulocytes and 
red-cell blood-count ; increase of MCV and MCHC. Better 
reticulocyte response to three weekly courses of 15 c.cm. 
Liver extract for injection (BDH) given, with further rise of 
blood-count. MCV fell and MCHC rose to normal. Spleen 
shrank and was 3 finger-breadths below costal margin on 
discharge. 


Elsewhere I have tried to set forth the evidence that 
this may well be the commonest deficiency anzemia of the 
very poor; and the very poor are not confined to the 
tropics. 3 

SUMMARY 

Our knowledge of nutritional macrocytic anemia, a 
common in both sexes when the diet is deficient 
in extrinsic factor, is reviewed. 

The failure to recognise this anzmia, and its refractori- 
ness to many forms of liver in the form and dosage found 
potent in pernicious anz#mia, might cause confusion with 
achrestic anemia, acholuric jaundice of the acquired 
variety, refractory and apldstic anzmia. 

When iron-deficiency anemia and nutritional macro- 


cytic. anemia are both present the resulting anemia - 


presents a confused: — difficult. to recognise. I 
suggest that the term orphic anemia should be given 
to this combination. 

I wish to thank the Director of Medical Services, rer 
for permission to publish this article. 
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Iris now seven years since ‘ 20 Pontothall Sodium’ (Abbott) 
was introduced into this country by Jarman and Abel 
(1936). Like most new anzsthetics it has had to struggle 
long for a place in the sun, but now general recognition 
of its merits has been gained. It has still however to 
attain that final hallmark of respectability, an official 

rmacopoeial name and dose. Its widespread popular- 
ity indicates its safety and reliability, but wD: aoe 
capable of producing complete unconsciousness and 
profound muscular relaxation can ever be regarded as 
entirely innocuous. According to Hewer (1939) the 
main risks associated with thé use of this drug are to the 
liver, while the common sequele of barbiturate narcosis 
—pallor, respiratory depression and postoperative 
restlessness—are also liable to develop. Ruth and his 
colleagues (1939) have demonstrated that such disturb- 
ances are few. As far as could be discovered from a 
search of published work dermatitis has not been 
recorded as a result of the administration of pentothal 
sodium. I encountered this unpleasant sequela recently 
and in recording it take the opportunity to review other 
risks of this form of anzsthesia. 


ih The depressant effect of pentothal sodium on the dog’s 


eart has been clearly demonstrated by Grueber and his 
coteeagies (1937, 1938a and b). | They state that the 
pare ection of a large dose is followed at once by a sharp 
of blood-pressure. I have repeatedly observed some- 
thing of the same kind during the induction period. The 
onset of anzsthesia is often marked by some pallor and 
a diminution in the volume and tension of the sone ya 
When the initial respiratory depression passes off here 
is a coincident improvement in colour and pulse suggest- 
—, ane it is perhaps feeble action of the thoraco- 
ve | pump which has been the cause. I have also 
ated t tha: Obstruction of the airway under this form of 
narcosis, which is liable to arise when an assistant is left 
to hold up the lower jaw while the anzsthetist injects 
the drug, is associated with tachycardia and lowering 
of the blood-pressure. The depressant action of 
pentothal sodium on the blocd-pressure, however, is 
mainly the result of the pares opeteonyres action 
common to all barbiturates ; and Allen and his colleagues 
(1936) have used this phenomenon as a measure of the 
probable improvement in a case of ——— resulting 
from denervation of the suprarenal glands 
Grueber and his colleagues have also “shown that 
pulsus bigeminus, in a normal beats alternate with 
ventricular extrasystoles, is readily produced in dogs 
under pentothal sodium. Mallinson (1937) and Ruth 
(1939) on the other hand say that such disturbances of 
the human cardiac rhythm are rare. I have not en- 
comnheres any such irregularities, but the fact that they 
appear in animals suggests the necessity for caution. 
Further, the chesrnalee of Reynolds and his colleagues 
(1938) that cardiae arrest uninfluenced by artificial 
respiratien or analeptics can be produced by repeated 
injections of 5% pentothal sodium into dogs, is yet 
angie reason or care. 
len i aud by Reynolds (1090) in dogs are probably 
co. es an igh yn ( ) in dogs are pro rd 
related to great susceptibility of these animals to 
vagal tion It is well known, for example, that 
when poisoned with chloroform dogs die of. vagal arrest 
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of the heart while other ies, including man, more 
often suffer from the effects of ventricular fibrillation. 
This view is supported by two facts elicited by Kohn and 
Lederer (1938): first, the alterations in cardiac rhythm 
described are found in monkeys only after the prelimin- 
ary administration of morphine ; secondly, these changes 
are in no way aggravated by poisoning the heart muscle 
with chloroform, at pon or thyroxin. The prac- 
tical application of this conclusion is that all patients 
about to be anzsthetised with pentothal sodium should 
receive an adequate preoperative dose of atropine or 
hyoscine. . 
- In a series of 2000 administrations Ruth and his 
colleagues (1939) saw pallor as a postoperative complica- 
tion twice ; they do not indicate how or whence it arose. 
After one of my own earlier attempts at pentothal 
sodium anesthesia, I overheard a conservative ward 
sister commenting on the colour of the patient in un- 
favourable terms. As a result I observed the next cases 
closely during the immediate posto tive period, and 
found that pallor, tachycardia and an extremely poor 
pulse were by no means uncommon and sometimes 
there was a real indication for an analeptic. While this 
disturbance responded readily to nikethamide I felt 
that for patients less robust than those whom one 
naturally selects as subjects for testing the action of a 
new anzsthetic, serious consequences might have ensued. 
In view of this danger I abandoned the use of pentothal 
sodium alone for any but short minor surgical pro- 
cedures. Where longer anzsthesia was required the 
combination of pentothal sodium with nitrous oxide and 
oxygen described by Organe and Broad (1938) was 
employed, For the same purpose Carraway (1939) 
recommends the routine administration of oxygen by 
nasal catheter. 

The depressing effect of pentothal sodium upon the 
respiratory centre is well known, but it is not generally 
recognised that asphyxia of mechanical origin in the 
course of this form of anesthesia is not associated with 
the forcible attempts to overcome the obstruction which 
result under ether or nitrous oxide ; thus a beginner may 
fail to observe the accident. In such circumstances a 
vicious cycle develops in which anoxemia further 
depresses the respiratory centre to such an extent that 
clearing of the airway is not followed by the return of 
spontaneous breathing. If this cycleis to be broken and 
a fatal outcome avoided it is necessary to inflate the lungs 
with oxygen without delay. ; 

Burstein and Rovenstine (1938) have shown that in 
animals the laryngeal reflexes are extremely active during 
anesthesia with the short-acting barbiturates. In man 
a similar state of affairs undoubtedly obtains. I have 
often become anxious about the patency of a patient’s 
air-passages and inserted a vier as fy airway ; instead of 
improving matters this has evoked a spasm of severe and 
persistent coughing which materially worsened the 
pre-existing anoxwemia. The obvious remedy might 
seem to be to inject more anesthetic, but if this is done 
a considerable overdose can be administered before the 
coughing ceases. It is much more satisfactory in every 
way to change over to combined gas and oxygen and 
intravenous anesthesia with, if necessary, the addition 
of a littleether or, better still, a minute trace of chloroform. 

An important point must be borne in mind about the 
hyperactivity of the laryngeal reflexes. Intravenous 
narcosis affords excellent relaxation of the lower jaw and 
for this reason might seem ideal as preliminary to intuba- 
tion under direct vision. If the larynx is first thoroughly 
anzsthetised with 2% ‘ Nupercaine ’ (Ciba) or a similar 
drug all will be well, ‘but if this is not done one must be 
prepared for severe coughing as soon as the | ‘oscope 
or tube come into contact with sensitive areas of laryn- 
geal or tracheal mucosa. If the intubation is rapidly 
successful thisis of little moment, but if it fails the conse- 

uences to the anzsthesia or even to the larynx may be 

It is unwise to employ pentothal as the sole anesthetic 
for operations involving opening the pleura, for the 
vagal inhibition of respiration which results from colla; 
of the lung ver @ give rise to a prolonged apnoea with 
development 6 vicious cycle of anoxemia and 
respiratory depression. In such apnosas may 
even prove to be irreversible (Moyer and McKittrick 
1942). The vagal reflexes arising from interference with 


the hilar area of the lung can also be extremely trouble- 
some as they may give rise to cardiac arrest (Mantz 
1941). It therefore follows that to use pentothal as the 
sole anzsthetic for intrathoracic procedures is to court 
disaster. This nt may, however, be used for induc- 
tion if followed by ether, since Moyer and McKittrick 
have shown that ether abolishes the respiratory inhibitory 
reflexes which are active under pentothal alone. It 
must be remembered, too, that all the troubles which 
arise under this form of anzsthesia are accountable in 
the long run to anoxemia, and that provided the oxygen 
supply is maintained by adequate artificial respiration 
the most refractory respiratory centre will recover if 
time is allowed for the offending drug to be destroyed or 
for the offending stimulus to become ineffective. 

The unfortunate results which may follow-the use of 

eneral anzsthesia in the presence of Ludwig’s angina 
ve long been recognised and the researches of Weese 
(1939) have indicated that a possible cause of such 
tragedies is undue irritability of the carotid sinus 
roduced by the proximity of an acute inflammatory 
ocus. Grueber and his colleagues (1938b) have repeated 
Weese’s work for pentothal sodium and shown that the 
same dangers attend its use too. Other workers, 
however, believe that the primary risk in such cases is 
that of anoxzemia from partial obstruction of the airway ; 
as has been mentioned, that state of affairs greatly 
increases the cardiac depression produced by pentothal 
sodium. Whatever the explanation there is a clear-cut 
contra-indication to the use of this and probably of all 
other general anesthetics in the presence of cervical 
cellulitis. 

Reynolds and his colleagues (1938) have shown that 
repeated doses of pentothal sodium will produce degenera- 
tion of the liver in mice. So far only one case of jaundice 
has been reported in the human subject after a single 
anzsthetic; on the other hand numerous repeated 
administrations of the drug without ill effect have been 
recorded. In addition, Carraway (1939) carried out 
Quick’s hippuric acid test of liver function on the first 
and tenth days after operation on 100 consecutive 
patients to whom pentothal sodium had been admini- 
stered. No diminution in liver function was found in 
spite of the fact that most of his patients were already 
jaundiced or suffering from other forms of hepatic 
insufficiency. The significance of these results becomes 
much greater if it is realised that 24 hours after operation 
the detoxicating function of the liver is diminished after 
the use of ethylene by 21%, after ether by 25% and after 
spinal block by 49% (Boyce and McFetridge, 1938). 

Hewer (1939) has drawn attention to the possibility: 
of precipitating sulphemoglobinemia by injecting 
pentothal sodium into patients who are receiving sulph- 
anilamide. Smith (1940) hasshown that no such ill effects 
are seen in patients receiving sulphapyridine and a search 
of the published work has failed to bring to light any record 
of dangerous symptoms thus produced. On the other 
hand Maher (1941) has indicated clearly that preliminary 
treatment of rats with sulphanilamide and sulphapyridine 
greatly diminishes the hypnotic and lethal doses of all 
barbiturates, especially of those containing sulphur. 
He did not, however, obtain any evidence of any tend- 
ency to liver damage after the simultaneous admini- 
stration of these drugs. 

Cutaneous manifestations of idiosyncrasy to pheno- 
barbitone are not unknown while the related drug 
phenylethylhydantoin (‘ Nirvanol ’) will produce a rash 
in most normal people. Hewer has recorded a case of 
angioneurotic cedema as the result of the injection ‘of 
hexobarbitone and I have had a similar experience after 
its rectal administration. No such disturbances have 
hitherto been noted after pentothal sodium anesthesia. 
Some time ago one of our patients who received this form 
of anesthesia for incision of a septic finger, developed 
urticaria 24 hours after operation ¢ this eruption lasted 
2 days and disap without giving rise to further 
trouble. The following case-history shows however that 
much more serious disturbances can occur. 


An officer of the RAF who had previously been given 
several inhalation anesthetics with indifferent results received 
pentothal sodium, nitrous oxide and oxygen for the exploration 
of an anorectal sinus. After operation he developed erythema 
multiforme on his limbs and trunk. This rash disappeared 
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in 5 days and was not regarded as of any significance. A 
second administration of the same drug, however, made clear 
that the patient had a real intolerance to it; 24 hours after 
the second anzsthetic he began to in of pain in the 
back and in the suboccipital region ; 12 hours later confluent 
i erythema of the face a ; vesication, pustule 
ormation and crusting were seen in the next 2 days. There 
was an associated pyrexial reaction and considerable discom- 
fort. On the hands a few papules appeared at the same time 
and there was also a circumscribed area of eruption around 
the place where the injection had been made, indicating that 
some of the drug had escaped outside the vein. 


This case-history indicates that cutaneous allergy may 
follow the use of pentothal sodium. If the full signific- 
ance of the first rash had been appreciated little harm 
would have ensued. It seems that pentothal sodium 
should not be given to patients who say that they are 
sensitive to barbiturates of any kind. 

The effects of injecting pentothal sodium into the 
tissues around a vein have been regarded as more serious 
than those which follow a similar accident with hexo- 
barbitone. Dixon (1937) has shown that a 10% solution 
can cause definite irritative manifestations, but Jarman 
(1937)-suggests that the 5% solution in common use is 
almost~innocuous. In my experience it is unusual for 
patients to complain even of a sore arm, though in the 
absence of a special drip enna: some of the drug 
escapes outside the vein in ost every case. On the 
other land several cases of thrombosis of the basilic vein 
extending to the axilla have been recorded after the use 
of pentothal sodium, and though no cases of embolism 
were reported the possibility must be borne in mind 
(Payne 1939, Evans 1939). oy 


CONCLUSIONS 


From the patient’s point of view pentothal sodium is 
an ideal anesthetic; induction and recovery are much 
pleasanter than with inhalation methods and it is 
generally held that vomiting and chest complications are 
less common, though Rivett and Quaile (1940) failed to 
confirm this, All the common pitfalls in its administra- 
tion are readily enough avoided by the experienced 
anesthetist. The drug is easily portable and requires 
only the wnplen of apparatus for its use. The makers 
recommend that it be used only by an expert anzsthetist 
who has at hand the means of inflating his patient’s 
lungs with carbon dioxide and oxygen. pe 

The indications and contra-indications for pentothal 
sodium anesthesia are as follows. 

1. It should be used for short operations where nitrous 
oxide is unsuitable or not available. It is almost ideal for 
reduction of fractures ; the initiel relaxation is good and 
the period of sleep which follows allows of the application 
of a plaster without discomfort to the patient. 

2. Combined with nitrous. oxide and oxygen it is a 
good second best to cyclopropane for extra-abdominal 
operations generally. 

8. Its value for intra-abdominal operations is doubtful, 
since relaxation may be incomplete. The combination of 
spinal anesthesia and light pentothal sodium narcosis is 
well spoken of however. 

4. It must not be used as the anzsthetic for incision 
of cervical cellulitis. 

5. It must not be used as the sole anesthetic where 
there is any possibility of entry of foreign material into 
the larynx. 

6. It is probably unwise to prolong pentothal sodium 
anzsthesia without taking special precautions to prevent 
the anoxemia. 
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At a meeting of the section of neurology on Dec. 17, 
Dr. R. M. Stewart, the president, in the chair, a 
discussion on 

Neurological Complications of Malnutrition 
was opened by Prof. V. P. Sydenstricker (Augusta, Ga.), 
who read a paper on psychic manifestations of nicotinic 
acid deficiency. He comes from Georgia, where pellagra 
is endemic, and has had first-hand experience of these 
encephalopathic states. In this country such states 
are uncommon, and are apt to be seen only in the 
alcoholic, the aged poor, and in individuals depleted 
by illness and certain therapeutic procedures. Like 
almost every manifestation of illness due to deprivation 
of vitamins of the B group, he said, the neuropsychiatric 
symptoms are not specific: they can simulate neuroses 
and most of the well-known functional, toxic and o: ic 
psychoses; diagnosis can often only be made a 
therapeutic test. Partial deficiency of nicotinic acid, 
lasting for months or years, probably produces relatively 
mild functional or biochemical disturbances which in 
the course of time lead to anatomical changes that may 
be irreversible. On the other hand, complete or almost 
complete deprivation causes some, even fatal, functional 
disturbances, often with no gross anatomical lesions. 
In pellagra the psychic manifestations may precede 
any other manifestations by weeks or months, and often 
the complaints are so typically neurotic that the patient 
gets little sympathy. Lassitude, slight mental retarda- 
tion, loss of memory for recent events, apprehension, 
and a tendency to confabulation are common. There 
may be depression and mild delusional states without 
much loss of insight ; also insomnia, headache, vertigo 
and paresthesize of various types. As the disease pro- 
gresses the characteristic glossitis and dermatitis make 
their appearance. After several relapses the mild 
psychoses are replaced by marked disorientation and 
sometimes by actively maniacal states. Of much more 
importance than the pellagrous psychoses are those 
due to an acute avitaminosis. Such are often labelled 
** toxic psychosis,”” and are commonly seen in general 
hospitals, particularly after surgical operations or after 
delivery. The onset of delirium, hallucinations, or 
mania is abrupt or follows a short period of confusion ; 
and the response to nicotinic acid therapy is rapid and 
often complete within twenty-four hours. Severe, 
but possibly less acute, deficiency of nicotinic acid 
preduces a condition identical with Wernicke’s syn- 
drome: stupor, cogwheel rigidities, uncontrollable 
grasping and sucking reflexes, and perhaps peripheral 
neuropathy. Administration of nicotinic acid rapidly 
cures the encephalopathic state ; the peripheral neuro- 
pathy is probably due to deficiency of thiamin. Diag- 
nosis of the encephalopathic conditions due to mal- 
nutrition is not satisfactory, since therapeutic adminis- 
tration of vitamins remains the only certain and con- 
venient test. Positive tests for vitamin. deficiency 
in the absence of gross physical signs are few and 
specialised ; but the recent methods of determining 
trigonelline and nicotinic acid in urine may prove 
very useful. The management of these choses is 
relatively simple ; large amounts of nicotinic acid are 
required during the first few days. Dr. Sydenstricker 
recommends 100 mg. nitotinic acid every hour for 10 
hours during the first 2 days, —— dosage 
longer if necessary; the vitamin can added to 
intravenous or subcutaneous infusions or given intra- 
muscularly. Usually the condition improves within 
48 hours, and once improvement is definite the daily 
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acid can be reduced to 500 mg. given 
Later the oral administration of 


neuro’ 
if there are not, thiamin should be given as well; an 
amount equal to one-tenth the- nicotinic acid is a 
convenient dose. : 

Dr. H. M. Sinciarr (Oxford) discussed those peripheral 
neuro’ which are believed:to be caused>by nutri- 
tional deficiency, and said that at least four vitamins 
had been incriminated: A, E, B, and riboflavin. 
Mellanby first showed 16 years ago that degeneration 
of nerves in the central and peripheral systems was 
caused by deficiency of vitamin A in animals. Later 
it was suggested that such deficiency in man might 
produce nerve degeneration, and therefore such condi- 
tions as xerosis conjunctive, night blindness, retrobulbar 
neuritis,: neuritis of beriberi, and subacute combined 
degeneration of the cord. The belief that the epithelial 
metaplasia of vitamin-A deficiéncy is due to nerve 
degeneration has now been disproved by Sauer. Hart 
showed that bony overgrowth in animals in vitamin-A 
deficiency could cause blindness, and Mellanby that it 
could also produce deafness. This bony ove wth 
has recently been studied by Wolbach ani Bessey, 
who have concluded that vitamin-A deficiency causes 
skeletal growth to stop but that the central nervous 
system and other soft tissue continue to grow; they 
believe therefore that the nervous lesions of vitamin-A 
deficiency are wholly mechanical in origin. Evans and 
others showed that deficiency of vitamin E in animals 
caused degeneration in muscle and later other authors 
suggested that nerve degeneration was also produced. 
This led Bicknell and Wechsler independently to test, 
upon various neuromuscular disorders, vitamin E with 
or without the vitamin-B complex. Encouraging or 
disappointing results have been obtained by many 
clinicians in the last two years, and the weight of evidence 
is now strongly against vitamin E having any beneficial 
effect on such disorders ; in fact the four papers in which 
estimations of creatine or creatinine in urine have been 
done have all shown no effect of such therapy on this 
biochemical disorder. The most important vitamin 
from the point of view of peripheral neuritis is vitamin 
B,.. Much of the early work on deficiency of this vitamin 
in ani is untrustworthy because the effects of in- 
anition or deficiencies of other vitamins were not properly 
controlled. Recently several groups of workers in 


America have studied the histological changes in vitamin- ' 


B, deficiency with great care. .For instance, Swank 

shown.that in pigeons acute deficiency produces 
opisthotonos with only a few or no degenerating fibres 
in peripheral nerves or the central nervous system ; 
on the other hand, chronic deficiency produces first 
locomotor ataxia due to proprioceptive loss, and then 
leg weakness with degeneration of peripheral nerves. 
The axon is first involved at its most distant point, 
degeneration progresses centrally and the myelin 
sheath degenerates later ; the largest fibres are affected 
first, and the smallest are usually untouched. Swank 
believes that the hemorrhages found in the lower parts 
of the brain are secondary to degenerative changes in 
the neurones surrounding blood-vessels and are caused 
by accumulation of acid metabolites. Since, according 
to Walshe and to Vedder, polyneuritis i is 
analogous to human beriberi, it is legitimate to apply 
these results obtained on ani 
Unfortunately there is little clear-cut evidence of the 
réle of vitamin B, in human ge ap 8 etrical 
neuritis, partly because a diet is unlikely to be deficient 
only in vitamin B,, and partly because vitamin B, 
stimulates appetite and therefore it is difficult to be 
sure that therapy has been confined to that one vitamin 
alone. In recent experiments in which human volun- 
teers have been placed upon diets deficient in vitamin 
B,, neurasthenia but not neuritis has been produced ; 
it is probable from animal work that such experiments 
have not been sufficiently chronic. One of the most 
satisfactory methods of assessing deficiency is to estimate 
vitamin B, or its phosphorylated form (cocarboxylase) 
in. blood, and results of these estimations obtained in 
Oxford were communicated to the Neurological Congress 
just before war broke out. It seems likely that nutri- 
tional, alcoholic and gastrogenous polyneuritis are 


cautiously to man. 





accompanied by deficiency of vitamin B,, and that the 
same is true of some cases of diabetic and of gestational 
polyneuritis. The neuritis that may accompany d e 
with some sulphanilamide derivatives seems eo closely 
associated with conditioned deficiency of vitamin B, ; 
but diphtheritic, arsenical and other toxic forms have 
no direct relation. However, just as deficiency of 
vitamin B, pcs ere neuritis by interfering with the 
utilisation of pyruyate in neurones, so many of. the 
toxic forms may be produced by a similar biochemical 
lesion ; arsenic, for instance, is known to interfere with 
the oxidation of carbohydrate in a similar way to defici- 
ency of vitamin B,, But other important factors may 
come into the picture: for instance, arsenic and alcohol 
interfere with the conversion in the liver of vitamin 
B, to its coenzyme form. During the siege of Madrid 
some neuromuscular conditions arose from malnutrition, 
and Grande classified these in five groups: paresthesia ; 
or ane with causalgia; retrobulbar optic neuritis ; 
unicular myelopathy; and cochiear neuritis. These 
syndromes were often accompanied by the skin manifesta- 
tions of pellagra. ‘The diet however was not especially 
low in vitamin-B,, and biochemical evidence from the 
utilisation of lactate indicated that there was no parti- 
cular vitamin B, deficiency. In fact Grande doubts 
whether vitamin B, played a part in any of these condi- 
tions, which however could be cured by giving yeast. 
There is no doubt that other as yet unidentified members 
of the B complex play a part in causing nerve degenera- 
tion ; the work of Moore, of Landor and Pallister, and 
of Wilkinson has shown the importance of this complex 
in the etiology of retrobulbar neuritis. The most likely 
cause of this is deficiency of riboflavin. 

In the discussion the CHAIRMAN mentioned his 
observations on scurvy in the last war amongst Bulgar 
prisoners, and also suggested that attention should be 
paid to trace elements.—Dr. FRANKLIN BICKNELL was 
unwilling to accept the biochemical evidence against 
the réle of vitamin E in neuromuscular disorders, and 
Prof. E. J. Brawoop stressed the importance of multiple 
vitamin deficiencies—Dr. HuGuH STANNuS _ thought 
the encephalopathic states described by Dr. Syden- 
stricker were probably not uncommon in this country, 
and he again emphasised the variability of symptoms. * 


5 aces apn Reviews of Books 


Post-Natal Development ofthe Human Cerebral Cortex 
Vol. II. Cortex of the one-month infant. J. LeRoy’ 
ConEL, professor of anatomy, Boston University School of 
Medicine. London: Humphrey Milford, Oxford University 
Press. Pp. 144. 46s. 6d. 

Tuts is the second monograph of a series designed to 
trace the postnatal development of the architecture and 
morphology of the neurones in the human cerebral 
cortex. The first volume, published in 1939, dealt 
with the cortex of the newborn infant. The present 
study is based on an examination of five normal brains 
obtained at the first month, using the same technical 
methods as before. Comparison with the newborn 
shows a slight gain in the total depth of the cortex in 
most parts of the cerebrum, affecting the deeper laminz 
rather than the superficial. Dee formed Nissl 
bodies and neurofibrils are restric to the giant 

yramidal cells of the precentral gyrus at this time, 
me best seen in the hand region. There is little gain 
in development in the occipital lobe. Among the 
primary receptive areas the somesthetic is by all 
criteria more advanced than the visual, acoustic or 
hippocampal areas. Such observations have an evident 
bearing on changes in behaviour of the so a. infant, 
and it will be interesting to see how neuronal development 
shapes towards the twelfth and eighteenth months. 

Histological criteria leave open the question of function, 

but the observation of J. R. Smith that the electro- 

encephal records the first appearance of waves 
at the age of one month seems to agree with the present 
evidence on the initiation of mature stages in the 
neurones at this age. The work is superbly illustrated 
with 108 plates of camera-lucida drawings of Cox- 

Golgi preparations as well as macrophotographs and 

low-power microphotographs. 
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British Encyclopedia of Medical Practice 


Surveys and Abstracts 1941-42; cumulative ee 
1941-42, Editor: Sir. Humphry Rolleston, Bt., MD 
Camb., FRCP. London: Butterworth and Co. Pp. 432 
and 289. 32s. 6d. together. 


OF these two supplements one contains critical 
reviews of medical progress and abstracts of current 
medical periodicals all over the world ; the other brings 
the original volumes up to date with a cumulative 
selection of new material. In this way, each annual 


supplement replaces the one before it; the latest 
supplement, read alongside original articles just 
published, is intended to provide a complete description 
of each disease as understood today. intention is 


excellent and on the whole well fulfilled. Subjects receive 
notice in proportion to the advances made in their 
study so that it is not surprising to find much about 
tropical diseases, malaria, leprosy, amoebiasis and 
cholera, and never a word on migraine, constipation or 
sciatica; and little new knowledge has been found 
worthy of note under the heading of cancer, compared 
with the facts lately accumulated about poison gases, 
drug*-addiction and blood transfusion. The critical 
‘Survey of general medicine has ‘been written by Prof. 
W. E. Hume, that of general surgery by Prof. G. Grey 
Turner. Effort syndrome receives special attention and 
Dr. William Evans in a chapter on_ cardiovascular 
disease again stresses the importance of X-ray examina- 
tion; he is convinced that cardioscopy is the surest 
means of discovering or confirming the presence of an 
early mitral lesion. Sir Arthur Hurst describes giardial 
infections, colovesical fistula in diverticulitis and the 
pathogenesis of the sprue syndrome. In surgery, 
shock and compression and blast injuries receive the 
most attention. Dr. F. A. Knott admits that shock is 
not a readily recognisable clinical entity, but gives a 
stimulating review of blood transfusion in its treatment. 
Sir Harold Whittingham surveys aviation medicine and 
Dr. W. Gunn summarises acute infection. Col. L. W. 
Harrison’s account of venereal diseases is particularly 
full and instructive. But the surveys in part I do not 
offer anything of such outstanding importance as the 
account in part 1 of the sulphonamides and recent 
developments in drug therapy by Prof. W. J. Dilling. 
In the next edition penicillin will presumably occupy 
more than the single page allotted to it here, though 
even this brief résumé will whet the appetite. In part 
1 abstracts of published work fill over 300 pages of 
close print ; they are arranged in alphabetical order and 
well indexed. 


Food and Beverage Analyses 


(2nd ed.) M. A. Bripezs, MD, FACP ; M: R. Marriog, MS. 
London: Henry Kimpton. Pp. 344. 208. 


The authors of this book have set themselves ‘‘ to 
provide analytical data on the largest possible number 
of food factors ”’ but nofigures seem to have been included 
for gharecteptstiogty Chinese, Indian, Malayan or African 
foods, many of which are available. Actually the authors 
have limited themselves to European and particularly 
American foodstuffs. Even this, however, was a Hercu- 
lean task and published work has ‘been closely scrutinised, 
full weight being accorded to British and Continental 
authorities. For many of the proprietary foods the 
authors have relied upon the makers data, ¢ though a 
have analysed a few themselves ; nevertheless the pen) 
is essentially a compilation and its scope may be 

‘from the fact that the protein, fat, carbohydra 
calories of 97 cheeses are given in table 17, and the ‘Guan 
table opens with: abalone, abalone c » acido- 
philus milk com., agar-agar, ale yeast, dried, alewives, 
alfalfa bread, alge, Hawaiian (Limu eleele, Limu lipoa), 
alimentary pastes, and so on. Data for available 
carbohydrate, fibre, purines, minerals (includin; ¥ bromine, 
iodine and sulphur), acidity in terms of p bea 
acids and metabolic reaction have all received 
consideration and the vitamins are strongly represented. 
From the English point of view, the arrangemeént of the 
main table of pee. fat and carbohydrate values 
is unfortunate for the figures are not given per oz. or 
even per 100 g:, but per portion and this portion is of 
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course a variable quantity. The authors give the 
ut it is 


— for this method of presentation, 
ult to see why they were swayed by them. The 
opening chapters on the pracy be fats and carbohydrates 
are general, elementary and rather misleading. Thus 
the chapter on the carbohydrates closes with the state- 
ment that ‘‘ Bananas, chestnuts, and potatoes are parti- 
cularly rich in starch.” But what about biscuits, 
and.rice ? The wealth of data contained in the book 
is really extraordinary, however, and no doubt it will 
have its uses. 


Dermatologic Therapy in General Practice 


(2nd ed.) Marton B. SutzBeRGER, MD; Jack Woxr, MD. 
Chicago: Year Book Publishers ; London : H. K. Lewis. 
Pp. 632. 30s. 

IF the title of this work implies that it deals entirely 
with the treatment of skin diseases, it is misleading, for 
most of the diseases are described in full and one of the 
best features of the book is the space given to differential 
diagnosis. Even if, as the authors insist, diagnosis is 
of first importance in skin disease, treatment based on 
the form of the lesion may be tried, and often helps to 
alleviate symptoms pending a definite diagnosis. Minute 
details of therapeutic procedure have been given and the 
work is crammed with useful hints and tips. The practi- 
tioner is advised to use few local remedies—say eight— 
and to understand their proper application thoroughly : 
this is golden advice. It should be a rule never to change 
a remedy if the case is progressing favourably, and to 
tell a patient how to apply local therapy is not enough— 
he must be shown. If the library of the family doctor 
were to be restricted to one book on skins, this volume 
would be a safe choice. 


Antenatal and Postnatal Care 


(4th ed.) Francis J. Browne, MD, DSc Aberd, FRCSE, 
FRCOG. London: J. and A. Churchill. Pp. 592. 24s. 


THIS comprehensive work on antenatal] care has 
become a popular standard textbook for MB, MD and 
MRCOG examinations, as well as a stand-by for registrars 
and first assistants. Every general practitioner who 
does obstetrics will find it useful. The fourth edition 
has been completely revised, and obsolete or unnecessary 
matter eliminated. Most of the new work in it relates 
to recent advances in the physiology and pathology of 
the toxemias and hyperemesis, the treatment of habitual 
abortion by endocrine’therapy and the use of radiology 
in obstetric diagnosis and prognosis, with special reference 
to pelvimetry and cephalometry. The chapters on the 
diseases and disorders of the various systems in pregnancy 
are comprehensive and lucid. No-one has done more 
than Professor Browne to preach the gospel of improved 
antenatal care or its effect on reducing maternal 
mortality, and foetal and neonatal morbidity. 


Myself, My Thinking, My Thoughts 
K. W. Monsarrat, FRCSE. Liverpool and London: 
University Press of Liverpool. Pp. 140. 7s. 6d. 


PSYCHOLOGY, says Mr. Monsarrat, is the title that is 
given to what is Be about “ thinking ’’ and “ knowing.” 
It is because psychology could be te defined until a 
hundred years ago that it came so much closer"to meta- 
physics and to an arid epistemology than to the study 
of human beings as we know them in their daily lives. 
Mr. Monsarrat’s thoughtful treatise is written in a great 
scholarly tradition, but it has little value for the psy- 
chologist and the physician, impatient of psychological 
studies that do not help them directly to understand 
human conduct. There is a fundamental issue dividing 
Mr. Monsarrat’s approach from that of current psycho- 
logical schools. Taking the Cartesian affirmation as his 
starting-point he examines his habits of thought minutely, 
chiefly by the methods of introspection and analogy. 
His style is fine and candid, as all good Brn ot repmcon 
wri should be. In the first part dealing with 
“ thinking,” chapters are devoted to ideas, remembering 
atid reasoning, images, and the problem of the- pelakion 
ship of energy to mind. In the second part Mr. Mon- 
sarrat aims at a general and consistent conception of 
the world and its troublesome affairs. 
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‘RUTONAL’ 


TRADE MARK METHOPHENOBARBITONE BRAND 


in Epilepsy 


‘RUTONAL’ brand methophenobar- 
bitone, an anti-epileptic with little 
hypnotic action, is being increasingly 
used as the routine barbiturate in 
those institutions where epileptics 
are encouraged to look upon them- 


selves as normal members of society. 





*RUTONAL’ 
is available in Containers of 
25 x gr. 3 tablets - 3s. 3d 
(less professional discount and 
plus purchase tax) 
also available in : 
Containers of 100 x gr. 4 tablets 
Containers of 500 x gr. } tablets 
Containers of 500 x gr. | tablets 


OUR MEDICAL INFORMATION DEPARTMENT 
WILL BE GLAD TO SUPPLY YOU WITH 
FURTHER DETAILS. 


Containers of 100 x gr.3 tablets — 
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‘Elastocrepe’ 


in the after-eare of 
Varicose Conditions 


After-treatment of Leg Ulcers, Varicose 
Veins, etc., necessitates adequate compression 
and support to prevent recurrence of the con- 
dition. The ‘ Elastocrepe ’ Bandage is the most 
economical means of providing support over 
a long period because the bandage may be 
washed repeatedly without its elasticity being 
impaired. . 


‘ Elastocrepe’ has the sam2 unique Stretch 


and Regain qualities as ‘ Elastoplast,’ but is 
non-adhesive. It allows free circulation and 
ventilation. 

Available in 2 in., 23 in., 3 in. and 4 in. widths, 
5/6 yds. when stretched. 


‘Elastocrepe 
ELASTIC CLOTH . BANDAGE 


T. J. SMITH & NEPHEW LTD., NEPTUNE ST., HULL 
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; SOCIAL MEDICINE 

THE Beveridge report is a fitting celebration of the 
centenary of the birth of social medicine. A number 
of prenatal investigations had been made by in- 
dividuals, notably the painstaking survey of prison 
conditions undertaken by John Howard and reported 
to the House of Commons in 1774, and the establish- 
ment of the famous “ Retreat” at York by William 
Tuke, who showed the world how much could be 
done for the insane by humane methods of treatment. 
The report of the Poor Law Commissioners of 1842, 
however, was the first scientifically planned codpera- 
tive investigation into environmental conditions in 
relation to sickness. This Enquiry into the Sanitary 
Conditions of the Labouring Population of Great 
Britain was inspired and largely written by Edwin 
Chadwick. It is a fine example of team work in 
which practically the whole material contributed is 
the result of personal study on the spot by medical and 
lay experts. The most significant feature of the 
report is not the disclosure of the appalling sanitary 
conditions which prevailed in our towns at that time, 
but rather the evidence of a new outlook on ill health 
in relation to environment and a just emphasis on 
the preventive aspect. In his introductory remarks 
Postirees expresses this view with his characteristic 

orce : 

** Abandoning any enquiries as to remedies, strictly so 

called, or the treatment of diseases after their appearance, 
I have directed the examinations of witnesses and the 
reports of medical officers chiefly to collect information 
of the best means available as preventives of the evils in 
question.”’ 
The whole tenour of the 1842 report closely corresponds 
with Professor Ryle’s recent definition of social 
medicine. as “‘ medicine activated in its sxtiological 
inquiries by social conscience as well as scientific 
intention, and having as its main p the educa- 
tion of scientific and lay thought and the direction of 
legislation on behalf of national health and efficiency.” 
Chadwick’s report certainly bore fruit in legislation— 
the Public Health Act of 1848—but the education of 
professional and lay thought was a slow business for 
which that reformer’s carborundum mind was quite 
unsuited. Fortunately there were others better 
fitted for the task. Dr. Southwood Smith, one of the 
principal contributors to the 1842 report, was untiring 
in his efforts to promote health legislation, and he was 
ably supported by men of vision like Bishop Blomfield 
and R. A. Slaney, who fought the battle in Parliament. 
The burden of leadership fell upon Lord Normanby, 
the Home Secretary, who had taken the trouble to go 
and see the sanitary conditions of the people for 
himself. Delane became editor of the Times in 1841, 
and from then onwards this paper was a steadfast 
friend of social medicine ; it was the Times which gave 
life and strength to the-report of 1842. 

A hundred years have gone by, and when we look 
back over the great period of sanitary reform, certain 
figures stand out because of their special contribution 
to social welfare. The names of Shaftesbury and 


1. But, as Sir Thomas Browne said, the iniquity of oblivion blindly 
scattereth her poppy. 











Dickens are household words in their respective 
spheres, and Florence Nightingale’s brilliant Notes on 
Nursing served the same cause. James Silk Bucking- 
ham, who did much to secure public walks, gardens 
and pleasure grounds for the people, should also not 
be forgotten. The great towns themselves took an 
active part in social welfare in the middle of the 
centfiry; and the reduction of hours-of work was 
largely the result of widespread popular agitation. A 
more direct advance in social medicine was made by 
Octavia Hill, the granddaughter of Dr. Southwood 
Smith. In the spring of 1865 Ruskin handed over to 
her care three dilapidated houses in Marylebone and 
a year later bought for her four ovher slum dwellings. 
These miserable homes with their wretched tenants 
were the foundation of a remarkable experiment, the 
success of which has inspired much of our housing 
progress today. By skilful, businesslike management 
of the homes and patient education of the families 
under her care Octavia Hill demonstrated the truth 
of the principle that “ you cannot deal with people 
and their houses separately.”” A few years later the 
Charity Organisation Society was formed, and Sir 
Charles Loch, its secretary, became concerned over 
the abuse of the voluntary hospitals; in 1885 he 
suggested the appointment of a “ charitable assessor ”’ 
to supplement the work of the medical officer by 
obtaining the general assistance without which 
medical relief will often fail in its purpose. Ten years 
later the Royal Free Hospital appointed the first 
“ hospital almoner ” to carry out these duties. As 
time went on it became clear to the authorities that 
the trained almoner could serve the hospital better in 
her own province, and today she is recognised prim- 
arily as a social worker. The next development came 
from the United States. In 1905 Dr. Richard Cabot 
of Boston, Mass., began to use the medical social 
service in clinical teaching. His object was to impress 
upon students the importance of the social factors 
that might contribute to the patient’s illness. More 
recently the students themselves, under the super- 
vision of social workers, undertake home visiting and 
so learn to think of the patient as a person rather than 
a “case.” In Britain the outlook on public health 
underwent a revolution at the beginning of the present 
century. The sanitary reformers of the nineteenth 
century regarded health and sanitation as practically 
synonymous, but their successors laid more stress on 
personal hygiene and health education. The progress 
of schemes for maternity and infant welfare, the 
evolution of the school medical service and the 
expansion of social legislation were the practical 
expression of this change. The dispensary system for 
the prevention and treatment of tuberculosis organ- 
ised in 1887 by Sir Robert Philip became a model for 
the national service; and when Agnes Hunt opened’ 
the doors of an old and derelict farmhouse in Shrop- 
shire in 1900 and found that her home exerted a 
magnetic attraction for cripples she had the wit to see 
in this the germ of an orthopedic service which was to 
spread its benefits over the world. 

At the end of the last war the effects of strain and 
sacrifice cavised a sharp increase in mental ill health, 
and functional disorders of the nervous system began 
to be studied in their proper setting—the family and 
social background. Psychiatrists, looking into the 
“dark backward and abysm of time,” found that 








~ industrial welfare. 
~ practice have led to a deeper understanding of clinical 
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many mental and physical ailments had their origin 
in early childhood. Two momentous results flowed 
from this: the discovery that intelligent codperation 
between medical and social workers lights up many of 
the dark places where illness is born ; and the growing 
appreciation of the need for a positive attitude 
towards health, regarding it as something more than 
the mere absence of sickness. . Restrictions on food 
imposed by the present war provided incidentally a 
unique opportunity for research in nutrition; the 
forward policy of the Ministry of Food enabled 
scientists to use these very limitations in securing a 


, balanced, wholesome diet for the people and in 


shaping a nutritional programme for the future. 
And lastly, the enormous expansion of industry to 
meet war needs raises once more the sharp issue of 
health among industrial workers; the challenge is 
being met by the appointment of medical officers and 
nursing staff to deal with everyday problems of 
These ‘advances in thought and 


medicine as the study of man in his environment : 

“his family, his house, his food and his work. These 
are the foundations on which social medicine must be 
built. A good start has already been made; the 
basic research has been generously supported by such 
bodies as the Rockefeller Foundation and the Carnegie 
Trust, and there is reason to hope that industry itself 
will give increasing assistance to the scientific study 
of health problems within its organisation, especially 
in relation to the restoration of the partially disabled 
worker. The whole subject offers unparalleled oppor- 
tunities for field research, for its boundaries are 
undefined and much of its territory is unexplored. 
The creation of a chair of social medicine at Oxford 
through the far-sighted interest of the Nuffield Trust’ 
offers a fresh stimulus to united effort. 


HUNDRED PER CENT, HAEMOGLOBIN 


Durinc 1942 estimation of the hemoglobin levels 
in different groups of people suggested an increase in 
anemia, especially among women and children, and 
its correlation with war-time dietary. This work has 
been criticised from different angles—e.g., the normal 
or optimal hemoglobin, methods of estimating 
hemoglobin, and the relationship of iron-deficiency 
anemia to diet. Unfortunately much recent work of 
this kind has been-deprived of value by the use of 
unstandardised heemoglobinometers, whether called 
by the name of Haldane, Sahli or Dare. Airmen have 
been known to become anemic in a day and have been 
cured as rapidly by moving from one aerodrome (and 
one hemoglobinometer) to another. Doubt has even 
been thrown on the oxygen-capacity method of 

. standardising these instruments. Despite all this, it 
is generally agreed that for field work a Haldane 
hemoglobinometer, checked and rechecked by the 
oxygen-capacity method, will give results that can be 
compared with those of the hematin or pyridine: 
hemochromogen methods, if the observations are 
made on freely flowing blood and are expressed either 
as grammes per cent. or on the same scale. There is of 
course no single standard of normal hemoglobin level 
that can be applied to men, women and children alike. 
In infants the mean level falls from birth to about the 
third month, rises to the sixth month, falls again 
slowly in the following months to rise to adult figures 


at puberty, when the sex difference begins to appear, 
the mean hemoglobin of adult women being about 
10°% lower than that of adult men. For British adults 
the accepted standards are those of Pricz-Jonzs, 
105% (Haldane scale) for men and 98-3%, for women. 
These values derive from groups of middle-class 
individuals and may be taken as average, if not 
optimal, values. But for children -we have. scarcely 
any hemoglobin estimations except among classes 
which could not be regarded as having optimal 
health or an adequate diet. The values generally 
accepted as normal for pregnant women were obtained? 
from similar ‘under privileged” classes. This 
surprising lack of a sound base line is of great 
importance in any discussion of “ normal ” values and 
also in assessing treatment. Often with the cessation 
of treatment the hemoglobin returns to its previous 
low level ; the average patient also returns to her 
inadequate diet and poor surroundings. Let us not 
claim that as the “average” infant or~ pregnant 
woman has a hemoglobin of 70% this value is the 
appointed “normal” and that it is a bold act to 
interfere with it. What we need are standards 
obtained from individuals living under optimal 
hygienic and dietetic conditions and born of parents 
who have had the same good fortune. 

But though we lack adequate normal standards, we 
haye certain base lines which can be used for 
comparison. What evidence, then, is there of an 
increased incidence of anemia in the fourth year of 
war? Mackay and her co-workers were fortunate 
in obtaining figures* for a group of 353 women, nurses 
and students, strictly comparable with Price-Jones’s 
group of middle-class women. These figures showed 
a significant drop in the mean hemoglobin value 
from Price-Jones’s standard, and this drop was greater 
in a group of nurses at a base hospital in the country 
than in a similar hospital in London, a difference 
correlated with a diet at the country hospital much 
poorer in animal protein than that at the town 
hospital. Now, twelve months after the first survey, 
the mean value of the London nurses is significantly 
lower than it was ; during these twelve months meat 
and offal have been further restricted. Davipson and 
others in Edinburgh have estimated the hemoglobin- 
of 600 pregnant women during the last few months 
and found it on the average 7% lower than that of a 
similar group* of women in Aberdeen in 1935, though 
the family income of the women in the present series 
was two and three times greater than that of the 
Aberdeen women. Other workers’ have the same 
story to tell. Children too are showing a significant 
lowering of their hemoglobin levels, Davipson and 
his co-workers*® have shown a drop of 10% in the mean 
hemoglobin level of school-children in comparison with 
their 1935 series, and this in spite of the fact that their 
earlier survey was done at the height of the depression. 
Mackay and her co-workers have shown a similar 
drop for school-children. Neither Davipson nor 
Mackay has, however, shown any lowering of the 
mean hemoglobin levels of infants in comparison with 
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their series * * * of 8 to 15 years ago. There is, 
however, no ground for complacency on this score, 
as it is generally agreed that working-class infants, 
such as these studied, suffer from an iron-deficiency 
anemia, if the hemoglobin levels in more fortunate 


‘ nurseries, as shown in a few small series,’ ® are taken 


as normal, The adult male, who generally has the 
lion’s share of the rations though his physiological 
need for iron is less than that of the female, is also 
beginning to show signs of a lack of iron, as indicated 
by Murray Scort’s figure’ for medical students 
in Leeds, and Marsnaty’s figures" for male blood 
donors. 

In fact there is no.doubt that in the random samples 
of the population studied there is at the present time 
a significant lowering of the mean hemoglobin levels 
of many groups. But does ill health or a lowering of 
efficiency result from a fall in the hemoglobin level of 
10 to 15%? Direct evidence that such a fall is 
injurious is difficult to bring, but there is a wealth of 
clinical evidence to show the improvement that 
follows treatment of mild degrees of anemia, and in a 
population whose prewar hemoglobin level left much 
to be desired such a drop must be deleterious. In 
infants there is direct evidence’ of increased resistance 
to infection following the prophylactic administration 
of iron, and similar improvement would probably 
follow its administration to other subnormal groups. 
The prevention and cure of this anemia should be 
along the line of increasing iron intake, for an iron 
deficiency is known to be an important etiological 
factor in its production. At the same time other 
factors, dietetic and hygienic, which may play a part 
in its production should be investigated. Iron intake 
could be increased by fortifying bread with iron, a 
measure of which the USA has had some experi- 
ence,” and by the provision of iron-fortified milk 
for infants. Particular attention should be directed 
to the feeding of all school-children’* and children 
in war-time nurseries and camps, and to the diets in 
institutions. Propaganda should play its part by 
urging the routine administration of iron to infants, 
and to all pregnant and suckling women, and by 
stressing the need, and the reason, for fair sharing 
of rations within the family. 


TRADITION AND ESTEEM 


THREE elder statesmen of the medical profession are 
now eligible to sit in the upper house of the British 
Legislature. Lord MoynrHan, who became a peer 
while he was president of the Royal College of Surgeons 
of England, lived but a few years to exert his influence. 
Two of the present peers are fellows of the Royal 

College of Physicians of London, one of them has 
already passed the chair; Sir CuHaRLES WILSON’s 
elevation to the peerage now brings the president of 
that college again into the debating chamber. Some 
may think this is a break with tradition; that is 
not so, it is a happy realisation of the traditional 

7. Mackay, H. M. M. and Goodfellow, L. Spee. Rep. Ser. med. Res. 

Coun., Lond, 1931, No. 157. 

8. Mackay, H. M. M. Arch. Dis. Childh. 1935, 8, 221. 

9. Spence, J.C. Investigation into the health and nutrition of certain 
of the children of Newcastle-upon- » New ie Corpora- 
tion health department, 1934. 

10. Murray Scott, R. A. Proc. R. Soc. Med. 1942, 35,615. 

11. Marshall, T. S. Brit. med. J. 1942, ii, 586. 

12. See Wright, Helen P. Lancet, 1942, ii, 441. 

13. Widdowson, B. M. and McCance, R. A., Ibid, 1942, ii, 689. 








outlook on public policy of the great medical cor- 
porations, an outlook which may have been darkened 
for a time by the individualism and self-seeking that 
overtook our national life during a great wave of 
material prosperity, now happily ended. The lower 
house has not lacked for medical exponents of 
altruistic ideals, and the upper house has learned to 
value Lord Dawson’s vigilance in briefing public- 
health issues and Lord Horpsr’s flair for diagnosing 
a national malady and epitomising it in a clinical note. 
Sir Cuartes Wrrson is still as vigorous as when he 
won the Military Cross in 1916, during the battle of 
the Somme, for digging out wounded men under fire. 
During those years in the trenches he watched the 
soldier’s conduct under stress and learned the natural 
history of morale. On his return he was elected to 
the staff of St. Mary’s Hospital and six months later 
became dean of the medical school. He found the 
finances, the buildings and the student entry all at 
a low ebb ; the transformation brought about by his 
administrative gifts was recognised when the buildings 
of .a first-rate school were opened by HM King 
Grorce V in December, 1933. Before most of his 
contemporaries he saw that the clinical unit system 
provided an academic career in medicine, and defended 
it when it had few friends ; and his Student in Irons 
was a protest against the glorification of facts in the 
curriculum. The fruit of this unconventional career 
is that Sir CuaRLEs brings an acute mind to bear on 
what is likely to happen and what ought to happen. 


-Then, whether he seeks to convince us by the written 


or by the spoken word, he depends always on the 
clarity of his reasoning and the good sense of those 
to whom his words are addressed. He is an ardent 
believer in working closely in touch with the sister 
colleges and in his own college he has at the moment 
a body of detached thinkers, with the humility of 
scholarship, who have observed the signs of the times 
and have had a vision of what medical education 
might become if released from its swaddling bands. 
In his first presidential address Sir CHARLES said that 
the primary purpose of the college, and one which 
dwarfs all others, is to explain to the Government 
the considered views of those who lead the medical 
profession ; and he foresaw, what has indeed happened, 
that a Government department might ask the meaning 
of medical education. The answer is now in process 
of being given, and the responsibility is the greater 
because the growing esteem in which the college is 
held may cause its advice to be taken—which is a 
sobering thought even for a corporation which dates 
back to the second Tudor king. 


The CENTRAL CouNcIL FOR HEALTH EDUCATION is 
appealing to medical men and women who have a flair 
for teaching to. give an occasional public lecture in their 
own locality. The council, it should be remembered, 
took over the educational work of the British Social 
Hygiene Council and the Ministry of Health has enlarged 
its terms of reference to include health education in the 
widest sense. Some of the best lecturers are unaware of 
their latent talent and it should be possible to organise a 
Monday Night at Eight to discover the stars. We 
commend this to the consideration of the new chair of 
social medicine at Oxford, for it is a primary object of 
that new, but really very old, discipline to get the 
principles of healthy living translated into the currency 
of everyday life. A peripatetic correspondent has some- 
thing apposite to say about this on p. 59. 
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Annotations 





THE GENESIS OF PAIN 

Sir Thomas Lewis has now placed the results of his 
researches on pain within easy reach of everyone by 
collecting them into a monograph.’ Its chief interest 
lies in the contributions he and-his colleagues have made 
to direct experiment in this difficult field. Obstacles 
arising from the subjectivity of pain have been diminished 
by two important steps—the reduction to two in the 
number of recognised qualities of pain, and the demon- 
stration by Kellgren that. ref: pain may follow insult 
to somatic as well as visceral structures. When divorced 
from tributary sensations, pain from the superficies is 
of the same kind however elicited, as is shown by charac- 
teristically simple experiments. The same is probably 
true of all deep pain, but here it is more difficult to 
determine just how far apparent variations in ‘“‘ quality ”’ 
are in reality due to duration, intermittency, fluctuation, 
or mental association with a type of stimulus which 
- cannot be established. The demonstration that a little 
hypertonic saline injected into appropriate interspinous 
ligaments may simulate acute abdominal lesions is 
striking. Not only is the reference of pain indistinguish- 
able, but there is also rigidity of -the appropriate 
abdominal quadrant accompanied by deep and followed 
by cutaneous tenderness. This suggests a revision of our 
conception of ‘referred pain’’: since pain does not 
reside in the affected organ, all pain is in a sense “‘ re- 
ferred.’ When the skin is injured, reference is accur- 
ately to the point of injury, but damage to deep structures 
leads to a more segmental response. If irritation of 
the ligament between the twelfth dorsal and first lumbar 
spines gives many of the same signs and symptoms as 
a stone in the ureter, it becomes more correct to speak 
of imperfect localisation of deep pain within the first 
lumbar segment than of pain referred from the ureter 
to the testicle ; certainly it is more satisfying intellectu- 
ally. In accordance with modern trends, no essential 
difference is recognised between visceral and somatic 
afferents, but of the many possible neuro-anatomical 
frameworks into which the general conception will fit 
none can be regarded as established. There is a similar 
deficiency of background to the consummate series of 
experiments on the tenderness of damaged areas of skin 
(erythralgic tenderness) and that surrounding a localised 
injury (nocifensor tenderness). Not only do chemical 
stimulants seem inevitable and widespread—they appear 
also as an integral part of the theory of muscular pain— 
but they must often be produced by the agency of the 
afferent nerves themselves. This implies a process 
passing -peripherally—in effect, nerve impulses in the 
branches of afferent fibres passing in an outward direc- 
tion and having efferent effects. It has long been taken 
for granted that the impulses of “ axon reflexes ” pass 
up one branch of:a fibre and down another without 
leaving the periphery, but Lewis’s experiments on the 
nocifensor system establish the existence of a similar 
process acting over much longer distances than hitherto 
envisaged. Important questions arise: how far 
centrally, for example, does the branching of afferent 
fibres take place? Pain fibres. may be -small and un- 
myelinated ; then is actual branching (i.e., continuity) 
necessary or is contiguity sufficient for the transmission 
of impulses? That vasodilator fibres emerge via the 
dorsal roots is now recognised ; can antidromic impulses 
in afferent fibres also be centrally initiated, assumi 
that the vasodilator and afferent fibres are different ? 
If not, is there any way in which the mechanism of 
segmental hyperesthesia can be brought into line with 
that of local hyperesthesia? In addition to solid 
contributions to knowledge, and a great clarification of 





1. 7. |: enemas Lewis, FRS. London: Macmillan. Pp, 192. 
8. 6d. 





our ideas on pain, Lewis has provided @ simplified and 
therefore useful scaffolding for future experiment. 





DEATH FROM VAGAL INHIBITION 
Peruaps the only functional disturbance which really 


deserves the name of “‘ shock ” is that of sudden vagal— . 


or vasovagal—inhibition. Into its meteoric course 
it packs all the essential features of shock which have 
received so much attention. Vagal inhibition has been 
much studied by physiologists for nearly 20 years* 
but has excited little interest in other circles, and its 
medicolegal aspects have been negleeted except for an 
isolated paper by Spilsbury.2, Every habitual abor- 
tionist is familiar with the danger of a death on the 
premises, but the doctor who dilates and curettes sees 
it not; his anesthetist however could tell of many a 
sudden flicker in the pulse and transient falling away of 
the blood-pressure during dilatation. We are gradually 
coming to realise that every incautious instrumentation 
of a viscus, every stretching of a sphincter or a serous 
membrane, even the manipulation of a joint, every 
sudden emptying of a sac which causes alterations of 
shape, form and relationship, every needling, even out- 
side the pleura, carries with it the risk of sudden arrest 
of the heart or respiration or both, and of sudden death 
which might have been avoided. This hairspring 
trigger, it is becoming clear, is released partly by the 
apprehension of the subject. The excessively fearful 
are likely to react violently, even fatally ; the plethoric 
unimpressively ; and the fully anésthetised hardly at 
all. In 1942, at a Hackney inquest, it was reported that 
a young man assured his father in terror that he “‘ would 
die if ever they needled the chest again ’’ ; and so he did. 
Gardner® has recently drawn attention to the ferensic 
importance of such fatalities in a study of 24 deaths from 
shock: from water entering the glottis (8 cases); from chok- 
ing (7) ; from sudden general injury (5) ; and from hang- 
ing (3). He has an engaging eye for the significance of 
trivial detail and his alert mind seized the single common 
factor enabling them to be grouped as a whole: sudden 
stimulation of one of the many outstretched vagal 
tentacles. It behoves us then to keep ears, eyes and 
memories at concert pitch in cases of sudden death, 
or we shall be talking of status lymphaticus or more 
honestly, perhaps, admitting we have, found no cause. 


EHRLICH AND INTERNATIONAL STANDARDS 


SupPPosE a diabetic travelling through a world at 
peace found that the unit of insulin rose suddenly to 
many times its former value or fell to a fraction of it 
every time he crossed a national frontier. The journey 
would certainly be inconvenient, and if he was bad at 
arithmetic possibly fatal. Sir Henry Dale, broadcasting 
on standards for some modern medicines on Dec. 30, 
discussed this diabetic’s dilemma; and traced his 
security from danger to the wisdom and foresight of 
Paul Ehrlich. So many opportunities come the way 
of man to deplore the-confusion created by his fellows 
that it is heartening to recall one story where difficulties 


were recognised in advance and met by capable plans.~ 


In the days when diphtheria antitoxin was a novelty 
different workers used different units, and no-one 
knew how to measure his own unit accurately. Ehrlich 
took a sample of antitoxin, dried it in a vacuum, sealed 
it in tubes and kept it in a refrigerator. Its activity 
was found to remain constant, and he proposed that the 
activity of an exact weight of this dried sample should 
be called one unit. This proposal was accepted in 
most countries, and he established regular distribution of 
small samples of his standard to any maker of antitoxin 
and any research worker, anywhere in the world. Thus 








1. Hering, H. E. Die K tissi flexe, Dresden, 1927. 
2. Spilsbury, B. S. Med.-leg. Rev. 1934, 2, 1. 
3. Gardner, E. Ibid, 1942, 10, 120. 
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his preparation became not only the fixed standard but 
a currency in which the value of the unit could. be 
transmitted abroad. During the last war distribution 
of the standard ‘was interrupted, and before the end of 
it he died; but he had established the principle. In 
1921 the League of Nations started an inquiry to see 
what had happened to the value of Ehrlich’s unit in 
different countries ; and it turned out that nowhere had 
there been a serious departure from his original value. 
His unit was therefore adopted by formal international 
agreement as the only standard of diphtheria antitoxin 
for the world. A new dry standard sample was prepared 
and placed for safety in the State Serum Institute at 
Copenhagen. Those were the days when it seemed 
that Denmark would be permanently a neutral country. 
In the years that followed the principle was adopted with 
other antitoxins and serums, and the Copenhagen 
institute took charge of them all. At an early stage 
similar international standards were discussed for the 
hormones and vitamins. Insulin was an urgent case ; 

it only began to be generally available in different 
countries in 1922, but by August, 1923, several different 
units had already become current. Establishment of 
an international unit based on a dried sample preserved 
our hypothetical diabetic from disaster when on foreign 
travel. Pituitary hormone was giving similar trouble ; 
one of the preparations on the market was 80 times as 
active as another offered in dosage of the same volume, 
which added to the hazards of its use in midwifery. 
Since 1925, however, a doctor can order, say, 20 units of 
insulin or 5 units of pituitary extract in the knowledge 
that his prescription has the same meaning anywhere in 
the world. Other hormones and the vitamins have been 
standardised on the same plan, many of them as soon 
as they were discovered. These later standards were 
placed by the League of Nations in the custody of the 
National Institute for Medical Research, and duplicate 
sets have been put in various centres, so that they may 
be expected to survive this war. 

Besides this, in his systematic search for an artificial 
remedy for syphilis and the discovery of salvarsan 
Ehrlich may be said to be the founder of chemotherapy. 
Since he was Jewish, the street in Frankfurt which bore 
his name is now called something else. We may wish 
with Sir Henry Dale to see that memorial to him restored; 
but whatever nonsense they perpetrate in Germany 
the rest of the world knows Ehrlich for what he was— 
one of the international standards for the medical 
profession through the ages. 


ANOSMIA 


WHEN loss of the sense of smell is not due to local 
inflammation of the nasal mucosa or to blockage of the 
nasal passages, it usually indicates disease or injury of 
the olfactory nerve. Chronic meningitis and neuro- 
syphilis can cause anosmia, and so may increase ui 
intracranial pressure over a long period. In tumours of 
the frontal lobe loss of smell on the same side may be a 
useful localising sign, and if associated with optic atrophy 
on the same side is suggestive of a meningeal tumour. 
Destruction of one temporal lobe does not produce 
anosmia, and though bilateral destruction of the olfactory 
cortex will presumably cause it, cortical anosmia has not 
been described in man. In closed head injuries the 
olfactory nerve is injured more often than any of the 
other cranial nerves, and on another page Leigh analyses 
some of the features of 72 instances of this injury found 
in I000 cases of head injury. Traumatic anosmia is 
usually permanent, but Leigh reports 6 cases in which 
there was some recovery several weeks after the injury. 
The prognosis in traumatic anosmia is thus not quite so 
hopeless as in traumatic optic atrophy. It is also note- 
worthy that, while optic and oculomotor nerve injuries 
are usually caused by frontal injuries, a high proportion 
of cases of traumatic anosmia are caused by falls on the 


occipital region ; this suggests a contrecoup mechanism 
in which the movement of the brain inside the skull 
probably tears the olfactory filaments. These contre- 
coup lesions in occipital injuries do not harm the optic 
nerves. The relationship of the sense of smell to that 
of taste is puzzling and variable ; in traumatic cases, as 
Leigh points out, anosmia may be associated with no 
disturbance of taste, with complete loss of taste or with 
loss of the sense of flavours only. This anomaly remains 
unexplained, and Leigh suggests that in some cases there 
may be an injury to the higher levels of the olfactory 
and taste pathway. 

The clinical method of testing the sense of smell is 
necessarily somewhat inaccurate. Usually the subject 
is asked to sniff common volatile oils such as peppermint 
and to name the substance presented—each nostril being 
tested separately. Many people however are unable to 
recognise and name common substances even when they 
have no anatomical disorder of the olfactory pathway. 
fn these one has to be content with demonstrating that 
the patient can say whether or not the substance pre- 
sented has any odour when compared with control phials 
containing water. Elsberg in 1935 described a quantita- 
tive olfactory test, and recently he and Spotnitz* have 
summarised the results of testing 1000 cases by his 
method. They have studied what they term the 
minimal identifiable odour of the odorous substance, and 
also the rate of recovery after olfactory fatigue, and have 
formed the opinion that the method detects slight dis- 
orders of olfactory function on one side compared to the 
other, and is of value in localising and lateralising tumours 
of the frontal or temporal lobe. Spillane * has pointed 
out that the value of this method in its clinical application 
is not so clear. Its chief clinical value probably lies in 
the possible detection of slight relative hyposmia on one 
side in early cases of frontal tumour. Apart from these 
cases Elsberg’s figures for the successful localisation of 
tumours by this method are not impressive if one deducts 
those cases in which crude tests for anosmia would give 
equally valuable information. 





NEW YEAR HONOURS 


TuE list of honours on p. 58 is a reminder, if reminder 
were needed, of the variety of service to the common 
weal rendered by medical men and women of British 
nationality in many parts of the world. The list is not 
yet complete, for a curious reason. There was not 
enough news-print available in the country to recite the 
names in a worthy setting. The recipients of medical 
decorations will count themselves happy to have their 
work honoured at a moment when hope is beginning to 
dawn that stopping the wounds of war may give place 
to refashioning the fabri¢ of peaceful life. The elevation 
of Sir Charles Wilson, PRCP, to the peerage has been 
made the theme of a leading article. The honours which 
fall so justly to Sir Henry Dale, Sir Wilson Jameson 
and Dr. H. L. Tidy are symbolic of the recognition of 
the national importance of well-directed research, of 
enlightened administration, and of the consultant’s 
experience in the fighting services. Dr. Saravana- 
muttu’s knighthood for his wise handling of health 
resources in Ceylon is only one example of how our key 
islands have been blessed with key officers, witness the 
many names associated with Malta, Mauritius, Trinidad, 
and the outposts-in Asia and Africa which are almost 
as isolated as islands. At home civil defence has again 
received distinction, and Dr.- McDougall’s great work 
for tubercle at Preston Hall. It is good to be able 
to say ‘“‘I have done the state some service, and 
they know it’; and-we other servants are glad with 
them. 


1, Eisheee. C. A. and Spotnitz, H. Arch. Neurol. Psychiat. 1942, 





2. Spillane, J. D. Brain, 1939, 62, 213. 
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“Special Articles _ 


THE BEVERIDGE REPORT AND THE 
MEDICAL PROFESSION * 


T. B. Layton, DSO, MSLOND, FRCS 

SENIOR SURGEON TO THE THROAT AND EAR DEPARTMENT OF GUY’S 

HOSPITAL : OTOLOGIST TO THE FEVER SERVICE OF THE LONDON 

COUNTY COUNCIL: MEMBER (EX-CHAIRMAN) OF THE 
LONDON INSURANCE COMMITTEE 

THOSE who have been following ‘‘ the schemes of 
social insurance and allied services ”’ that are ‘‘ the pro- 
duct of the last 45 years ”’ (¢ 2) + will find that there is 
not much new in Sir William Beveridge’s report. It 
is rather a scheme of unification “ from which the 
anomalies and overlapping ... which mark the British 
social services today have been replaced by coérdination, 
simplicity and economy ”’ ( 29). But “‘ In one respect 
only of first importance, namely limitation of medical 
service, both in range of treatment which is provided as 
of right and in respect of the classes of persons for whom 
it is provided, does Britain’s achievement fall seriously 
short of what has been accomplished elsewhere ” (¥ 3). 

“fall seriously short.’’—This is a grave national in- 
‘dietment, but one which every medical man and woman 
will welcome from one of Beveridge’s standing after ‘‘ a 
comprehensive survey of the whole field of social insur- 
ance and allied services ” (| 3). We have spent our lives 
trying to do the best for our patients under the conditions 


in which we have worked and they have lived, and neither . 


have been as good as we have wished. We stand now at 
the dawn of an age when both may be vastly improved if 
we but strive aright. Beveridge lays down the principle 
of a health service that ‘‘ will ensure that for every citizen 
there is available whatever medical treatment he re- 
quires, domiciliary or institutional, general, specialist or 
consultant ’’ ({ 427). -‘‘ Most of the problems of organ- 
isation ... fall outside the scope of the report ” ({ 428), 
nor do I propose to deal with them today, but to consider 
changes likely to occur in the lives of the profession from 
the adoption of that principle. Two axioms arise: there 
will be many more of us, and we must recruit the profession 
on a national not on a commercial basis. On the com- 
mercial basis we compete for money available for illness 
when food, shelter and clothing have been paidfor. Ona 
— basis we must enlist students for the needs of the 
people. i 

These needs will demand many more men and women 
than there are in our profession today. -The Children’s 
Act of 1906 laid down the principle of the medical 
examination of individuals without waiting for them to 
report sick ; this principle must be extended to the entry 
into industry and for some time after. This will mean 
more doctors. We have long known that all persons 
within the panel income limit must have the benefit of an 
insurance for their health; this includes 90% of the 
population. The Beveridge plan allows the rest. to have 
it too. For the first time every one will have a family 
doctor. This will mean many more general practitioners. 
Hospital treatment has been removed from the Poor Law 
but much remains to be done before “‘ suitable hospital 
treatment is available for every citizen and that recourse 
to it, at the earliest moment when it becomes desirable, 
is not delayed by any financial considerations ” ({ 433). 
This will mean more hospital staffs. A corollary to this 
@xiom is a relative increase in women doctors, In their 
Opposition to teaching women students men claim that 
it is a waste of time to teach persons who cannot earn a 
living or who will not continue owing to marriage. The 
latter is common to all education of women above the 
kitchen standard. The former is due to the idea that it 
is members of the profession who make appointments. 
They may select the candidates ; it is the people, through 
their accredited representatives, that lay down 
establishments, 


INSTITUTIONAL TREATMENT 
On these axioms certain postulates follow, and the 
first is to recognise that the voluntary hospital system 


has passed. This arose on the ashes of the old monastic 
system when Nicolas Ridley, Bishop of London, preached 





* Two lectures delivered at Guy’s Hospital. Sette: 
t The paragraph numbers refer to the Beveridge report. 





to the Court, and convinced the young king of the neces- 
sity todo something for those who were not so fortunate 
or successful.as others. It was based upon charity, and 
in spite of the beginning of the r law system in 1601 
(app. B.2) charity remained the chief form of relief 
until the middle of the nineteenth century ; since when, 
though there is still room for charity both of the Pauline 
and cheque-book varieties, there has been criticism of the 
economic order which includes the voluntary hospital 
system. -This is well expressed by the Archbishop of 
Canterbury : 


The charge against our social system is one of injustice. 
The banner so familiar in earlier unemployed or socialist 
processions—‘‘ Damn your charity; we want justice ”"— 
vividly expresses the situation as it was seen by its critics. If 
the present order is taken for granted or assumed to be 
sacrosanct, charity from the more to the less fortunate would 
seem to be virtuous and commendable ; to those for whom the 
order itself is suspect or worse, such charity is blood-money. 
—Christianity and Social Order (Penguin Special, p. 14). 


The voluntary system.was one in which the patient 
entered the hospital without any right or privilege 
whatever, where those who gave their time as 
governors or their money as subscribers, did so without 
reward. How much of that remains today, and is there 
any of it that you want to retain? The Beveridge 
report does not get rid of the voluntary hospital system, 
but it impels us to recognise that it has already passed. 
This is all to the good. We can now apply ourselves to 
the continuation of independent hospitals working with, 
and no longer in opposition to, the municipal ones. In 
all human activity there is need for struggle, and one 
means of ensuring this is by competition. I ‘ear that a 
unified municipal system would fall back into the 
bumbledom from which it is rising unless there are also 
independent institutions with whose work their own must 
be compared. A second reason is that institutions have 
souls that: remain like smouldering fires in their existing 
forms when they have served the purpose for which they 
were founded. 

But reasons such as these cannot influehce any body 
of men and women responsible for the expenditure of 
public funds to loosen the purse strings ; and therefore 
every voluntary hospital must show cause why it should 
remain in the service of ‘‘ the people and their needs ”’ 
(4 310). It appears that the hospitals to which under- 
graduate medical schools are attached have been ae 7 
nised for this purpose, but only for the moment. It 
throws the responsibility for the continued existence of 
these hospitals on to the medical schools ; if any school 
is unworthy of the trust the associate hospital will go. 

With the passing of the voluntary hospital system, 
Harleystreetism must disappear. Consulting and 
specialist practice will remain, but the system has had its 
day under which we spend a third of our lives working 
for nothing, recouping ourselves during the remaining 
two thirds out of the pockets of the wealthy through the 
agency of the general practitioner. It worked well in the 
nineteenth century when consultants were few and the 
well-to-do were many, but it has steadily been breaking 
down as an increased number of us have been trying to 
get larger incomes out of a diminishing proportion of the 
population. This has had a bad effect upon the practice, 
teaching, and conduct of medicine, and to it has been 
grafted a fungoid growth for which we cannot entirely 
repudiate responsibility. A few will continue to earn 
an honourable living by this means, spending their whole 
lives between Harley Street and a hospital and being 
ignorant of the lives of the eg 4 and of their needs. No 
further persons leading such a life should be put upon the 
staff of a teaching hospital. 

What next ? You are at the dawn of an era of hos- 
pital construction that will last through the lives of you 
and your children. _ The Chamberlain Act showed us how 
deficient we were in’ hospital accommodation ;~- the 
Beveridge report emphasises it. Except for those in 
hospitals built by the old Metropolitan Asylhums Board, 
there is hardly a ward in London that combines a proper 
bed-space with efficient ventilation. You should all 
study hospital construction, not from books, but with 
your eyes and thoughts wherever you go. Somewhere 
in England each one of you will be concerned with it. 
Take care that want of money no longer compels_you to 
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wage the eternal war against disease ‘“‘ too little and too 
late ” any more than it is now allowed to interfere with 
the way we fight our fellow-men. Be reasonable in your 


demands, but having made them beware the economy - 


committee. I know of one new hospital where the wards 
are beautiful, but where two pergons of my bulk cannot 
meet upon the stairs without having to turn sideways as 
we pass; I know a small new block in another, the 
designs of which were beautiful until the economy com- 
mittee pressed the doctors and the architects to give way 
inch by inch so that in the kitchen as the nurse cuts the. 
bread-and-butter for tea and the ward-maid washes up 
the dinner plates, their bodies bump as each bends down 
to do her work. 

Most of this construction will be done under the 
municipal hospital system. But buildings and equip- 
ment arenot enough. Just as a spirit for good may last 
long, so may a spirit for the bad, and the municipal 
hospital system has a bad ancestry. The infirmaries 
arose when Mr. Bumble became a doctor. In that 
‘‘ strong movement against the form and spirit of the 
old poor law ” (app. B.2) the Chamberlain Act removed 
their form, but you cannot exorcise a demon by an act of 
parliament. : 

Great changes have been made by men and women how 
have gone into this service in the last fifty years with the 
definite intention of doing good work on a salary instead 
of aiming at what one of my senior colleagues used to call 
‘* the Eldorado up west,”’ but much change of spirit is still 
needed. Interference in the details of clinical treatment 
by an administrator must cease. He must be a medical 
man that he may think clinically, but his job is to make 


* straight the way of the clinician that he may do his work 


well, not to order him how to do it. The young man 
needs guidance, the senior often needs help ; but guid- 
ance or help must come from a clinician in the same or 
other subject, not from a Dr. Knowall. The right of the 
medical superintendent to interfere in his position as an 
administrator with the treatment of any patient is 
wrong. Whether he has such a right in law is doubtful. 
It is the hypothesis on which the municipal hospital 
system is run; but it has never been thrashed out in the 
courts. It has got to go; and it should be unnecessary 


, to stage a great test case and take it to the Lords in order 


to attain this. 


DOMICILIARY TREATMENT 


Of domiciliary treatment I speak not as the intimate 
worker, but.as the responsible observer. I am not going 
into the questions whether there is still any room for 
private practice, whether the panel system should con- 
tinue, or whether astate service should arise, whatever that 
may mean; I want to lay down certain principles that 
I believe are essential. The first is the personal relation 
between doctor and patient. We must retain this for 
those that have it, and develop it for those that never 
have had a family doctor. The personal touch is the 
greatest therapeutic infiuence in all methods of treatment. 
Upon it is based the whole of professional etiquette, as 
well as the principle of free choice of doctor. When, as 
happens so often today, numerous specialists are called in 
to help in a case their treatment fails unless there is one 
to correlate or control in the form of the general practi- 
tioner, or as a temporary measure the general physician. 
Unless you secure this I believe that whatever system 
you set up you will do less good work than your fathers 
and grandfathers before you. 

As with the institutional work, you will have to bargain 
with some committee or minister as to rates and con- 
ditions. The labourer is worthy of his hire ; but having 
admitted that principle there is room for considerable 
difference of opinion as to what that hire should be. 
Within a wide range the conditions of work are of greater 


importance than the.rates of pay ; there has in the past . 


been too great a tendency to assume that the only matter 
to be discussed is money. Settle the conditions first 
a deal with the pay after, you will then be much 

appier. 

T think the present system fails in three ways: 
accommodation ; inter-communication; and security 
for old age. _ Insurance committees inspect doctors’ sur- 
geries, and waiting-rooms, but no-one considers that the 
minimum te which we have to agree is adequate. In the 
poorer districts the accommodation is not to be had 


without building specially, and it is doubtful whether a 
practice limited to panel patients can carry the overhead 
charges of decent accommodation with the necessary care 
of them and the attention to the practice. Why is it 
that in the wealthier districts you always find the doctor 
in the big house at the corner of the street ? Not because 
he is the wealthiest man in the road ; but because in our 
rofession our business and domestic affairs have never 
nm separated. The banker and the lawyer have both 
given this up. It is time for us to do this as well. We 
shall then be able to make up income-tax returns that 
really distinguish between business charges and personal 
expenditure ; and I believe it will then be found that 
where the business side of practice has been efficient 
in waiting-room, consulting-room, and treatment-room 
(called the surgery) the money for this has come from the 
doctor’s private practice. In taking over the admini- 
stration of practice to serve 90% of the population, 
the state will have to provide the accommodation and 
leave the doctor to live as he can afford and where he likes 
providing he is accessible. You will notice that doctors 
tend to congregate next to one another in one road. i 
means that many practices can efficientlyebe conducted 
from the same spot. It should therefore be a reasonable 
thing for the state to provide doctors with accommodation 
at some such central place in each district or town, and 
to staff them. These would not be health centres ; the 
accommodation would be special to each doctor except 
for the waiting-room. He would thus give his own rooms 
his own personality and retain the human touch. They 
might be in the same building as the health centre or at 
the local hospital but would not be a part of either. 
At such a place the staff would know where to find him. 
He would be responsible for letting them know his 
whereabouts. 

The legal doctrine that a principal is responsible for his 
agent’s torts has been wrongly applied to doctors. He 
has been made responsible for the torts of one who is not 
his. agent—namely, his wife’s servant—who is not 
trained to take and transmit messages and who often is 
not capable of being so trained. In an industrial area 
the doctor’s wife has to depend for her servant upon 
those who are either physically or mentally unfit to 
work in the neighbouring factories or offices ; and upon 
these has been put the onus of work such as is done by 
the manager’s private secretary in the factory. Under 
commercial ssetiniaie the doctor loses practice if he can- 
not be found ; under contract terms it becomes neglect 
if he cannot be got at every moment of his life. If the 
new general, aged 15, who took service under his wife 24 
hours ago, does not transmit to him a message which a 
patient’s relative says a friend left at his house while the 
doctor was going his round, he may be fined a sum of 
money far in excess of what he might lose in private 
practice and in addition receive a severe censure by a 
committee devoid of legal training and unable to under- 
stand the difficulties he has to surmount. In the change 
over from ad hoc to annual payments, this onus has been 
left on the doctor without anybody realising the altered 
eonditions under which he is working. 

The medical profession of London has always advoc- 
ated the inclusion of doctors’ pensions as a part of the 
payment under the national health insurance scheme. 
It is not necessary to consider why their proposals have 
been turned down by the rest of the country, nor to go 
into distressing stories of old men hanging on to a smaill 
panel as the only way of keeping themselves from 
starvation; they make a pension a necessity in the 
interest of the people. In starting any pension scheme 
there is always the difficulty of those over 40 who want to 
come into it, realise the value of its benefits, but cannot 

ibly pay the premiums for them in the time still left. 
it is wrong that they should get the benefits out of the 
premiums their juniors will pay. This difficulty might 
be surmounted. The state has never recognised the 
right to sell a panel practice. When the dependants are 
brought into the national health system the same rule 
will apply to them, and capital values -will disappear. 
But it is a form of capital that has been allowed to be 
built up ; when the state takes this away should it com- 
pensate the owners. Probably not in hard cash, but in 
the form of back payments to a pension scheme; it 
should be possible in this way to bring in all doctors 
already so old that the time before them is not enough for 
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them to wittentibe to a pension worth having. Other 
points arising out of this matter are a pension scheme for 
the profession instead of for individual jobs in it, and the 
prohibition of the sale of practices. The time is ripe for 
this. There are those that think it wrong directly or 
indirectly to sell a human being; but such a moral 
principle has never moved a committee, though it may 
move those that compose it; and this is the present 
position in regard to the sale of practices. Unhealthy 
transactions, hard-to prevent and within the law, have 
arisen within the profession and without; conversion 
of the capital value of practices to pensions for the 
practitioners would overcome this difficulty. 

Another thing that must go is the last relic of the 
apothecary’s shop. It is not that I think it beneath the 
dignity of the profession to perform or to supervise the 
dispensing of drugs, but because the cessation of this was 
the first step in general ——— becoming a specialty. 
The family doctor should no more today make up his 
patients’ prescriptions than he should cut their corns, give 
them massage, or apply to their skins ultraviolet light. 
All these things have ome the business of the ancillary 
professions amd the doctor should no longer perform 
them. When it is realised that general practice is as 
mueh a specialty as any other, the family doctor will no 
longer attempt to invade those cther ones, and will settle 
down to think what are his functions, what he can do 
better than anyone else, and what he had better drop 
because he no longer can do it as well as they. 


CERTIFICATION 

The records of the medical serviee subcommittees show 
that, with one grave exception, there would not be much 
room for complaint against our profession if we were given 
the opportunity of doing our best work under adequate 
conditions, rather than conditions which “‘ fall seriously 
short ’’ of what the people should give us for their needs. 
The exception is the way in which we abuse the privilege 
and duty imposed upon us in the use of our signatures. 
When one hears of a practitioner who has been inveigled 
into signing a certificate that states ‘‘I have this day 
seen and examined ”’ a certain patient when in fact he has 
not done so, we cannot defend him. We may sympathise 
with him when he has given way. to the pleadings of a 
daughter who says she cannot get the money to keep them 
in food for the next week unless she takes the certificate 
to the society’s office before 4 pM, when he knows the 
father has pneumonia that will keep him off duty for 
many weeks, when he saw him yesterday, and is arrang- 
ing to do so again tomorrow. We may think that the 
way in which the approved society issues sickness benefit 
needs inquiry as much as the conduct of the doctor ; 
but we cannot defend him. He has knowingly made a 
false statement on a document which is, in effect, a 
cheque upon the public funds. The whole profession is 
involved. 

As a student he has got used to a distinguished physician 
of the highest honour signing in blank a form for an X ray or a 
special drug that can only be got under the signature of a 
member of the staff. “He becomes a house-surgeon under the 
voluntary hospital system, and finds it the custom for the 
sister to get him to sign a number of certificates in blank so 
that she has them ready to hand; and the surgeon who is 
supposed to be guiding him in the -conduct of practice raises 
no protest. He becomes an AMO under the municipal hospital 
system and sees lying about books of certificates signed in 
blank in a room to which dozens of persons have access and 
hears a story of how when a young AMO protested against 


’ the signing of such certificates without seeing the patient, 


including those which contain the words “‘ I have this day seen 
and examined,’ she had been threatened with dismissal by 
the superintendent if she did not comply. 
Such customs make the doctors in practice careless even 
when they are not kind-hearted. ven the GMC is not 
above criticism ; it has issued warning notices from time 
to time, but the general opinion of those that administer 
the health insurance is that it has not given them suffici- 
ent a port in insisting on the observance of these notices. 
profession has its ideals. Those of the law of 
Pecans of i insurance, and of banking, place first a meti- 
culous care in regard to all matters concerned with other’ 
persons monies. We place above that the care and kind- 
ness that we give to their bodies, but those in other pro- 
fessions are entitled to be heard. In the Beveridge report 


there is a sentence that seems to conte banininowbemdiiin 
matter. ‘‘ The primary interest of the Ministry of Social 
Security ‘ita fn in B. details of =. national health 
service or i ial arrangements. It is in finding a 
health service which will diminish disease by prevention 
and cure, and will ensure the careful certification needed 
to control payment of benefit.”’ (¢ 437). 


NEW YEAR HONOURS 


Txe honours list issued on Jan. 1 contains the following 
names of members of the medical profession :— 


Baron 
Sir Coartes WILSON, MD LOND. 
President of the Royal College of Physicians of London. 


G.B. a8 
Sir Henry DALE, MD CAMB., FRCP, 
Lately director of the National 1 Tnstitute for Medical Research. 


e K.Cc. ». 
Sir Witson JAMESON, MD ABERD., 
Chief medical officer of the Ministry of Health and Board of 


Education. 
K.B.E. (Military) 
Hon. Major-General Henry L. Tipy, DM oxFD, FRoP, late RAMC. 


Knight Bachelor 
Ratnasotr SARAVANAMUTTU, MB. 
For public services in Ceylon. 


C.B. (Military) 


Major-General Jonny A. MANIFOLD, DSO, MB EDIN., KHP, late RAMO. 


C.S.1. = 
Major-General Hzrrasr J. M. CURSETJEE, DSO, MRCS, KHS, IMS. 
DDMS, Headquartérs, North-Western Army. 


C.M.G. 
E. LAURENT, MD. 
For public services in Mauritius. 


C.L.E. 
DWARD COTTER, MB NUI, IMS. 
th Commissioner, India. 


C.V.O. 
CuaReEs S. MORRIS, MRCS, LDs. 
C.B.E. (Military) 
Brigadier GzorcE B. CHISHOLM, MO, MD TORONTO. 
DG, Canadian Medical Services. 


C.B.E. (Civilian) 

WaLiace R. AYKROYD, MD, SCD DUBL. 

Director, Nutritional Research Laboratories, Coonoor. 
FREDERICK HALL, MD MANC. 

MO, Lancs County Council—for civil defence. 
Hon. Captain Manaras K. Karur, LMs, DPH, DTM & H. 

Medical practitioner, Lahore. 
Witu1am P. H. Lighrsopy, tRoPe. 

DMS, Sierra Leone. 
Joun B. McDOUGALL, MD GLASG., FRCPE. 

Medical director; Preston Hall, Maidstone. 


M.V.O. (4th Class) 
Joun R. KENNEDY, MB ABERD. (dated Oct, 20, 1942). 


O.B.E. (Military) 
Lieut.-Colonel Justin W. F. ALBUQUERQUE, MB MADRAS, DPH, 
pt & H, ms. 
Lieut.-Colonel Mmzron H. Brown, MD TORONTO, RCAMO. 
T/A/Surgeon Lieut..Commander Everetr F. CrurcoHLow, MD 
MCGILL. 
Lieut.-Colonel (T/Colonel) FrepERIcK McK1sBin, MB BELF., RAMO. 
A/Wing-Commander Davip M. WALLACE, MB LOND., FRCS, BAFVR. 
Surgeon Commander Epwarp R. P. WILLIAMS, MB LOND., BN. 


O.B.E. (Civil) 
Lieut.-Colonel AtFrrep I. Cox, mrcs, IMs. 
District MO and Superintendent, Government Headquarters 
Hospital, Ootacamund, Madras. 
Davin N. ps Siva, MRCs. 
ARP controller, Ceylon. x 
Wit11am M. Howe tts, MB GLASG. e 
DDMS, Gold Coast. 
MonamMap HUSNAIN, MB CALCUTTA, FRCSE, DLO, DOMS. 
Professor of ophthalmology and oterhinolaryngology, Prince 
of Wales Medical College Hospital, Patna. 
Lieut.-Colonel MapHar K. VKAR, MBE, MB BOMBAY, MROPE. 
Assist. DG, IMS (Stores). 
BERNARD MOISER, MB LOND. 
Leprologist to the Government of Southern Rhodesia and MO 
at Le; Settlement, near Fort Victoria, S. Rhodesia. 
Cuartes R ,» MBE, MD ABERD. 
MO, Kenya. 


Lieut.-Colonel 
Public- 
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public 
Prof, Vrrrorz VassaLLo, MD. bs 
Superintendent of the Hospital for Mental Diseases, Malta. 


M.B.E. (Military) 
Captain (A/Major) Harotp E. Forex, MD TORONTO, RCAMO. 
Captain Hues C. Harm, mp TORONTO, RCAMC. 
C. in Narayan V. Karvi, MB BOMBAY, IMS, IA. 
Captain (T/Major) James L. MacCatium, MRCS, IMs, IA, 
Cc in Desmonp A, D. MONTGOMERY, MB BELF., RAMC. 
Captain Ram L, Soora, MB PUNJAB, IMs, IA. 
Captain Jonny A. STRONG, MB DUBL., RAMO. 

M.B.E, (Civil) 

Prmere A. RosrTant, MB EDIN. 


Dr. Mosue Waxiacn (hon.). 
Principal of Shaarei Zedek Hospital, Palestine. 


D.S.C. 
T/Surgeon Lieutenant Jamus C. Gray, MROS, RCNVR. 
T/Surgeon Lieutenant James I. A. JaMIgSON, MB MANC., RNVR. 
T/Surgeon Lieutenant Gzorcs C. MoKINLay, MB GLASG., RNVE. 
T/Surgeon Lieutenant Ian MISKELLY, LRCPE, RNVR. 
Mentioned in Despatches 

T/Surgeon Lieutenant Ernust O. Davies, MRCS, RNVR. 
(8 m-Leader) AcNEs C. GILLAN, MB EDIN. 
A/Squadron-Leader Grorcr B. GRAYLING, MRCS, RAFVR. 
Surgeon Lieutenant G. A. HENDRY, MD TORONTO, RCNVB (posth.). 
A/Squadron-Leader H. G. Macri., MB BELF., RAFVR. 

Commended for Brave Conduct 
Flying-Officer James DouGALL, MB BELF., RAFVR. 


MEDICINE AND THE LAW 


Employer and Employee’s Doctor 

THe Court of Appeal lately discussed (in Phelps v. 
Kemsley) a question of the privilege possibly occurring 
where a third person communicates with a patient’s 
doctor. This situation often arises, especially where an 
employer takes a sympathetic interest in the health of a 
sick employee ; it is perhaps surprising that there are so 
few decisions about it. e legal problem is in a sense 
wider than the ordinary case of medical privilege (men- 
tioned in Parliament over the defence regulation dealing 
with venereal di ) where the patient’s interest is 
deemed to demand non-disclosure of confidential 
information by the doctor who attends him. 

. Phelps was employed for several years as personal 
secretary to Lord Kemsley. Some 18 months ago he had 
a nervous breakdown and was ordered to rest ; he then 
sent Lord Kemsley a medical certificate. A few weeks 
later, during an interview with his employer, he 
announced that he was going away into the wilderness ; 

Kemsley undertook to pay him three months’ 
salary. After the interview Lord Kemsley, impressed 
by his poor state of health and wamting to do the best 
for him, telephoned to Mr. Phelps’s doctor. The sub- 
stance of his statement was that he thought his secretary 
was mentally deranged ; that the doctor ought to see hira 
as he needed medical attention; that his appointment 
had been terminated ;- that three months’ salary would 
be paid and that Lord Kemsley would be grateful for 
advice as to how this money should be divided between 
Mr.‘and Mrs. Phelps. On this statement Mr. _ 
brought an action for slander. In the trial court " 
Justice Macnaghten ruled that the occasion was privi- 
leged ; he directed the jury to find a verdict for Lord 
Kemsley. The Court of Appeal confirms his ruling. 

The recent judgment emphasises the reciproca 
element in privilege. A privileged occasion is one where 
the person ing the communication has an interest or 
duty—legal, social or moral—to make it to the person 
whe hears it, and the hearer has a corresponding interest 
to reeeive it. A right-minded person in the ition of 
Lord Kemsley, says the Court of Appeal, ought to have 
communicated his fears about Mr. Phelps’s health to 
someone who was the proper person to look after him. 
The doctor had an interest in receiving the information. 
The occasion was therefore privileged. It was an addi- 
tional consideration that Lord Kemsley was about to 
ay Mr. Phelps a substantial sum and had an interest in 
wing whether he was fit to receive the money. Fora 
statement to be privileged it is, of course, necessary not 
only that the defendant makes it under a sense of duty 
but also that there must be a duty to make it. 





In England Now 
A Running Commentary by Peripatetic Correspondents 

THE young American nurse accepted a cigarette with 
an air which seemed to say ‘‘ Thanks, I am getting used 
to E cigarettes now,”’ and settled back in her chair. 
“Oh Yes! I like the English people. I think you are 
all just swell, and not ag | so reserved as I expected. 
Once I have made friends I find you English just like 
the folks back home.’’ She looked up quizzically, 
“ There is one thing though, that does strike me—and 
I hope you won’t be offended—when walking along the 
streets, or in buses and the like, so many people seem 
ugly; but ugly.’”’ This rather took my breath away, 
and the remark was made so apologetically that I was 
fumbling for an answer when she continued, ‘‘ Of course 
people in American streets are ugly too, but it is a different 
sort of ugliness, just as there isa different sort of American 
— generally, and of course one is accustomed to it 

suppose it is not being used to the English face that 
makes me notice it.’’ 

At once my mind flashed back to a clinical lecture in 
my third year when Dr. Chalmers Watson prescribed us 
an exercise in clinical observation. ‘‘ Do not read in 
tramears,” he said, ‘‘ it is bad for the eyes. You will find 
greater profit in studying the other passengers. Look 
at them carefully,and decide what diseasesand abnormal- 
ities they have, or are likely to suffer from. You 
will be surprised how seldom you fail to spot something 
which can be termed abnormal.” I often followed his 
advice (being careful not to stare too hard) and agree 
with the truth of his last remark. The memory seemed 
to link up logically with the nurse’s observation. In 
fact, she is right. Far more people are ugly than 
beautiful—the attention that a beautiful girl attracts 
in the street is in itself proof of this. But I suddenly 
realised, as never before, that most of this ugliness is 
preventable since it derives from bad habits of feeding 
and posture, unhygienic ways of living, preventable 
disease and the like. Any physician could produce a 
long list of preventable factors which produce ugliness 
of face and form; such things as ill-fitting shoes, the 
habit of worrying, wrong carriage, and the misuse of 
cosmetics. Surely no-one could refute the premise that 
healthy and hygienic communities are physically more 
beautiful than those whose health standards are lower. 
I would be the last to make comparisons which might- 
be thought invidious, but I would like to pay tribute. 
to the delightful prevalence of beauty in girls of British 
Columbia and South Africa which are both eountries 
with high standards of living. 

I found a key to the situation in Prof. J. M. Mackin- 
tosh’s striking address at the congress of the Royal 
Sanitary Association of Scotland in September.- He was 
talking of the medical aspect of domestic hygiene in 
war-time, and his peroration on health education should 
be read by every doctor, and one might add by the lay 
staffs of the Ministry of Health and the Board of Educa- 
tion. His succinct and emphatic call for health education 
could not be bettered. Ignorance is just as great a foe 
to the life of the nation as is the present enemy against 
whom we are in arms; and ignorance can only be dis- 
pelled by education. This not only implies a knowledge 
of the facts but. also the inculcation of the will to employ 
them. So one notes with pleasure signs of ever-increasing 
vitality in that useful body—of which insufficient use 
is made—the Central Council for Health Education. They 
have done much. Let us hope they will do much more. 
In a humble way I would suggest that to their aim of 
a healthy Britain they might add the slogan of ‘‘ Build 
a Beautiful Britain.” Everyone is interested in health, 
but I should not be surprised to find they were even a 
bit more interested in beauty, or at leastin being beautiful. 
If the contention that beauty and health are inseparably 
connected is correct then health education propaganda 
might well gain added force by working simultaneously 
for beauty. 

* * ~ 

Mr. Gladstone was born in our street—from where I 
sit IL can see the tablet on the house across the way—and 
Arthur Hugh Clough and his sister Anne who tried 
her hand at pedagogy here before she became first 
principal of Newnham. The street is offigially called 
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and best ——— by the = of a — —_— 
admiral, but depending — upon point of view 
has other d heen such as ‘“‘ The Valley of the 
Shadow of Death ” or “‘ The Harley Street of the North.” 
In the days of peace, any invasion of the street by non- 
rofessional tenants would be registered as a sign of 
ecay, while the es rage ee by purchase of a whole 
house for himself and his family on the part of a medical 
man would be hailed with satisfaction and tacitly 
counted unto him for righteousness’ sake. But mostly 
these sombre three-story Georgian dwellings would 
represent ant-hills between which, and the cars densely 
packed along the curb, consultants, specialists and their 
patients would constantly scurry. That was before the 
war. To some extent it is the same today, but the war 
has brought many changes in the street: notable 
figures are absent and bombed-out and fugitive businesses 
have invaded it. There is one change, however, that 
can never be regretted and that was the furling of the 
swastika flag at No. —— where it had flaunted through 
two darkening years; like many another German 
consulate this one left under a cloud about the time 
when sandbags and blackout material made their 
appearance and paper strips began to be pasted on 
windows. No account of the street in war-time would be 
complete without mention of the dog attached to the 
military police who have their HQ here. He is not an 
Army dog in any official sense but he regards himself 
as having complete charge of this unit of the corps. 
How he obtained this t remains obscure: clearly it 
was not on grounds of family or breeding. He is rough- 
haired, vaguely yellow, something larger than a terrier, 
and has a vigorously up-curled tail. But war as we know 
is a great leveller, giving opportunity for the individual 
of parts to get to the top; perhaps he was seconded 
for special duties. These apparently comprise liaison 
work between police in the two separate houses, some 
distance apart, which they occupy, together with a 
general supervisory function over the activities of the 
CMP at the main-line termini; for, in this neighbourhood, 
where the Red Caps stalk, there will the dog be also. 
He evidently has the entrée to the most guarded of 
arrival and departure platforms, and from his contempt 
for barriers and his cavalier manner with inspectors and 
ticket collectors it is difficult to imagine that he bows 
to any authority short of that exercised by the Provost- 
Marshal himself. At any time during waking hours— 
and it has to be admitted that he has been wn to 
snatch a nap upon a sunny doorstep around noon—this 
dog may be seen in active prosecution of what he con- 
ceives to be his important duties, proceeding at a fast 
pace between HQ and stations, keeping vigil or acting 
as solemn escort. His responsibilities appear to allow 
him small opportunity for canine society. Of his family 
life nothing is known, but such intimates as he has must 
see little of him. As I rolled up for firewatching at about 
dusk the other evening I heard the quick tap of paws 
behind me, and up the hill round the corner flashed a 
pale streak just back from meeting the London train. 


* *” * 


A busy friend of mine always has three books going— 
@ serious one for ordinary reading, a light one for bedtime, 
and one which lends itself to five minute snatches which 
he keeps in the lavatory. The serious one is, of éourse, 
about what one is interested in or has got to know, but 
the bed book should bave certain qualities. The great 
Asquith read the Nati Dictionary of Biography ; 
—— I like Gilbert White and the Wayside and 

oodland series. When I was a student I used to go 
with others and help with a lot of children who were 
sent down to the seaside by the Country Holiday Fund. 
We used to take it in turns to tell them stories in the 
dormitories at night, and one of us, the present Director 
of the Industrial Welfare Soc., displayed great artistry. 
His story would be quite exciting or troublous at the 
start, then it passed through a comic stage, and tailed off 
into a tranquil, happy, repetitive, interminableness— 
something like the alcoholic sequence. He’d yawn, 
speak‘ more softly and slowly, take a deep breath, yawn 
again—‘‘ so Derek stayed down in the country and got 
heaps of lovely brown eggs from his chickens, and every 
morning. ...” Finally he’d tiptoe from the room ; ail 
In essence the story was always 


the boys were asleep. 








the same, for children of that age are stout conservatives : 
Derek, with whom they co all identify themselves, 
escay from brigands,.pirates or general all-round 
murderers with no small credit to himself, and settled 
down to a well-fed and pleasantly undulant life in the 
country. It was the gently undulant part that induced 
sleep. This quality should be seduously avoided in the 
lavatory book. Here one wants the climax element, 
energy with a bang, stories that end with a shriek or a 
shot rings out in the night; like the tale of the doctor 
who is doing a PM in the tropics and looks up to see that 
his big black assistant has not only got the big knife 
and is staging a manic burst but is edging round the table. 
The doctor edges the other way and they go round and 
round, gradually faster and faster, clutching the table 
and corpse, a vortex. That ought to stimulate peri- 
stalsis in anyone. Once I thought I’d got the ideal 
lavatory book on a second-hand bookstall in the 
Farringdon Road. Its title was Bowels , and [ 
think it was by one Smiles, but it was theological not 
alimentary ; not worth 4d. 


* * * 


The Surgeon looked up from his paper. ‘‘ Do you see 
our old class-mate, Mac, has m put on another 
committee ? I wonder how many that makes. He has 
so many fingers in so many pies that I think he must be 
polydactylous!”’ ‘* And I wonder,” said the Gynzcolo- 
gist, ‘‘ how he does it. Mac was certainly not one of our 
most brilliant students, and he has completely lived up 
to the lack of promise of his undergraduate career. <A 
thoroughly nice fellow, of course, and I like him, but 
somehow I have never sent him a case for consultation.” 

The Physician interjected thoughtfully, ‘‘ Mac is a 
good* example of a long-established general principle. 


. Look at his record. He had about £200 a year when he 


qualified, and so was able to do three house-jobs when the 
rest of us could only afford one. Then he helped his 
chief for six months with a little desultory research, 
which, combined with a good book memory, enabled him 
to pick up both the MD and his Membership, on account 
of which he then got a university assistantship, though 
everyone knew at the time that there were a couple of 
better men in for the job, who just had their MB’s. 
That £200 a year gave him a little more leisure than the 
rest of us, so he was put on that committee on case- 
statistics and follow-ups, and for the same reason he 
was made secretary of the Therapeutic Society. His 
Fellowship followed as a matter of course, and he was a 
natural choice for the library committee. With all that 
behind him an application for a what’s-its-name research 
fellowship was of course successful, and his pedestrian 
investigations gave him three or four papers, and so it 
wenton. Mac dabbled mildly in medical politics, joined 
the right lodge, and to be appointed to a 
temporary and obscure committee on some Government 
work, and as he never said very much but produced a 
turgid set of minutes he got the MBE. From there on 
progress continued in the same way. I agree that Mac 
is a very pleasant chap, but every single thing he has 
done has been completely undistinguished. As I said, 
his case is a beautiful example of the Biblical aphorism 
* To him that hath shall be given.’ ”’ 

“ Well, I’m not jealous,” said the Surgeon. ‘“‘ No, I 
don’t think any of us are,’’ replied the Physician. 
the trouble is that this type of thing seems to be 
inseparable from our method of selecting men for jobs, 
committees and the like, and it has obvious drawbacks. 
These are all the more apparent in war-time, and they 
certainly don’t help the war effort.” ‘I never looked 
at it like that before,’’ said the Gynecolegist, ‘‘ but there 
is something in what you say. I suppose it is difficult 
to choose a clever youngster with a simple qualification 
over the head of an older man with enough letters after 
his name to start an alphabet, though he has arterio- 
sclerosis added to a reeord of unblemished dullness.” 
The Physician sighed. ‘‘ I don’t see how this can be 
avoided. Since the war I have been reading the Bible. 
and I have been tremendously impressed by the colossal 
truth of some of these texts which we accept without 
thinking about them because they are so ili uch 
as the one I quoted. I would like to be a parson; I 
could preach a sermon on that text.”” ‘‘ You very nearly 
have,” murmure the Gynecologist. 











servi 
Tl 


letel 
medi 
both 
inad 
large 


med 
sche 
forest 
basi: 
com 


who 
esse. 
is sf 
of a 





tives: 
ives, 


ettled 
in the 
duced 
in the 
ment, 
cora 
loctor 
» that 


table. 
i and 
table 
eri- 
ideal 


il not 





THE LANCET] - 


MEDICAL PLANNING.-~—-METALS IN FOODS 


(yan. 9, 1943 §] 





Letters to the Editor 





MEDICAL PLANNING 


Smr,—The future medical service of this country is of 
great importance to many young practitioners who, like 
myself, have joined the Forces within one or two years 
of quali ion. In that short period few if any of us 
had time to prepare for our postwar career, some had 
ideas of ialisation, others had thought of a future 
in general practice, but many have no postwar plans at 
all. A planned medical scheme is the only hope that 
the profession has of avoiding a wild scramble when the 
warisover. Any medical scheme in which the paramount 
concern of the doctor is his own existence is basically 
wrong. I believe that most of the profession has 
sufficient interest and enthusiasm for that alone to be a 
stimulus to highest efficiency once the problem of financial 
insecurity is solved. In the evolution of our social con- 
science we have realised at last that the welfare of the 
community as a whole is of greater importance than the 
sonvenience of any one individual or group of individuals. 
This development has made the idea of a state medical 
service the natural outcome of our health legislation. 

The form that this service is to take has been largely 
determined by the increasing complexity of modern 
medicine, and the growing realisation that it is unfair 
both to patient and doctor for one man with grossly 
inadequate facilities to be responsible for the health of 
large sections of the community. With the steady 
growth of local government schemes of preventive 
medicine has come the demand for a _ coherent 
scheme, which will combine potentially antagonistic 
forees together. The EMS has shown that the regional 
basis, ignoring local political boundaries, is apt; and 
common ‘sense suggests that each region should be 
associated with a medical school. Codperation of the 
whole profession, especially of general practitioners, is 
essential if the scheme is to work smoothly. The price 
is some loss of individuality, the reward membership 
of a team. ' I.MS 


TOTAL versus SUBTOTAL HYSTERECTOMY 


Str,—A letter by Dr. Scott Russell in your issue of 
July 25 (p. 113) referred to the statistics of mortality in 
an article by McKinnon and Counseller of the Mayo 
Clinic on total versus subtotal hysterectomy for benign 
lesions. Since the statistical work of this article was 
done with assistance of the division of statistics of the 
pro ty Clinic when I was acting chief, I feel called upon to 
make some reply to his comments. Contingencies con- 
nected with my leaving for service with the Armed 
Forces prevented my seeing this article before it was 
published, and I regret certain slight arithmetic errors 
in carrying out of decimals that however do not bear on 
the points of controversy raised by Dr. Russell. 

In regard to his first general point that even so large 
@ group as 2674 hysterectomies does notentirely remove 
possible error in making a comparison between subtotal 
and total hysterectomy, but only reduces it to a minimum, 
because there may be bias, one can only comment that 
in this world, especially in the world of medical data, 
to reduce errors to a minimum is about all one can 
attempt to do. It can always be said that there may 
be bias. The article by McKinnon and Counseller is 
clear enough in the objective basis upon which the 
analysis was made and the general conclusion as respects 
mortality is also easily discerned. It is that, for a group 
of cases in which surgical risk is comparatively small, 
subtotal hysterectomy is followed by a considerably 
greater hospital mortality than is total hysterectomy. 

This conclusion of the authors is based on the observa- 
tion of hospital mortality-rates for total and subtotal 
hysterectomy in the entire series examined, and in a 
group categorised as of lesser ical risk according to 
objective criteria. The statement ‘a your correspondent 
that the criteria are not given is incorrect ; they are given 
on page 957, though perhaps not as completely as he should 
like to have them. In the series of 1497 cases with 
lesser risk, the mortality in the group with subtotal 
hysterectomy is over four and a half times that for 
the group with total hysterectomy (0-86 as against 


0-19%). Your correspondent has chosen to calculate 
the statistical significance not of this difference in 
mortality, from which the conclusion of the original 
authors was derived, but for the table of the entire series 
which is heterogeneous as to risk, and for this he calcu- 
lates a 50% probability for occurrence by chance. If 
the appropriate statistical calculation is made for the 
difference between the mortalities, in this group with 
least risk, one obtains 0-3—that is, a 3% and not a 50% 
 aggienirie for the chance error. This would generally 
e considered statistically significant. 

From another table of the remaining cases, not given 
by the original authors but produced by your corres- 
pondent from their data, he obtains figures from which 
he reaches the conclusion that ‘“‘ by using the same 
methods as the authors’, there is in nearly half the total 
cases a higher mortality associated with the total opera- 
tion than with the lesser procedure. The original figures, 
therefore, might almost as well have been used to show 
that the total operation was more dangerous than the 
subtotal operation.’’ I suppose the word “ almost ”’ 
can cover almost anything, but in this table that your 
correspondent has produced the mortality for total 
hysterectomy is only one-tenth again larger than in the 
subtotal (1-47 as against 1-33 %), whereas, in the defini- 
tive group with less risk, the rate for subtotal is increased 
more than threefold over that for total hysterectomy. 
Actually the difference in the mortalitits for total and 
subtotal hysterectomy for this group of remaining cases 
in the table produced by your correspondent is nowhere 
near statistically significant. The conclusion of the 
original authors—namely, that for cases of least risk 
there is appreciable and significant difference in mortality 
in favour of total hysterectomy—seems well warranted 
in the figures produced. 

Therefore. we must not join Dr. Russell in his con- 
clusion that ‘“‘ It seems a pity that the blessing of THE 
LANcET should have been given to statistics of such 
questionable value.’’ On the contrary, THz LANCET 
is to be con®ratulated on observing their noteworthy 
merit. 

Office of the Air Surgeon, JOSEPH BERKSON, 

S Army Chief, Statistical Division. 


METALS IN FOODS 


Sirr,—The case quoted in your issue of Dec. 12 (p. 714), 
in which a purveyor of food-products was charged with 
selling a table cream containing injurious metals, is 
most disturbing and suggests that it is time that the 
Government employed analysts who are not permitted 
to give expert evidence in the law courts except in cases 
in which the Crown is involved. It is surely most un- 
desirable that the senior official analyst to the Home 
Office should be permitted to give evidence on behalf 
of a private firm accused of poisoning the public by 
selling an article containing appreciable amounts of 
metals. This same Home Office official gave evidence 
recently in a case heard in West Bromwich to the effect 
that arsenic in amounts up to one-tenth of a grain per 
pound (ten times the amount of the standard of the 
Royal Commission). should not be regarded as unsafe. 
Any man may hold whatever views he likes in England 
today, but for an analyst in an official position to a 
Government department to be in a position to make 
statements so markedly in conflict with the legislature 
under the Food and Drugs Act, and against the spirit of 
modern public health teaching, is deplorable. 


Warwick. ©. FRASER BROCKINGTON. 


LONG INCUBATION PERIOD OF SYPHILIS 


Smr,—In Tue Lancet of Dec. 26 Dr. Michael-Shaw 
related the case of a married woman, aged 24, who 
showed on May 20 two small sores on the labia, which 
might be described (as no direct smears were taken) as 
early secondary condylomata. The positive Wassermann 
and Kahn tests would confirm this view, taking Jan. 29 
as the primary date of infection. We may assume that 
the primary infection passed unnoticed and that the posi- 
tive serological test appeared three months after the date 
of infection—taking for granted, of course, that the 
patient’s statements were true. 


Pinner. J. UNGAR 
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Obituary 


EDMUND, EENRY COLBECK 
OBE, MD camB., FRCP, DPH 


. H. Colbeck, emeritus Pe hole to the London 
Chest Hoopiter who died on Dec. 16, belonged to the old 
school of cardiologists. He held that a good ear and 
experience are worth more than all instruments. Meti- 
culous in his study of the pulse and in the begs and 
assessment of bruits he believed 
that they were the basis of all 
that was best in cardiology. 
He was born in 1865 at 
Batley, where his family owned 
woollen mills, and he had all 
the forthright qualities of a 
Yorkshireman. His father, 
William Henry Colbeck, mi- 
ated to New Zealand and 
dmund’s childhood was spent 
between his home there and his 
Yorkshire relatives. These 
early ties held firm and during 
the last war he served with the 
rank of major in the NZMC 
as a physician to the 
New Zealand Military Hospital 
EMietand Fry. at Walton-on-Thames. He was 
educated at Tonbridge School, Nelson and Wellington 
Colleges and at Caius College, Cambridge, where he 
obtained a first class in the natural sciences tripos. He 
went to St. Mary’s Hospital with a scholarship and 
graduated MB in 1889. After holding a house- -appoint- 
ment under Sir William Broadbent at St. Mary’s and a 
clinical assistantship in Vienna he began his long associa- 
tion with the great chest hospital at Victoria Park. He 
was physician there for over forty years and chairman 
of the house committee, whieh he ruled with absolute 
fairness but with a rod of i iron, for about half that time. 
He was a forceful personality and inflexible of purpose 
but his housemen knew his great kindness and were 
grateful for his keen understanding of their problems. 
At it Allbutt’s invitation he became an additional examiner 
in medicine at Cambridge University. His Diseases of 
the Heart was published in 1901 and his Science and Art 
of Preseribing in the following year. When he retired 
from the hospital in 1937 his colleagues presented him 
with a fine crayon drawing of himself by Rothenstein. 
Outside the hospital Colbeck’s chief interest was golf, 
and under the pseudonym of The Burnham Hare he 
published The Golfer’s Swing, & subject on which he was 
qualified to speak, for after an injury to his knee which 
would have incapacitated most people he taught himself 
to play left-handed until he regained his scratch handicap. 
He married Miss Susanna Mary Winearis and had a son 
and a daughter. 


HAROLD. MEREDITH RICHARDS 
j MD LOND 


Dr. Meredith Richards, who died at Oxford on Christ- 
mas Day in his seventy-ninth year, ranks as one of the 
leaders of the new public-health movements of this 
century and as an early advocate of medical inspection 
in schools. A man of wide culture he had unexpected 
reserves of learning and interests, and though his modesty 
led him to make light of his gifts they were recognised 
ee a qpumneiatet by ‘his colleagues at the Ministry of 

eal 

Richards was born at Cardiff and had joined the coal 
export business of one of his kinsmen when the opening 
of the University College of South Wales led him to play 
truant from commerce. Soon he went on to University 
College, London, and qualified from UCH in 1891. He 
took his\ MD the following year and the MD in state 
medicine with the rare distinction of the gold medal in 
1893. After some house appointments he entered the 
public-health service and became MOH for Chesterfield 
and later for Croydon where the new borough gave him 
seope for enterprise. His administrative abilities—he 
was always kind and considerate in his dealing with 
others—and his writings and reports soon won recognition 
and. it was a popular appointment when in 1911 he 








- On a warm-water 





returned to Cardiff as deputy chairman of the Welsh 
Insurance Commissioners. This association of a public- 
health authority with clinical medicine expressed the 
purport of insurance work and hé did rd to develop 
the medical side of the Welsh insurance scheme and to 
ee e it on secure foundations. In 1920 he was called to 

itehall to place his wisdom and experience at the 
disposal of the new Ministry of Health. As a trusted 
adviser on the medical and hospital aspects of the Locai 
Government Act of 1929 his retirement was postponed 
at the request of Mr. Neville Chamberlain till the transfer 
of the poor-law hospitals to the county councils should 
be under way. But he had always overworked and now 
a temporary illness warned him that exacting official 
work on his high standard should be relinquished. He 
rétired in 1930 to spend many happy years among his 
books, and though he was not physically robust he 
could outlast many younger men at his hobbies of walking 
and gardening. He married Mary Cecilia Todd and they 
had four sons, one of whom, Dr. A. Meredith Richards, 
is in practice in Oxford. . 


A NOTE ON THE ESTIMATION OF 
SERUM BILIRUBIN & SULPHANILAMIDE 
WITHOUT PRECIPITATION OF PROTEINS 
F. RaPpPaPorT F. EIcHHORN 
Beilinson Hospital, Petah Tikva, Palestine 

Most procedures in current use for the estimation of 
bilirubin e and sulphanilamide require pre removal 
of the proteins from the dilu serum or cerebrospinal 
fluid, followed by the measurement of a diazo colour in 
the filtrates. Deproteinisation has two disadvantages— 
it. is tedioys and, at least in the case of bilirubin, 
may lead to loss in the precipitate of some of the con- 
stituent being determined. Jendrassik and Cleghorn* 
found that the use of caffeine sodium benzoate made the 
precipitation of proteins unnec , but the oncnreee 
clouding of the coloured solution with Ege ec me 
benzoic acid may make colorimetry difficult. velyn 
and Malloy? overcame the difficulty by diluting the 
serum with aqueous methyl (instead of the usual ethyl) 
alcohol before diazotisation. This procedure is highly 
successful, but the colours are pale, due to the high 
dilution, and require a photoeleetric colorimeter. In the 
present procedures a citric-acid buffer, with added 
caffeine and urea, is used to keep the proteins in solution, 
and to render the “ indirect’” bilirubin reactive. This 
mixture has the added advantage that the colours are 
developed at a constant pH, thus eliminating any 
variations in the colours which may arise because 0 
the indicator nature of the dye substances formed by 
the diazo reaction. 

I. Bilirubin 


The reagents required are as follows : 

I. Diazo miature——Diazo 1: 1 g. sulphanilic acid is sus- 
pended in a little water and dissolved by the addition of 15 
¢.cm. fuming hydrochloric acid ; water is added to 1000 c.cm. 
Diazo 2: A 0- 5% solution of sodium nitrite; this solution 
must be kept on ice; it keeps only a limited time and: must 
be. renewed when the diazo dye obtained with bilirubin has a 
violet tinge. To prepare the fresh reagent mix 10 c.cm. of 
diazo 1 with 2 c.cm. of diazo 2. 

Ila. Buffer solution for total bilirubin.—15 g. citric acid ; 
5 g. sodium citrate tribasic; 5 g. pure caffeine ; 24 g. pure urea. 
bath dissolve all these reagents in 60 c.cm. 
of water, cool and dilute to 100 c.cm. ; this solution keeps well. 


IIb. Bu solution for direct bilirubin—24 g. pure urea ; 
0-9 g. KH,PO,; 18 c.cm. N/15 H,PO,. Dissolve and make 
up to 100 c.cm. with distilled water. 


Ill. Standard solutions—2-16 g. purest anhydrous cobalt 
sulphate is dissolved in water and made up to 100 c.cm. in 


@ measuring flask. 
IV. Normal bilirubin-free serum is diluted 1 : 5 with diazo 1. 


TOTAL BILIRUBIN 
Place 0-5 c.cm. of serum in a test-tube. Add 0-25 
c.cm. of freshly prepared diazo 1. Observe if within a 
few minutes a colour ¢ develops. Finally add 
1-75 c.em. of th= bilirubin b er mixture (IIa). Depend- 


‘endrassik, L. and Cleghorn 
2: Deelyn, K. and Malloy, H 





A. Biochem. Z. 1936, 289, 1 
a ey. J. biol. Chem. 1937, 119, 481.” 
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ing on the bilirubin concentration, a red colour develops 
either at once or at the latest after 15 minutes. 

In the direct reaction (“ direct ’’ bilirubin) the colour 
change occurs after diazotising only. In the indirect 
reaction (‘‘ indirect” bilirubin) the red colour appears 
only after the addition of the bilirubin buffer mixture. 
When the intensity of the colour has reached its maxi- 
mum, which, as stated, takes place at the latest after 15 
minutes, the material examined is poured into the cup 
of a micro-colorimeter and compared with the standard. 

Serum especially rich in bilirubin whose colour inten- 
sity surpasses that of the standard solution must be 
@iluted either before diazotising with physiological salt 
solution, or after diazotising with buffer solution Ila. 
The degree of dilution must be considered in the calcula- 
tion. When the bilirubin content of, the serum is low 
(below 2-5 mg. per 100 c.cm.), there is a difference in the 
shade of the colour in the colorimeter, so that at times a 
comparison of the solutions becomes impossible. This, 
however, may be remedied by using the serum diluted 
as in reagent IV, as a blank in a compensating visual 
micro-colorimeter or in a photoelectric instrument. 
This solution serves to neu the difference in colour 
between the standard and the unknown. 


Calculation.— 
Mg. bilirubin _ Reading of standard x 2-5 
per 100 c.cm. Reading of test 





DIRECT BILIRUBIN 

It may be of interest to determine the direct bilirubin 
uantitatively in cases where both “ direct ’’ and “‘ in- 
irect ’’ bilirubin are present in one serum. Usually on 
finding a positive direct reaction the amount of indirect 
bilirubin which may be present as well is neglected, and 
the mg. of bilirubin per 100 c.cm. given as the result 

includes both kinds of bilirubin. 
To measure the direct bilirubin only, we add instead of 
buffer solution Ila after diazotising the serum the same 


amount (1-75 c.cm.) of buffer solution IIb, which does » 


not contain any compound with alcoholic groups, thus 
preventing the development of indirect bilirubin. 

This buffer solution IIb fulfils the same task of keeping 
the proteins in solution and the diazo dye at a constant 
pH. In cases of a di itive reaction we do two 
tests, one with buffer IIa and one with buffer IIb. The 
result obtained after subtracting “‘ direct ’’ from total 
bilirubin gives the amount of indirect bilirubin present. 
For example : 5-7 mg. total bilirubin per 100 c.cm. minus 
3-2 mg. direct bilirubin per 100 c.cm. gives indirect 
bilirubin of 2-5 mg. per 100 c.cm. 


m. Sulphanilamide 

The reagents required are as follows : 

1, N. hydrochloric acid. 

2, 0:5% aqueous sodium nitrite solution. 

3. Buffer solution : as for bilirubin—buffer solution Ila. 

4. 0-4 g. dimethyl-x-naphthylamine is dissolved in 100 
c.cm. of 96% alcohol. The solution lasts a very long time if 
kept on ice. 

5. Aqueous sulphanilamide solution containing 100 mg. per 
100 c.cem. If determination of a sulphanilamide derivative 
is wanted, a similar solution of that substance is used. 


DETERMINATION OF SULPHANILAMIDE IN SERUM 

Unknown solution.—0-25 ¢.cm. of serum is put in a 
test-tube ; 0-05 c.cm. of solution 1 and 0-05 c.cm. of 
solution 2 are added. The mixture is allowed to stand 
for three minutes, then 2 c.cm. of the buffer solution 3 
and 0-1 c.cm. of solution 4 are added. 

Standard solution.—0-75 c.cm. of serum, free of sulph- 
anilamide, is added to 0-15 c.cm. of solution 1, 0-15. ¢.cm. 
of solution 2 and 0-06 c.cm. of solution 5 and are left 
standing for three minutes ; 6 c.cm. of the buffer solution 
3 and 0-3 c.cm. of solution 4 are added. 

All easily comparable red-violet colours develop imme- 
diately. Should the colour of the wn. solution be 
too intense, it may be diluted with water. 

If the content of sulphanilamide is determined in 
icteric or hemolytic sera, a difference of colour appears 
between the unknown and the standard solution. This 
can be eliminated by putting a colorimetric cup, of the 
diluted serum under examination behind the standard 
solution in a compensating colorimeter. 


Calculation.— 
Mg. sulphanilamide _ Reading of standard x 8 
per 100 c.cm. ~ ‘Reading of test 


The factor 8 results from the following calculation : 
0:25 c.cm. of serum corresponds to 0:02 ¢.cm. of the 100 
mg. per 100 c.cm. sulphanilamide solution. Therefore 
1 c.cm. corresponds to 0:08 mg. and 100 c.cm. to 8 mg. 


DETERMINATION OF SULPHANILAMIDE 8N URINE 


Besides. the free sulphanilamide acetylated sulphanil- 
amide often appears in urine. This does not take part 
in the reaction, and can be determined only after hydro- 
lysis with HCl. 

Determination of free sulphanilamide.—Use 0:25 c.cm. 
urine, diluted ten times; 0-2 c.cm. N/HCl; and 0-05 
c.cm. of the nitrite solution. The further procedure and 
the calculation are the same.as in the determination in 
serum. For the standard solution water is used instead 
of serum. 

Determination of total sulphanilamide.—0-25 c.cm. 
urine, diluted ten times, is boiled with 0:2 c.cm. of N/HCl 
for thirty minutes in the water bath or in the steam 
steriliser. After cooling, 0-05 c.cm. of the sodium nitrite 
solution is added, and the sfilphanilamide is determined 
as above. 

The difference between the total and the free sulphanil- 
amide gives the quantity of acetylsulphanilamide in the 
urine. 


DETERMINATION OF SULPHANILAMIDE IN CEREBROSPINAL 
FLUID 

In cerebrospinal fluid sulphanilamide may also be 
found in the acetylated form. The determination should 
therefore be done as in urine, 0:2 c.cm. N/HCl being 
added to every 0:25 c.cm. of CSF. One of the test-tubes 
is first boiled for 30 minutes in the water bath or steam 
steriliser. After cooling, 0-05 c.cm. of nitrite solution 2 
is added to both tubes, and the sulphanilamide content is 
determined. The difference between total and free 
sulphanilamide gives the quantity of acetylsulphanil- 
amide. 

SUMMARY 

Methods for determining bilirubin in serum and sulph- 
anilamide in serum, urine and cerebrospinal fluid are 
described. Precipitation of protein is avoided by choos- 
ing suitable reagents. The pH is kept constant by the 
use of a buffer solution. Thus the colours of the solutions 
—_— examination can always be reproduced true to 

me. 

We are grateful to Miss E, Setter for her assistance in 
performing these experiments. 


Infectious Disease in England and Wales 
WEEK ENDED DEC. 26 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2054; whooping-cough, 837; diphtheria, 731 ; 
paratyphoid, 3 ; typhoid, 6; measles (excluding rubella), 
10,888 ; pneumonia (primary or influenzal), 671; puer- 
peral pyrexia, 111; cerebrospinal fever, 64; polio- 
myelitis, 7; polio-encephalitis, 0 ; encephalitis lethar- 
gica, 3; dysentery, 103; ophthalmia neonatorum, 60 ; 
No case of cholera, plague or typhus fever was notified 
during the week. 

Deaths.—In 126 towns there were 1 (0) deaths from 
enteric fevers, 16 (0) from measles, 4 (1) from scarlet 
fever, 8 (1) from whooping-cough, 14 (1) from diphtheria, 
23 (3) from diarrhea and enteritis under two years, and 
38..(5) from influenza, The figures in parentheses are 
those for London itself. 


Bradford reported the fatal case of an entericfever. There were 
3 deaths from diphtheria at Liverpool. Birmingham had 5 deaths 
from influenza and Manchester 4. 


The number of stillbirths notified during the week was 
185 (corresponding to a rate of 41 per thousand total 
births), including 24 in London. 

The fact that goods made of raw materi in short 
supply owing to war conditions are advertised in this 
paper should not be taken as an indication that they are 
necessarily available for export. 
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ENDOMETRIOSIS OF THE VAGINA 


ENDOMETRIOSIS of the rectovaginal septum perforating 
into the vagina is rare, and presents special problems in 
treatment. J. C. Ahumada, J. A. Salaber and A. E. 
Nogués! have recently observed 4 cases. The patients’ 
ages ranged,from 32 to 43 years; 2 complained of 
metrorrhagia, one of painful menorrhagia with rectal 
tenesmus and the fourth of continuous lower abdominal 
pain with frequency and rectal tenesmus. In 3 of the 
patients a hard, granular mass projected into the vagina 
from the posterior wall ; in the fourth a thickened band 
was present in the posterior fornix, dragging the upper 
part of the cervix backward, but the mucosa over it was 
not perforated. In 3 cases a Wertheim operation was 
successfully performed ; in the fourth case the tumour 
mass was first freed per vaginam and then removed 
through an abdominal incision, and the vagina sutured. 
Pathological examination of the tumour in each case 
showed typical endometriosis—that is to say, neoplastic 
formation, partly solid and partly cystic, and containing 
~nunverous areas of hemorrhagic extravasation. The 
tumour is believed to be derived from ectopic endo- 
metrial tissue, and the microscopic structure resembles 
endometrium, consisting of glandular spaces embedded in 
a stroma composed of fibrous tissue and smooth muscle. 
In one instance a primary focus was found in the uterus, 
from which the disease had extended to the rectovaginal 
septum. In the three other cases the condition appeared 
to be prong and no lesion was found elsewhere in the 
genital tract. The authors emphasise the diagnostic 
value of preliminary biopsy in doubtful cases; it was 
practised once in their series. Radical operation is the 
treatment of choice. If for reasons of age or infirmity 
surgery is contra-indicated, or if the disease is too exten- 
sive for complete removal, radiotherapy may be tried. 


Queen’s University, Belfast 


At a recent graduation the following degrees were conferred: 

MD—*D. P. Gurd (with high commendation); *J. C. Bowe, 
*w.s. 

MB, che B4O—Mary I. Allen, 4h Robert Calwell, 
Joan 8. Deans, Elisabeth Elliott, W. L. es Leslie Golaxing, 
Joan I. M. Macauley, As = M’Auley, F. H. Mullan 
Mathews, William Pitt, M. EB. Quiery.. J i. Quiviey, 1 R. H. 9.8 
Wi Fe Rath, H. Scott. Benzion Shein, terling, W.. M. 
creme, Naclaide M- W. Walker, D. A. Weir, Martha N. A. Wilson, 


ae * In absentia. 


Royal Faculty of Physicians and Surgeons of Glasgow 
Mr. R. W. Watson-Jones will deliver a John Burns lecture 
in the hall of the faculty, 242, St. Vincent Street, Glasgow, 
on Wednesday, Jan. 13, at 4pm. His subject will be surgical 
and rehabilitation treatment of bone and joint injuries. 


_Pharmaceutical Society of Great Britain 

Mr. F. H. Cotton, AIC, will deliver a lecture on synthetic 
rubbers at the house of this society, 17, Bloomsbury Square, 
London, W.C.1, on Thursday, Jan. 14, at 7 PM. 


Faculty of Radiologists 

A meeting of the therapy section of the faculty will be 
held on Saturday, Jan. 16, at 10.15 am, at 32, Welbeck Street, 
London, W.1, when Mr. E. W. Riches, Mr. L G. Williams 
and Dr. Alexander Haddow will open a discussion on the 
treatment of carcinoma of the prostate. 


Royal Society of Medicine 

The section of pathology of this society will meet at 
St. Mary’s Hospital, Paddington, on Tuesday, Jan. 12, at 
2.30 pm. At a meeting of the section of physical medicine 
to be held at the house of the society on Jan. 13, at 2.30 
pM, Prof. H. A. Harris will read @ paper on the anatomical 
basis of physical medicine. On Jan. 15, at 3.30 pm, the 
section of obstetrics and gynecology is to discuss the radio- 
logical diagnosis of disproportion. The openers will be 
Prof Chassar Moir and Dr. E. Rohan Williams. At 4.45 PM, 
on the same day, at the section of radiology Air-Commodore 
Stanford Cade, Dr. Robert McWhirter and Mr. J. Jackson 
Richmond will open a discussion on the value of irradiation 
in association with surgery in the treatment of .carcinoma 
of the breast. 


1. Ahumada, J. C., Salaber, J. A. and Nogués, A. E. Rev. Cirug. B. 
Aires, 1942, 24, 121. 
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Control of Rubber Gloves 

Circular 2740 of the Ministry of Health announces that 
the following maximum purchases of rubber gloves will be 
allowed during 1943: for doctors 6 pairs; midwives 6 pairs ; 
district nurses not practising as midwives 4 pairs; nurses in 
private practice 2 pairs. Doctors may obtain their booklets 
of six certificates from the Central Medical War Committee, 
but applications for supplementary rations should be made to 
the regional offices of the Ministry. 


Charles L. Mayer Awards 

The National Science Fund of America has created two 
$2000 prizes to be known as the Mayer awards which will 
be presented for outstanding contributions during last year 
and this year to our knowledge of factors affecting the 
growth of animal eells, with particulary reference to human 
cancer. Contributions may have been published or may be 
submitted direct to the fund at 515, Madison Avenue, New 
York City. 


Medical Casualties 
The following medical men who were reported missing at 
Singapore are now known to be prisoners of war : 


Captain A. Y. Adam, MB Edin., RAMC; Major P. R. Graves, 
MD nd., RAMC; Captain W. J. Street, MRCS, RAMC ; Captain 
K. W. Todd, MRCS, RAMC; and Dr. H. R. Morrison. 


Captain C. W. Peck; MRCS, RAMC, is also reported missing 
at sea in October. 


British Institute of Philosophy 

On Friday, Jan. 22, at-4 pm, Prof. Herbert Dingle, DSc, 
will deliver a lecture at 14, Gordon Square, London, W.C.1, 
under the auspices of the institute. He will speak on space 
and time in modern physics. 








Appointments — 
MILLER, MABEL G., MB EDIN., DRCOG: temp. asst. MOH for 
Twickenham. 
*“SmiTu, D. x MB ST. AND. : deputy superintendent for Abergele 
Sanatorium. 


* * Subject to confirmation by the Manchester City Couneil. 





Births, Macriages coal Deaths 
BIRTHS 


ree Dec. 26, in London, the wife of Dr. J. R. G. Harris— 


Hav. ane oe Dee. 29, in Oxford, the wife of Dr. R. Emlyn Havard, 
aon. Oxford—a son. 
. 25, + mening; near Carnforth, the wife of Dr. 





a 


es H 

IRwW1In.—On Dee. 31, in pn the wife of Captain 8. T. Irwin, 
RAMO—a& daughter. 

MADDEN,.—On Dee. 27, at Colchester, the wife of Dr. J. G. Madden, 
of Tollesbury, Essex—a dav ter. 

Mason.—On Dee. 31, at Minster-in-Sheppey, the wife of Mr. J. I. C. 

ason, FRCS—a “daughte 

PROPERT. —On Dec. 25, * ‘Golchester, the wife of Dr. Sydney 
Propert—a son. 

ROBERTSON.—On Dec, 26, at Wimbledon, the wife of Captain J. A. 
Robertson, RAMC—a daughter. 

RoBrnson.—On Dee. 25, at Aylesbury, - wife of Captain Philip 
Rob m, RAMC, of Wendover—a so 

WATERS. “3 Dec. 26, 2 Dr. jeeps aa Waters (née Weatherall), and 
Dr. E, T. Waters, RC 

WENYON.—On Dee. 25, at mene. Bay, the wife of Captain E. J. M. 
Wenyon, RAMC—a daughter. 


MARRIAGES 

Cosin—STEBBINGS.—On Dec. 24, C. Frank Cosin, MRcP, of Lang- 
land Gardens, NW3, te Pamela Stebbings, only daughter of 
Mr. and Mrs. H. V. Steb' 

Cosin—STEBBINGS.—On Dec.19,L onel Cosin, FRcs,of Orsett Hospital, 
to Mrs.. Pamela Stebb' daughter of Mrs. Keenlyside. 

pape Pe nae Dec. 31, at Cambridge, Thomas Shirley Hele, 
FRcP, to Audrey Louise. 

KIRKMAN—McCaBE.—On. Dec. 27, at Staplehurst, Albert Henry 
Beaumont ich ey | FRCSE, to @. Evelyn McCabe, Mp. 
LEIPER—THOMAS. ec. 31, at Tottenham, Edwin James Reid 
ee Dilys Thomas, MB, both of Haymeads 

Hospital, Bishop’s Stortford. 
a a: gees rue Dec. 26, at Oxford, Robert McCurdy, 
MB, surgeon MN, to Joan Daphne O’Conpell. 


DEATHS 
A oe Dec. 28, at Letchworth, Frank James Allen, Ma, 
CAMB, formerly *  gmoy ae of physiology, Mason College, 


‘Bicminghane, mag 
KilnLERY.—On Dec ~— Salisbury, Rhodesia, “+4 John Browne 
Killery, MRCs, tient colonel RAMC retd., 


aged 7 
EAcH.—On roe Phd at Liandrindod Wells, Abraham Richard 


Leach, MB 

Seunena.c On. Dec. ‘31, at Siooaton, Warwickshire, Richard Henry 
Spencer, MD, MS, MAO 

THOMPSON.—On Dee. 27, ep Aideties, Derby, George Kenworthy 
Thompson, MB MANC, DPH, aged 55. 
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ADEQUATE TREATMENT OF GONORRHEA 
WITH SULPHATHIAZOLE 


G. L. M. McELuicorr 
MA OXFD, MRCS 


WING-COMMANDER RAFVE; SENIOR 
SPECIALIST IN VENEREAL DISEASES, 
ROYAL AIR FORCE 


F. J. G. JEPrEerRiss 
MRCS 
SQUADRON-LEADER RAFVR; 
SPECIALIST IN VENEREAL 
DISEASES AT A RAF HOSPITAL 


SULPHATHIAZOLE is now well known as an anti- 
zonococeal bacteriostatic agent that rivals sulphapyridine, 
not only in efficiency but also in lack of toxicity, 
but no extensive trial of it has yet been possible owing 
to the short supply of the drug. Promising results in a 
small number of cases were obtained in 1940 by Lloyd 
and Erskine and by Batchelor, Murrell and Thomson, but 
it has not hitherto been possible to verify the spectacular 
claims of Gaté and Cuilleret (1940) in France and 
Miescher (1940) in Switzerland. 

In the autumn of 1941 this hospital was fortunate in 
obtaining a limited supply of the drug which increased 
during the next few months. ‘Before this became 
available, we had for many months successfully treated 
37% of our cases of acute uncomplicated gonorrhoea with 
one five-day course of sulphapyridine, 6 g. being given 
on the first day and 4 g. on each of the other four days, 
making a total of 22 g. It was therefore decided to 
follow in Miescher’s footsteps, and by gradually reducing 
the period of medication to determine the minimum time 
in which we could produce with sulphathiazole results 
at least as good as those we had obtained with sulpha- 
pyridine. 

We have analysed 567 cases of acute uncomplicated 
sonorrheea treated with sulphathiazole, the vast majority 
being first infections, all cases in which there was any 
likelihood of relapse from a previous attack being 
excluded. The results of the various schemes of treat- 
ment are tabulated. It will be seen that most of the 
patients were treated for three days or less, for once it 
became apparent that good results followed the shorter 
courses, those of four and five days were discontinued ; 
155 cases had an extra 2 g. added to their first dose (i.e., 
those who had 8 g. in the first 24 hours)-but this was 
later abandoned as the end-result showed no obvious 
improvement. 

Whatever scheme of dosage was employed, the drug 
wasgiven four-hourly night and day, in order that the 
concentration in the blood might be continuously 
maintained at a high level, but more recent experience 

suggests: that this practice is unnecessary and that 

ication may safely be confined to the waking hours. 
No adjuvant treatment such as irrigation was given and 
no dietetic taboos were enforced, but a daily fluid intake 
of at least five pints was insisted on. Morning smears 
were frequently examined by one of us. 





Duration ° 





There is a remarkable similarity in the results obtained 
by each scheme until the period of medication is reduced 
to twelve hours ; then there is a well-marked deteriora- 
tion, even though the majority of the cases received 10 g. 
of the drug. It was noted that every case showed some 
initYal response, that gonococci were very rarely seen in 
the smear after twelve hours, and that if they did reappear 
they almost invariably did so within three or four days 
of the cessation of chemotherapy. 

The successful cases, who had three days’ treatment or 
less, were able to leave hospital about a week after 
admission. .None of them did so until his discharge had 
finally ceased and his ees urine had become clear 
and free from *‘ threads ’’; this process was usually not 
complete until about three or four days after the end of 
treatment. The urethra probably takes a few days to 
recover from the effects of a bacterial infection after the 
cause has been removed, and the presence of some pus 
cells in the urethral secretion and ‘‘ threads ’’ in the urine 
after chemotherapy need cause no anxiety, provided 
these do not persist beyond the tenth day. 

Cultural control was not carried out and the possibility 
of temporarily non-pathogenic gonococci surviving cannot 
be excluded, though from what we have seen during the 
follow-up period we consider this extremely unlikely. 

After leaving hospital, patients report weekly to their 
unit medical officers for six weeks’ observation, at the end 
of which time they return to an approved centre for tests 
of cure. These include examination of the prostate and 
its secretion, palpation of the urethra over a curved 
metal sound, and a provocative injection of gonococcal 
vaccine (500 million), after which the patient shows his 
morning urine to his unit medical officer for three 
successive days. As an additional precaution every 
patient reports again to the centre for a final examination 
after a further six weeks. It has however been our 
experience that these classical methods of provocation 
are singularly ineffective and that the very few relapses 
we have noted do not seem to be in any way connected 
with them. 

For the purpose of this investigation we have called a 
case a ‘“* non-gonococcal failure ’’ if an apparently non- 
gonococcal discharge persisted, or the urine remained 
hazy for more than ten days. A case that left hospital 
without a discharge but returned later with one in which 
no gonococci could be found is referred to as a ‘‘ non- 
gonococcal relapse.’’ Although these cases are always 
viewed with the gravest suspicion and the possibility of 
concealed gonococcal infection cannot be altogether . 
excluded, it is somewhat significant that they did not 
react to further chemotherapy and were ultimately 
cured by mild local treatment and increased fluid intake, 
and—perhaps most important of all—the lapse of time. 
It is-not unreasonable to suppose that these cases may 
have been originally infected with secondary organisms 


RESULTS OF A OF 567 CASES OF GONORRHEA WITH SULPHATHIAZOLE 


"Analy sis: of unsuccessful cases 














Ss ful Unsuccessful |... 
Four-hourly dosage (g.) of wuccess > Early Late Non-gono- " Gonorrhoeal 
- + treatment | treated anaes acaroces gonococcal gonococcal \coccalfailures complica- 
relapses * relapses t and relapses tions{ 
Courses of 2 days or more. 
8, 6, 6, 4, 4 : 5 days 20 19 1 0 0 ’ 1 0 
He 6, 6,6 (12 cases) .. . 6 5 4 
Hee fh peoon fie 28 26 2 0 Care 1 0 
oe: Ttecenees. iyi] Saas 219 197-(90%) 22 (10%) 11 (5%) 3 6 . 
6. ACR cone} -+))! sidage 143-128 (89-5%) | 15 (105%) | 8 (5-6%) 1 6 0 
Total bil tbe 410 370 (90-2%) 40-(9°8%) 19 (4°6%) 5 (1:2%) 14 (3°4%) 2 (0°5%) 
Courses of 12 hours or less. ; 
4, 2, 2, 2 3 12 hours 44 37 7 4 2 1 0 
9 Be. ote ie de 8 hours 100 81 19 13 0 6 0 
5,3 ak aa i 4 hours 13 11 2 2 0 0 0 
Tees - 6 ie ae 157 129 (82-2%) 28 (17°8%) | 19 (12°1%) 2 (1:3%) 7 (4:4%) 0 
Grand total .. By as 567 499 (88%) 68 (12%) 7 (12%) 21 (3°7%) 


38 (6°7%) 2 (0°35%) 





* Occurring while in hospital. 


+ Occurring after leaving~ hospital. 


3  Ocourring after treatment. started. 


Percentages are considered significant only when the number of cases analysed exceeds 100. 


6229 


c2 











66 THE sanene 


DR. MARGARET ROBINSON : 


PAILING LACTATION L cca 16, 1943 





as well as with gonococci. Primary non-gonococeal” 
urethritis from one cause or another is not an uncommon 
condition, and there is no reason why it should not 
occasionally exist in conjunction with gonorrhcea. 

None of the serious toxic effects of sulphathiazole 
treatment has been observed, though a few cases of drug 
rash appeared among the unsuccessful cases when 
further chemotherapy was attempted. Two of these 
were of the erythema nodosum type. Though many of 
the patients admitted to a slight headache, nausea, or a 
‘feeling of heat’’ during treatment, few of them 
complained, and the symptoms were as transient as they 
were insignificant. 

CONCLUSIONS 

From an analysis of 567 cases of acute gonorrhoea 
treated with various courses of sulphathiazole this drug 
appeared to be more effective than sulphapyridine, and a 
success rate of 89-5% was achieved with a course of 6 g. 
a day for two days. These findings confirm the opinions 
of Colonel L. W. Harrison (1942) and to a certain extent 
the reported claims of the German Army venereologists 
(Heyn 1942, Iaggeselle 1942, Morschhauser 1942). 

Genococcal relapses almost invariably declare them- 
selves within four days of the cessation of chemotherapy. 

Sulphathiazole is far less toxic than sulphapyridine 
and the duration of treatment is shortened by its use ; 
thus, the outpatient is more likely to complete his 
treatment and the Service man is returned to duty sooner. 


We wish to thank the Director-General of Medical Services, 
Royal Air Force, and Group-Captain W. E. Barnes, officer 


commanding the hospital, for permission to publish this 
article. 
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FAILING LACTATION 
A STUDY IN 1100 CASES 


MARGARET ROBINSON, MD BELF, DPH, LM 
ASSISTANT MEDICAL OFFICER OF HEALTH FOR LIVERPOOL 


Heyn, W 


In the infant-welfare centre at Norris Green during 
1938-40 detailed notes on 1100 consecutive cases of 
premature weaning were taken at the time of the failure 
to continue breast-feeding. All cases of cessation of 
breast-feeding before the end of the seventh month were 
considered premature. About 40% of the women could 
give no reason for their failure to continue breast-feeding 
and no reason could be found on examination ; the milk 
just “‘ dried up ”’ and i efforts to increase it. 
Most of these cases were carefully watched throughout 
the entire period of failure in the hope that some cause 
would be revealed. A little over 4% had only a 
temporary failure due to worry, cracked nipples, or acute 
illness in the mother or baby. 


NORMAL LACTATION 

The following description of the normal Dentedtnns cycle 
is the result of many observations made on women who 
were successfully feeding their infants. 

1. The period of filling lasted about 10-30 minutes, 
and during it the mother became increasingly aware of a 
sense of heaviness in her breasts ; this seems to be due to 
an increase in the fluid rather than the solid part of the 
milk, for it develops suddenly and is not present in the 
solid type of failure (see later) ; before the heaviness is 
felt no milk can be pumped out. The rate-of filling was 
peculiar to each woman, and in some did not begin until 
the infant had begun to suck. Tgetgel (1926) mentions 
@ similar increase in aero in the udders of cows. 

2. The period of emp ne usually lasted 5-7 minutes, 

and rarely as long as 10 minutes where the breast and 
nipple were normal. During this period the pressure in 
the breast falls and the sense of heaviness disappears. 
The emptying of the breast was brought about by the 
rhythmic pumping. out of the milk at the rate of 40-60 ~ 
jets per minute. The jets seemed to vary in force and 


length, according to the fullness of the ‘Meena ; and the 
rate of emptying of the breast depended on the force 
exerted by the pumping mechanism and the quantity of 
secretion present. 

The pumping could start spontaneously either : 
(a) in both breasts, if, by withhalding the i at its 
usual feed-time, they were allowed to become over-full 
(i.e., wlfen the pressure reached a certain level the 
pumping started); or (b) in one breast, while the other 
was being stimulated by suckling or by expression. 
Schafer (1913) +as shown that the injection into lactating 
women of an extract of the posterior lobe of the pituitary 
caused in a few seconds “ contraction of the muscles of 
the mammary glands” and the discharge of milk. 
Recently, Swanson and Turner (1941) have reported, in 
animals, the presence of smooth muscle cells around the 
mammary alveoli as well as in the duct tissue. If these 
smooth muscle cells were present in women (I cannot 
find any reference to them) this would explain the 
rhythmic pumping out of the milk by means of peristaltic 
waves along the ducts and alveoli. Since smooth muscle 
may be affected by emotion, this would also explain the 
sudden temporary suppression of the milk which is known 
to be brought about by worry, fear and anger. The 
centre for the initiation of the pumping seems to lie 
beneath the extra-areolar ring. Pumping could be 
elicited on stimulation of this area by the pressure of the 
baby’s gums, or of the observer’s forefinger and thumb. 
This pumping is probably the same as the “‘ letting down ”’ 
of the milk in the cow, which Hammond (1936) says is 
the result of nervous impulses excited by stimulation of 
the teats. The mothers were able to tell when their 
breasts were empty in the first two months after parturi- 
tion by the cessation of what they termed “ pringling ”’ 
in the breast, and in the later months by. the disappear- 
ance of the sense of heaviness. 

A few women felt neither pringling nor any heaviness 
after the second week of. lactation, and: yet had an ade- 
quate milk-supply. These were the cases in which 
suckling and filling occurred simultaneously. Since 
pumping always takes place from both breasts at the 
same time, stimulation of the pumping centre of one 
breast prebably causes impulses to be sent to the 
posterior pituitary gland, whose secretion will circulate 
through the two breasts at about the same concentra- 
tion and will therefore stimulate the hypothetical 
smooth muscles of the ducts: and alveoli of both breasts 
simultaneously. 

Some doubt was cast on this theory by Smith (1932) and 
Houssay (1935) because removal of the posterior pituitary 
did not interfere with lactation. However, Gomez (1939) 
reported that lactating hypophysectomised rats could be 
maintained in lactation by suitable replacement therapy 
(anterior pituitary), though the young seemed unable to 
obtain the milk present in the gland. Injections of posterior 
pituitary- extract (PPE) along with the daily “ lactation- 
maintaining ’’ therapy (anterior pituitary) permitted the 
young to get the milk from the mammary glands. Later 
Gomez (1940) found that eight-hourly injections of PPE plus 

* maintenance therap$ ”’ allowed the young rats to be reared 
to weaning age. Withdrawal of PPE at any time during the 
course of the experiment was immediately followed by a rapid 
loss of weight in the young, and death unless the injections 
were recommenced. 

3. A refractory period set in after the breast had been 
emptied, and lasted 24-3 hours. During this period 
manual expression produced small beads of milk on the 
nipple, but no pumping could be elicited. Schafer 
(1914-15), having previously (1913) shown that one 
injection of PPE emptied the breast, found that a 
second injection given soon after the first did not produce 
any milk. Folley (1940) mentions the various ductless 
glands which have been shown to take part in lactation. 
Later (1941) he states that the cestrogenic hormones 
increase the percentage of solids in the milk as well as 
inhibiting secretion. They may also govern the length 
of the refractory period, during which it is possible that 
the milk solids are manufactured, whereas the fluid is 
secreted during the period of filling, 

TYPES OF FAILURE 

The types of failure were the same in cases where a 
reason was found for failure as in those which remained 
unexplained. 
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1.. Dry. (a) Partial failure.—lt-was:not- uncommon to 
tind the milk secretion fai to increase with the needs 
of the infant. If the deficiency was made ‘good by 
supplementary--bottles, this: low level of secretion would 
often continue for the full 9 months. Engel (1941) 
showed how the quantity of breast tissue present varies 
from woman to woman, which may have some bearing 
on this type of inadequate lactation. According to 
Fre ne renee and wer ey this would be due to 
deficient mammogen I 1 during pregnancy. 

_ {b) Complete failure.—This, the commonest type of 
failure, was characterised by either a sudden or a gradual 
j and the liquid part of the 

secretion in one or both breasts, and appeared at any 

time during the 9 months. Where lactation had been 
established in both breasts, the failure in one heralded 
the failure in the other; but where lactation-had only 
been established in one breast, that breast usually con- 
tinued to lactate satisfactorily for the full 9 months. 

The failure was sometimes so sudden that at one feed 

there was plenty of milk and at the next there was none. 

As in the period of the lactation cycle, one 

could always express a few.drops of milk, but there was 

neither a sense of heaviness nor could any pumping be 
elicited. In other words, the filling and the emptying 
stages of the normal lactation cycle had either ceased 
altogether or were delayed for anything up to 24 hours 

(i.e., giving one féed a day). More often than not, when 

the filling stage of the lactation cycle did return the rate 

of secretion was slower and the total output smaller. In 
this type of failure the controlling mechanism of the 
whole lactation cycle seemed to be at fault. 

Tallerman and Hamilton (1928) found from a series of 
analyses of successful lactations that the average volume 
of the midday breast-feed was only slightly more than 
half that of the a feed, while the last feed 
at night tended to a little larger than the midday 
feed. It seems therefore that the gradual failure of 
lactation was not a uniform lowering of the normal rate 
of secretion, for as a rule the first feed to become deficient 
was the last one at night, and the others usually failed 
in the following order—6 pm, 12 noon, 3 pM. Many 
women retained the first feed in the morning and the last 
one at night for some time after the others had ceased. 
In my experience, regular suckling at the empty breast 
did net prevent failure, but rather hastened it owifig to 
the worry it entailed. This should be distinguished from 
the above-mentioned partial failure, which is preserved 
by the regular emptying of the partially filled breast. 

the amount of milk secreted is in inverse pro- 
portion to the amount of muscular exercise taken was 
observed in the women suffering from a gradual failure 
of lactation. In these women the number of supple- 
mentary feeds varied from day to day—e.g., on cleaning 
and washing days the baby was mainly bottle-fed, 
whereas on days of more sedentary occupations fewer and 
smaller supplementary feeds were required. The order 
in which the feeds began to fail and the order of the 
household duties seemed to bear a constant relationship 
to one another. The relaxation of the muscles produced 
by a hot bath commonly caused lactorrhcea, while fear, 
anger and loss of sleep causéd suppression of the 
secretion. 

2. Wet.—During the period of failure, or just before it, 
these mothers complained that their milk had turned to 
‘blue water.’”’ This was accompanied ‘by soft breasts 
and a distressing lactorrhea which was almost continu- 
ous. In fact, the smooth muscle (if it is present) in the 
duct walls seemed to have become over-active in the same 
way as does that of the bowel in diarrhcea.. In other 
words, the breasts could not retain the milk secretion 
owing to excessive peristalsis. ~ Both breasts were usually 
affected, the failure being gradual: and occurring but 
rarely after the fourth month of lactation. It seems here 
that the ductless glands which control the filling and the 
emptying periods of the lactation cycle were over-active. 

. Solid.—A small number of mothers who ceased to 
breast-feed before the end of the sixth week complained 
that their babies refysed to empty, and even in some 
cases. to suck, at their breasts, which were tender and 
heavy with milk. On examination, tense nodular 
breasts were found. Manual expression produced beads 
of thick creamy secretion, but no pumping could be 
elicited. This: absence of pumping made it impossible 


to empty the breasts, and persistence in manual expres- 
sion nearly always resulted in abscess formation. As a 
rule, both breasts were affected together. Here it’ seems 
that the breast had the pewer to manufacture the milk 
solids but none to cause the filling with fluid and the 
subsequent pumping out of the milk. 

4. Alactea.—Complete absence of lactation is rare. 
The 4 patients who never fed their babies because of a 
difficult labour probably belonged to this class. 


«CAUSES OF FAILURE 

Some of the 39-8% of mothers in whom no cause for 
failure could be found had fed all their-previous children, 
some had fed none, others only a few. One or two said 
that early in pregnancy their breasts had not given them 
the usual sense of growth; but the others asserted that 
there was no difference in either their health or circum- 
stances during successful and unsuccessful lactations. 
Each lactation seems to be peculiar to its previous 
pregnancy, and pregnancy and lactation should be 
considered together, instead of as separate entities. As 
pregnancy may fail at any stage so lactation may fail at 
any stage. As some women are habitual aborters, so 
some women are habital failures as lactators, whereas 
others abort or fail in lactation only occasionally. Each 
time a fertilised ovum is implanted in the uterus a fresh 
impulse is given to the system of ductless glands con 
trolling lactation, and this impulse normally continues 
to the end of lactation, when the baby can live separate 
from the mother and eat adult food without harm. It 
seems reasonable to postulate a fault in this mechanism 
as a cause of at least some of the obscure failures of 
lactation. 

The reasons obtained for weaning are set out in the 
table. About 12% of the mothers felt that they could 
not continue feeding their infants. Most of them had 
previously been poor lactators The breasts of normally 
lactating women, when not emptied regularly, become 
very painful, hard and tender, One woman did her 
best not to feed her baby, but being a good lactator her 
breasts became so painful that she had to begin again and 
continue until the baby was over 9 months. In my ex- 
perience, normal lactation cannot be suddenly stopped, 
but can be gradually reduced by never allowing the baby 
to empty the breast completely at each feed. ‘This is the 
reason why lactation usually fails before the sixth week 
when the baby is mentally defective, for these infants 
take little interest in food and are poor suckers. 

The reasons given for weaning could be placed in the: 
following order : 


(1) Health of the mother, 23%. 
(2) Condition of the infant, 12%. 
(3) Environment, 8%. 


Since irregular feeding, crying at night, constipation 
and “‘ wind’ appeared to be rather the symptoms of 
failing lactation than the cause, I think they should be 
deducted ‘from the reasons related to the condition of the 
infant; if this is done the percentage is reduced from 
12 to 7%. Hence the health of the mother was about 
three times as common as either of the other two reasons. 
Conditions affecting the breasts were more common than 
those affecting the general health of the mother, and 
were almost equally divided between acute illness and 
“general debility.” Among the conditions affecting 
the breast, those affecting the nipple were about three 
times as common as those affecting the breast tissue, and 
cracked nipples made up three-fifths of the whole. 
Nearly two-thirds of the mothers suffering from debility 
could not feed their babies beyond the first month ; this 
was also true in nearly all cases of flat nipples and in 
all cases of mastitis.. Most of the 48 temporary failures 
were due to acute illness, the lactation cycle recurring 
with greater frequency and intensity as the severity of the 
diseases abated. Menstruation and pregnancy each 
accounted for only 1 case. 

An inquiry into the time when the mother’s menstrual 
period recommenced after labour. showed that of 413 
mothers who fed their babies for eight months and over, 
24% had their first period at six weeks ; 17% between six 
weeks and weaning; and 59% after weaning. Among 
238 mothers who weaned their babies early, 24% had 
their first period at six weeks; 8% between six weeks 
and weaning ; and 68% between weaning and ten months. 
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REASONS FOR PREMATURE WEANING 


| Number weaning at 












































‘ia No. % (months) 
| 0-1 2-3 4-7 
No cause for failure .. 438 39-8 | 232 136 70 
Temporary failure -. 48 4-4 24 14 10 
Conditions affecting mother | 
Acute illness of mother 59 5-4 24 25 10 
Debility of mother .. 49 4°5 30 13 6 
Feels unable to feed * a. 2 02? ¥ 0 0 
Low mentality of mother .. 2 0-2 1 1 0 
Onset of menstruation 1 OL 0 0 1 
Starting another pregnancy 1 0-1 0 0 1 
Had a difficult labour ; 4 O-4 4 0 0 
stitis .. 1 0-1 1 0 0 
Breasts Shacuues 33 3-0 17 12 4 
: oy one functioning on oF 1 1 0 
r m at ie 5 15 1 0 
Nipples | Cracked |! a5 | 7? | 45 | 35 5 
Total 255 23-2 
f Weaned baby herself 69 5-3 29 30 10 
oe Convineed she 
} cannot t ai 26 2-4 21 4 1 
teed Won’t try Fy 22 2-0 18 4 0 
a L Hysterical sé 15 1-4 8 6 1 
rat Total 132 12-0 
Environment 
Illegitimate — .....6.6% 38 3:5 30 6 2 
Iliness in the family oth 20 1:8 1 7 3 
Worry at home rs ye 14 1:3 8 2 
Mother has to work i. 5 0-5 > 0 0 
Death in family 5 0-5 0 3 2 
On advice of her own doctor + 0-4 3 0 1 
Father suddenly unemploye ed 3 0-3 3 0 0 
Living in rooms 2 0-2 0 2 0 
Total .. 91 8-3 
Condition. of the baby 
Illness of child + 38 3-5 6 17 15 
Twins m ~ 22 2-0 17 5 0 
Prematurity ‘ve 12 11 9 3 0 
Mentally defective .. 6 0-6 5 1 0 
Cleft palate .. pid 1 0-1 1 _0 0 
Total 79 7:2 
Baby cries all night 45 4-1 15 23 7 
Irregular Sees 8 0-7 | 3 3 2 
* Wind ” od 3 0-3 | 0 3 0 
Constipation. . ée 1 0-1 0 1 0 
Total .. 57 5-2 | 
Grand totals 1100 | 583 | 364 | 153 


* These mothers gave up breast-feeding because they felt ill after 
each attempt. 
Tt a: ~! eames gave up breast-feeding because the baby did not 
ve. 


It seems therefore that menstruation is neither a reason 
for weaning nor a cause for failure ; its function seems to 
be independent of lactation. 

Since it is a popular superstition that breast-feeding 
prevents conception, mothers who no return of 
menstruation until after weaning did not recognise a 
superimposed pregnancy until they felt foetal move- 
ments. By this time the foetus was about 18-20 weeks, 
and the infant at least 7 months old, which means that 
adequate lactation had continued at the same time as a 
pregnancy for nearly 5 months. By the seventh month, 
im most women, lactation is par ype! beginning to 
decline, so that a decline in output in these pregnant 
women could hardly be stinibuton to the pregnancy. I 
have noticed that where there was pregnancy without 
knowledge lactation continued normally, but where it 
was discovered the fear of damaging the infant or the 
foetus led to weaning, often resulting in tender breasts 
or abscess formation. Turner and Meites (1941) demon- 
strated that pregnancy in rabbits had no effect on the 
lactogenic hormone. They found that on the twentieth 
day post partum the lactogenic hormone present in the 
pituitaries of 10 rabbits who were simultaneously preg- 
nant and lactating was just as high (27-65 RTU) as in 10 
rabbits who were only lactating (27-10 RTU). Previously, 
1t had been shown by Holst and Turner (1939) that on the 
twentieth day post partum the pituitaries of 10 lactating 
rabbits contained an average of 26-63 RTU of lactogenic 
hormone, whereas during pregnancy alone only 10-14 
RTU were present. 
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- Aimee the reasons given which were related to the 
environment, illegitimacy ranks highest, and in 30 of 
these 38 cases weaning was due to the mother having to 
work. The next in importance are illness in the family 
and worry at home; together they almost equal ille- 
gitimacy. As the result of examining and questioning 
those mothers who have illness in the family or home 
worries, it seems that the cause of their failure is the 
extra muscular activity plus the loss of sleep. In addi- 
tion, the lack of time and patience to sit down quietly 
until the baby has completely emptied the breast may 
be the initial cause of the failing secretion. 

Among the conditions affecting the baby, illness of the 
child and prematurity—either due to twins or other cause 
—are the most frequent reasons given for weaning and 
are of about equal importance. All the weanings due to 
prematurity occurred before the end of the third month, 
and I have reasons to believe that the greater the pre- 
maturity the less milk is secreted per feed and the 
shorter the lactation period. Further investigations into 
this question are being carried out. Additional support 
may be given to this idea by the claim_.of Ehrhardt (1936) 
and Lessman (1939) to have. extracted large amounts of 
lactogenic hormone from placental tissue. Selye-and his 
colleagues (1933) and Newton and Beck (1939) found that 
a transient lactation can occur in animals even if they 
have had their hypophysis removed during pregnancy. 
It may be that the placenta gives the initial stimulus to 
lactation and that the pituitary gland carries on. Turne 
and Meites (1941) found that it was shortly after parturi- 
tion that the lactogenic hormone increased two- to four- 
fold in the anterior pituitary of animals. 

Iliness of the infant caused weaning, particularly 
where the mother had the extra ntuscular exercise of 
attending hospital to feed the baby several times a day. 
If the mother expressed her breast milk regularly every 
four hours and went but seldom to the hospital she could 
often re-establish breast-feeding after the infant. had 
been discharged, by slowly. replacing the supplementary 
bottle-feeds with breast milk. 


SUMMARY ? 

The cause of about half of the failures of lactation are 
unknown, and some of the others are doubtful. The 
failures may be due to a break in any one of the links 
in the chain of duetless glands controlling lactation. 

In 1100 cases of failing lactation investigated most of 
the reasons given for weaning were connected with tlie 
health of the mother. 

Where there was a gradual failure of milk secretion, 
a definite relationship was seen to exist between muscular 
exercise and the amount of milk secreted. 

Prematurity appeared to be related to a scanty milk 
secretion, while pregnancy and menstruation were not 
so related. 

Each of the four types of failure described—dry, wet, 
solid and alactea—may have a different origin. 

The types of failure were the same whether or not a 





. reason could be found for the failure. 


Permission to publish this paper has been given by Dr. W.M. 
Frazer, medical officer of health for Liverpool, and by Dr. R. 
Bell, senior assistant medical officer for maternity and child 
welfare. 
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A REFLEX GOVERNING THE OUTFLOW 
OF MILK FROM THE BREAST 


H. K. WALLER, MB CAMB. 
PHYSICIAN TO THE HOSPITAL FOR MOTHERS AND BABIES, WOOLWICH 


FaILuRE of lactation shortly after the birth of the child 
is very common, and the almost automatic ease which 
characterises breast-feeding once the early weeks are 
successfully passed is in striking contrast with the 
difficulties met with at the outset. That something 


other than the action of the lactogenic hormone is neces-- 


sary. for the continuance of milk secretion is seen in the 
rapid involution of the breasts when the child is stillborn, 
and in the regressive changes in one breast when suckling 
is confined to the other. Histological studies of the 
mammary gland indicate the manner in which overfilling 
of the alveoli arrests milk production by compression 
of the secretory cells; and although engorgement of 
the breasts is recognised as a troublesome incident of the 
lying-in period, its relief is usually attempted on account 
of the discomfort it causes rather than because it con- 
stitutes a threat to the maintenance of secretion. 


BREAST TENSION AND FAILURE OF LACTATION 


In order to get some estimate of the frequency of 
breast engorgement and its consequences, questions were 
put to a consecutive series of women whose first attend- 
ance at an infant-welfare centre was made within 4 weeks 
of their confinement. Of 52 questioned all but 4 had 
been delivered in hospital, where they had made an 
average stay of 12-8 days. No case giving a history 
of abnormal pregnancy, labour or the puerperium was 
included, with the. exception of 3 who had mastitis. 
They are divided into two groups: the 22 who at 4 
weeks were still breast-feeding their babies, and the 30 
who had already ceased to do so. 

Six questions-on their experience during the first fort- 
night were answered as follows: 

: Breast Bottle 


Type of feeding at 4 weeks .. «+» 22(42°3%) 30(57°7%) 


Early milk plentiful ~. aa 20 on 26 
Overloading of breasts - ies 10 nas 24 
Relief attempted by breast-pump, &c. 6. ae 21 
Child unable to obtain milk easily .. 4 iw 17 
Injury to nipples he pee t 8 oe 22 
e Mastitis .. ar = 0 + 3 


To the first question, whether their milk was plentiful 
in the first week after delivery, 46 out of 52 replied that 
it was so, both groups giving practically identical 
answers ; indeed. one sentence almost served for the 
whole number: “I had plenty of milk at the start.” 
On the point of overfilling there was a wide divergence. 
Typical replies from those in the second group were : 
‘* My baby couldn’t get the milk out.”’ ‘‘ The nurse said 
I had too much milk.”’ ‘‘ They had to draw my milk 
off.”” As a rule withdrawal by a breast-pump or by hand 
was made two or three times ; im a few cases twice daily 
for 2 days. As far as could be judged the amount 


-withdrawn. was usually less than 100 c.cm. Damage to 


the nipples was experienced by nearly three-quarters 
of those who failed to continue breast-feeding, and in 
just over a third in the successful group. One woman 
suffered a breast abscess which required incision on the 
sixteenth day. Trauma of the nipples and mastitis are 
complications closely associated with overloading and 
stasis. 

Failure to withdraw milk might be attributable to 
weakliness in the baby, but there was little in the mother’s 
statements to support this, or in the babies’ birth- 


weights. ° 
Breast Bottle 
Av. weight at birth. . 7 Ib 1 oz. 6 Ib. 14 oz. 


’ » »o» 4 weeks ‘ 7 lb. 14 oz. 7 lb. 


Failure was commoner with the firstborn. In 38 
primipare the ratio of breast- to bottle-feeding was 12:26, 
and in 14 multipare 10:4. There was,little difference 
in the women’s ages, the average age of the’ primipare 
being 23-5, and of the multipare 25-2 years. For the 
most part these 52 women had been told during preg- 
nancy that their prospects of being able to breast-feed 
their babies were good. Disappointment was the rule 
among those who failed. Many had left hospital with 


the assurance that their yield would increase if they 
persevered with feeding, and in some this had happened. 
On the other hand, in several instances this assurance 
had clearly been given when regression was already far 
advanced. 

Of the 52 women, 46 described their milk as plentiful 
during the first days, and 34 as excessive. Only 6 said 
it was deficient, and 2 of these were in the group which 
succeeded. In taking a history of the lying-in period 
this is an important point. Many who say in good faith 
they had no milk from the start will, on further question- 
ing, correct this to the statement that for a few days their 
breasts were full or overfull but that after that the milk 
seemed to leave them suddenly. Seme dozen women in 
this series readily agreed to this correction. Small as is 
the number of women in this inquiry, it reveals that more 
than half had failed to feed their baby almost from the 
very start. This proportion is almost certainly too high 
to be representative of the material from which it was 
drawn, because a baby that has to be artificially fed is 
an inducement to the mother to bring it early to a clinic. 
This view is supported by the small amount of weight 
gained in the first 4 weeks of life by the bottle-fed babies 
compared with the breast-fed. Nevertheless if the num- 
ber of failures to breast-feed in the series were halved the 
result would still be unsatisfactory. Three conclusions 
are suggested by the data: that the common tendency 
of the breasts to become overfull at the outset of lactation 
involves a risk to the continuance of milk secretion ; 
that the risk of arrest is greatest in the first lactation ; 
and that the child’s demands for food are unreliable as a 
means of reducing a state of high breast tension to a level 
ensuring continuance of milk production. These conclu- 
sions are in accord with clinical experience whenever the 
evidence of overloading in the early days is carefully 
sought. 

It may seem that in singling out this particular feature, 
and representing it as fraught with special risk to the 
continuance of milk secretion, a number of other well- 
recognised hindrances to the successful establishment of 
suckling are being disregarded ; but in as much as they 
all involve interference with the easy and effective 
performance of breast-feeding they all favour retention 
of milk within the breasts. This is true of the child’s 
inability to cope with a malformed nipple, especially 
the type that resists protraction ; or of the occasional 
case where the child almost suffocates in the effort 
to continue feeding when its nasal breathing is obstructed. 
It holds good when the compression effects on the baby 
of a difficult or too forceful labour take days to wear off, 
or when the necessary energy to feed declines duriag the 
lethargy of jaundice. Delays due to these and other 
causes ate described in all textbooks on infant-feeding, 
but seldom is the connexion drawn between them and the 
threat to milk production. Still less is it suggested that 
in their absence lactation may yet be summarily brought 
to an end by a state of high milk-tension alone. We 
have no standard by which to gauge overfilling, and it is 
my impression that its frequency is much underestimated 
and that quite severe degrees are often ignored. 

In so far as the task of withdrawing milk calls for 
strength, the heavier baby should be at an advantage. 
Although there was little difference in the birth-weights 
of the two groups of babies it happened that among the 
bottle-féd were two who at birth were among the heaviest 
of the whole number (8 Ib. 13 oz., and 8 Ib. 10 oz.) ; 
while among the breast-fed was one who had weighed but 
4 Ib. 15 oz., and who had gained 17 oz. in the first 4 weeks. 
This must arouse the suspicion that the child’s physical 
strength is offset by another factor, also variable—the 
ease with which the milk flows. On occasion the 
advantage may, in fact, be with the weakly. 

An overloaded state of the breasts in the early days 
after delivery does not arouse much concern; but 
teaching in this country is emphatic that later on the 
security of lactation depends on the breasts being regularly 
drained. ‘‘ The baby should empty the breasts at each 
feed.’ In this advice two points deserve notice. First, 
the emphasis is not directly on any particular degree of 
fullness, but on the degree of emptiness to which the 
breasts are reduced when the child has finished feeding. 
I suspect the form of this injunction derives from experi- 
ence in the artificial milking of animals. By stripping 
the udder there is less risk of it becoming overfull by the 
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end of the long mterval customary in dairy-farming ; 
thus the value ef complete emptying in the human may 
be related to the length of time between suckling. The 
other point is of greater significance : the advice puts on 
the baby the whole responsibility for emptying the 
breasts. It is, we are told, the vigour which the child 
puts into the act of feeding which counts; and more 
specifically ‘‘ the strength with which it sucks.’’ There is 
truth in this, but it is surely a half-truth. It is impos- 
sible to suppose that a gland with the structure of the 
breast can be drained, much less emptied, by suction 
through the nipple. It was one of the earliest physio- 
ical discoveries that to extract milk from an animal’s 
der something. more is needed than mere muscle 
power. The cow must not be frightened or disturbed if 
she is to ‘‘ let down * her milk. She yields more to the 
accustomed milker than to a stranger, from whom, 
indeed, it may be ‘held up” entirely. These facts 
suggest that outflow is dependent on a reflex mechanism, 
highly susceptible to interference and conditioning.- 


EXPERIMENTAL FINDINGS 


ight was thrown on the nature of this mechanism by 
~the <iscovery of Tgetgel' that a sudden rise of tension 
~within the udder accompanies the start of milking (see 
figure). Hammond? has suggested that this represents a 
reflex venous engorgement produced by stimulation of 
the teats, exerting pressure on the fat-laden milk in-the 
alveoli and finest tubules and forcing it into the larger 
ducts and sinuses. Part of the evidence used to support 
this view is based on fractional milking. If the four 

uarters of the cow’s udder are milked in turn, a marked 

ifference between the fat content of fore and hind milk 
is found in the first quarter ; but the difference is alniost 
obliterated by the time the fourth quarter is milked. 
This is due to the diffusion of fat which has occurred 
meanwhile as a result of the rise of pressure. The same 
difference between fore and hind milk which has re- 
peatedly been found in the human takes on a new signi- 
ticance if it can be shown to be the result of a force within 
oan arising reflexly and driving the milk towards the 
¢c 

The method of fractional milking can be applied to the 
problem under consideration by comparing the fat con- 
tent of the milk in the two breasts. 

If the reflex exists, the essential changes can be thus 
anticipated : let the fat content of fore milk be ascer- 
telnad in the first breast at which the baby feeds; then 
by the time feeding from that breast is finished, the fat 
content of fore milk in the other breast should stand at a 
higher level. As fore milk gives place to hind milk, the 
accompanying rise in fat content should be greater in the 
first breast 
than in the 
second, since 
fat should 
have di 
in the second 
breast while 
feeding was in 
progress at the 
first. 

In an experi- 
ment_ devised 
to test these 
points, the 
@ 3 6 9 2 method used to 
0 3 6 9 {2 minutes Arter COllect. milk 
HOURS AFTER MILKING START OF Muxing ™eeds a few 
words of ex- 
planation. That it reproduces the naturalmethod well enough 
is based on a belief that when the baby feeds the réle of suction 
is not to extract milk from‘the depth of the gland but to draw 
the nipple far to the back of the mouth and keep it there. In 
this position the lacteal sinuses are brought within reach of the 
jaws, and the milk they contain is squeezed out by the action 
of the mandible. Im support of this view is the fact that if the 
Jase 8 of the sinuses be first defined, an almost continuous 

low of milk can be obtained by compressing them between 
thumb and finger in a series of pinches not unlike the action 
of the baby’s jaws. The use of this method for the purpose in 
mind calls for two essential precautions: we must avoid 
1. Teetgel, B. Scheweiz. Arch. Tierheilk. 1916, 68, 6. 
2. Hammond, J. Vet. Rec. 1936, 16, 520. 


Diagram of milk pressure in the cow’s udder. 
(From Tgetgel.) 
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TABLES'I AND IT * 
MILK TAKEN FROM BOTH BREASTS IN 14 CASES 


Order of samples: (1) fore milk from first breast ; (2) hind 
milk from first breast; (3) fore milk from second breast ; 
(4) hind milk from second breast. 


























Samples taken Fat % 
mage Wis stage, tig ie | " Age of Parity 
t te tab we] baby of 
2 pe RTS AOS BP i, 1 y 3 4 (weeks) mother 
Time Min, taken | 
< | | j | 
955, 15 | 19 | 27/36 91 52) 81 6 2 
1:55, 13 | 17 | 25 13-0 8-0 5-6 | 6-2 6 1 
215; 7 | WW! 19 |P2!] 90! BO | 5-5 94 1 
2-2 8 | ll 18 |2-0 62, 2 | 40) 25 3 
10-12, 8 | Il 18 (46) 66 > 4:3 |) 4:8 13 3 
10:15; 10 | 15 | 22° |2:8 6-3 2-4 | 3-0 12 2 
28 7 10 19 (62 11-9 56 | 9-9 103 1 
155) 10 | 15 | 25 (7-0) 8-3, 8:6 | Od 13 1 
9-48; 7 9 | 19 | 40) 61) 52 | 6-0 7 1 
2:20, 7 | 10 | 17 [2-0 4-7) 46 | 6-6 124 2 
10-5 9 | © | 2213-5) 76! 55) Gb!) 14 3 
10-1 | 7 li | 17 (30) 79) 42) 72 7} 1 
9-45, 30 | 33 | 42 (2:3. 98 7-0. |Lb-4 11} n 
2-2 7 10 18 (29 49 5:0) 68 84 1 
Av. (10:3 13 | 21-4 | 3-4 6-8 | 11-1 1-6 


| 76 | 4:9 | 


Order of samples; (1) fore milk from first breast ; -(2) fore 
milk from second: breast; (3) hind milk from first breast ; 
(4) hind milk from second breast. 

2 3 4 lL 2 3 


| - 














9-55} 3 5 17 |1:6 | 7-0 | 81 | 8-6 35 1 
1-57) 3 13 18 | 4-9 | 6-4 |12-3 11-2 18} 2 
10:25| 3 12 19 |5-5 1:77 98 | 3-5 15 1 
9-45| 4 25 32 11-3 32 | 84 | 60 8} 2 
1-45] 5 25 35 |40)56 | 66 81 s 1 
1-50} 4 | 20 | 30 [4:2 5-8 | 63 | 8-6 84 1 
9-45) 5 17 30 |16 1 4:5 | 83 | 8-0 st 2 
10-20| 5 18 | 25 |2:1 |) 3-4 | 95 | 66 17 i 
9-45) 5 25 37 | 1-1 49 | 23.) 7-4 y 2 
9-50) 5 16-25 [0-8 1:5 | 5-0 3-6 21 5 
1-50) 4 15 26/10 1-6 |) 50 16 23 3 
9-25| 5 16 | 26 |4-4/ 63 | 62 | 84 | 12 

150} 5 15 19 |2-1/ 1-1 | 40 1-6 24 ; 
9-56| 2 12 19 |3-4 5-2 | 61 65 °5 1 
Av. | 4-1 | 16-7 | 25-6 |-2-7 | 4-1 | 7-0 | 6:3 15-2 | 1-9 








disturbing the woman for fear of inhibiting the reflex for 
which we are searching, and must refrain from applying to the 
breast.as a whole an external pressure through the hands, for 
this could produce artificially a downward passage of the fat- 
laden milk from the alveoli anti fine ducts into the larger ducts 
and sinuses, In our experiments it is believed these sources 
of error were successfully overcome. The collection of milk 
samples was entrusted to a nurse who, as a midwife and health 
visiter, had acquired great skill in the manual withdrawal of 
milk. The object of the experiment was not explained to her ; 
she was merely instructed to obtain samples in the manner 
described and impressed with the importance of avoiding the 
above two pitfalls. The ease with which she gained the con- 
fidence and coéperation of the women chosen is a fair guaran- 
tee of their freedom from emotional disturbance. If any 
woman was inconvenienced or circumstances seemed unfavour- 
able, withdrawal of milk was postponed until a better oppor- 
tunity offered or abandoned. 

Samples were taken at the usual feed times from women 
who had made a practice of nursing at fixed intervals. In all 
eases chosen, the thriving condition of the infants was proof 
that lactation was free and secure. The nurse often. paid 
two or three preliminary visits to the house to establish an.easy 
relationship with the mother. Since she was concerned solely 
with accuraey of method and not with the rationale of the 
experiment, it is fair te asgme any changes in the fat content 
of milk which were found were true physiological differences. 
A group. of 26 women provided milk. The fat content was 
estimated by Gerber’s method. 


In the first. experiment, (table 1) the order in which 
samples were taken was: (1) fore milk and (2) hind milk 
from the first breast at which the baby fed ; then (3) fore 
milk and (4) hind milk from the second breast. The 
changes in fat content (%) were as follows: 


1st breast 2nd breasi 
Fore milk O. 3-4 Foré milk .. 4-9 
Hind milk Je TRS Hind milk .. 6:8 
Rise dite aS 4-2 Rise sé 1-9 
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These figures fulfil the conditions laid down; but we 
had overlooked the need to ascertain whether the fat 
content of the fore milks stood at the same level in the 
two breasts before the baby began to feed. A second 
series was taken to make good the omission. This time 
(table 11) the order of samples was: (1) fore milk from the 
first breast; (2) fore milk from the second breast. The 
baby was then fed at the first breast from which a 

ee of hind milk (3) was taken; in the same way 
ilk (4) was collected after it had. fed at the second 


breast. The fat contents (%) were as follows : 
lst breast 2nd breast 
Fore milk wt 2-7 Fore milk .. 4-1 
Hind milk Py 7-0 Hind milk .. 6:3 
Rise “a o 4-3 Rise a 2:2 


It was a surprise to find that the figures were almost 
identical with those of the first series and that the 
change in the order in which the samples were taken was 
not reflected in the analyses. Without the influence of 
the baby feeding, in 12 out of 14 women the second 
sample of fore milk again showed the higher fat content— 
a rise of 1-4%, compared with 1-5% in the previous series. 
The times at which the samples had been taken had been 
recorded, and it was found that in the second series an 
average of 4 minutes was occupied by the nurse inobtain- 
ing, sealing and labelling the first. Was it possible a 
reflex rise of pressure had been caused by the resemblance 
of her manipulations to the normal stimulus of the baby ? 
This explanhtion is supported by. the findings in a third 
series of samples, fore milk this time being withdrawn 
simultaneously from both breasts (table m1), This time 
~~ get: breast A, fore milk 3-9%; breast B, fore milk 

4-3%. The difference here is only 0-4%. Two cases 
show a wide divergence from the others, and in both the 
nurse suspected most of the feeding was habitually from 
one side only ; if we exclude these, the average for the 
other 12 is 4:1% and 4-2%, a difference of but 0-1% 
between the two fore milks. 

The experiment provides, on a small scale, evidence of a 
change in the composition of breast-milk correspon 
with that found in animals. This has been attribu 
to a rapid forcing of fat-laden milk from the alveoli down 
through the duct system, and is a direct result of the 
sudden rise of pressure. I believe that on the evidence 
here adduced we are entitled to assume the existence of 
a similar mechanism in the human. 


TABLE IlI—FORE MILK FROM EACH BREAST. 
SIMULTANEOUSLY * 


SAMPLES TAKEN 





Fore milks fat °% Age of baby (weeks) Parity of mother 





A B 

6-6 4-7 94 1 
3-9 3°0 15 1 
2-2 5-4 134 1 
5-2 55 16 1 
6-0 4-6 16 1 
50 50 10 1 
3:4 3°3 10} 1 
3-0 4:8 6 1 
4-9 4-7 18 3 
5-17 1-4 164 2 
2-2 58 20 1 
3-8 2-2 174 2 
4-0 3°38 44 1 
0-6T 6-8 20 ? 

Average 3-9 4°3 13-8 1-3 





* It will be noticed that the fat content of the fore milks in this 
series is higher-than those for the first samples in both tables 
I and m1. ‘his may be partly due to the longer time oecupied 
in taking the milk. The nurse had no previous experience of 
obtaining simultaneous samples from the two breasts and found 
it difficult. Considerable variations in fat content are found 
in the same animals milked on successive days, and the same 
phenomenon may account for the higher figure recorded in this 
experiment, The first samples in table I also gave a higher 
reading than those in table nu. 


+ These 2 cases show a wide divergence (see text). 


CLINICAL EXPERIENCE 


Clinical facts. in support of these experimental findings 
are plentiful ; not only the existence of a reflex mechan- 


ism such as we have been. discussing, but considerable . 


understanding of its function and importance are con- 
— being revealed in women’s account of breast- 


An expulsive character in the outflow of milk is most 
clearly seen when lactation has. been in progress 6 or 8 


enetns-thitt is to say, ‘after the shone during which the 
breasts are almost continuously full. In that early 
stage, although the baby may drink freely each time it 
feeds, it a to make little impression on the abund- 
ance of mil ‘It is usually towards the end of the first 
month that the fullness diminishes, and though the 
child does not necessarily drink more the breasts are now 
appreciably lightened when the feed is finished. They 
re-fill gradually in the hours which follow, so that as the 
time for suckling becomes due the woman is aware of 
their increasing heaviness. Distinct from this, both in 
time and character, is a sharp pricking or tingling which 
radiates through both breasts simultaneously as the child ° 
mouths the nipple and tries to withdraw milk. There 
are many descriptions of this feeling ; among the women 
I have questioned the most usual are “‘ a feeling like pins 
and needles "gor ‘‘ a drawing.”” Some liken it to cold 
water running over the skin. Of special interest is the 
statement’ that the breasts ‘‘ harden.’’ In some I have 
satisfied myself that this is so, for a transient increase in 
firmness can be distinctly felt. Occasionally an altera- 
tion can actually be seen, and for a few moments faint 
indentations appear outlining the lobes of breast tissue, 
but I have only twice been able to observe this. 

To this sensation, and the hardening that goes with it, 
women have given the name of the ‘‘ draught.’’ With 
it, they say, the milk “‘ comes in ”’ ; but it would, in fact, 
be more accurate to say it tells them the milk is about to 
run out. For within a second or two the child is greeted 
by an outrush of milk which may be so sudden’ and 
copious that he chokes and is compelled to break off 
feeding to take breath. At such a moment one may 
get a striking demonstration of milk pouring from the 
duct openings in a horizontal stream; I have notes of 
this distance being measured and found to exceed a foot. 
Simultaneously an outflow occurs from the other breast, 
though it is less forcible as a rule and not so copious. 
My impression is that though the sensation of the draught 
is felt in both breasts, this spontaneous outrush tends to 
become confined to the breast at which the baby is 
feeding ; so that by about 8 weeks, the date chosen for 
this description, it has become almost unilateral, though 
a simultaneous stream from both sides may have been 
evident enough a little earlier. 

As the weeks pass, circumstances connected with the 
act of suckling clearly develop a conditioned reflex. 
Such an association may be the preparatory rousing of 
the child from sleep, or the decision to stop some task 
as the hour for feeding approaches. Another is the 
drinking of a glass of -water, often recommended as a 
preliminary to nursing. The draught then “‘ comes in,”’ 
though the child’ may still be sleeping and.in another 
room. In the early weeks it is accompanied by an out- 
pouring of milk, but later if this occurs at all it is as a 
rule small in amount. Women who have practised punc- 
tual feeding relate that if the child sleeps beyond the 
appointed hour they may feel the draught repeated 
several times, and it becomes uncomfortable enough to 
make them wake the child for their own relief. 
Examples from the clinical field can be increased almost 
indefinitely by anyone working at an infant-welfare 
centre. 6 

DISCUSSION 

Of the various factors on which the maintenance of 
milk secretion depends, it is claimed that one is a reflex 
expelling mechanism which governs the outflow from the 
breast, and which for convenience may be called the 
draught reflex. The widely held view that the infant 
extracts its food by the force of suction thus needs to 
be modified to one which recognises that normally the 
milk is, to a large extent, delivered to it by this mechan- 
ism. Indeed, when interference with the reflex occurs. 
a baby which has learnt to rely on its assistance may 
refuse the attempt to obtain milk. 

The conditions which favour and impede the reflex 
would surely repay study. It is strange that while 
women themselves attach importance to the mechanism 
discussed, and probably have always done so, we who 
frame rules of management for breast-feeding seem almost 
wholly to have ignored it. If we knew more of the 
nature of the reflex many of the common hindrances to 
lactation might be brought under control. For example, 
the reflex might respond-to methods of conditioning less 
crude and haphazard than those to which it is commonly 
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subjected. To some extent its requirements seem to 
have been met by the institution of a regular interval 
between feeds, probably by affording relief when milk 
tension reaches a certain point. But the recommenda- 
tion of a fixed interval has always placed the needs of the 
baby ‘before those of the breast. Not long ago the 
regulation spacing in this country was 2 hours ; some 25 
years ago it gave place to 3 hours, and later stillto 4. A 
reflex as delicate as this is unlikely to be suited by 
arbitrary measures of this nature. Further studies may 
well reveal that something fundamentally different 
is called for during the earliest days if the danger of 
overload is to be avoided ; -and management may need 
to be adapted far more closely to the individual woman. 

The investigation reported here was undertaken in 
the hope of finding some clue to the frequent early failures 
of lactation. The draught reflex, which ig so character- 
istic a feature once feeding is established, does not seem 
to come into effective operation when the breasts first 
begin active secretion, a time which seems particularly 
appropriate to its appearance. In multiparous women 
who-have successfully nursed their babies, secretion and 
expulsion sometimes coincide, in which case the child 
obtains large quantities of milk from the outset and the 
continuance of lactation is seldom endangered. In 
primipare, on the other hand, the reflex if present must 
often be frustrated almost at once. In them the breast 
often seems incapable of achieving a balance between 
secretion and outflow, so that stasis and overloading 
result. These are liable to be followed within a short 
time by all the involutionary changes seen when nursing 
ends at the normal time and the child is weaned. Weare, 
in fact, confronted by the curious phenomenon of a gland 
secreting against obstruction to outflow, and persisting up 
to a point when its activity is summarily brought to a close. 

During the state of engorgement, when the breasts may 
contain enormous quantities of milk, even the strongest 
baby may be able to obtain virtually nothing. A fre- 

uent and unfortunate result of its efforts to feed is 
pent to the nipples, involving the woman in great 
suffering and exposing her to the risk of acute infective 
mastitis, The .pain may have a further inhibitory 
influence on the reflex, for many refer to it as worse than 
the pangs of labour and confess it makes ¢hem dread the 
feed times. This type of injury is almost limited to the 
first weeks of suckling and I suspect is dependent on 
cedema of the epithelium covering the nipple which 
results from engorgement. It is surely a mi ing of 
the pathology of this lesion to consider that the nipple 
must become accustomed to suction by the child before 
it is secure against trauma. The swollen watery surface 
seen at this stage is in striking contrast to the dry parched 
appearance it assumes soon after outflow from. the 
breasts becomes free. Nine out of ten acute abscesses 
of the breast occur within the first month after delivery 
and a high proportion are in primiparous women. 

We badly need to know what proportion of early 
failures arise from intrinsic defects in the structure of the 
breast and nipple, from faulty performance by the child, 
or from some artefact in the management of the lying-in 
pores at variance with physiological requirements. I 

lieve we shall see a satisfactory reduction in the 
number of these early failures, which are responsible for 
many babies having to be artificially fed at the most 
dangerous age, only when we learn to prevent, or at least 
curtail, the initial over-filling of the breasts, and can 
ensure that the draught reflex comes promptly and 
effectively into action. 

The fat contents of milk set out here call for a recon- 
sideration of the advice often given that.a baby should be 
put to only one breast at each feed. The notion under- 
lying this advice is that only so does it obtain milk 
containing the requisite amount of fat, but the figures 
hardly justify this assumption. Moreover, with the 
4-hourly regime usually practised, this plan by exposing 
each breast to a delay of 8 hours before its milk is 
withdrawn favours overloading. Applied in the early 
weeks it is so often followed by a decline in the total yield 
and regressive changes that it cannot be justified. 


“ 


SUMMARY 
Evidence is presented for the existence of a reflex 
mechanism governing the outflow of milk from the breast 
analogous to ene already known to exist in animals. 


This mechanism, here called the draught reflex; is 
susceptible to interference and conditioning. 

The early suppression of milk secretion is commonly 
associated with overloading of the breasts in the first 
weeks of lactation. This state of engorgement may 
involve frustration of the draught reflex. 


T am indebted to the maternity and child-welfare committee 
of the Cambridge borough council for leave to obtain samples 
of milk from women attending the council’s infant-welfare 
centres ; to the medical officer of health and his assistant for 
their coéperation ; to Dr. John Hammond for advice and for 
permitting the fat estimations to be made by Mr. W. Oxley in 
the laboratory of the Cambridge School of Agriculture ; 
and-to Miss E. Raynham Smith for collecting milk samples. 


‘ POISONING BY 
CHLORINATED NAPHTHALENE 


EDWARD COLLIER, MB GLASG, DP H 
WORKS MEDICAL OFFICER 


In April, 1941, the Home Office issued an order extend- 
ing the list of scheduled industrial diseases under the 
Workmen’s Compensation Act to include poisoning by 
chlorinated naphthalene or its sequele. It is therefore 
important for medical practitioners in general, and for 
industrial medical officers, examining factory surgeons 
and medical referees appointed under the terms of the 
act in particular, to know the toxic effects which chlorin- 
ated naphthalene can produce. The following cases— 
12 of dermatitis and 1 of acute yellow atrophy of the 
liver—among workers in an engineering establishment 
exposed to the fumes and dust of chlorinated naphthalene, 
may be of interest. 

Naphthalene, (C,,H,) whieh is obtained from the distillation 
of coal tar has chemical properties akin to benzene and is 
extremely volatile. It is commonly used for impregnating 
wood in the manufacture df fire-lighters and is itself non-toxic. 
When naphthalene is, chlorinated a wax-like substance is 
produced, used in industry as an insulating coat on wires of 
electrical apparatus, or on metal bars to circumscribe the 
action of plating processes—for example, in chromium plating. 
The wax is usually melted in a bath and the articles may be 
dipped in the bath directly, or the wax applied to them by 
means of a brush. _ 

Poisoning by chlorinated naphthalene may take two 
forms: damage to the skin, producing an acne, parti- 
cularly of the face; and toxic jaundice produced by 
either an acute or subacute necrosis of the liver, or by 
acute yellow atrophy of the liver. 


AGE, DISTRIBUTION AND SEVERITY OF CHLORACNE IN A 
SERIES OF 12 CASES 











| @ | — | 
& | 23a} 

| | 328 ite of fi ites of final 

| & =| Site of first } Sites of fina! ‘ 
3 ee &2S lesion lesions Degree 

| & ase 

|| 4 
1 | 36 34 Angle jaw, rt. Sides, face and neck) Sl. 
2) 39 10 =| Lt. ear, side, neck - a id } Sl. 
3 | 21 9 | Both sides face Face,neck,forearms | Sev. 
4 | 25 94 | Angle jaw, rt: Face, neck Mod. 
5 35; 8 Rt. side, neck Sides, neck | Sh. 
6/35; 5 Both sides, face | Sides, face and neck; Sev. 

shoulders | 
7 | 20 2 Angle both jaws | Sides,faceandneck ;| Sev. 

} it. shoulder, axilla | 
& | 47 54 Angle, jaw, rt. Sides, face and neck! Sl. 
9 | 33 9 Rt. side neck oa a o Sl. 
10 | 30 8 % os “hatte » Mod 
Il | 28 34 Angle jaw, rt. Sides, face Mod 
12 | 23 84 Rt. side, face Pe 2° sl 








DAMAGE TO THE SKIN 


Jones (1941) has already described 37 cases of chlor- 
acne among workers employed in a chemical industry 
which manufactures chlorinated naphthalene... This 
typical skin condition, caused by exposure to the dust 
or fumes of chlorinated naphthalene, starts on the face, 
around the angle ef the jaws or over the malar promin- 
ences (see figure), and from there spreads on to the sides 
of the face and on to the sides and back of the neck. 
The skin lesions in a typical case are comedones, papules, 
pustules, and in severe cases small cysts. In some of my 
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THE vn cian DR. COLLIER : 


cases there was pry a Ey on te the sheuliines and 
forearms, and in one ease into the left axilla. 

During September and October, 1941, there was an 
outbreak of chloracne of varying degrees of severity 
among 12 employees in the chromium plating depart- 
ment, who were exposed to the dust or fumes of chlorin- 
ated naphthalene ; 2 were young women. The relevant 
facts in each case were as shown in the table. 





A B 


Chioracne of the skin. A. Showing that lesions begin chiefly on the sides of the 
face; note the relatively few lesions on the forehead and nose. 8. Profuse 
lesions on left side of face. : 


No cases had a previous history of acne and no case 
had, at any time, been taking bromides or iodides. In 
classifying the severity of the cases, Bloch’s method has 
been utilised : 

Slight = 5-20 comedones. 
Moderate = 20-50 comedones or papules and pustules. 
Severe = 50 or more comedones or papules and pustules. 

ZEtiology.—For 3-4 months before the onset of these 
cases there had been technical difficulties about getting 
efficient exhaust ventilation for the fumes rising from the 
bath in which the chlorinated naphthalene was being 
melted. The onset also coincided with a period of warm, 
humid weather which had lasted several weeks. During 
such weather the skin glands are active, and the chlorin- 
ated naphthalene dust is trapped in the secretion. 
Prosser White (1934) considers that the chlorinated 
naphthalene fumes or dust have a direct external, 
irritating effect on the skin and this view is supported 
by H.M. Chief Inspector of Factories (1936). The oil 
acne or dermatitis seen in workers in engineering fac- 
tories in also regarded as being caused by a direct external 
irritation. Jones considers that where workers neglect 
personal cleanliness, the chlorinated naphthalene dust 
or fumes irritate the sebaceous glands of the skin, causing 
the cells to proliferate and produce an excess of secretion, 
so that the glands become plugged. Cleanliness is thus a 
factor of prime importance in prevention. 

In all my cases the faces were affected. Only a few 
lesions were present on foreheads and none was seen on 
noses. No case was seen with an eruption on the chest. 
Employees handling the cold wax never develop 
chloratne. 

Apart from the skin, chlorinated naphthalene, like 
tetrachlorethane, damages no organ but the liver. The 
following case was the first death in Scotland from acute 
yellow atrophy of the liver, caused by. exposure to the 
dust and fumes of chlorinated naphthalene, 

CASE-HISTORY 

The patient was a woman of 41 working in the chromium 
plating department in which the cases of chloraene occurred. 
She started work in the department on June 9, 1941, and was 
engaged in cutting cold chlorinated naphthalene wax off small 
parts, after these had been dipped in the bath in which the 
chlorinated naphthalene was melted. She was never actually 
engaged in “ dipping ” and she never came in very close 
proximity with the fumes of the melted chlorinated naph- 
thalene wax. In cutting off the wax, however, she was seated 
15 feet from the bath, and worked there during the whole of 
the time of the technical difficulties in constructing efficient 
exhaust ventilation for the fumes coming from. the bath. 
Thus she was exposed to whatever concentration of fumes 
could reach her from June to December, when the technical 
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difficulties were overcome and the exhaust ventilation was 
pronounced to be satisfactory. Other four women engaged 
on the same task and seated at the same table have not been 
affected in ary way. She ceased work on Dec. 26, when she 
came under the care of her own doctor, who treated her till 
Jan. 17, 1942, as a case of catarrhal jaundice. As she was 
making no improvement, she was then admitted to the 
Western Infirmary. 

On admission she gave an 8 weeks history of feeling off 
colour, and of swelling of the feet, ankles and eyelids towards 
the end of the day. About 2 weeks later she noticed slight 
breathlessness on exertion; 44 weeks before admission she 
was becoming slightly jaundiced and began to have trouble- 
some nausea. She noted that her urine was dark and her 
stools greyish. —_— the nausea was accompanied by vomit- 
ing. Her only er complaint was of increased thirst, 
There was no pain and no loss of weight during the illness. 
An attack of acute rheumatism 9 years before had left her 
with an endocarditis. In addition to icterus she had a pur- 
puric rash of the legs and lower abdomen. There was no free 
fluid in the peritoneal cavity.- The superficial area of liver 
dullness was 4} in. On Jan. 20 she was sick and drowsy after 
breakfast. About noon she became unconscious. Muscular 
twitchings of ail limbs were noted, but the only other abnor- 


- mality of the central nervous system was a slight dilatation 


of the pupils. A patchy brownish discoloration of the skin 
developed ; liver dullness 34 in. Glucose saline was given 
intravenously and the muscular twitchings stopped, but 
otherwise the condition was much the same until death. © All 
this time the liver Gulinens was decreasing, until no dullness 
could be detected on Jan. 22, when she died. 

The following investigations were carried out : 

Urine : deeply coloured ; contained bile. 

Fractional test-meal : high total acidity with no free hydro- 


chloric acid; blood present in all speciniens. Stools: 
yellowish ; contained occult blood. Blood-count: slight 
leucocytosis, otherwise normal. Blood-urea: within normal 


limits. Van der Bergh: immediate positive direct reaction. 

At autopsy there were 2 pints of straw-coloured fluid in the 
peritoneal cavity. The liver (650° g.) was very small and the 
capsule’ appeared wrinkled; consistence véry soft with 
moderately hard lumps throughout, varytng in size from 
4 to } in. in diameter. The cut surface showed large areas 
where the parenchyma had disappeared and the liver tissue 
was represented by dark red areas of sinusoids. The moder- 
ately firm lumps were areas of surviving liver tissue, yellowish 
and slightly lobular appearance. Histological examination 
showed the acute stages of acute yellow atrophy. Heart : 
moderate hypertrophy of the right ventricle, with chronic 
valvular disease. All other organs normal. 


DISCUSSION 


I am of the opinion that the damage to the heart may 
have produced some damage also to the liver, which 
made that organ more susceptible to the toxic properties 
of chlorinated naphthalene than it would otherwise have 
teen. Drinker and his colleagues (1937) state that chlori- 
nated. naphthalene attacks the liver alone of the internal 
organs. Greenburg (1939) has described three deaths 
caused by liver damage. In a Home Office memorandum 
(1941) on poisoning by chlorinated naphthalene 2 fatal 
cases of jaundice are mentioned, one in 1935 and the 
other in 1988. In each case the worker had been 
exposed to chlorinated naphthalene in a radio factory, 
though it was not definitely established in either case 
that the death was due to the employment. Later 2 
more fatal cases of jaundice in different factories were 
traced, in both of which there was some history of exposure 
to chlorinated naphthalene; and localised exhaust 
ventilation and other precautions were enforced to 
prevent workers from coming into contact with it and 
inhaling the fumes or dust. Notwithstanding these 
measures, 2 further deaths have recently been reported 
(November, 1940, and January, 1941). American workers 
have reported 9 cases of subacute necrosis of the liver due 
to exposure to chlorinated naphthalene wax. 

Preventive measures.—Overheating of the wax causes 
increased quantities of fumes to be evolved. The wax 
therefore should not be overheated ; a temperature of 
10-15° C. in excess of the melting-point will be found quite 
sufficient to produce a mobile*fiuid. As it is usually 
melted in open baths and the fumes or dust are therefore 
liberated into the atmosphere, it is important to provide 
an. efficient exhaust ventilation at the point where the 
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fumes or dust are evolved. The medical officer, with the 
coéperation of the head of the department, should 
scrutinise the plant at regular intervals to assure himself 
that it is working efficiently. All workers should be 
instructed on the protection afforded by personal 
eleanliness. Ample washing facilities, with hot and cold 
water, nail brushes, soap and towels should be-provided. 
The general cleanliness of the industrial establishment 
should be of a high standard. General ventilation also 
should be good. Medical examination of new applicants 
who will be working with chlorinated naphthalene is also 
important. Those who have a previous history of acne 
or seborrhea should be excluded because of their 

susceptibility, and so should all those with a histery 
of liver trouble—cirrhosis or jaun —and of heart 
disease. r medical examinations at weekly inter- 
vals shotld be undertaken in all workers who are exposed 
to the fumes or dust of chlorinated naphthalene. Any 
employee showing signs of an incipient acne should be 
immediately transferred to other employment. Liver 
function tests should be performed also on ail employees 
who begin to complain of anorexia and vomiting, or who 
show signs of early jaundice. 


* SUMMARY 

Poisoning by chlorinated naphthalene may result in 
chloracne of the face, particularly of the sides of the face ; 
12 such cases arising among workers who were exposed 
to the fumes or dust of chlorinated naphthalene are 
reported. 

It may also produce acute yellow atrophy or necrosis 
of the liver. In a typical case with systemic effects, the 
liver is usually the only organ showing damage. One 
fatal case is described fully. 

If cases of poisoning are to be prevented, the wax must 
not be overheated, and the fumes and dust must be 
properly carried away by exhaust ventilation. Workers 
must be instructed in the importance of personal cleanli- 
ness, and must be medically examined every week for 
signs of acne or jaundice. 


I wish to thank Dr. W. R. Snodgrass of the Western 
Infirmary, Glasgew, for permission to publish clinical data 
relating to the fatal case. 
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Ir is at present impossible entirely to eliminate the 
renal complications of sulphonamide therapy, especially 
in infants and young children, and it is therefore import- 
ant that the treatment of sulphapyridine anuria should be 
established on a definite basis. In our view ureteric 
catheterisation should never be regarded as the last 
resort. On the contrary, we think it should be attempted 
early, and if it fails, as is likely in some cases, other 
operative procedures should be adopted without delay. 


CASE-RECORD 


A girl aged 2 years was admitted to hospital with cerebro- 
apne fever and was treated with full doses of sulphapyridine. 
o days after admission @ guaiacum test performed on the 
urine voided in the bed showed a positive reaction. The drug 
was immediately withdrawn and the usual administration of 
intravenous fluids, including megnesium sulphate, instituted, 
but in spi e of this she to complete anuria. Cathe- 
terisation after 12 hours anuria produced only a few e.cm. 
of almost pure blood mixed with cellular debris. During the 
next 12 hours two specimens of clear urine, each of about 
2 c.cm., were passed naturally, but after this suppression was 
complete and remained so until after operation, a period of 


three days, which we now consider to have been dangerously 
long. At the end of this time the child’s general .condition 
was alarming, with increasing drowsiness, vomiting and 
edema. Lumbar puncture showed that the meningitis 
had subsided, but the CSF urea was 90 mg, per 100 e.cm. 
It was now obvious that the child would die unless immediate 
relief could be given. 
Ureteric catheterisation was considered first as the estab- 
lished method of treatment but was rejected for reasons 


inspite kidney gil shotpieage of Bougien 


ahas been portray. 
America, Hea F enties ‘unable to discover its 
" This, too, we rejected because we did not think the 


child would survive a long Tsao’s (1939) suggestion 


of (? bilateral) nephrostomy was also discussed (we could find — 


Gubas hah the canahn aamadte et anteades cateaees 
le that the simpler operation of unilateral 

Taaiit dellove the aymadeian taapeensli: and allow ani alline 

necessary procedures to be carried out when the child’s 

condition had improved. We —— that the renal tubules 

were not irreparably might 

Som the Lidhen aitieg tales ak eungiae aleeiiaeet 
Since there wad ho reason to expect that one kidney was 


- more affected than the other, the left 


kidney was exposed. 
It was oedematous and friable and both it and the pelvis were 
at least five times the normal size. Ne coneretions were 
actually felt in the pelvis. A nephrostomy tube was inserted 
into the pelvis and the wound closed, the whole operation 
being completed in less than ten minutes. No urine flowed 
through the tube at the time of operation. The child returned 
to the ward apparently moribund but within 4 hours the dress- 
ing was soaked with clear urine and within 12 hours clear 
urine was also passed in large amounts per urethram. A few 
hours later the child was sitting up and asking for food and the 
blood-urea was found to be 24 mg. per 100 c.cm. 

She was discharged quite well a few weeks after operation. 
Before discharge her urine and blood-urea were both normal. 
An intravenous pyelogram showed a normal urinary tract on 
the right side, while the only abnormality seen on the left was 
that the renal pelvis was 1} times the size of the normal right 
pelvis. Excretion of the dye was normal on both sides. 


DISCUSSION 


We suggest that a reasonable course of treatment to 
adopt in cases of sulphonamide anuria is as follows. 

As soon as macroscopic hematuria appears the drug 
should of course be withdrawn, if this has not already 
been done, and now seems to be the time to consider the 
cautious administration of intravenous fluids, including 
magnesium sulphate. If i rena of urine neverthe- 
less occurs operative procedures should be adopted 
before the patient’s general condition has had time to 
deteriorate, and we suggest that if anuria has lasted 24 
hours cystosco opy and ureteric catheterisation should be 
done. It sho not be sup ; however, that ureteric 
catheterisation will always succ 

Carroll and others (1940) have shown pyelograms in 
which the calyces as well as the pelvis and ureters are full 
of concretions and they say that at least half an hour’s 
ureterie lavage must be carried out. Carson and 
Stewart Smith (1942) record a fatal case in which no 
operation was attempted. At autopsy they found the 
ureters and pelvis full of concretions and they think that 
ureteric eatheterisation would not have been successful. 
Tsao gives details of an autopsy in which a probe coyld 
not be passed from the bladder into either ureteric 
orifice. Ureteric catheterisation, even when there is no 
such obstruction, often presents extreme technical 
difficulty. Dourmashkin and Worton (1941) describe 
such a ease in which the catheters had to be left in the 
ureters for 24 hours, and Williams (1941) reports one in 
which. the catheter could not be passed up one ureter 
until the third attempt in 5 days. Benson and Percival 
(1942) report a case in which at cystoscopy both ureteric 
orifices were extremely cedematous and the right difficult 

to locate, while the catheter was passed up the left ureter 
Ps with difficulty. In the difficult case specialised 
experience and equipment are required which are only 
available in the larger hospitals. Moreover, there are 
circumstances in which ureteric catheterisation and pro- 
longed lavage may be impossible—for instance in infants. 

It seems, therefore, that some method of treatment is 
needed for those cases in which ureteric catheterisation 
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is unsuceessful and we suggest that unilateral nephros- 

tomy is worthy of further investigation. It may be 
argued that success in this case may have been fortuitous 
and that operation on the other kidney would not have 
produced a similar result. The pathology of our case ean 
be explained in one of two ways. (1) Both kidneys and 
ureters may have been equally obstructed. This is what 
the recorded cases of autopsy and of ureteric catheterisa- 
tion after sulphonamide anuria would lead one to 
expect. With this pathology, the choice of kidney for 
operation is immaterial. (2) Alternatively the obstruc- 
tion may have been in one kidney and ureter only and 
suppression. in the other side have been due to some 
mechanism analogous to the reno-renal reflex of calculus 
anuria. This may have been the condition in our case 
because a few c.cm. of clear urihe were passed after the 
initial period of anuria, operation was quickly followed 
by a copious flow of clear urine per urethram, and a latér, 
intravenous pyelogram showed a normal right urinary 
tract. Even if this were the pathology of many cases, 
we still think that unilateral nephrostomy should be 
tried, and that, if not successful within a reasonable time, 
it should be followed by drainage of the other kidney as is 
sometimes necessary in calculus anuria. 


We wish to thank Dr. Kenneth Playfair for permission to 
publish this ease and for his advice. 
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Tue following case throws some light on functional 
exhaustion of the thyroid gland. 


A woman of 34 with a history of malaria and recurrerit 
attacks of tonsillitis was admitted to hospital in September, 
1936, for Graves’s disease. For a year she had had palpita- 
tions, loss of weight, sweating and nervousness. She had been 
treated with Lugol’s solution, min. 6, four times a day, 
di-iodotyrosine, and X rays to the thyroid gland. Her 
ee had improved for a time but had then recurred. 

She had slight goitre with a palpable thrill over it, tremor, 
hyperactive tendon reflexes, a tendency to diarrhcea, and 
exophthalmos especially on the left side; von Graefe’s sign 
was present. Her pulse-rate was 120 per min. and basal 
metabolic rate between + 23% and + 30%. She was treated 
with: ‘ Cortigen ’ (Richter), liver extract, carbachol, physos- 
tigmine, calcium. and phenobarbitone. Examin "again in 
January, 1937, she was feeling well and had gained weight. 
BMR + 7%. Pulse-rate 90. In March she was still well and 
had married. Pulse-rate 70; BMR+ 0%. By August she 
had gained considerably in weight and her voice had become 
hoarser ; no menstruation for four months; BMR — 8%, 
September: voice still hoarser; hardly any perspiration ; 
sluggish tendon reflexes, swelling of the face, apathy ;_ pulse- 
rate 70. Electrocardiogram : conduction time 0-18 sec. ; 
low voltages in all leads; P,; +,T; almost absent. Blood- 
cholesterol, 290 mg. per 100 e.cm. BMR — 24%. Radio- 
gram: heart moderately enlarged. She was treated with 
cestrone, and with thyroid gr. 2 four times a week. By Janu- 
ary, 1938, she had lost 4 kg. in weight; BMR — 7%. By 
April, 1938, her BMR was — 20%; thyroid, gr. 2, was given 
three times a week. In December, 1938, after feeling fairly 
well for several months, she began to gain weight, her voice 
beeame hoarse again, her eyelids swelled, her limbs became 
cold, her bowels constipated and her skin rough ; no sweating ; 
pulse-rate 66; BMR — 25%. She was given thyroid, gr. 10 
daily. By February, 1939, she was feeling well again and 
she had lost 4kg. in weight ; BMR — 13%. Thyroid reduced 
to gr. 3 daily, and altogether for short intervals. In 
March she still felt well; BMR — 65%. In February, 1940, 
she gave birth to a nermal child. No thyroid was taken 
during pregnancy or after delivery. When seen in April, 1940, 


she was perfectly healthy ; bites -rate 70; slight swelling of 
ankles; BMR + 8%. Capillaries on microse opic examina- 
tion constricted but numerous; circulation time for 10% 
magnesium sulpMate solution, 12 sec. No treatment given. 
She had agg ape during the winter 1940-41 and recovered 
completely. She was seen next in July, 1941, when she had 
been emotionally disturbed for several weeks by air-raid 


alarms. She had had 








an attack of tonsil- % 
litis with high fever +39} 
14 days before. She |. 
had lost much weight +29 
and was showing 4 49L 
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tremor, exophthal- 

mos and von Graefe’s 0 

sign; pulse-rate - 10h 2 
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active tendon —2Q} 7 








reflexes ; no thyroid 4 ‘ PRR ee 
enlargement ; BMR ~5'<536"igs7 i9s@ 1939 1940 1841 


23%. Capillaries 
+ ee ict = hat Fluctuations in the — oe the course of the 


numerous, X ray of 

skull: sella turcica normal; osseous structure rather 
thin ; deep impression in the region of the middle meningeal 
artery. The graph (see figure) shows the fluctuations in the 
BMR in the course of the disease. - 





DISCUSSION 


There has been no’ case previously recorded, to my 
knowledge, of thyreid function twice changing its 
direction. It may help to decide whether, or to what 
extent, the symptoms observed clinically are caused by 

changes in the hormone- -producing cells them- 
selves. In this case a change in the cells seems impreb- 
able ; the sudden rise in their activity not merely to a 
normal level but even to one of increased function late 
in the disease could scarcely be explained by such a 
supposition. The fact that the change was sudden and 
apparently influenced by emotional factors suggests that 
the decisive réle must have been played by extrathyroid 
factors—either cerebronervous stimulation, or increased 
production of thyrotropic hormone by the anterior 
pituitary lobe. It is still an open question however 
whether cerebronervous impulses act directly on the 
thyroid gland, or indirectly through primary stimulation 
of the anterior pituitary lobe. These impulses could 
conceivably be transmitted through the infundibular 
stalk, or perhaps the cervical sympathetic fibres. 

The case offers further evidence that the central 
nervous system plays an important part in the etiology 
of both Graves’s disease and myxcedema. That myx- 
cedema may be of pituitary origin is evident from clinical 
experience (secon myxoedema). In 1926 I reported 
the case! of a woman aged 55, suffering from pituitary 
tumour, who developed typical myxcedema during the 
course of her disease. I also described a case of eosino- 
phil adenoma of the anterior pituitary lobe producing 
acromegaly, associated with fully developed signs of 
Graves’s disease. 

SUMMARY 

A woman of 34 years, presenting in 1936 typical signs 
of thyrotoxicosis, recovered after treatment with iodine 
and irradiation of the thyroid, but in the course of a year 
developed typical myxcedema. Thyroid was given, at 
first in rather small, later in larger dosage (up to gr. 10 a 
day).. The myxcedema lasted nearly 4 years, in the 
course of which she became pregnant ; during pregnancy 
she stopped taking thyroid without relapse. After 
delivery she was in good health for a year. During this 
time an attack of pneumonia did not affect the thyroid 
eondition either way. Emotional disturbance in 1941 
(air-raid alarms) was followed by a return of the signs of 
Graves’s disease. Under treatment by rest, sedatives 
and glucose injections she-gradually recovered. ~ 

The case shows that periods of hyperfunction and hypo- 
function of the epithelial cells of the thyroid gland can- 
eccur successively. 

The hypothesis that temporary functional exhaustion 
of the thyroid gland induces the shift from Graves’s 
disease to myxoedema must therefore be discarded. 


i. Zondek, H. The Diseases of the Endoc rine Glands, ‘London, 1935, 
p. 194; Zondek, H. and Karp, I. Helr. med. Acta, 1939, 6, 348. 
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Neural Mechanisms in Poliomyelitis ~ 
Howarp A. Hower, MD, associate in anatomy, Johns 
Hopkins University, Baltimore; Davin Bopray, PhD, 
MD, assistant professor of anatomy,- Western Reserve 
University, Cleveland. London: Humphrey Milford, 
Oxford University Press. Pp. 234. 20s. . 
THIS monograph surveys the impressive series of 
animal experiments made by Howe and Bodian in con- 
nexion with poliomyelitis. Many of their results have 
already been reported but they are reassembled here with 
new and amplifying observations. Both in conception 
and presentation the work is a model, establishing the 
neuronal theory of the propagation of poliomyelitis 
virus on a firm footing. Pathological patterns obtained 
by selecting various sites for inoculation illustrate many 
biological and neurological points—for example the 
varying susceptibility of different groups of neurones 
in the central nervous system, and the fact that other- 
~Wise, susceptible neurones are refractory to infection 
after division of their axis-cylinders and during the 
riod of regeneration. The emphasis now laid upon the 
intestinal tract as a probable port of entry in man raises 
fresh problems in preventive medicine and enco es 
the hope, exp: by the authors, that the next few 
— will see further advances towards control of this 

isease. 


Medicine : Essentials for Practitioners and Students 
(4th ed.) G. E. Beaumont, DM Oxfd, FRCP. London: 
J. and A. Churchill. Pp. 800. 28s. 

Tus book is now an established friend, having reached 
the important age of 10. The new edition shows little 
of the effects of war, paper, printing and price all being 
reasonable. That the “‘ one man ”’ textbook still has a 
useful place the popularity of Beaumont among students 
shows. As a working textbook for practitioners it is less 
er because its teaching is necessarily compressed 
and at times dogmatic. The new articles are somewhat 
uneven but there is much new material and little of 
importance has been omitted. As in previous editions 
diseases are dealt with system by system; there are 
chapters on the infectious fevers and tropical diseases. 
Mental disorders are not mentioned except for hysteria 
and neurasthenia ; it might be useful in further editions 
to include such symptoms as delusions or depression in 
the index with appropriate brief accounts of them. 


Eye Manifestations of Internal Diseases 

I. S. Tassman, MD, associate professor of ophthalmology, 

University of Pennsylvania, Philadelphia. London : 

Henry Kimpton. Pp. 542. 48s. : 

IN the first 200 pages of this book Professor Tassman 
describes the methods of examining the eye, its appear- 
ance in health and changes in disease. In so small a 
space it has been necessary to be rather sketchy ; and 
some diseases—such as retinal detachment with tear— 
which have no association with general disease might 
have been left out. Its matter has been covered in so 
many other manuals that. this volume might well have 
stuck by its title. The remaining 300 pages are a com- 
prehensive account of those diseases which have eye 
complications, and there are few omissions. The ocular 
palsies of toxic goitre deserved fuller treatment than the 
solitary remark that “‘ paralysis of the ocular muscles 
and diplopia may occur.”” The book includes nearly 
200 photographs of a higher standard than that of 
the coloured plates, some of which are hardly worthy 
of the volume. As a reference book for those engaged 
in general medicine it serves a real purpose, being written 
with a balanced judgment. 


A Glasgow Manual of Obstetrics 

(4th ed.) Samugen J. Cameron, MD Glasg., FRCOC. ; 

Joun Hewitt, MB, FRCOG; Exten Hewitt, FRCOG. 

London: Edward Arnold. Pp. 704. 25s. 

Tuts is essentially a textbook of practical obstetrics 
designed to be of, assistance to the young obstetrician 
when dealing with emergencies. It is an equally good, 
sound textbook. for the final-year student. A refreshing 





feature is the abundance of physiological and patho- 





logical material incorporated in the text. The recent 
work of other authors has been critically surveyed and 
assessed and the whole atmosphere of the book is con- 
temporary with one very notable exception : the methods 
of administering and collecting b for transfusion as 
described and illustrated on pp. 340-344 are out of date. 
Though they may work well, it seems a pity not to teach 
the standard technique used by the transfusion services. 
= illustrations in the book are good and strikingly 
clear. 


Minor Medicine 
Editors: Sir Humpary Rottzston, Bt., MD Camb, 
FRCP; Atan Moncrrerr, MD Lond, FRCP. London: 
Eyre and Spottiswoode, for The Practitioner. Pp. 223. 16s, 
Some of the two dozen articles in this interesting 
collection of little monographs are better than others 
and it is not quite clear whether conditions—such as 
obstinate hiccough or acute food poisoning — which 
may terminate in death, rightly fall within the province 
of minor medicine. The sane and balanced account, 
in the Hurst tradition, of chronic constipation by 
Sir Adolphe Abrahams merits the serious attention of 
patients as well as doctors. In his otherwise thorough 
account of the common cold Dr. J. Browning Alexander 
makes no reference to fatigue—especially in children— 
as a precipitating factor, nor does he call attention to 
the prophylactic value of daily exercise in the fresh 
air at all seasons and in all weathers. Dr. F. M. R. 
Walshe writing on herpes is as honest, if as therapeuti- 
eally depressing, as ever and Dr. T. L. Hardy rightly 
stresses the almost omnipresent factor of mental strain 
as a cause of minor digestive disturbances. As some- 
times happens in accounts of common diseases written 
by consultants there is not much evidence of therapeutic 
resouree ; thus, writing of migraine, Dr. Lee 
Parker discounts the oral use of ergotamine tartrate and 
omits sodium glycocholate and nitroglycerin from the 
category of prophylactic drugs worthy of trial. Dr. 
Ivor J. Davies tells us firmly that an initial purge is 
necessary in influenza but does not tell ts why. He 
might have pointed out, too, what a long time it takes 
to recover fully from this disease. Dr. F. Lee Lander 
urges the city-dweller with chronic bronchitis to seek the 
pure air of the country—where, alas, he will find plenty 
of fellow-sufferers. 


Aids to Surgical Anatomy 

(2nd ed.) J. 8. Baxter, MB, MSe Belf, FRCSI. 

Bailliére, Tindall and Cox. Pp. 193. 4s. 6d. 

Tuts handy book has been brought up to date. The 
terminology is stated to be that of the Birmingham revi- 
sion, which is now commonly used in the schools, but 
there still seems too much confusion between medial 
and lateral, and inner and outer so that these terms are 
used indiscriminately, sometimes in the same sentence 
(‘‘ the inner two thirds of the foot ... is supplied by 
the medial plantar’’). There are 26 black-and-white 
drawings. It must be difficult to select a small number 
of diagrams for such a book, but some of those included 
illustrate points of no great importance, and some are 
too sketchy. The subject matter is comprehensive 
enough to be useful for revision before the final vivas. 


London : 


Tropical Tips for Troops 

(2nd ed.) Lieut.-Colonel E. T. Burke, MB Glasg. 

W. Heinemann. Pp. 74. 2s. 6d. 

Tus little book, based upon letters written by the 
author to his son leaving for active service in the East, 
has evidently filled a need. It gives hints on tropical 
kit, the sun, the common tropical diseases, vermin, 
mental readjustment and concludes with a chapter 
for women who may be called upon to serve in the tropics. 
But it is not altogether a safe guide. While the need 
for drinking water when engaged in physical. exertion 
seems recognised by the author he apparently believes 
this need should not be met during the day-time. He 
makes no mention of mosquito boots and in. fact 
recommends shoes for eveniig wear, and he states that 
a fair degree of protection against malaria is given by 
a small dose of pamaquin. He also states that there 
is no protective inoculation against typhus. 


London : 
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To reverse 


Menopausal Changes 





“Finally there is one important 
observation that | would bring to 
your notice: Patients treated with 
eestrin, for whatever complaint, 
frequently volunteer the informa- 
tion that they experience a sense 
of well-being. All of us suffer only 
teo frequently from the voluble 


MENFORMON TABLETS 


and discontented menopausal 
patient, with all her aches and 
pains, and | have been gratified 
by the CHANGE OF MENTAL 
ATTITUDE which estrin has 
afforded to some of the 

converting them almost into 
cheerful kindly rays of sunshine.” 








PROC. ROY. SOC. MED. Vol. XXIX. Page 1094 


[)RGANON 


BRETTENHAM HOUSE, LONDON, W.C.2 
TELEPHONE: TEMPLE BAR 6785 te TELEGRAMS: MENFORMON, RAND, LONDON 


A Natural Stimulant 
of Proven Efficacy 


In cases of convalescence and where a mild 
tonic and stimulant is desirable, you may 
safely prescribe Tintara. An Australian 
Burgundy, produced from grapes grown 
on ferruginous soil, Timtara is a well- 
balanced wine of minimum acidity. It 
contains no added alcohol or sugar and 
is entirely free from drugs. This palatable 
tonic from Empire sources has proved its 
value time and time again. 


SAMPLES ON REQUEST 









Burgoynes 
TINTARA 


PURE TONIC BURGUNDY 


In flagons and half flagons. A flagon is equal in content 
to a bottle and a half. Also in bottles and half bottles. 


P. B. BURGOYNE & CO. LTD. 
DOWGATE HILL, LONDON, E.C.4 


Telephone: CiTy 1616 
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THE VALUE OF A HEALTHY SKIN 


Trivial skin complaints often lead to disabling skin diseases, and failure 
to give treatment in early stages, when transition from the trivial, to the 
serious might be prevented, often results in many working hours being 
lost. The following products will be found useful in dealing simply with 
some of the common skin complaints: - wih 


*“DEROBIN’ (Dithranol) For the treatrient of psoriasis, fungus skin infections, and 


“COLLOIDAL CALCIUM with OSTELIN'* For the treatment of chilblains, urticaria, 


ALCIOM" For the many skin conditions needing calcium therapy, and as an 






An o nt for the treatment of varicose ulcer, broken chilblains, chronic 


GLAXO BABORATORIES LIMITED, GREENFORD, MIDDLESEX. BYRon 3434 - 


chronic infections of the palms and soles associated with dysidrosis,.etc. 
‘Derobin’ possesses the properties of chrysarobin yet is 2-5 times more 
active ; itis suitably applied as a paint, ointment or cream. Tubes of I g. and /0g. 


eczema and allergic skin disorders. Vitamin D and calcium in colloidal com- 
bination for injection. Ampoules 6, 12, 100 x I cc. Bottles, 30 cc. 


junet te injection treatment with ‘ Colloidal Calcium with Ostelin." Calcium 
if D in tablet form. Packs of 25, 100, *$00, *1000. (*Dispensing size only.) 


sores, cracks and abrasions. ‘It contains zinc oxide and vitamin D, in a 
lanolin, paraffin base. 20x. and t Ib. 


: 

















PYBLOSIL ‘Pyelosil' brand of diodone ne: : 
_injection unlike most other contrast FP LABORATORIE! 
agents is non-irritant both by the intra- Na? 


venous and subcutaneous routes. 


OOOO OOOO OOOO ORK 


‘ BRITISH CONTRAST MEDIA 
in’place of German preparations 


The Glaxo preparation for intravenous pyelography— 
‘Pyelectan’ brand of iodoxyl injection—is identical with the 
Uroselectan B formerly.imperted from Germany. _ Reports 
have demonstrated that in density and definition of the 
-. Shadow, in rate of excretion and in absence of . reaction 
to the patient, “Pyelectan’ completely satisfies the highest 
standards. ‘In this pyelogranr exposed 3 minutes after 
injection of ‘Pyelectan,' the pelvic shadows are already dense 
‘and clearly defined, the kidneys functioning well. © The 
right pelvis is seen to be slightly. dilated and the 
diminution of the curve between the origin of the 
ureter and the lowest calyx ‘suggests a very early 
hydronephrosis. The ureters are slack and filled with solution and show densely. 
Exposure may be made 3 to 5 minutes after injection if kidney function is 
normal. Im: other cases the usual intervals are 10, 20, 30 and 50 minutes. For 
instrumental pyelography ‘Pyelectan’ (retrograde) is available. 





BRAND OF IODOXYL INJECTION 


Manufactured by GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX... BYRon ..3434 
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UNEXPLAINED JAUNDICE 

Ly 1937 the Carer Mepicat Orricer of the Ministry 
of Health wrote’ of a disquieting series of cases of 
infective jaundice reported to him. Most of them 
were mild but a small number died with classical 
symptoms of acute neerosis of the liver. On inquiry 
it was found that some of the patients, having been in 
contact with measles, had been given convalescent 
measles serum of a certain batch. Unused remainder 
of this batch was found to be sterile and non-toxic 
and the situation offered a pretty problem for the 
diagnostic acumen of the central health department. 
The scope of the problem has been widened by reports 
of similar happenings in the Americas with yellow- 
fever vaccine and other excitants, already discussed 
in our leader columns (Oct. 31, 1942). Elsewhere in 
this issue is a closely reasoned summary, prepared by 
medical officers of the Ministry, of what is now known 
about this homologous serum jaundice. The facts 
available at present indicate that the blood or blood- 
products of certain individuals possess some factor 
which when inoculated into certain other individuals 
will produce symptoms of varying degrees of severity. 
It may be a fleeting disturbance to a few liver cells 
with resulting mild symptoms of gastro-intestinal dis- 
turbance with bile in the urine for a day; more 
severe cases may have skin lesions in the form of 
urticaria or erythema multiforme, pains in the joints, 
splenomegaly, and frank icteric coloration of sclera 
and skin. Many of these patients have high icterus 
with remarkably little loss of appetite. A very small 
proportion of those affected die with acute atrophy of 
the liver. Those who recover do so, it seems, with 
little or no residual damage to the liver. Whether the 
incriminated product contained liquid human serum, 
reconstituted dried serum or plasma the clinical 
picture has been the same. 

At the time of the earlier “ outbreaks ” it was sug- 
gested * that the condition was epidemic catarrhal 
jaundice, but this idea has been discarded because of 
the much longer incubation period of the disease under 
discussion. The possibility that yellow-fever virus 
was to blame has also been eliminated. Whatever 
the causative agents may be, they are exceedingly 
potent despite the long incubation period ; in some 
of the yellow-fever vaccine cases each man received 
not more than 0-05 c.cm. serum. Oddly enough this 
amount subcutaneously has produced more disturb- 
ance than several hundredfold by transfusion. The 
fact that children given convalescent serum as a pro- 
tection against measles came off badly may be related 
to the relatively large dose. In contrast is the low 
incidence in children following injection of vaccine 
in Brazil. Another curious variant is the extreme 
range of severity among an apparently uniform group 
of men inoculated with the same material. 
this occurs in epidemic infective hepatitis it is 
1. Rep. med. Offr Minist. Hlth, Lond. 1937. 

2. Findlay, G. M. and MacCallum, F. 0. Trans. R. Soc. trop. Med. 
ive. i937, 38, 297. 


3. Fox, J. P., Manso, C., Penna, H. A. and Para, M. Amer. J. Hyg. 
1942, 36, 68. ‘ 
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explained by assuming different dagibes of exposure, 
but this can hardly apply to a group receiving the 
same intravenous injection from a pool of liquid 
In the light of this wide range in signs, 
symptoms and severity in different countries—let 
alone the variety of exciting agents: yellow-fever 
vaccine, human serum and plasma—are we then right 
in gathering them together like this as a single 
entity ? Whether they indeed result from the action 
of a common causative agent has yet to be proven. 
Chinieally they have been distinguished from cases 
of eatarrhal jaundice by the triad of joint pains, 
splenomegaly and erythema multiforme. But in 
several accounts” * ° there has been no mention of 
skin lesions or joint pains, and splenomegaly does not 
seem to have been a notable feature of the yellow-fever 
vaecine cases. We must not overlook, however, that 
many of these cases wert only studied retrospectively, 
weeks after the beginning of the illness, when signs may 
have been forgotten or were no longer recognisable. 
Frankly the evidenee is not yet ready for a grand 
jury to be sure of a prima-facie case for trial, and the 
main reason for the publication of the Ministry's 
memo at this stage is to put the medical profession 
on its guard against the possible’ occurrence of 
jaundice following the use of human blood or ‘blood- 
products. -Porz had a prevision of the nature 
of the quest when he wrote* “ All seems infected 
that ‘th’ infected spy, as all looks yellow to the 
jaundie’d eye.” Much of the delay in getting to the 
root of this problem has been the failure to realise its 
existence, so that many of the data in each outbreak 
had to be collected in retrospect. If the condition 
appears to be infrequent it may become commoner if 
looked out for more carefully. The cases set out in 
the memo which followed transfusion with recon- 
stituted dried serum might have been overlooked had 
they not all occurred in one hospital where a house- 
physician had seen some of the convalescent serum 
cases. Practitioners unaware of the possibility would 
not relate an attack of anorexia, nausea and jaundice 
with a transfusion given two to six months before. 
Cases transfused from a common lot of blood might 
have dispersed widely in the interval. For example, 
one man who developed jaundice ten weeks after 
transfusion had during the short period since his 
discharge from hospital had no known contact with 
another case. Investigation showed that of the four 
others who were transfused from the same pool, while 
one’ was alive and well, three were dead without 
apparent liver damage within less than ten weeks— 
and none of the original blood was left for examina- 
tion. One of the main hindrances in investigating 
these cases has been the lack of clinical data and of 
an exact record of the material used for transfusion. 
All attempts at animal transmission * 7 have been 
unsuccessful, but there are still many who pin their 
faith on a virus etiology. The possibility of finding 
the cause in some altered or peculiar protein in certain 
bloods has been seen by LEvinE and State*® who 
record fatal anaphylactic reactions in 20°, of a group 
of 109 people transfused with a certain plasma. These 
4. Chesney; G. J. E., Hawley, W., MacFarlane, A. and Stegman, A. 
Unpublished communication. 
Soper, F. L. and Smith, H. H. Amer. J. Trop. Med. 1938, 18, 111. 
An Essay on Criticism, Part II, ae 358. 
. Findlay, G. M., MacCallum, F. O., and Murgatroyd, F. 


R. Soe. trop. Med. Hyg. 1939, 32, 575. 
. Levine, M. and State, D. Science, 1942, 96, 68. 
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patients were found to be hypersensitive to intra- 
dermal injection of one or more monovalent samples 
of plasma, and when transfused they developed head- 
ache, dyspneea, epigastric distress, chills, fever and- 
urticaria. Transfer of dermal sensitivity from react- 
ing to non-reacting patients was readily effected. But 
nearly all the outbreaks have followed the use of 
pooled serum or plasma and no-one has yet reported 
a history of jaundice in any donor of an incriminated 
batch. While the mixing of many samples may some- 
times result in an incompatibility for certain indivi- 
duals, the pooling on the other hand may be the means 
of neutralising one or two virus-containing samples 
by a number of immune ones. If however the agent 
is really a virus it is difficult to understand how the 
same noxa can be highly virulent for children in one 
episode and almost avirulent in another. The low 
incidence reported in the large groups who received 
_ bad batches of yellow-fever vaccine suggests that, 

whaféver may be the agent, a high proportion of 
individuals in the USA and Brazil are immune or 
resistant to it. 

It is to be hoped that all this lively research will 
bear fruit in the coming months. Meanwhile, by 
watchful eye and accurate recording of clinical and 
labordtory data on the part of all who are using 
blood or blood products, it should be~ possible to 
identify and eliminate suspicious batches and this in 
time should give some clue to the conundrum. 
These inquirers will be stimulated by learning of the 
prodigious amount of work done by the backroom 
doctors at the Ministry. 


FAILURE OF LACTATION 

A PHYSIOLOGICAL breakdown such as occurs when 
breast-feeding fails is not only unsatisfactory for the 
women immediately concerned but, repeated on a 
large seale, may prove disastrous for the race or 
section of the race which it affects. The decline in 
breast-feeding in this country has been a matter for 
critical comment in the past decade, the general feel- 

ing left by such reports being that mothers are 
- increasingly unwilling to coéperate or frankly unable 
to cope with the physiological situation. Elsewhere 
in this issue Dr. MarGarET ROBINSON analyses 1100 
consecutive examples of breast-feeding prematurely 
discontinued. In 40% no reason for the failure was 
offered by the mothers and no cause could be found 
on examination. Breast abscess, cracked nipple, 
acute illness and debility of the mother made up. the 
chief morbid reasons for weahing. Over 100 mothers 
in the series refused to feed their babies ; the environ- 
ment was wrong in less than 10% and the baby was 
blamed in nearly 14%, although clearly the digestive 
symptoms which led to weaning were usually due to 
an already declining lactation. Approaching the sub- 
ject from another angle, a subcommittee of the 
British Pediatric Association recently investigated 
the effect of modern labour conditions on breast- 
feeding in Birmingham,' There it was possible to 
compare a survey made before the war with one made 
in 1942 and it is reported that the incidence of breast- 
feeding has not been materially affected by the period 
of open hostilities. This is satisfactory asfar as it 
goes, but the report also shows. that only 50% of 
women are prepared to continue breast- feeding their 


1. Where Dr. A. V. Neale secured the help of Drs. Ethel Cassie, 


Frances Braid and Mila Pierce. 
. 


baby for longer than three months. It may be true 
that it is in the early months that natural feeding 
matters most, but it is certainly true that the diffi- 
culties in successful breast-feeding have mostly been 
overcome by the third month, so that from the 
physiological aspect breast-feeding ought to be easily 
continued. Of the influences adverse to breast- 
feeding in Birmingham the report picks out one 
important group. “ Doctors,” it states, “are still 
responsible for weaning babies more than any other 
single factor. They still take babies off the breast 
whenever there is any difficulty, rather than take the 
trouble to go into the whole difficult question of 
successful breast-feeding.”’ Yet in Liverpool Rosry- 
son only blames the doctor in 4 instances out of her 
1100 cases. Clearly some other factors must be at 
work, GorpDon in a recent study* of some social! 
aspects of infant feeding eliminates air-raids and 
evacuation as possible accelerating factors in the 
wholesale decline now taking place ; and he is also 
able to show that although the place of breast-feeding 
has largely been taken by dried milk, the distribution 
of dried milk at the infant welfare centres has, per 
child, diminished over the period studied (1920 to 
1938) during which the decline in breast-feeding has 
occurred. 

Since social and environmental factors appear to 
play a minor part it seems logical to seek a physio- 
logical reason for a physiological failure. This has been 
attempted by Dr. H. K. Water, whose contribution 
in this issue will repay careful study. WALLER starts 
from the well-known fact that many mothers who fail 
to feed their babies appear to have had plenty of milk 
in the early days of lactation. Putting all the 
responsibility on the baby to “empty ”’ the breasts 
in the early stages is unsatisfactory, because it is not 
a simple question of suction. Something more is 
involved and in the veterinary world experts are 
agreed that the outflow is dependent on a reflex 
mechanism. HAMMOND suggests* that in the cow 
this takes the form of a reflex venous engorgement, 
produced by stimulation of the teats, exerting pres- 
sure on the fat-laden milk in the alveoli and finest 
tubules, and forcing it into the larger ducts and 
sinuses. He used an ingenious method of fractional 
milking and fat analysis to prove his thesis and this 
has been followed by WALLER in the human subject 
with similar results. The vascular element of the 
theory is not essential: smooth muscle is present in 
the human breast, certainly around the large lacti- 
ferous ducts and also to some extent around the 
alveoli—a specialised type of myo-epithelial tissue of 
ectodermal origin. The clinical significance of this 
conception of what WALLER terms a draught reflex 
is of great importance. Clearly it is a delicate thing 


which must be carefully cherished in the early stages ; 


of lactation; as WALLER puts it, the reflex might 
respond to methods of conditioning less crude and 
haphazard than those to which it is commonly sub- 
jected. In a contribution to the Banting memorial 
number of the Canadian Medical Association Journal, 
GUNTHER indicates‘ that workers at the Banting 
Research Foundation have reached similar conclusions 
and she enumerates many factors which may inhibit 
the essential reflexes. Clearly the whole technique of 
2. Gordon, I. Arch. Dis. Childh. 1942, 17, 139. 


3. Hammond, J. Vet. Rec. 1936, 16, 519. 
4. Gunther, M. Canad. med. Ass. J. 1942, 47, 410. 
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breast: feeding should lel caine reviewed in the 
light of a A expulsion mechanism. The use of 
both breasts at each feeding-time, for example, 
appears to both WALLER and GUNTHER as an imme- 
diate practical deduction and they condemn the 
alternating single-breast method. But. there are 
many more details than this in the early stages to be 
reconsidered. The higher centres, through fear or 
unwillingness, clearly play a part and this may help 
to explain Rosrnson’s large group of unrecognised 
causation. Lactation is of great clinical and national 
importance. Of the two articles here presented, the 
first states the problem, the second indicates one line 
along which its solution may be sought. 


PERSISTENT GONORRHEA 

THREE months ago Harrison,' from his signal-box 
at the Ministry of Health, appealed to practitioners 
to accelerate the campaign against venereal diseases 
by using sulphonamides effectively in the treatment 
of gonorrhea. Timid dosage is nét only ineffective 
but carries the risk of producing resistant strains of 
gonococci which would take us back to the futility 
of the pre-sulphonamide period. He indicated what 
5 g. of sulphathiazole on 4 successive days might 
achieve and his experience tallied with that in the 
German army.* In our last issue Perro, working at 
a Royal Naval base, distinguished between naturally 
drug-fast cases and the acquired resistance of imperfect 
dosage. In our present issue McELuicotr and 
JEFFERISS, summarising their observations in the 
Royal Air Force, report a success-rate of nearly 90%, 
with a course of sulphathiazole 6 g. a day for two 
days, which in no case gave rise to serious toxic 
symptoms. — 

While this is encouraging it will be seen that 
even with the latest drugs used under ideal conditions 
it is seldom possible, by chemotherapy alone, to effect 
a cure in more than 90%, of cases of gonorrhcea in the 
male. This proportion may be slightly increased by 
combining chemotherapy with local measures but 
a hard core of resistant casesremains. Such resistance 
may arise from a true drug-resistance but in many 
cases is due to the inability of the sulphonamide to 
reach some “closed”’ focus of infection. These 
resistant cases frequently drag on for many weeks 
and develop acute prostatitis, epididymitis and such 
metastatie complications as arthritis and conjuncti- 
vitis. They are discouraging to patient and doctor 
alike and, in the Services .at least, involve a loss in 
man-power and efficiency. Treatment with repeated 
courses of different sulphonamides, supported by 
the use of local measures, vaccines and the intra- 
venous injection of TAB vaccine, proves ineffective 
in a proportion of these resistant cases. These 
measures normally exhaust the facilities available in 
most treatment centres but where it is possible 
to combine chemotherapy with inductotherapy, 
BatcHELoR, THOMSON and HuGean * have developed 
a routine hoiding out, as they suggest, a prospect of 
success approaching 100% in the treatment of such 
cases of protracted or intractable gonorrhea. The 
essential points aré stated to be (1) on the day pre- 
ceding fever treatment, 6-8 g. of intravenous soluble 
1. Harrison, L, W. Lancet, 1942, ii, 527. 

2. Ibid, p. 558. 


3. Batchelor, R. C. L., Thomson, G. M. and Huggan, J. L. Edinb. 
med. J. 1942, 49, 581. 





sulphapyridine given in divided dosnge—-2- 0 g. in 
30 c.cm. sterile distilled water ; (2) on the morning 
of treatment 2-0 g. sulphapyridine by mouth; (3) 
a minimum of 8-hours fever above 106° F. in the 
inductotherm cabinet ‘; (4) the administration during 
the fever of a further 6-8 g. sulphapyridine by mouth 
or, where necessary, intravenously; (5) continuation 
of sulphapyridine by mouth for five days at 8 to 12 
tablets per day, depending on the patient’s weight. 
Local treatment is not required, they say, after fever 
therapy except in the presence of a secondary urethral 
infection. 

BaTcHELoR and his colleagues have found this 
routine as successful in cases with prostatitis and 
epididymitis as in uncomplicated cases. Renal 
complications, such as hematuria and anuria, did not 
arise as the thirst induced in the inductotherm cabinet 
insured an adequate fluid intake. Vomiting, pre- 
sumably of central origin, frequently occurred within 
one to three minutes of giving the intravenous 
sulphapyridine: Over twenty cases have been so 
treated of which six are reported in some detail. 
The results certainly appear to justify the authors’ 
claims and favourable reports have also appeared in 
the American literature. It may well be that in 
combined chemotherapy and inductotherapy we have 
a cure for gonorrhoea which has proved resistant to 
ordinary measures. 


ob tes _An notations 


CRILE’S CONTRIBUTION TO SURGERY 

WHEN consciousness is extinguished by an anesthetic 
the mindless organism left on the opérating table is still 
capable of responding to painful stimuli by reflexes 
through lower levels of the central nervous system ; and 
the sum of, these responses may be the condition of sur- 
gical shock. This conception we owe to Crile, whose 
death on Jan. 6 in Cleveland, Ohio, robs the world 
of a great surgeon. Following up his conception of 
shock at the time of the 1914-18 war, he set himself to 
abolish the harmful side-effects of operations. The 
apprehension of patients was allayed by preliminary 
sedation, they were anzesthetised with nitrous oxide, the 
least harmful anesthetic then known, and all afferent 
impulses from the operation area to the central nervous 
system were cut off by the injection of local anesthetics. 
Though his original technique was not wholly effective 
and successful, this conception of anoci-association, as he 
called it, continues to influence anesthetists and surgeons 
to this day. After its enunciation in his book, Surgical 
Shock and Shockless Operation, the rough and ready 
hurried operating of previous days was revealed as crude, 
almost primitive. 

George Washington Crile was born in 1864 and gradu- 
ated in 1877 at Wooster University, Ohio, where he was 
professor from 1890 to 1900; afterwards he held the 
‘surgical chair at Western Reserve University before help- 
ing to found the famous clinic in Cleveland in 1924. He 
served in the Porto Rican campaign of the Spanish- 
American War, and his experience there stood him in 
good stead during the last European War, when he 
served as a colonel and received decorations from 
all the Allies. The Crile clinie at Cleveland, which 
ranks among the first four in America, is known 
for the surgical treatment of exophthalmic goitre in 
whieh he was a pioneer. Patients came not only from 
America but from all parts of the world and his technical 
skill in this branch of surgery was outstanding. His 
interest in shock led him to the study of the suprarenals, 





4. Thomson, G. M. Ibid, 1941, 48, 629. 
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and he was the first to advocate sympathectomy for 
hypertension. Whatever he touched—and his interests 
were very wide—he enriched. His dynamic personality 
was for many +years a stimulus to the young surgeons 
who worked with him and who subsequently carried his 
teaching into other clinics ; while visitors from abroad 
were caught by his enthusiasm, originality and insight. 
He leaves what fewaan hope to do—a lasting impression 
on surgical practice. 


PAIN IN THE CHEST 

Harrison! contends with much truth that the only 
common serious cause for chronic pain in the chest is 
coronary disease. He discusses conditions which may 
simulate such pain, at least superficially. For example, 
pain in the region of the left shoulder may be due to 
myalgia or arthralgia, yet it may be related to exercise 
beeause the affected arm is swung in walking. The 
patient must be asked to walk keeping the affected arm 
quite still, and if the pain is due to local causes it, aatur- 
ally fails to develop. Pain in the same region may be 
associated with angina pectoris, and has been attributed 
to reftex muscle spasm resulting from disease of the heart ; 
it may be associated with actual tenderness in the deltoid 
or pectoral regions. Thus any middle-aged or elderly 
patient complaining of pain in the region of the left 
shoulder should be investigated to exclude angina. 
Ordinary cases of acute pericarditis can seldom be con- 
fused with angina pectoris or coronary thrombosis, but 
Barnes and Burchell? as well as Harrison have drawn 
attention to a type which may be. Such cases are seen 
in winter in patients who have had a recent respiratory 
infection. The onset is sudden and the only points 
differentiating it from coronary thrombosis (apart from 
the cardiogram) are that the pain is usually more stabbing 
than constricting and is accentuated by breathing. 
Harrison mentions mediastinal lymphadenitis as another 
possible cause of substernal pain and reports 2 examples 
of it. Here the preponderance of respiratory symptoms 
and signs, and the radiological findings, clarify the issue. 
Almost any lesion in the upper abdomen may simulate 
pain of eardiac origin, among the rarer causes being 
diverticulum of the stomach, ‘‘ cascade stomach,” and 
duodenal ulcer. An occasional cause is hypoglycemia ; 
Harrison reports a case of the kind in which pain in the 
chest was not associated with coronary disease; this 
condition must be differentiated from the attacks of 
genuine angina pectoris or coronary thrombosis some- 
times seen in hypoglycemia, whether spontaneous or 
induced. 

A careful history must be taken in every case ; associa- 
tion of the pain with exertion clinches the diagnosis of 
angina pectoris. The second important feature is the 
site of the pain ; .if this is not substernal or in one of the 
common sites of radiation such as the left arm or the 
back of the neck in the collar-stud area, then the diagno- 
sis of angina should be made with caution. Harrison 
does not stress this last point, and his cryptic remark that 
the pain of myocardial anoxia may be felt “in almost 
any region between the nose and navel’’ is graphic 
but misleading, particularly for angina. 
coronary thrombosis may radiate widely, though even 
here the original site of the pain is usually substernal, 
but in angina the localisation of the pain is much more 
precise. Another American aphorism—if a patient 
complains of pain below the left diaphragm, think of the 
heart ; if he complains of the heart, think of the stomach ; 
if he complains of both, think of the thyroid—aptly sets 
out the possibilities, but should be used with caution by 
the inexperienced. In doubtful cases, as Harrison 
points out, the response of the patient to exercise under 
observation may be helpful. Provided the amount of 
exercise is carefully controlled, there is little danger in in the 


1. Harrison, T. R. J. Amer. med. Ase. 1942,120,519. 
2. Barnes, A. R. and Burchell, H. B. Amer. Heart a: 1942, 23, 247. 
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procedure, and if it produces a pain which the patient 
deseribes as similar to his original pain practically estab- 
lishes the diagnosis—even without observing changes in 
the electrocardiogram on exertiop or on breathing low 
tensions of oxygen. Where the pain is due to gastric 
distension and not to heart disease, distension of the 
stomach with air may also be a useful diagnostic pro- 
cedure.’ But there is seldom need to submit a patient 
to a barrage of complicated, time-consuming, and 
expensive investigations: A full and careful history will 
often suffice, leaving other investigations for cases in 
which all the findings do not fit into the picture. 


CANCER OF MICE AND MEN 

THE unravelling of the complexities of the hereditary 
influenee in mammary cancer of mice by Bittner and 
Little of the Jackson Memorial Laboratories, Bar 
Harbour, Maine, is the most arresting of recent advances 
in. cancer research.'?* Sir Alfred Webb-Johnson, 
president. of the Royal College of Surgeons, referred to 
it in proposing the adoption of the annual report of the 
British Empire Cancer Campaign. British workers have 
confirmed the American finding that the hereditary 
influence is ineffective unless accompanied by an 





-extrachromosomal factor which is conveyed in the 


mother’s milk. The report mentions Gilmour (London), 
Bonser (Leeds), and Pybus and Millar (Newcastle) as 
supporting the evidence of a milk-borne influence. 
The significance of this remarkable discovery is not 
appreciated in its proper context. Attempts are made 
to apply the observations directly to an interpretation of 
the incidence of human mammary cancer. Statistical 
evidence has been collected, by Wassink in Holland and 
Waaler in Norway, to suggest that heredity may have 
some influence over the incidence of human breast 
cancer. In Leeds an inquiry has now been catried out 
by Miss Waiman and her colleagues? into the family 
history of 600 women with cancer of the breast ; with 
the assistance of Dr. Perey Stocks, of ‘the Registrar- 
General’s office, she has shown that the incidence of 
breast cancer among the mothers of these 600 cases 
and the incidence for the country as.a whole, were 14 
and 15 out. of every 79 cases of cancer in women—that 
is, substantially the same. As the Leeds authors point 
out inbreeding* to the degree achieved in mice is not a 
factor in human cancer. Intensive inbreeding of mice 
is analogous to the standardisation of chemical sub- 
stances in test-tube experiments ; brother-sister matings 
so standardise their genetic constitution that all mice 
born, say, in the 40th generation are identical apart from 
sex differences and those due to postnatal events. 
With such material, one known factor after another can 
be introduced separately into the lives of the mice, and 
thus the decisive element in the cause of their mammary 
cancer becomes apparent. The nature of these experi- 
ments is deliberately artificial, and is designed to enlighten 
us, not on the natural occurrence‘of a particular form 
of human cancer, but upon its ultimate cause ; and this 
is the true significance of Bittner’s work. 

Some further questions have now been answered by 
Bittner and others. They have shown that the milk 
influence is present in the blood and spleens of high 
cancer strains of mice, and in mammary tumour tissue ; 
and that it is active and can be filtered, dried and kept 
in glycerin. Like other ultramicroscopic agents of 
disease of high molecular weight which can be centri- 
fuged out from suspensions of fowl sarcomas and from 
the papillomas of rabbits, the active milk influence has 
been spun out of ‘milk from high cancer strain mothers. 
How are all these indications of the virus nature of 
the influence to be reconciled with its sudden appear- 
ance, appareiitly de novo, in animals which have not 


‘Annual Report of the Imperial Cancer Researc h Fund, 1941- 4 3. 
Annual eer of of A British Empire Cancer Campaign. 1942. 


1. 
2. 
3. Lancet, 
4. Bittner, J. J. Easel Res. 1942, 2, 710. \ 
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heen in contact with those aibiaig a high inaldence of 
mammary cancer? And can it be obtained from mam- 
mary tumoyrs due to the chemical careinogens? If 
experiments designed to answer such questions lead 
towards some unifying principle (as they seem likely to 
do), then, éven if our knowledge still remains incomplete, 
we shall have learned something more about the cause, 
though not the incidence, of cancer. 


RECOVERY FROM INJURY 

Tue beautiful complexity of compensation cases makes 
them an adventure in surgery, psychology and social 
medicine ; it is a considerable achievement to be able to 
look back on such a case and to feel that the best has 
been done for the patient at every stage in his story. 
Dr. Henry H. Jordan in a book! addressed mainly to 
those doctors who have occasion from time to time to 
examine and report on injured workmen, and to the 
officials of insurance companies which cover empleyers’ 
liability risks, disclaims any intention .of writing a 
comprehensive textbook of traumatic surgery. He 
confines himself to a discussion of practical. problems 
arising in his own extensive experience as associate 
orthopedic surgeon to Lennox Hill Hospital; New York, 
which includes some 30,000 eases seen during 18 years. 
It is, as St. Denis is reputed to have remarked when his 
head was cut off, the first step that counts : no-one can 
foresee how complicated any case may become, or how 
valuable it may eventually be-to have a record of the 
exact condition immediately after the accident, and 
besides this is the best time to plan treatment as a whole, 
and to obtain an accurate history of the accident. He 
believes in exact measurements whenever possible, so 
that the injured and the uninjured side of the body can 
be compared and the range of movement im the joints 
recorded ; and he directs attention to muscle groups 
which activate more than one joint, such as the ischio- 
crural and gastrocnemius groups.’ Many cases will bene- 
fit fromr reference to a specialist—a fraetured wrist for 
reduction and immobilisation, or a knee with a strained 
internal lateral ligament for fixation in plaster-of-paris ; 
after such treatment the patient may well continue under 
the care of the general practitioner. He agrees with 
the usual experience in industrial accident practice, 
that deliberate exaggeration of symptoms and malinger- 
ing is rare in workmen, but that tact and sympathy may 
be required to understand the nature and origin of the 
complaints of a patient when these do not appear to 
accord with the clinical findings. Greed is by no means 
the only motive which may prompt a man to claim an 
excessive degree of disability—-a subconscious craving 
for sympathy or an urge to vindicate his real or supposed 
rights, or merely a reaction te what is felt to be a harsh or 
unjust attitude on the part of his employer or an insurer 
may lead to an overemphasis of symptoms difficult to 
distinguish from .a fraudulent claim. Thorough and 
repeated examinations may be required in some cases 
before clinical signs can be detected to account for pain, 
where this is due to an early bone tumour or deep-seated 
infection. A form of atrophy, first described by Sudeck 
in 1900, may supervene after even slight injury, leading 
to decalcification of the limb bones and pain. 

Jordan is rightly critieal of the schedules introduced in 
different parts of the United States as a guide to the 
evaluation of disability, and reports favourably on a 
system which has been followed for many years in 
Switzerland, under which the injured workman is 
re-examined at fixed intervals of 3, 6, 12, and 24 months 
after the accident, and the rate of his compensation 
adjusted accordingly. Griffiths and others, over here, 
consider that no opinion as to working capacity can be of 
much value unless the examiner is conversant with the 
condition of the patient, and the nature and physiological 


1. Workmen’s Compensation and _ the Fe oy Egndes : 
Humphrey Milford, Oxford University Press. Pp. 172. linens 
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demands of his work. Jordan insists on the need vm 
adequate rest to an injured part at the beginning of 
treatment, by immobilisation in plaster or otherwise, 
coupled with active use of the rest of the body; this 
applies not only to fractures, but to many kinds of injury 
to soft parts. The risk of joints becoming stiff in bad 
position must be avoided; for instance, the shoulder 
should be kept at rest on an abduction splint rather than 
in a sling, and talipes decubitus should be prevented by 
suitable supports. 

In a chapter on so-called traumatic neuroses Paul 
Hoch notes the significance of the constitutional factor 
in the development of neurosis after injury. Early 
diagnosis and treatment are important; not every 
patient who appears anxious and apprehensive is suffer- 
ing from neurosis, but many are given treatment in the 
absence of a physical defect, which ean only have the 
effect of prolonging the disability. Thus it may be 
disastrous to preseribe a long course of physiotherapy 
or the wearing of an appliance to correct some physical 
disorder which does not in faet exist. He has noted 
recovery from neurosis in only 25-35% of cases, but he 
quotes the finding of Lewandowsky that there was 
recovery in 70% of people affected by traumatic neurosis 
who received a lump sum compensation, as compared 
with a recovery-rate of 7% in those who received continu- 
ous compensation in the form of a monthly allowance. 
No doubt early settlement of a claim will often avert or 
abort neurosis, but to suggest that such a result may be 
expected in as much as 70% of cases is to ignore the 
experience of our Ministry of Pensions or of such Ameri- 
can authorities as Norcott. In fact the therapeutic value 
of the lump sum has been greatly over-estimated ; it 
may be a convenient way of terminating the liability 
of the employer or of his insurer, it seldom does any 
lasting good to the recipient. But it is quite true, as 
Jordan says, that “ the quick settlement of a compensa- 
tion claim is essential, otherwisé the neurosis becomes 
ingrained and very difficult to eliminate.” 


THE TUBERCLE BACILLUS IN BOOKS 

BACTERIOLOGISTS specialising in tubereulosis are often 
Asked by laymen whether books and magazines used by 
sputum-positive patients are infectious, and if so what 
can be done about it. There has been singularly little 
effort to find out what is the actual risk apart from general 
research on the survival of the bacillus outside the body ; 
indeed, Smith,’ who has lately answered the question 
after undertaking experiments with books, papers and 
catalogues. artificially infected with sputum and tubercle 
cultures, was able to quote only two previous studies on 
the subject. In its inquiry into books as fomites fifteen 
years ago the consultative committee to the Board of 
Education was dealing with school books and the 
common infections of school life. In conveying these 
Brincker * agreed with the view expressed by McCartney * 
that books are insignificant as compared with other 
agents. But neither was considering the special question 
of tubercle. Smith found that at room temperature 
tubercle bacilli survived only a few days in room light, 
and from 2 weeks to 34 months in the dark. Printer’s 
ink seemed to have no effect on survival, bacilli living as 
long on printed as on blank paper. Almost all papers are 
composed of wood pulp chemically treated in one way 
or another with acids and alkalis, bleaching agents, 
sizings and loadings ; and printing ink is equally full of 
chemicals ; but Smith believes that with most varieties 
of paper and printing ink the active chemicals likely to 
kill the tubercle bacillus have usually been removed or 
neutralised. All the papers he tested, however, had pH 
values between 5 and 6, well below the optimum level 
for the cultivation of the tubercle bacillus. Natural 





1. Smith, C. B ray Rev. Tub. 1942, 46, 549. 
¢: Brincker, J. A. Books in ate gehogls. HMSO, 1928. 
3. McCartney, i E. Lancet, 1925, ii, 212 
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infection by patients is presumably much lighter than 
deliberately planned experimental infection ; most likely 
it takes place by droplet infection or direct contact, or as 
as a result of moistening a thumb in order to turn a page 
(a practice which should be as obsolete as shuttle-kissing). 
Smith suggests that a book quarantine would be effective ; 
storage for a month should be enough in most cases to 
-allow for natural death of the bacilli, and in many cases 
the books doubtless remain on the shelves for longer than 
this. Active sterilisation could not be carried out with- 
out damage to the books, and even the use of ultraviolet 
lamps would require the methodical exposure of each 
page. The risks in the case of lending libraries are 
probably not very alarming: there are much graver 
risks of transmission of tuberculosis in everyday life 
which have not yet beenexplored. But hospital libraries 
and book-trollies in tuberculosis institutions need special 
consideration. The supply of books is usually limited 
and their circulation intensive, so that long quarantine 

_of books may seem impossible. Replaceable or washable 

covers could be used with advantage ; and it would be 
wise to get rid of well-worn books. A ragged book is 
likely to be an infected book. 


NUTRITION IN PREGNANCY e 
DEBATES on nutrition generally feveal what enormous 
tracts remain to be covered in this field, and the meeting 
ef the Scottish group of the Nutrition Society, held in 
Edinburgh on Dee. 12, was no exception. Prof. R. C. 
Garry, who presided, discussed the influence of diet 
during pregnancy. This physiological strain may bring 


latent defects into the open ; but the rational treatment 


of such disturbances must wait for a fuller understanding 
of maternal and, fetal physiology. Prof. A. St. G. 
Huggett was equally cautious about the placenta—a 
secretory, storage and transfusion organ controlled by 
factors as yet little understood. This endocrine structure 
reaches its maximum development relatively early in 
pregnancy, but nearly three-quarters of the final weight 
of the foetus is built up in the last three months of 
pregnancy when the placenta has ceased to grow and may 
even be showing signs of regression. In animal experi- 
ments, restriction of the mother’s carbohydrate intake 
causes a fall in her liver glycogen but does not affect the 
liver glycogen of the foetus; on the other hand if the 
mother is given excess of carbohydrate her own liver 
glycogen rises only slightly, whereas the fetal liver 
glycogen shows a great increase. Through all these 
fluctuations the glycogen content of the placenta remains 
almost unchanged. Dr. H. M. Sinclair reviewed what 
evidence we have of nutritional deficiencies during 
pregnancy. Supplementary feeding with vitamins A and 
D is said to lower the incidence of puerperal sepsis, but 
it is doubtful if the action is specific. Reports are 
conflicting on the effects of the vitamin-B complex in 
preventing the toxamias of pregnancy, gestational 
polyneuritis and Wernicke’s encephalopathy. Claims 
that vitamin E prevents abortion have still to be sub- 
stantiated, and it is not yet clear whether vitamin C or 
vitamin K or both play any part in preventing accidental 
hemorrhage during pregnancy or excessive bleeding 
at parturition. Hyperplasia of the gums is not uncommon 
during pregnancy but does not yield to vitamin C, and 
there is some evidence that it is due to excessive quanti- 
ties of estrogens in the tissues. Tron-deficiency anemia 
is often seen in pregnant women but he pointed out that 
the physiological hydremia of pregnancy must be taken 
into account in assessing the severity of this anemia. 
The demands of the foetus for calcium during the second 
half of pregnancy are large enough to deplete the maternal 
reserves ; yet supplementary feeding with calcium may 
prolong pregnancy and harden the infant’s skull. Prof. 
Dugald Baird remarked that stillbirths and neonatal 
deaths are more common in hospital than in specialist 
practice (3-3% as against 0-6%). Standards of medical 


and nursing care are comparable in the two groups and 
the responsible factor is probably dietetic ; diet is also 
probably responsible for the greater percentage of pre- 
mature labours—9 as against 2—in hospital as compared 
with specialist practice. The diet of pregnant women 
often falls short of the standard of the League of Nations 
technical commission, and evidence is accumulating 
that by raising diets to this standard it is possible to 
lower prematurity and _stillbirth-rates. Mr. W. 
Gedden, FIC, discussed some deficiencies in farm animals. 
Iron deficiency, especially it seems in the sow, does not 
affect fertility but does reduce the viability of the young 
during the suckling period. Adequate supplies of 
vitamins A and D are essential for suecessful pregnancy 
in cattle, sheep and pigs, but the evidence about vitamin- 
B complex is equivocal and there is no clear proof that 
vitamin-E deficiency affects animals other than the rat. 
Miss I. Leitch, DSe, drew attention to the high stillbirth 
and neonatal death-rates in Scotland—80 per 1000 as 
compared with 66 for England and Wales and 51 for New 
Zealand—another phenomenon presumably due to 
unexplained dietary factors. 


PIONEERS OF INDUSTRIAL MEDICINE 

Tue retirement of Dr. J. C. Bridge from the position of 
senior medical inspector of factories is a historical event. 
The post was created in 1898 and its first occupant was 
Sir Thomas Legge who resigned in 1926 because he 
believed the Government had let him down on precautions 
about the use of white lead. Bridge sueceeded Legge 
with whom he had already worked since 1913. For the 
past 44 years therefore the inception and development 
of industrial medicine in this epuntry has been directed 


successively by two outstanding public servants. The . 


present intense and widespread interest in the health 
of*the industrial worker and in occupational medicine 
is a tribute to the soundness of the foundations which 
these pioneers have laid, and they have shown the way 


_not only to this country but to the rest of the>world. 


Dr. Bridge associated himself with no special subject, 
but—like Francis Bacon who took all knowledge for 
his province—with all those subjects whether medical, 
chemical, engineering, legal, industrial, sociological or 
humanitarian, which have any bearing on the health 
and well-béing of industrial workers.» And naturally he 
has had a place on all the committees, and they are 
many, that have the word “industrial” in their titles. 
During his 15 years in command problems have become 
more complex, and the number of medical inspectors has 
increased steadily ; these he has-guided with a sure hand 
and the affection with which they regard him bears witness 
to his qualities as a chief. One attribute which has 
endeared him to those who work with him is his capacity 
for listening with sympathy and without condescension. 
He is fond of saying that he continually learns from his 
junior colleagues and his modesty in this respect covers 


‘an unrivalled knowledge of industrial and occupational 


health matters. But perhaps his most striking qualities 
are his common sense—really an uncommon quality— 
and his flair for picking out the essentials of a complicated 
subject which in his case really does include ships and 
shoes and sealing wax. His sense of humour and love 
of a fair deal, coupled with a legal training and a 
prodigious memory make him the ideal chair nan who 
ensures a hearing for the timid, tactful suppression of 
the vociferous, and the right decision at the end of the 
discussion. Unassuming himself, he is somewhat 
impatient of pretentiousness and pomposity. His work 
at Geneva has brought him into touch with continental 
authorities, his reputation being deservedly international. 
It seems a pity that such.an experienced leader should 


- have to step dawn at a time like this on account of the 


age-limit; and it is to be hoped that his retirement 
wiil not deprive the country, industry and the medical 
profession of his wise counsel. 
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Special Articles 


HOMOLOGOUS SERUM JAUNDICE 





‘MEMORANDUM PREPARED BY MEDICAL OFFICERS OF THE 


MINISTRY OF HEALTH 


BETWEEN Aug. 13 and Sept. 1, 1885; 1289 persons 
employed in a shipbuilding yard in Bremen were vac- 
cinated with ‘‘ glycerina humanised ”’ lymph and of 
these 191 developed jaundice after an incubation period 
of several weeks. In two other groups of 87 and 500 work- 
men in the same yard vaccinated at the same time with 
a lymph there were no cases of jaundice (Lurman 
1885). 

During 1937, 41 of 109 recipients of a single bateh of 
measles convalescent serum administered subcutaneously 
developed jaundice and 8 died.- These cases were 
scattered proportionately over a wide area in the South 
of England. <A batch of measles adult serum, pooled 
and Berkefeld candled in the same laboratory, gave rise 
to at least 11 cases of jaundice with one death. Other 
batches of measles serum were also suspect (Annual 
Report of the Chief Medical Officer 1937). 

In the same year a similar sequence of events was 
reported in persons receiving yellow fever vaccine 
subcutaneously (Findlay and MacCallum 1937) and since 
then the icterogenicity of certain lots of yellow fever 
vaccine has been demonstrated repeatedly. In Brazil 
in 1939, 187 lots of vaccine were used to immunise 
1,300,000 people. One of these lots was followed by 
jaundice in 304 persons, an attack-rate of 27%. The 
vaccine contained human serum, and although for a time 
change in the seed virus appeared to eliminate the causal 
factor, it reappeared in 1940, when two of 78 lots of vac- 
cine caused attack-rates of jaundice of 7-66% and 1:56%, 
with fatalities of 2-58% and 2-00% respectively among 
19,191 persons immunised. Other lots of vaccine were 
mildly icterogenic (Fox et al, 1942). During the first six 
months of 1942, 28,585 cases of jaundice appeared in 
American troops who had had yellow fever vaccine 
containing human serum ; 62 died (Editorials 1942). 

In March, 1942, 266 British troops were each given less 
than 14 c.em. of Seitz filtered pooled mumps convalescent 
plasma in one or two doses intravenously ; 86 of them 
developed jaundice (Chesney, Gordon, Hawley, Mac- 
Farlane and ; unpublished communication). 

Of 36 patients treated at an EMS hospital with massive 
transfusions of Seitz filtered pooled“and dried human 
serum for various forms of peripheral vascular disease 
(Hayward 1942, Hayward and Jordan 1942) 8 are 
known to have developed jaundice (Morgan and William- 
son, unpublished communication)... 

Full details of the yellow fever vaccine incidents have 
been published and a recurrence prevented by eliminating 
human serum from the vaccine. Reports on the mumps 
convalescent serum and the transfusion cases, which are 
still under investigation, are promised by the observers. 
The measles convalescent serum story, now six years old, 
was not published in detail, and, since in the light of 
recent events it assumes a greater importance, the follow- 
ing account has been reconstructed from the contempor- 
ary records. : : 


Measles Serum Hepatitis 


Epidemic (catarrhal) jaundice was known to have 
occurred sporadically among school-children in a county 


town during 1936, and inquiry of all practitioners brought 


to light 53 cases between March, 1935, and March, 1937. 
During the same period 185 children in the town had 
received measles serum from one and the same laboratory, 
110 of them before Feb. 10, 1937, on which day a new 
batch of serum which will be referred to as K60 came 
into use. The 1]0 remained well, but among the remain- 
ing 75, 18 developed jaundice 16—114 days later and 4 
died of hepatic necrosis, from which cause there were no 
other deaths in the city. The injections associated with 
jaundice were given during the period Feb. 16 to March 
31, and although in 11 of them only was the measles 
serum batch number recorded all 18 patients probably 
received K60. 
At asmall preparatory boarding-school of 80 boys in an 
adjacent county 7 boys exposed to measles in the same 
dormitory were given K60 serum on Feb. 9, 1937; 4 of 


them developed jaundice (3 severely ill) about 66 days 
later. Only one other boy, who had returned to school 
late and was in a different dormitory, received serum. 
This -was on March 4. The boy became ill 61 days later 
and was the only other case of jaundice in the school. 

These events in themselves were not beyond the 
bounds of coincidence. Multiple deaths in a family 
during attacks of non-spirochetal hepatitis are recorded 
(Bulmer 1923, Symmers 1920, Hirschberger 1936), and 
epidemic jaundice is a very common disease in com- 
munities. For example, in the five years 1930-34, in 21 
boys’ and 10 girls’ residential schools jaundice occurred 
in all but one of the boys’ schools and all but 3 of the girls’ 
schools (MRC Special Report 1938). But while these 
events were being investigated news was received that in 
a county institution 100 miles or more away 7 of 8 men- 
tally deficient children injected with K60 on June 1, 1937, 
became ill on an average 82 days later (in August) ; 
6 of them had jaundice and 3 died. There were 42 children 
in this community among a total of 541 inmates and 94 
staff. The children were divided by an outbreak of 
dysentery in January, 1937. Measles first appeared in 
the diarrhoea-free group in April but did not invade the 
dysentery group until May 24. It may therefore be 
assumed that the 11 members of the dysentery group 
who remained on June 1 were reasonably well isolated. 
None of the 8 inoculated had left this group since it was 
formed, although 4 of the other patients and the nursing 
staff had been in contact with the outside world. It is 
known beyond doubt that there was no antecedent or 
concurrent infective hepatitis in the institution and the 
case against K60 might have been complete but for the 
fact that jaundice appeared in 2 uninoculated children 
in the dysentery group in the following November 
(Propert 1942). 

Batch K60 was pooled measles convalescent serum 
amounting to 880 c.cm. derived from 26 donors residing 
in four localities and collected by four practitioners 
during April, 1936. It was candled and treated with 
0-5% of an equal mixture of phenol and ether before being 
bottled’ in 171 phials; 121 of these phials were distri- 
buted between April, 1936, and June, 1937, in nine 
localities scattered over a wide area in the South and 
East of England, and 82 persons were certainly, and a 
further 27 probably, inoculated with it. Of the 109 
recipients, 41, proportionately scattered over the nine 
localities, subsequently became ill, 37 with jaundice ; 
8 died—a phenomenally high fatality of 12%—and, more | 
significantly, they all died between the 61st and 93rd day 
after receiving serum. 

All unused serum of the batch (K60) had been recalled 
by November, 1937, and the laboratory has not issued 
measles convalescent serum since the middle of 1938. 
This laboratory is beyond reproach both structurally 
and so far as its technique and staff are concerned, and 
has had long experience in handling serum and similar 
biological products. The proprietors provided compre- 
hensive information concerning the distribution of 
measles serum, and a specific inquiry disclosed numerous 
other cases of jaundice following the administration of 
certain other batches of serum from the laboratory. 
At’ Leeds (Jervis 1939) 9 batches were employed to 
protect 158 children during 1936, 1937 and 1938, and 
jaundice appeared four weeks to four months later in 23 
children receiving serum from 5 of the 9 batches. Careful 
survey covering the same three-year period brought to 
light only 309 cases of epidemic hepatitis scattered 
throughout the city. Different sets of donors contri- 
buted to each batch of measles serum, yet 2 of the 
batches appeared to be more hepatotoxic than the others 
and one of these, K488, is believed to have given rise to 
jaundice elsewhere, including a South coast town, where 
of 130 c.cm. received 58 c.cm. was injected into 14 
children, 6 of whom subsequently developed jaundice 
and one died. 

Hepatitis following measles serum therefore occurred 
among persons who were for the most part young child- 
ren recently exposed to measles. It included, however, 
some boys of public-school age and one man of 61. The 
sexes were evenly represented. The Registrar-General 
reported that during the period 1926-36 there was no 
increase in the total mortality from all diseases of the 
liver and gall-bladder (excluding tumours or gallstones), 
in children under 15 years. During the period Jan. 1, 
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1937, to July 9, 1938, there were 62 deaths. In 15 of 
these cases a& biological product had been administered 
at some time before the onset of jaundice, in 6 more than 
a year previously and in 9 between two and four months 
before death. Of these 9, 7 had received either K488 
or K60 measles serum. 


CLINICAL FEATURES 

Unfortunately, as is to be expected when special inter- 
est is aroused only long after the event, very few clinical 
notes are available. In addition there is the difficulty 
of judging whether serum from any given batch was or 
was not a factor in the subsequent development of 
jaundice. Only with regard to two batches, K60 and 
K488, did suspicion amount to strong probability, and 
for this reason a discussion of the clinical features must 
be confined to the notes on 34 cases associated with these 
batches in which the story goes beyond a diagnosis of 
“hepatitis” or ‘* jaundice.” The number of times 
certain signs and symptoms aré mentioned in these 34 
histories is shown in table I. 


TABLE I—SIGNS AND SYMPTOMS RECORDED IN MEASLES 
hee SERUM HEPATITIS 
Recovered Deaths 
ioe Total 
| K60 | K488 ‘K60 K488 








Records available .. eh (Or Pi Bet Bode il 34 








> ate os 2 t; es 3 
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WHisens for the mention of irritability, restlessness, 
intractability, screaming and delirium, and the occurrence 
of urticaria and extensor plantar responses, this list does 
not suggest a diagnosis other than epidemic hepatitis 
or catarrhal jaundice in the recovered cases, and the infre- 
quent mention of clay-coloured stools may easily result 
from inadequate record. The long interval ‘between 
onset of symptoms and appearance of jaundice in some 
cases was of interest. 
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Day of disease 1 2 3 4 5 6 7 Later 
Recovered Beet: ra ata 1 1 on 12th day’ 
Died “Pp pa. eer oe 1 2 1 on 40th day 
i on 16th day 
Totals (15) Bn abt. 2 1 1 3 





FATAL CASES 


Those who died exhibited some unusual features which 
are best presented in the words of the contemporary 
histories, ; 

Case 1.—A girl, aged 13 years, received 10 c.em. of K60 
between March 25 and 30, 1937 ; 53 or 58 days later, on May 
22, developed violent urticaria ; temperature normal. 2nd 
day: confirmed in church ; felt a ‘little queer afterwards, 3rd 
day ; evening temperature 100-2° F. ; seen by doctor who could 
make nothing of her but vaguely thought of measles, 4th day ;: 


evening temperature 104° F. but no signs or symptoms except 
constipation and violent dislike for food. 5th day : slightly 
jaundiced but not thought to be iil ; in evening became very 
restless and noisy and did not recognise her mother. 6th day : 
temperature normal in morning ; restless, requiring to be kept 
in bed; once rolled on the floor calling out ““ Oh dear, oh 
dear ”’ and could not be quietened ; doctor thought her liver 
dullness was less and that he had missed an appendix ; 


consultant saw her and diagnosed acute yellow atrophy ; 


gums bled, passed blood in stool, became unconscious and 
went downhill very rapidly. 8th day: fits began and con- 
tinued till she died on evening of 9th day. 


Case 2.—A girl, aged 10 months, received K60 on March 13, 
1937 ; 71 days later, on May 28, refused 6 pm feed. 2nd day : 
vomited after morning feed; irritable; objected to. being 
moved about; slight rash between legs. 3rd day: rash 
became general. 4th day; rash faded; refused feeds; stool 
semi-solid ; child pale; conjunctive slightly yellow ; passed 
large white fatty stool. 6th day : coffee-ground vomit first 
seen by doctor in afternoon ; definitely jaundiced ; tempera- 
ture and pulse normal ; another large coffee-ground vomit and 
at 5.45 pm died suddenly (June 3). 

Case 3.—A girl, aged 7 years, received 5 c.cm. of K60 on 
Feb. 26, 1937; 62 days later, on April.29, vomited after 
breakfast but was able to travel 120 miles. Well throughout 
day but vomited several times in evening. 2nd day : sleepy 
and off colour; constipated ; no abnormal physical signs. 
3rd day: poor appetite; listless; no fever; no abnormal 
signs. At 1 pm became restless and began screaming ; 
genéralised abdominal pain, so enema given which resulted 
in flatus only; not thought to be ill; chastised by mother 
for screaming which continued throughout night. Seen 
again by doctor during night; temperature and = pulse 
normal but very restless; examinations, possible only in 
calmer intervals, negative’; vomiting ‘frequent. 4th.day - 
small coffee-ground vomit at 8 am, becoming profuse:later>in 
the day ; first. noticed to be slightly jaundiced. Child found 
lymg on floor; when attempt made to pick her up she strug- 
gled violently and crawled under furniture. Heroin, gr. +, 
given at noon and child became quieter, but at 4.30 pm she 
was restless and screaming and was noticed to be rigid. At 
6 PM was unconscious ; slightly jaundiced ; various bruises 
frém her struggles. Temperature 100° F., pulse-rate’ 80. 
Tongue and throat dry and red.- Pupils small and reacted 
‘only slightly to light ; fundi and eardrums normal ;_ well- 
marked divergent squint with independent’ movement of 
eyes. General ger A apart from jaw and neck ; abdominal 
reflexes absent, pl r responses strongly extensor, other 
reflexes brisk ; Rare, stm sign. Short systolic murmur at 
base of heart, otherwise heart and lungs normal. BP 130/70 
mm. Hg. Liver edge firm, palpable 1 in. below costal 
margin ; abdominal movements normal, peristalsis heard. 
Urine contained bile and trace of protein. Cerebrospinal 
fluid normal. At +7 PM several -coffee-ground vomits and 
tetany. At 9PM condition worse with spasms of generalised 
rigidity, cy , Cheyne-Stokes breathing and bad pulse ; 
coffee-ground vomits continued. — on May 3, 5th day of 
disease. Autopsy obtained. 


CasE 4.—A boy, aged 4} years, reer of case 3, received 
5 c.cm. of K60 on Feb. 26, 1937 ; 63 days later, on April 30, 
developed malaise, vomiting and constipation ; trace of 
tenderness in right loin. 2nd day : did not appear to be ill ; 
temperature normal ; urine contained*trace of protein but no 
bile. After 2 Pm, except for drowsy intervals, restlessness 
and screaming continued throughout night, during which 
child was delirious and twice fell out of bed. 3rd day : better 
and sitting up, but at 1 pm produced a coffee-ground vomit 
and later became: drowsy. By 6.30.Pm looked ill; slightly 
jaundiced ; on any attempt at examination screamed and 
struggled violently. Bruises on bedy from struggles during 
night; optic fundi normal; eardrums a little. injected 
inferiorly ;. tongue dry and red. Examination difficult. 
Extensor plantar responses were the only abnormal sign found 
except for a firm liver palpable | in. below costal margin. 
Lumbar puncture impossible on account of struggles but child 
drowsy throughout night. 4th day: quiet; temperature 
normal ; took fluids well and seemed better. At noon coffee- 
ground vomiting became continuous and at 6 Pm tetany 
appeared ; temperature 99-6° F. At 6.30 pm became worse ; 
temperature 100-6° F., pulse-rate 145. At 8 pm transfused 
with 100 c.cm. of father’s blood (beth group A). At 9 PM 
was a little better with pulse-rate 90 but vomiting continued 
and became more bloody. Died at 11.40 pm (May 2). 
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exceptions, are ske' 
record: 


are available, but, with two 
ry ‘and incomplete. The findings 











ed are set out in ‘table I. 
TABLE II—AUTOPSY FINDINGS IN CASES OF MEASLES SERUM 
HEPATITIS 
Koo | Kass | Total 
‘ No. of autopsies 4 ry sary tings ; 4 fo § 
BS he a i oo hea Same oes | 

Skin : Bruises $5 a | 1 ae 1 
Jaundice 2 1 bi 1 
Intestines : pear catarrh xs 1 r 1 
upieselen nectosis .. 1 ‘ 1 
Liver : ute atrophy. 1 a 1 
Patey ety bf 1 1 2 
Gross ne ss 3 1? 3 
Heart : i ty degeneration 34 ’ : 
Kidneys : Fatty ., degeneration, | 3 a 3 
Heemorrhages : Blood in stomach 2 1 3 
into viscera 1 1 2 
into serous sacs 1 1 | 2 
into brain 1 | 1 


{ 





Histology.—Blocks WHR rp cases showed YEE 
atrophy oft the liver cells ; few of these appeared normal 
the majority showed extensive vacuolation with 
‘foamy ”’ cell body and degenerative changes in the 
nuclei. Elsewhere numerous liver cells were completely 
necrotic. The records do not mention the orientation of 
the damage in the liver and it is not clear whether the 
necrosis was mainly central, peripheral or uniformly 
diffuse. There is noth ing characteristic about the 
descriptions of microscopic lesions-in other organs. 


LABORATORY INVESTIGATIONS 


For the most part the available reports relate. to the 
acute stage of the illness: Table ni shows the available 
white counts. 


TABLE IlI—-WHITE CELL COUNTS IN CASES OF MEASLES SERUM 





HEPATITIS 
y fies Percentages 
| POs tara Gini ern 0 ah el 
| Day after |} @1o_| © : 
Case | onset of | Total whites | he| 28 bg ge! f2\ 22 
| jaundice | Ze ee! eb ee| oe fe 
j | } | } 
}eg) Ro) ae) SR ae Se 
| 
r i | 
are 38 } a |} $2.) 87\ .. 4,4 3 
42 | $3) :38).. 1° 3) 4 3 
47 | 65 ae a ee 2 
B fT bp a | 58; 38) .. 1 2 
my 15 j\ Apparent {| 79/19... 2 +s 
35 leucocytosis {| 48 | 51... 0 1 
D 18 l sApparent {| 82 16 .. 2 Fg 
o.| in i Seanpegsenis {| 53°} 43 | .. | 25 1-5 
Pe og os 64} 21 25 1 
» eee te } bt 30 52 | 38 | 9 | 1 
Gg | 4f } 14,200 | 80°; 12 7 1 
H | 17 | | 25/66 | 2 | 7 
I aa | 5330 | 29 | 64; 3 2t 





t Three hours after transfusion and one hour before death. — 
* Fatal case. t~ One mast cell per cent. 


Two red-cell counts are recorded, both during the 
acute stage, in cases F and G of table m1. The second 
case died soon after the count and had been bleeding. 
Case F: reds 4,050,000; Hb. 80%; CI 1. Case G: 
reds 4,430,000 ; Hb. 70%; CI 0-8. 

Bacteriological findings were negative in the following 
investigations (K60 cases only). . Animal inoculations of 
blood, urine or post-mortem fluid, including tests for lepto- 
spirosis, 7 cases. Microscopy of tissues and/or culture, 
5 cases. Cerebrospinal fluid; cytology, chemistry and 
ee l case. Widal reaction, several cases. 

Urinary bilirubin (Fouchet’s test) was negative in 4 
cases six months after onset. 
gs were positive in the following investigations. 


Van den Bergh, 6 cases (during acute stage unless otherwise 
stated). 
Direct positive (26 units in 1 4 itiv 
Delavon aii mi units in 1 case) age 
Indirect positive 0-4 unit =. 
2-0 units (10 months after onset) i $s 
In the last case serum bilirubin (Fouchet) was weakly 
positive 10 months after onset and the serum showed no 
immunity to yellow fever. 


Urinary urobilin was determined in 4 cases six months 
after onset and was abnormal in 2, suggesting excessive 
hemolysis or persistent liver damage. 

Leevulose-tolerance test was abnormal twelve months after 
onset in 1 ease (50:g. levulose by mouth). 


Fasting blood 100 -¢. per 100 c.cm. 
1 hour Wie sat SP ike” + a6 9 
2 hours - ey {|} es ee 


INVESTIGATIONS ON THE SUSPECTED SERUM 


No record of any similar incident could be found in the 
published work, and opportunity was taken to consult 
such persons * as it was thought would be able to throw 
light. on the matter. The problem was discussed from 
every angle which may have been even remotely con- 
cerned, but no conclusion was reached as to the mechanism 
of the disease, although the majority opinion attributed 
it directly to the ‘“‘ measles’”’ serum. Since the case 
against K60 was most firmly established the unused 
residue of this batch was submitted to tests unfortunately 
limited by the small volume of serum available. 

K60 was found to be sterile and to contain the proper quan- 
tity of antiseptic : 0-5% of an equal mixture of phenol and 
ether. 

1 c.cm. was injected intracardially into each of 10 guinea- 
pigs. All survived the injection ; 4 were killed on the second 
day and aljl organs found healthy both macroscopically and 
microscopically ; the remaining 6 were killed on the 100th 
day and all organs were healthy. 

A sample of the serum was ashed and analysed spectro- 
scopically. As, Ba, Cd, Co, Mn, Ni, Ti, Tl and V were entirely 
absent. Exceedingly minute traces of Bi, Cr, Pb, Sb, Sn and 
Zn were detected, the evidence for antimony depending on a 
single very feeble line. There was nothing to suggest the 
presence of a hepatotoxic inorganic element. 

Microscopic and dark-ground investigations failed to reveal , 
any bodies which could be characteristically differentiated 
from the myriads of particles of all shapes and sizes seen. 

The biophysical properties of K60 were compared with 
those of a control batch. Osmotic and refraction measure- 
ments on clarified sera showed the quotient ‘ osmotic 
pressure/refraction increment’’ to be the same on the two 
samples. The value was less than that given by normal 
serum but not small enough to indicate gross disintegration 
of proteins. Ultracentrifuge fractionation revealed close 
similarity in the molecular composition of the two sera. 
In addition to the albumin boundary, three globulin com- 
ponents were present in both. The only difference between 
K60 and the control was a much more bulky deposit upon 
slow speed centrifugation of the K60. Sinee the serum waé 
candled before bottling this deposit was either precipitated 
out of the serum, or foreign matter, living or dead, 
introduced since candling. 

Donors were interrogated, particularly with regard to a 
past personal or family history of jaundice, asthma, urticaria 
or other allergic upset. The results were negative but serum 
was taken from two of the donors who had had some appar- 
ently unrelated illness years previously. These sera were used 
in agglutinations, precipitation and other serological tests to 
which K60 was also submitted. The donors’ red cells were 
also investigated serologically. The blood of guineapigs 
injected intracardially with K60 was included in these tests, 
the results of which were not helpful. There is no record of 
any attempt to perform serological or sensitivity tests using 
K60 against those who survived jaundice. - 


* DISCUSSION 

In no single case of hepatitis could it be proved that 
natural canses were not operative, but on the epidemio- 
logical evidence the majority of the investigators con- 
cluded that the causal factor resided in K60 and possibly 
in K488. Conversely it was difficult to suppose a contri- 
butory abnormality in the recipients because of the high 
percentage of the inoculated who suffered from the 
disease. The causal abnormality may have been intro- 
duced during the handling of the serum—e.g., a non- 
specific delayed action poison; or a known or unknown 
virus with long incubation period. It may have been 
derived from one of the contributors—e. E-. 4 virus which 


* Representatives of National Institute of Medical Research, 

ndon School of Hygiene ani Tropical Medicine, Lister 

Institute of Preventive Medic.noe, Wellcome Physiological 

Research Laboratories, London County Council, Metropolitan 

Police Laboratory and General Register Office and the Directors 

of Hygiene to the Services were consulted, as were also a 
number of clinicians. 
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could withstand carbolic and ether and has a long 
incubation period; or a mysterious antigen occurring 
naturally.in one of the donors or produced by the inter- 
action of several sera or by denaturation by antiseptics, 
or a sensitising serum from a sensitive donor, only 
0-2 c.cm. of which would be received by each of the 
recipients of K60. 

Sections of liver from 4 cases were specially stained 
by methods designed to demonstrate inclusion bodies. 
In 2, cytoplasmic inclusions were found which stained 
with acid dyes. No intranuclear inclusions were detected 
and the opinion was that cytoplasmic inclusions in 
degenera’ liver cells could not be used as evidence of 
virus disorder since they have been found in 30% of livers 
at autopsy irrespective of cause of death. They have 
also been observed in the livers of normal monkeys, 
ferrets and guineapigs (Pappenheimer and Hawthorn 
1936). Certain appearances suggested that some of the 
acidophil inclusions seen in the K60 cases arose from 
degenerated nuclei; the numbers found were small and 
quite disproportionate to the very extensive liver changes. 
No other evidence of viruis disorder was detected histo- 
logically. 

It..was thought that the long ‘‘ incubation period ”’ 
(on the assumption that the causal factor was introduced 
into the diseased persons at the time of injection) was an 
argument against a virus infection; it was an equally 
strong point against any known “‘allergic’’ explanation. 
Since the investigations further information has: become 
available concerning the ‘‘ incubation period.’”” Both the 
date of administration of serum and of onset of jaundice 
are known in 48 cases, as follows. : 





Deaths 





Incubation periods 
Batch | Cases Ma. : 
Range Median No. — 
K6 37 16-—114th day 71 7 75 
K488 ll 78—-161st day 123 1 { 134 


oe ——————— ae ee anigepienie 


The difference in array may have some significance and 
will be discussed later. | K60 was prepared in April, 1936 ; 
K488 on Feb. 12, 1937. It was clear that numerous 
batches of serum produced in the same laboratory even 
at about the same time were not followed by jaundice. 
It is interesting that ey has failed to bring to light 
any evidence that jaundice had followed measles serum 
from other laboratories in this country or has come to 
notice in the USA or other countries represented at the 
International Health Division. For more than ten years 
the London County Council has used, asa routine, 
measles convalescent and adult serum for prophylaxis 
and attenuation in its hospitals ; 366 litres obtained from 
over 3000 donors and processed in the LCC laboratories 
has beeh employed for this p and the majority 
of 36,000 recipients have been followed up after an 
interval of two months or more ; ho case of jaundice has 
been detected among them. The American serum 
institutes distribute homologous serum for various 
purposes on a very large scale. There is no record of 
jaundice having resulted from these practices, and gener- 
ally speaking there is no evidence that measles attenua- 
tion with adult or convalescent serum is fraught with 
especial danger. K60 was obtained fom measles con- 
valescents and K488 was adult serum. : 


Transfusion Hepatitis 
With the preceding summary in mind the incident at 
the EMS hospital can be discussed more effectively and 
the histories of two of the cases will be summarised. 
Case 5.—A toolmaker, aged 51, had suffered from inter- 
mittent claudication for 4-5 years. In December, 1940, 


he was buried in debris and sustained a Pott’s fracture which 


was treated in plaster applied on Dec. 6. _ Plaster sores per- 
sisted, an ulcer 14 in. in diameter developed and he was 
transferred to a medical ward (MG 1) for serum transfusion 
and remained there. He received 800 c.cm. of dried, recon- 
stituted serum on six occasions (Jan. 29, 1941; Feb. 4, 11, 18, 
25 and March 17, 1942). The batch and bottle numbers of the 
serum administered were : ot recorded except in the case of 
the last transfusion, and the origin of }ths of the total of 4-8 
litres used cannot be identified. All the serum was, however, 
processed at one and the same laboratory. 


_ abdomen and legs. 


On May 24, 1942, 68 days after the last transfusion, a 
scarlatiniform punctate erythema appeared on the chest, 
The temperature rose steadily day by 
day until on the 7th day it reached a peak of 103-2° F. ; 
thereafter it resolved by lysis, becoming normal 13 days after 
the appearance of the rash. Jaundice was noticed on May 26 
or 27, when the liver was enlarged three finger-breadths and 
was tender. The stools were pale but not putty coloured. 
The spleen was not felt and there was neither vomiting nor 
bleeding. By June 19 the urine was free from bile, the liver 
not palpable and the jaundice almost gone. The plaster ulce: 
healed dramatically during the course of the jaundice. 


CasE 6.—A publican, aged 58, was well until November, 
1940, when he developed gangrene of the foot complicating 
thromboangeitis obliterans. He was admitted to hespita! 
on Dec. 14, 1940. His foot was removed, and apart from two 
periods of leave in 1941 he remained in hospital. He received 
eight serum transfusions of 800 c.cm. each: four in ward 
MG 2 on Sept. 15 and 29 and Oct. 7 and 17, 1941, and four in 
ward MD on Feb. 12, March | and 20, and April 1, 1942, the 
second period of leave, at Christmas 1941, intervening 
between the two series of transfusions. He was transferred 
to ward MG 1 on May 6, 1942. On the morning of June 27, 
1942, he answered his nurse’s inquiry with the words “‘ In the 
pink ” and thought she was jokirig when she replied ** You 
look yellow.” Bile-pigments were present in the urine on this 
day, but apart from mild depression and drowsiness for two 
days beginning on June 29, and a rise in temperature to 
99-0° F, there was no constitutional disturbance whatever. 


At the time they developed icterus these men occupied - 


beds fifteen feet apart in a ward containing 19 patients, 
of whom they were the only two who had received serum. 
Thirty-two days intervened between the dates of onset of 
jaundice in the two cases, and this interval conforms with 
the incubation period of epidemic hepatitis. _No member 
of the staff of the hospital and no other patient in the 
ward had jaundice during material periods. 

Although 5 of the remaining 6 cases of transfusion 
jaundice were transfused in other wards and 2 subse- 
quently developed jaundice while still in this hospital, 
there were no circumstances suggesting previous contact 
with epidemic (catarrhal) jaundice. The evidence sug- 
gests that serum transfusion per se has caused hepatitis 
indistinguishable from that following convalescent 
measles serum, convalescent mumps serum and yellow 
fever vaccine containing human serum. 

The appearance of this phegomenon was anticipated 
at the Ministry of Health where information had previ- 
ously been received of another grave case of jaundice 
following whole blood and plasma transfusion, and on 
Aug. 13, 1942, a meeting of the principal blood-trans 
fusion officers was called to inquire, inter alia, whether 
this was an isolated case or whether transfusion was more 
frequently followed by hepatitis. It transpired that not 
until Aug. 12 did the cases in the EMS hospital come to 
the notice of the transfusion officers. Since then the 
condition has been observed at three other hospitals and 
the. total of known cases following transfusion is now 12. 
It must, however, be remembered that no systematic 
follow-up of transfused patients has been attempted, and 
that, since an association between transfusion and late 
jaundice is unlikely to be recognised spontaneously, 
it is not to be expected that such remote sequelz would 
be brought to the notice of the blood-transfusion 
officers. For this reason it cannot be assumed that whole 
blood is' innocent or that plasma is likely to be less 
icterogenic than serum. 


Clinical Picture of Homologous Serum Jaundice 

The deseription of jaundice following measles serum 
is based mainly on records of a few severe cases. The 
attacks following mumps convalescent plasma and yellow 
fever vaccine were for the most part less dramatic. 

The cardinal sign of the condition has been jaundice 
but it is probable that the disorder occurs without the 
appearance of jaundice; thus, one child of a number 


receiving an otherwise impli¢ated measles serum died of 


‘* meningismus ”’ some twelve weeks later. The inten- 
sity of the jaundice and of liver damage has varied. 
Measles convalescent serum gave rise to fulminating 
hepatic necrosis and widespread pathological changes in 
other organs. Mumps convalescent serum produced 
relatively mild disease. In Brazil yellow fever vaccine 
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TABLE IV—SIGNS AND SYMPTOMS IN 48 CASES OF JAUNDICE 
FOLLOWING MUMP CONVALESCENT SERUM 














Lo 
ve ee i? satel Per cent. 
\Mod- times MESTORCe 
Mild (erate ‘Severe symptoms |. ae. Hea 
ar ee ore jmentioned ymp . 
Cases : (total 48) ws 38 | 9 1 
Symaeime veasibid 
Skin rashes .. > 17 | 3 0 20 41-7 
*\norexia =. a 83° | 7% 1 41 85-4 
\bdominal pain of 10 | 2 0 12 25-0 
Indigosian 26 | 5 0 31 64-6 
Change of bowel habits 13 ce 0 15 31-2 
Fatigue or ee 25 | 6 1 32 66-7 
Dark urine 37 9 1 47 97-9 
Stiff joints .. pat 9 | 2 1 12 25-0 
Headache... ¥, 11 | 0 1 12 25-0 





| No, of 
No, of cases in Per cent. 
_—~ ° which observation lade . appearance 
record present of signs 





Signs recorded 


Jaundice : slight | 17 35-4) 4 90 
moderate 48 22 45-8 
severe | 9 18:7 
* Rash 4 47 9 19-1 
Conjunctivitis © 41 27 65-9 
Petechia, hemorrhages 
&e. is 48 7 14-6 
Liver enlarged obi 48 32 66:7 
Liver tender .. <0 47 21 44-7 
Spleen palpable ie 48 18 37°5 
Spleen tender ier] 47 9 19-1 
Logaphadenapathy =a 47 8 17-0 
Urine : bile =e 45 45 100% 
albumin Ad aie 22 52-4 
8 17-0 


casts . $s 47 





caused a significantly greater proportion of jaundice in 
the age-groups above. 20 years. 

No sign differentiating this condition from hepatitis due 
to other causes has been recognised, but most of the studies 
have been retrospective. The association between jaun- 
dice and homologous serum has been seldom suspected 
until the patient was either dead or recovered, and critical 
clinical observations have been repo , in rare 
instancesonly. These reports suggest that differentiation 
from epidemic hepatitis should be possible and that 
erythema multiforme, stiff joints and splenic enlargement 
may in time be recognised as distinguishing points. 

The most complete clinical: survey so far available 
comes from the ARC Harvard Unit Hospital, where 48 
men: who had received mumps convalescent serum were 
subsequently treated for jaundice (table Iv). The 
clinical severity of this series was classified as 79-2% 
mild, 18-8% moderate and 2-0% severe, and the severity 
was. not necessarily proportionate to the degree of 
jaundice. 

In 41-7% of the histories mention is made of the appear- 
ance of polymorphic rashes distinct from the petechial, 
barr’! dug and xanthomatous rashes usually associated 
with grave and persistent jaundice. Although the 
greatest incidence of rashes so far recorded occurred 
aéter mumps. convalescent serum the notes of 6 of 34 

es serum cases also mention ‘‘ urticarial ’’ rashes. 
The history of two of these patients was as follows. 


CasE 7.—A boy, aged 5 years, received 4-5 c.cm. of K60 on 
June 1, 1937; 18 days later, on June 19, developed swelling 
of lips on left side and of joints. June 21, urticarial rash ; 
temperature 101° F. June 24, temperature normal, rash 
gone. Aug. 12 (73 days after serum), fever and vomiting ; 
appeared bright for about two days. Aug. 21, convulsions, 
deliriam and coma; vomited terminally coffee ground ; 
fever up to 103° F. ; mild jaundice deepening after death. 


Case 8.—A girl, aged 8 years, received 4-5 c.cm. of K60 on 
April 1, 1937 ; 79 days later, on June 18, vomited, 3rd day: 
vomiting. 5th day : jaundice which deepened steadily until 
19th day. 15-19th day : drowsiness marked with periods of 
delirium ; fever variable, up to 100° F. 26th day : urticaria, 
rigor and temperature up to 100-2 F°. This was the third 
attack of urticaria accompanied by restlessness and fever 
during the course of disease. Rash was patchy and erythe- 
matous, fading in 3-6 hours. No history since 26th day. 
Child recovered. 
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The pohrmatebie rashes. usually preceded Snmmnillen 
y a few days only,:but this period was in some cases 
extended to more than a month. On the other hand, 
there was nothing to suggest a comparison between these 
rashes and the urticaria of heterologous serum fever 
which usually occurs during the second week after 
injection. Although the rashes were polymorphic they 
should probably be grouped into one category as ery- 
thema multiforme. The “ urticarial’’ types were not 
migratory and evanescent but tended to be fixed and to 
leave staining; they were commonly papular, pruritic 
and pone Yr emg disposed. rythema circinata was 
seen and also a punctate pra am in discrete patches. 
In other cases the rash appeared on the abdomen and 
suggested pityriasis rosea ; in others again it resembled 
psoriasis and became scaly. In one patient a hemorrhagic 
rash and other signs led to a clinical diagnosis of meningo- 
coccal septicemia, but he subsequently developed 
jaundice. 
Another characteristic prodromal sign was stiffness 
in the joints of the extremities, particularly in the 
mornings. Pre-icteric pruritus was inconstant but 
occurred and a variable degree of fever was present. 
Anorexia and nausea appeared early with a sensation of 
heaviness in the epigastrium ; this aching was exagger- 
ated by walking or running and the patients said they 
thought they could feel their abdominal! viscera bouncing. 
Vomiting was rare, Dark urine appeared three or four 
days after these prodromata and subsequently icterus 
developed gradually. 


LATENT PERIOD 
A feature present in all instances has been the long 
interval between the injection of human blood products 
and the appearance of the jaundice. The ‘“ incubation ”’ 
period is most commonly 60-90 days (table v). 


TABLE V—-APPARENT INCUBATION PERIODS IN HOMOLOGOUS 
SERUM JAUNDICE 


“ Incubation period 
No. of (weeks) 
o— cases of SONS Ivar 
jaundice Array | Med.| Av. 
Humanised lymph ealtsd 191 (Several. weeks to 2 
months) 
Measles convalescent 
serum (K60) 41 2-16 10 
Measles adult serum 
(K483) as 11 lhe 23 17 
Yalow fever Yaccine— | 
467) 81 16-21 16-21 ‘ 
(a) Brazil Lot no. a3e) 736 2-68 és 17°8 
150 2-80 . 20-4 
(b) American 338) 29 12-32 21 . 
troops in Lot no. 331 53 8-24 15 
U.K. 368) 169 5-28 13 
Mumps convalescent serum | 62 5-19 il 
Serum transfusion * * 5 10-12 (min. 2 is 


14—41 (max. 


* Peripheral vascular disease. 


Although there is a wide array in most of these examples 
the curves show peaks about the median. The peaks 
for different batches do not coincide, suggesting consider- 
able differences in the latent periods of different batches 
of the same inoculum. This point is worthy of 
investigation: 

ANALOGOUS CONDITIONS IN HORSES 

Disasters suggestive of the incidents described in this 
paper have been observed in horses. In England, 15 c.cm. 
of lamb dysentery horse serum prepared early in 1935 was 
given subcutaneously to each of 617 horses in 9 areas. 
An’* equally large group of untreated animals was 
observed as control. . Although the serum had given no 
trouble when used in lambs in the same year, about 6 
weeks (average 53 days) after injection some of the 
horses developed urticarial swelling of the nostrils and 
face followed by a long period of local desquamation. 
A proportion of the affected animals became dangerous 
to handle, attempted to savage their attendants and 
plunged wildly about before developing a staggering gait 
and eventually complete paralysis. Most of the affected 
animals showed well-marked icterus of the visible mucous 
membranes. In 30% (182) of the inoculated animals the 
disease was mild and might have been regarded as clover 
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sickness, 3 cases of which occurred among — control 
group. In 7-6% (47 of 617 inoculated) the disease 
was fatal and might -have been Guemeaa ob “mad 
staggers,” no case of which occurred among the control 
group. Yellow atrophy of the liver was a prominent 
feature at autopsy (Gordon 1935). 

In Montana, 5193 horses were treated with either 
2 c.cm. of 20% suspension of guineapig brain infected with 
equine encephalomyelitis in 50 c.cm. of horse serum 
used as a diluent, or with serum alone. Between the 
32nd and 89th day after injection 89 animals became ill 
and 79 died “ on their feet.’”” Symptoms were excite- 
ment, muscular tremors, impaired Vision and sweating. 
Mucous membranes were somewhat icteric. 
89 had received serum alone. Later similar symptoms 
appeared in unimmunised animals, but out of a group of 
861 horses 2 only died (Marsh 1937). 

The first report of ‘‘ mad staggers ’’ apparently follow- 
ing the injection of homologous serum into horses came 
from South Africa. Staggers, jaundice and acute. necro- 
sis of the liver appeared 62-78 days after inoculation 
against horse sickness. It was later found that 
‘“ ‘staggers ’’ had occurred in 4 of 160 non-immunised 
horses in the same district (Theiler 1919). 

In Norway, anti-anthrax serum was produced from 
horses and cows, and either homologous or heterologous 
serum was injected into both. Acute or subacute 
necrosis of the liver occurred in the horses receiving 
homologous serum after an interval ranging from 8 to 97 
days (50-60 days in the majority). In this group 4% 
(101) were affected and 50 died. The cows treated with 
either serum and the horses treated with heterologous 
serum were not affected (Stagsvold 1938). 


Comment 


The examples of homologous serum jaundice collected 
in this paper make it clear that the subject is one of 
major importance. Our understanding of the mechan- 
ism has not advanced since 1937 when measles serum 


jaundice was first described. One conclusion is now,~ 


however, evident: any doubt as to the reality of the 
association is removed by the frequency with which 
hepatitis has followed the injection of human blood 
products. The probability that further cases will occur, 
particularly after transfusion, must be faced. 

Although ztiological studies are proceeding both in 
England and America it is unlikely that the problem will 
be easily solved or that a radical method for preventing 
the phenomenon will readily be found. Since there can 
be no question of withholding transfusion in emergency, 
prevention will for the time being depend on the identi- 
fication and withdrawal of icterogenic batches of serum 
and plasma. Timely identification may be possible only 
under exceptional circumstances; it will depend on 
the care with which batch numbers are recorded at the 
time of transfusion, and on the speedy notification by 
practitioners to transfusion officers of cases of jaundice 
following, after a long interval, the injection of blood 
products. 


It is eupowsible: to mention by name the very large number 
of collaborators and other contributors who have provided the 
data assembled in this paper and to whom the reporters wish 
to express their thanks. 
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MEDICINE AND THE LAW 


Professional Negligence—Successful Appeal 

THE Privy Council delivered an important judgment 
last month in John Oni Akerele v. The King, t the appeal 
of a medical practitioner formerly practising in Nigeria. 
He had been tried in West Africa on charges of man- 
slaughter and criminal negligence in connexion with the 
death of ten children whom he had inoculated for yaws. 
The West African court of appeal quashed the conviction 
on one charge and substituted a fine of £500 for the trial 
court’s sentence which had included imprisonment. Ate 
the appeal in London, the sole question. was whether the 
Privy Council found sufficient grounds to advise His 
Majesty to grant the appellant’s petition against the 
conviction for manslaughter. The tribunal does not sit 
to re-try criminal cases from overseas ; it will not inter- 
fere unless serious and substantial injustice has been 
done. It has decided that the doctor’s petition should 
be granted and his appeal allowed. 

Two substances, it seems, are used in West Africa for 
inoculating patients for yaws—(i) the arsenical prepara- 
tion NAB, and (ii) ‘ Sobita,’ a proprietary form of 
bismuth sodium tartrate, supplied in the form of a 
powder. Asa rule the appellant doctor used the latter : 


the proper dose for an adult is 3 grains, for a child one | 


grain. He notified the inhabitants of certain districts 
that they could be treated by him on certain dates. He 
seems to have treated 78 persons at Asaga on May 6 and 
7, 1940, 57 of them being children, and 44 more, 36, of 
them being children, at Akanu later. No illness was 
reported from Akanu, but ten children from Asaga died 
after symptoms of stomatitis apparently induced by 
bismuth poisoning. Five, it seems, had been inoculated 
on the 6th and five on the 7th of May. As is usual in 
criminal cases, the charge related to the “death of one child 
only. Two doctors, called by the Crown at the trial. 
inferred that death was due to an overdose of bismuth ; 
the defence contended that, through peculiar suscepti- 
bility, the dead child succumbed to a dose which would 
not have harmed a normal child. ‘ 

One important and elementary question of law arose 
over the admission of evidence about the symptoms. 
illnesses and deaths of the other nine children. This was 
certainly not admissible for the purpose of suggesting 
that, if the accused had been careless in other inocula- 
tions, he was likely to have been careless in the case to 
which the charge related. It was admissible, however, in 
order to show the contents of the bottle uséd for the 
injections, to negative the suggestion that this child’s 
death was due to an idiosyncratic susceptibility, and to 
indicate that there must have been an overdose through 
injecting the right quantity of too strong a preparation. 
It would not have been admissible to establish an over- 
dose due to the injection of too much of a proper mixture. 
The accused said that he himself dissolved the powder in 
sterile water and carried with him a bottle made up for his 
day’s work. The Privy Council, after commenting on 
the fact that the medical witnesses called by the Crown 
at the trial were accustomed to use NAB, and had little 
experience of sobita, and that no evidence was given to 
indicate what excess of strength in the mixture would be 
required to produce the observed consequences in *a 
normal patient or how widespread among medical practi- 
tioners was (or ought to be) the knowledge of the danger 
of an overdose, found occasion to criticise the summing- 
up of the trial judge in the following respect. He had 
used words which suggested that he somehow associated 
the. degree of negligence (which he nowhere specifically 
analysed) with the fact. that the injections administered 
by the doctor “‘ managed to make at least eleven persons 
gravely ill with symptoms of the most revolting order.” 
It was immaterial that the symptoms were revolting, or 
that several persons were made ill. The alleged neglig- 
ence was the mixing of too strong a solution, a single act : 
ten deaths did not make ten acts of negligence. 

“Their Lordships cannot accept the view that criminal 
negligence has been proved merely because a number of 


persons havé been made gravely ill after receiving an injection ~ 


of Sobita from the appellant coupled with a finding that a high 
degree of care has not been exercised. They do not think 
that, merely because too strong @ mixture was once dispensed 
and a number of persons was made ‘gravely ill, a ¢rimina! 
degree of negligence was proved.” 
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On these grounds—the inexact drawing of the distinction 
between civil and criminal liability, the ill-defined 
statement of the ground of the criminal charge, and the 
increase of of negligence from one to many by 
imputing a fresh act of negligence for each death—the 
Privy Council concluded that there was ground for 
allowing the appeal. The defects in the trial amounted 
to something more than misdirection or the admission 
of improper evidence. 

Earlier the Privy Council had discussed the difference 
between civil and criminal negligence—that is to say, the 
carelessness which justifies a plaintiff in obtaining an 
award of damages and the carelessness which is so gross 
as to justify punishment. It cited with approval 
passages from rd Hewart’s obsefvations in R. v. 
Bateman,’ such as the following : 

“A doctor is not criminally responsible for a patient's 
death unless his negligence or incompetence passed beyond a 
mere matter of compensation and showed such disregard for 
life and safety as to amount to a crime against the state.” 


Negligence of a lesser degree cannot be transformed 
into gross negligence merely by giving it that appellation. 
It is not a mere question of epithets. The Privy Council 
referred in passing to two older cases. In R. v. Noakes 
(1866) a customer sent two bottles to a chemist, one for 
aconite, the other for henbane. The chemist by mistake 
put the aconite into the henbane bottle ; the customer 
took 30 drops of aconite and died. Chief Justice Erle 
told the j the case was not strong enough to justify a 
conviction for felony. In R. v. Crick (1859) the accused, 
not a regular practitioner, administered lobelia with fatal 
results. Chief Baron Pollock then uttered his famous 
dictum : 

“If the prisoner had been a medical man, I should have 
recommended you to take the more favourable view of his 
conduct, for it would be most fatal to the efficiency of the 
medical profession if no one could administer medicine without 
a halter round his neck.” 


GMC Procedure 


A correspondent, whose letter is printed in another 
column, comments on a recent Parliamentary answer by 
the Attorney-General which indicates that the General 
Medical Council has struck a doctor’s name off the 
register upon evidence deemed insufficient for an ordinary 
criminal prosecution after examination by the Director 
of Public Prosecutions. The alleged offence was that of 
giving false certificates to men desiring to evade military 
service. ‘The correspondent draws the inference that the 
GMC, exercising powers over a practitioner possibly far 


heavier. than those of the ordinary courts, must have ~ 


fallen short of that standard of judicial fairness which the 


ordinary courts would apply. 
The comparison perhaps is over-simplified. The 
Director of Public Prosecutions intervenes to prosecute 


in certain cases where the gravest. charges are made ; 


but he takes action in only a small proportion of prose- 
cutions. It is not unknown either for the police to take 
proceedings successfully where the Director has not seen 
fit. to move, or for the publit to regret his decision not to 
prosecute. The presumption in favour of the accused is 
a treasured principle of British justice, but the decision 
of the Director is not a certificate of guilt or innocence. 
The real difficulty of the comparison, however, is the 
difference of function between the GMC and the courts. 
The object of the criminal courts is to enforce the criminal 
law. They do so by applying rules of evidence which 
exclude much available information whereby the ordinary 
man would be influenced in making up his mind in his 
day-to-day problems. The object of the GMC is not to 
punish doctors but to keep a register of practitioners who 
satisfy accepted professional and ethical standards. 
In so doing, it fulfils its statutory purpose of enabling the 
public to know whether a particular practitioner is duly 
qualified or not. Instead of enforcing the general law, 
it acts as a domestic tribunal to enforce the maintenance 
of professional standards by a particular class. In ethics 
the standard may be higher than that of the criminal law. 
Sexual intimacy with a patient, for instance, is not a 
criminal offence, but it is undoubtedly “‘ infamous 
conduct in a professional respect ” within the meaning of 
section 29 





1. Lancet, 1925, i, 1152. 


the Medical. Act. Without the slightest 


allusion to the case referred to by the Attorney-General, 
it is possible that lawyers could imagine a course of 
dubious certification by a practitioner which might justify 
removal from the register though a criminal prosecution 
could not be launched with the certainty of success. 
The GMC need not observe the strict legal rules of evid- 
ence, though the presence and advice of a legal assessor 
presumably favours such observance. The evidence 
to which it listens ‘‘ differs in many respects,’ as Lord 
Justice Bowen said in the Leeson case, “ from evidence 
which is adduced in a court of law.’’ Thus, inquiring 
into an allegation of wrongful certificates, the GMC 
would examine the doctor himself and, if possible, the 
persons who obtained the certificates. In a criminal 
court the prosecution could not put the doctor in the 
witness-box and would regard those persons as accom- 
plices whose evidence needed corroboration by calling 
(from perhaps remote distances) members of the board 
deceived. 

With many of these considerations our correspondent 
would probably agree. There are of course two schools 
of thought where the GMC is concerned. One of them 
would like its judicial and disciplinary functions recon- 
stituted with a right of appeal to the High Court on the 
merits of each case—instead of, as at present, recourse to 
the High Court only where there has been some neglect 
of ‘‘ natural justice ’’ on the part of the GMC, such as 
bias or a failure to hear the evidence of the challenged 
practitioner. The other school is content with a system 
which leaves in the hands of representatives of the 
medical profession the control of professional standards 
to an extent not enjoyed by other professions, The 
Medical Act was not passed in order to enable surgeons 
and physicians to organise themselves into a defensive 
trade-union, but in the interests of the public. It is 
doubtful whether there is any public demand for its 
amendment. The recent Spackman case drew attention 
to one inherent difficulty. Judges have remarked upon 
the absence of power to summon witnesses and administer 
the oath. But is the public dissatisfied with the pro- 
tection which the GMC provides ? 


Conception without Consummation 


In Clarke v. Clarke, decided by Mr. Justice Pilcher on 
Nov. 30, the medical evidence assisted the husband to 
succeed in what the judge described as an uphill task. 
The parties were married in 1926. According to the 
husband’s evidence, which the judge accepted, the wife 
displayed repugnance . towards normal matrimonial 
relations and there was never any consummation of the . 
marriage. Consummation presumably is used in the 
courts as a synonym for penetration. In 1930 neverthe- 
less the wife gave birth to a son of whom the husband was 
unquestionably the father. Maternity, stated the hus- 
band, did not diminish the wife’s frigidity. In 1941 the 
husband, while interviewing his solicitor about a. pro- 
posed deed of separation, learnt for the first time that, 
if he could establish‘in court his assertion of non-consum- 
mation, he would be entitled to a decree of nullity of 
marriage. The onus of proof would lie upon the husband. 
In view of the birth of the child and the subsequent period 
of ten years’ cohabitation, the burden of proof would be 
particularly difficult. There is always a legal presump- 
tion in favour of the consummation of a marriage ; -the 
birth of a child naturally strengthens the presumption. 
It was, however, as the judge observed, common ground 
between the parties that the birth of the child did not in 
itself establish consummation. Mr. W. G. Burns, giving 
evidence on behalf of the husband, said that it was well 
known in the medical profession that conception could 
occur without penetration of the vagina. Fecundation 
ab extra, however rare, is an established medical fact of 
which the courts have already taken note. The legal 
interest of the case arose from the so-called doctrine of 
“ approbation.’’ The husband, having approbated the 
marriage for 15 years, and having had the advantage of 
his wife’s consortium, ought not {it was contended) to be 
allowed now to reprobate ; the fact that the parties had 
lived together so long might suggest that the husband 
was insincere in alleging non-consummation, his real 
motive being the desire to’ marry Somebody else. The 
judge said that the sole issue of fact was the husband’s 
allegation of non-consummation. He found in favour of 
the husband on this point ; that being so, the charge 
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of insincerity was irrelevant. The husband was granted 
a decree of nullity. This is spoken of as the first 
instance in medicolegal history of a finding of non- 
consummation where: the husband is admittedly the 
father of a child of the marriage. 


WAR WORK AND AFTER 


Nor for the first time the Select Committee on National 
Expenditure has issued a report of importance to all 
interested jn the welfare and efficiency of industrial 
workers. This time they deal with the health and wel- 
fare of women in war factories. Some of the facts are well 
enough known, but are none the worse for being rubbed 
in. The health of war workers is on the whole remark- 
ably satisfactory, but the committee believe that the 
double burden which is being shouldered by married 
women workers should be lightened. They suggest that 
women should never be called upon to work more than 
55 hours per week and point out that there can be no 
justification for asking women to work 12 hours a day, 
even if additional hours had not to be spent in travelling 
and shopping. They think that welfare personnel shouid 
be strengthened and further research undertaken to 
determine the~best method of arranging a rota of shifts 
in~Royal Ordnance Factories'so as to reduce fatigue. 
Spells off duty should be given to allow women to do 
their shopping, working conditions and canteens should 
be improved, and _ rest rooms made more attractive than 
the dingy barracks they so often are. These pertinent 
suggestions will commend themselves to all experienced 
in industrial conditions ; but it will not be easy to induce 
management to give a shopping break, for it has rather 
tended to look askance at the part-time employment of 
women. But employers should remember that though 
sickness absenteeism is surprisingly low, in most large 
factories women are doing work far above their physical 
resources. ~ It is a poor prospect to return home tired and 
none too well at the end of a long shift to a cold house 
devoid of food, and these women must be liable to break- 
down. It is a mistake to accept too readily the doctrine 
that there must be industrial casualties. 

Important as are these more particular considerations, 
the main value of fhe report lies in its recognition that 
all is not well with the industrial health services. The 
present status, remuneration and security of tenure does 
not attract doctors to industrial medicine. The com- 
mittee think that greater use should be made of women 
doctors in this work. Many doctors who have taken up 
industrial medicine have been discouraged. They have 
felt that they have had to subordinate constantly their 
ideas and ideals on the altar of expediency, that the pro- 
cess of mutual education has been soul-destroying, and 
that their position as the paid servants of industrial 
management is incompatible with freedom of action and 
judgment. The industrial medical service cannot hope 


_ for men and women of the right calibre until appointment 


and remuneration are placed on‘a more satisfactory basis. 
Nor does the report stop there. It believes that central 
direction of policy on general matters affecting the health 
of the industrial population is lacking, that the medical 
branch of the factory inspectorate should be enlarged 
and that médical women should be appointed as addi- 
tional advisers to both the Ministry of Labour and the 
Ministry of Supply, and that there should be established 
immediately a central industrial health advisory. com- 
mittee with subsidiary regional advisory committees and 
a central bureau. 

These criticisms of the organisation of industrial health 
services ring true. Central direction of policy is lacking, 
but this is not the fault of the medical inspectorate of 
factories, a corps of experts with a limited (intra-factory) 
field, and health and industrial efficiency take no 
cognisance of the factory gate. ‘Conditions inside the 
factory are important, but so are conditions outside—in 
the home, in travelling, and in the everyday contacts of 
life. Industrial diseases are of minor importance in the 
total mass incapacity for work. A wider approach to 
the problem of industrial health could probably best be 
secured by linking the medical inspectorate of factories 
to the central health departments. The administrative 
complications might be awkward but not necessarily 
insurmountable. Failing this general linkage, there 


1. Third Report of the Select Committee on National Expenditure, 
1942-43. London: HMSO. 4d. 





should certainly be closer liaison between the Industrial 
Health Research Board, the Ministry of Labour, the 
Ministry of Fuel and Power, the Ministry of Supply, the 
central health authorities, and the central departments 
for education. A directing control should review con- 
stantly the multitude of common factors that govern 
health and working efficiency and create effective 
machjnery to organise them. Vocational guidance, 
selection and training, rehabilitation, the treatment of 
the disabled, technical education, a guard on the begin- 
nings of disease, the wider sphere of welfare are all sub- 
jects which need’ energetic handling by more than one 
central health de ment and it’is not unfair to say 
that coéperation is yet rudimentary. Success depends 
on a real willingness to get together. ; 

The time is ripe for an awakening of interest here in 
health and industrial efficiency. Surely our medical 
schools have a mission here. Teaching, in industrial 
health has been seriously neglected. Where are the 
British counterparts of the American and Continental 
schools of industrial health ? Industrial medicine has a 
future: indeed, it must have a future in any balanced 
development of medical services, and now is the time to 
encourage it. 


In England Now 
A Running Commentary by Peripatetic Correspondents 


THE colonel at the picture exhibition did not bother 
about art, he wanted to see a portrait of a fine-looking 
woman. But the difficulty is that our idea of good looks 
is as much subject to fashion as any other question of 
taste. We no more expect our eminent men to sport 
the full beards of their grandfathers than they in turn 
would have worn the wigs of a century earlier. Nor is it 
only a matter of wigs or beards, the very shape of the 
features seems to be turned out of period moulds. All 
those old Dutchmen in the anatomy groups have the 
same look of solemn purpose ; all our eighteenth century 
forerunners the same pompous poise. Yet we only 
know our predecessors through their<portraits. If we 
can see what Darwin or Hunter really looked like we 
expect some special insight into their character and 
work. The artist on whose statements we rely when we 
look at an old portrait was not primarily concerned with 
getting a likeness. He wanted to paint a successful 
picture in the fashionable style of his day, whether h« 
contrasted a three-bottle nose ame a red velvet 
curtain or set off a powdered coi by a bower of 
filmy leaves. In so far as his subject matter was a face 
he wrote an essay in imaginative psychology. What he 
has left to us is his idea of the t to which King 
Charles or Squire Western or the Vicar of Wakefield 
ought to have approximated. And photography has 
not changed all that. The Hollywood stars who set our 
face-fashions are as much idealised on the screen as 
Darwin and his contemporary lions were in Mrs. Cameron’s 

‘famous photographs. But this search for the type can 


- be carried too far. The medieval artist used a series of 


stock types—the emperor, the prophet, the doctor—and 
only selected the appropriate one when he needed a 
portrait. Modern democracy, assumes that each indi- 
vidual ‘has a right to a face of his own, an assumption 
derived from the self-assertive anatomists of the renaiss- 
ance. Vesalius would not put a stock image of Galen 
in hi8 book, he had a portrait of himself engraved by the 
artist who was doing his anatomical illustrations. This 
justifiable self-assertion has continued ever since and 
may long continue. Only the shortage of paper puts a 
temporary curb on the multiplication of photographs, 
and our English love of privacy keeps us from hanging an 
enlarged portrait of the hero of the day in every room. 
As long as we remember that we are looking at a likeness 
got up for propaganda purposes—even the so-called 
candi 

debunking instead of puffing—a good portrait does 
indeed give a shorthand report on a man as he seemed to 
his contemporaries. Any of us who feel this self- 
assertive urge ought to have our features perpetuated 
not in marble or bronze but by a capable photographer. 
And if we cannot emulate Vesalius by printing the 
portrait in our next textbook, we all write our recollec- 
tions before middle-age nowadays, or at least we can 


camera is only doing the same job in reverse,, 
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deposit a print in some public collection. But from the 
concept of liberty—to every man his own face, we are 
imperceptibly moving to the admission of equality— 
no-one has a right to a better face than mine. Perhaps 
before many generations each human face will have 
resolved itself into one of the three basic types: the 
horse, the bird, or the bun. 


* * * 
Many years ago, before the days of telephones and™ 


motor-cars, when I was a very junior consultant, a 
telegram came asking me to go to a consultation at a 
village some miles away. It was from a Dr. X, whom 
I had never heard of before. A country consultation 
was then a rare event, and every new client called for 
prompt attention, so I wired back ‘‘ Yes this afternoon.”’ 
It was a lovely summer day, and the old-world village, 
as it was before the colliery was sunk nearby, looked 
very charming. The consultation was to be at the local 
inn, where I found Dr. X awaiting me. He was a tall 
good-looking man, about forty, and, as I found later, 
a keen sportsman and first-rate cricketer—two great 
assets for a country practitioner. He told me about the 
case in the room downstairs, before going up to see the 
patient. It is an old.custom that in this procession to 
the sick-room the GP goes first, the consultant following 
solemnly in the rear. This piece of medical etiquette is 
unusually sensible. ‘The GP knows the way to the sick- 
room, the consultant does not; moreover, going into 
the room first he can introduce the consultant, and break 
the shock of his coming at all. Being a very junior 
physician I was anxious to observe all such minor 
details ; however, when we reached the bottom of the 
narrow, dark little staircase, Dr. X to my surprise 
courteously but firmly insisted on me going first, and I 
rather fancied that he had some difficulty in following 
me. I had thought he seemed queer in many little 
ways, and suspected that it might be alcohol. However, 
with a welcome fee in my pocket I drove home, trusting 
pros aleoholic or not I had secured a permanent new 
client. 

A few weeks later he wrote to ask me if I would come 
and see him as he was not very well; I went next day. 
It was the old sad story. A foolish escapade in student 
daysand a primary infection inefficiently and insufficiently 
treated (this was long before the days of Wassermann or 
606). There then followed a long interval of apparently 
complete recovery, during which he had married, had 
two or three healthy children, and worked up a large 
and successful country practice. Then the sword fell— 
lightning pains with increasing difficulty in walking. 
It was ataxia-not alcohol that. spoiled the order of 
procession upstairs at our first meeting. He told me 
that it had been gradually getting worse for months, 
that recently he had carried on with great difficulty, and 
that at last he had given in, and handed over his work 
to an assistant. He could no longer walk across his 
small room without someone on each side, and could 
not sign his name. It seemed rather desperate, but as 
it happened I had just been reading Frankel’s book on 
the re-education of the tabetic by systematic exercises. 
Here seemed to be an admirable opportunity of putting 
them to the test; I lent him the book. The result 
was remarkable. For the next few months he carried 
out the pare and practice laid down by Frankel 
with a persi8tence and determination which few men 
would or could have shown. Before long he was able to 
walk across his garden with the help of two sticks, and 
to write legibly—at any rate as legibly as many of our 
colleagues ever do. He soon began to do some of his 
practice again, and in due course dismissed his assistant 
and did it all himself. How he managed to do this in 
spite of a quite considerable amount of ataxia showed an 
almost incredible originality and resourcefulness of mind. 
At later consultations, for he proved a very faithful 
client, I learned much. He drove himself in a little 
governess-car drawn by a pony; his man went with 
him and helped him in and out at-the back. When the 
argon cottage was reached, the man got out and 

ocked at the door which was then at once thrown wide 
open ; if there was any other door at the back through 
which light could come it was opened too. Meanwhile 
Dr. X remained in the pony-car. The man now came 
back and helped him into the cottage and seated him on 
a chair put ready for him by the patient’s side. If the 


patient was upstairs, the procedure was much more 
elaborate. The man now placed little short bits of 
candle, which he always carried in his pocket, on the 
opposite sides of alternate stairs and lighted them. Any 
door at the top was also thrown wide open. He then 
fetched the doctor out of the pony-car, and when they 
reached the bottom of the little stairs the man, standing 
backwards on the first step and facing the doctor, took 
hold of each of his hands. Then slowly backing up each 
step, he held up the doctor who by the aid of the candle- 





- lights was able to see where he was putting his feet. By 


this complicated arrangement the object was finally 
achieved—doctor and patient were brought together. 

For sonie months I lost sight of him, but heard from 
time to time that he was carrying on, and that with the 
increased work of what was now a colliery centre he had 
built himself a house in the village. One day, receiving 
a call, I went over and there he was in a well built, fairly 
large stone house, standing back from the main street 
of the village, and quite out of keeping with its surround- 
ings. I was shown into a big well-furnished consulting- 
room, perhaps more suited for Harley Street than for a 
small colliery village. He told me that it had been built 
to his own designs, so that all his rooms were on the 
ground floor. This seemed very sensible, seeing his 
difficulty in mounting stairs; at the same time it all 
seemed rather extravagant. At my next and last visit 
a few weeks later, he was again sitting in his consulting- 
room when I arrived. In reply to my greetings, I was 
horrified to hear him say: ‘‘ Thank you, I am extra- 
ordinarily well, and what is more I find that my power 
of diagnosis has become so much more acute. I have 
now no need to examine my patients, or even to ask 
them any questions. I can diagnose their trouble 
directly they put their heads inside the door.’’ There it 
was—the House that Jack, the Spirochete, built ! 

He became maniacal and died of taboparesis shortly 
after, leaving a widow and family penniless. The house 
still disfigures the village, but since it is now used for a 
miners’ institute some good has come out of evil. 

. *~ * * 

He was one of those stillborn looking babies, and the 
matron and I worked hard on him. After all the usual 
tricks and a. bad quarter of an hour he decided to live ; 
his colour returned, he began to breathe and finally to 
ery vigorously. 

Next morning he had half a crown clutched in his 
small hand, a tip from his doting grandfather. The 
Matron sniffed, ‘‘ After all we did for him last night,’’ 
she said ‘‘ he’s not the one who ought to have it.”’ ‘ 

mK * * 

I have been surprised that in the timely and admirable 
discussion on homuncular pathology nothing has yet 
been heard of the homunculz or little women. Following 
Louisa Alcott’s well-known but now obsolete treatise, 
Brewer and Stewer (Proc. Widdecombe Med. and Chir. 
Soc. 1937, 52, 528) were able to show that the homuncule; 
in addition to their purely domestic duties, were also 
responsible for many essentially beneficent phenomena. 
Sitting in opposing rows they rapidly bring about union 
of soft tissues with their little knitting needles, which 
are also responsible for the pricking and tickling sensa- 
tions so often associated with healing. The purulent 
discharge from an infected wound is, of course, a con- 
glomerate of the blood, tears, and sweat wrung from these 
unfortunate women as their stitches repeatedly tear out 
of the damaged and devitalised tissues. 

Pursuing these researches further, Gurney and Davey 
were able to show that the homuncule were all ‘“ day 
blind.”” Consequently when working on the surface of 
the body they-become dazzled and distraught, thus 
explaining the slow healing of surface ulcers and the 
excellent results of the closed plaster technique. *These 
workers also stated that Brewer and Stewer’s conclusion 
that the union of fractures was brought about by serried 
ranks of homuncule grouping themselves round the 
fracture and successively turning into pillars of calcium 
phosphate was not justified by the evidence. They 
were, however, unable to offer a better explanation. 

The domestic duties have lately been more fully in- 
vestigated (Whiddon, Hawke, Cobley, T. et al.). This 
work is at present incomplete, but the results so far 
suggest that the normal temperature of the body is 
maintained by utilising the. waste heat from their 








92 ‘THE LANCET] 





PUBLIC HEALTH.——-NEW YEAR HONOURS 


’ [yan. 16, 1943 





Aeuniaite fires, pyrexia being the anal of the extra 
cooking needed for the celebration of some particularly 
successful raid by the homunculi en the luckless tissues 
of their host. The full results of these researches will be 
published in due course, but there is obviously room for 
many more workers in this fascirsing field 

* * + 


Speaking with no illusions on the subject and without 
false modesty I am compelled to regard myself as a 
fourth-class shot ; for it is the essential criterion of a 


bad shot that, after missing a long series of tolerably © 


easy birds, he brings off an occasional screamer. There 
is a place where I once went as a guest to which I shall 
never have the courage to go again. A cock-pheasant 
rose ‘‘ orkard ’”’ and flew pretty swiftly down a line of 
five guns each of whom gave it two of the best without 
ppg disturbing a feather. Going all out and as 
tall as Troy the bird came over me at the end of the 
line. I fired and it crumpled up, dead. The truth is, 
I suppose, that it was carrying just about as much lead 
as it could and I probably added the single extra pellet 
that tipped the scale ; or it may just have given up the 
struggle. But for the rest of the day I was treated by 
everyone with embarrassing respect and, as I say, I don’t 
think I'll go there again. I was reminded of this incident 
by a similar occurrence this afternoon. I was out with 
a party who know my limitations only too well and an 
almost impossibly high pigeon came over us. With 
cartridges nearly fourpence each and scarce as hen’s 
teeth the others wisely refrained from cracking at- it 
but I couldn’t resist the base impulse. Swinging wildly 
as it came over my head I loosed off and killed it. It 
may be that I’ve got a little something that the others 
haven’t got ; or may be they’ve got a lot that I haven't. 


Public Health 
Some Vital Statistics of 1942 


WHEN the total figures for 1942 for England and Wales 
have been totted up it is virtually certain that in spite of 
(or because of) the war several records will be broken. 
The Registrar-General’s return for the quarter ended 
Sept. 30 shows that the birth-rate in that 3 months was 
16-1 per 1000, the highest third-quarter rate since 1930. 
The corresponding figure in the second quarter was 16-2 
and one has to go back to 1932 to find that level exceeded ; 
the first-quarter figure of 15-5 was also relatively high. 
Any reasonable estimate for the final quarter of the year, 
not yet published, must give a rate for the whole year of 
about 15-5 per 1000 which will be the highest for at least 
adecade. Clearly the increase is likely to be due, at least 
in part, to the relatively high marriage-rates that have 
prevailed since the outbreak of war. 

On the debit side the position has likewise been very 
favourable. The 5425 stillbirths in the third quarter 
represent 3-1% of the total births registered, the lowest 
proportion yet recorded, and for the first nine months of 
the year the figure’has been only slightly above that level 
(3:3 per cent). The infant-mortality ratio is also very 
satisfactory, being but 40 per 1000 live births, or 5 
points below the average of the 10 preceding third- 
quarters, and equal to the low record reached in 1939. 

The death-rate at all ages was 9-3 per 1000 which is 
also slightly lower than any third-quarter rate in the last 
ten years. The weather was mild in the final quarter and 
influenza made no appearance, so that it is probable that 
the year’s total death-rate will be as low as 11-5 per 
1000, providing a new low record or a figure at least as 
good as any that has preceded it. In an appendix to his 
report the Registrar-General gives some interesting data 
bearing on this very favourable position—namely, the 
numbers of deaths in the first two quarters of 1942 
compared with the similar periods in the first two years 
of the war. By adding the two quarters together, male 
and female combined, we obtain the instructive results 
shown in the table. Much of the total improvement m 
1942 comes, it will be seen, from a pronounced absence 
of influenza and low figures for bronchitis and pneumonia. 
It is also satisfactory that considerable improvement is 
revealed in tuberculosis, both respiratory and other 
forms—a distinct change from the deterioration of 1941. 
Cerebrospinal fever shows a considerable decline and, 











DEATHS IN ENGLAND AND WALES, INCLUDING NON-CIVILIANS, 
IN THE FIRST HALF OF THREE RECENT ¥RARS 





Cause of death 1940 

















1941 } 1942 
Cerebrospinal fever 1,826 1,525 830 
w er 2 é 282 1,555 494 
Diphtheria see 995 | 1/476 988 
Measles esi es oe im 292 1,042 174 
- Influenza oh 7 ile 10,498 6,003 2,555 
Bronchitis 34,852 25,211 17,859 
Pneumonia. . . as 19,781 17,890 13,317 
Tuberculosis, respiratory -- | 13,322 |. 13,504 11,828 
other forms , 2,457 | +2,874 | 2,581 
Cancer (all sites) .. 6 34,424 34,424 35,240 
Diabetes at a% 3,009 | 2,775 2,487 
Pernicious anemia 1,222 | 1,354 | 1,368 
Uleer of stomach and duodenum 2,908 3,372 | 2,625 
Appendicitis 1,333 1,033 976 
Intracranial vascular lesions 29,033 26.917 | 26,886 
Nephritis .. r 8,693 8,085 7,436 
Suicide -" at 2,506 2,281 1,972 
Motor vehicle accidents |. 2,526 3,811 } 2,744 
All causes 324,880 ~ 318,823 | 267,904 


as in the last war, diabetes and suicide both give lower 
returns. Whooping-cough, diphtheria, and measles 
were all epidemic in 1941 and fell substantially in 1942, 
though the level for. diphtheria remained regrettably high. 
But the first half of 1942 is too early to give any indica- 
tion of the results of the immunisation campaign. 


Infectious Disease in England and Wales 
WEEK ENDED JAN. 2 


Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, | (at Plympton 
St. Mary, Devon); scarlet fever, 2159 ;- whooping-cough, 
1187 ; diphtheria, 939; paratyphoid, 7; typhoid, 6; 
measles (excluding rubella), 14,989 ; pneumonia (primary 
or influenzal), 936; puerperal pyrexia, -165 ; ges 
spinal fever, 95 ; poliomyelitis, 4; polio-encephalitis, 1 ; 
encephalitis lethargica, 2; dysentery, 95; ophthalmia 
neonatorum, 74. No case of cholera, plague or typhus 
fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Dec. 23 was 2003, including scarlet 
fever, 637 ; diphtheria, 234 ; measles, 397 ; wheoping-cough, 176 ; 
enteritis, 92; chicken- -pox, 95; erysipelas, 39; mumps, 35; 
poliomyelitis, 2; dysentery, 32 ; cerebrospinal + teh 15; puerperal 
sepsis, 16 ; enteric fevers, ll; german measles, 6 

Deaths.—In.126 great towns there were no deaths from 
enteric fevers, 3 (0) from scarlet fever, 13 (1) from 
measles, 14 (2) from whooping-cough, 29 (2) from diph- 
theria, 45 (5) from diarrhcea and enteritis under two 
years, and 44 (5) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham had 9 deaths from influenza, no other great town 
=e than 3. Manchester reported 8 deaths from diarrhea. 

Birmingham 5. There were 3 fatal cases of diphtheria at Liverpool. 
The number of stillbirths notified during the week was 
234 (corresponding to a rate of 37 per thousand total 
births), including 25 in London. 


NEW YEAR HONOURS 


THE New Year honours list has now been completed 
by the publication of awards in the civil division of the 
Order of the British Empire. The names of the following 
members of the medical profession are included : 


OBE 
Hueu G. CRAWFORD, MC, MRCs. 
For services to the Boy Seout Movement in Staffs. 
JAMES DUNLOP, MB GLASG. 
MO for civil defence, Glasgow. 
JoHN GILMOUR, MB GLASG., FRCSE, FRFPS. 
Regional MO, Department of Health for Seotland: 
ALFRED T. SMITH, MD ABERD. 
County Commissioner St. John Ambulance Brigade, Hants 
and Isle of Wight—-for services to civil defence. 


: MBE 
ALEXANDER INNES, MB EDIN., FRCS. 
MO i/c of ‘surgical division, Calderstone Emergency Hospital, 
Lanes. 
Marcaket S. SHARP, MB LOND 
Centre organiser for Bradford WVS8—for civil defence. 
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Letters to the Editor 





THE CHRISTMAS GIFT: RESULT 
Str,—I cannot convey more adequately my thanks to 
vour readers for their most generous response to my 
Christmas appeal than by quoting the letter of a bene- 
einer, a doctor’s widow, aged 88, who writes : 

“ Owing to being very feeble and at times not able to hold 
my. pen, it is not possible to write, but I do want to thank you 
and my good medical friends who sent me the Christmas gift 
so acceptable. I am most grateful for I need much I cannot 
obtain. Again I beg to thank all to whom I have been in- 
debted for so many years, but the time is getting short. I 
am very feeble and cannot help myself, also memory and 
deafness very trying. Yours gratefully, ——_— 

It is a satisfaction to me to know that thanks to your 
help and the generosity of many we have not failed to 
send a Christmas Gift to all our regular beneficiaries. 


Baliiol House, Manorfields, THoMAS BARLOW, 
London, 8.W.15. President, RMBF 


GMC PROCEDURE - 


Str,—Year by year, as I read the reports of disciplinary 
inquiries by the General Medical Council, I am surprised 
and alarmed at the ease with which that body terminates 
the professional career of a medical practitioner as a 
result’ of evidence which, to me at any rate, seems 
anything but conclusive. ‘T have not hitherto raised this 
point publicly because the possibility has occurred to me 
either that a summarised report is less satisfactory than 
the actual evidence, or that through mental defect, lack 
of legal training, or some other such disability in myself 
1 was unable to follow what was in fact a clear and logical 
chain of evidence. It now seems, however, that the 
evidence in at least one case has been studied by someone 
well able to judge its value, the conclusion reached being 
that it was not sufficient to satisfy a court of law. On 
Dec. 9, 1942, the Attorney-General said in re reply to a 
question i in Parliament (I quote from the Daily Telegraph 
report) : 

“* The activities of a doctor recently struck off the register 
for giving bogus certificates to enable men to evade military 
service were the subject of investigation by the Director of 
Public Prosecutions in 1940. It was decided that the avail- 
able evidence did not afford a basis for criminal proceedings. 
Since the question was put down inquiries have been made to 
see whether the position has been altered, so far as the evid- 
enee is concerned. As at present advised I do not think it 
has.” 


We are therefore left with two possibilities. Either the 
GMC comes to its decisions as a result of facts known to 
it, but for some reason not put in evidence (and therefore 
not open to disproof), or it is more ready to assume the 
guilt of an. accused person than is a court of law. 

In this country an elaborate system of procedure has 
been built up to ensure that a person accused of a crime 
gets a fair trial. The GMC, however, which tries issues 
much greater than many which are tried in police-courts, 
gives little in the way of safeguards to the accused. It 
has no’ power to compel the attendance of witnesses ; 
the evidence it hears must therefore often be incomplete, 
and it may happen that important witnesses for the 
defence cannot be obtained. There is no right of ap 
except, I believe, on some technicalities of procedure. 
The written evidence of persons still living is accepted. 
The verdict foun is either ‘ ‘ guilty ” or “‘ not proven,’ 
never ‘‘ not guilty ”’ ; it may be said that this is a mere 
matter of words, but the paenade, public attaches to a 

‘not proven ” v erdict the same significance as it would 
attach to a similar verdict under Scottish law. It may 
be argued that an occasidnal erasure on insufficient evid- 
ence is necessary in the GMC’s duty of ‘protecting the 
public. But is it not a basic principle of the law that an 
accused person is innocent until proved guilty ? 

In your issue of Nov. 28 (p. 657) Dr. Attlee pointed out 
the way in which sick-club rules interfere with rehabilita- 
tion by forbidding any activity to the patient during 
convalescence on pain of losing benefit. It mow seems 
that a greater is in store for the doctor. During 
the Pach ee session of the GMC a case was considered of a 
policeman certified as unfit for work, who, against the 


advice of his dector, went to sing in the choir at St- 
Paul’s at Christmas. For that the doctor had to appear 
before the GMC and undergo a considerable amount of 
publicity, not to speak of the personal inconvenience 
and anxiety the case must have caused. In a police- 
court the magistrate would probably have rebuked the 
police for bringing such a case. With the GMC “ The 
council found the charges not proved to its-satisfaction ”’ 
—and that is all. 

I do not altogether trust our professional Court of Star 
Chamber not to bear malice against me next time one of 
my patients sings in a choir while certified as ynfit for 
work. I must therefore ask you, Mr. Editor, to allow 
me to subscribe myself 

Essex. N. 


*, * Comment on this letter appears under the heading 
Medicine and Law. It may be fair to recall here the 
reply of the Attorney-General to a supplementary 
question. 

“* Anyone familiar with criminal proceedings will realise 
that the laws of evidence, the laws of corroboration and the 
fact that the accused, unless he desires to give, evidence, 
cannot be questioned in any way, make an inquiry before a 
criminal court @ different matter from an inquiry before a 
committee, and’there may well be cases where an investigating 
body may arrive, on evidence and on grounds perfectly proper 
to be put before it, at a Conclusion that it would be impossible 
to establish in a criminal court, having regard to the rules of 
evidence and the principles governing 4 criminal trial.” 

Ep. L. 


DERMATITIS AND KOILONYCHIA DUE TO 
CHEMICAL GLUES 
Sir,—Synthetic glues or cements have been used in 
industry for some time. They are derived from the 
lastic pee aA and for certain uses, such as the manu- 
acture of plywood, have advantages over animal glues, 
for they often dry more quickly and set hard in a few 
hours. My attention was first drawn to these glues by 
two severe cases of eczematoid dermatitis in a works 
where the operatives handled a uree-formaldeby de 
cement. Both men had an extensive yon) the 
forearms and face, the nails 
smell of formaldehyde in the wo an cia 
as the ‘glue has to be used at high room- rales 
Both men had been at work for some months and a 
only just developed the rash, and im spite of 2 
had to leave work. oth were new — the w 
more experienced operatives were - 
I was investigating these cases I was ema © inspé 
another larger workshop where a ‘Gierche vat 
cement, described by the vendor lactic ne 
cement, was used. It is a cold water glue strongly 
smelling of ammonia. Of the 50 men and women - 
ling it 8 men had developed obvious keilonychia of the 
fingers and even of the thumb. Others had flatte of 
the nails which everyone agreed preceded the spooning 
Soreness and cracking of the finger-tips also was a general 
complaint, and the nails were softened and had lost 
resilience. Apart from these symptoms the men affected 
were healthy and had no signs of anemia or other disease. 
All complained bitterly that the pn iat cement 
penetrated underneath their everted nails. 

Koilonychia is best known for its association with 
microcytic anemia, and even this association is more 
likely to occur in women who have their hands in water 
a@ great deal (see Lancet, 1942, ii, 626), especially if 
alkaline washing material is used, and Pardo-Castello 
(Diseases of the Nails, London, 1942) quoting Cipollaro 
states that many cases of koilonychia are due to occupa- 
tion icularly in those who handle strong acids and 
alkalis or whose work is sweeping chimneys. Koilony- 
chia can thus be atv occupational disease, a manifestation 
of microcytic anemia, or these two factors may be com- 
bined. Cases have also been reported where it seems to 
be familial and hereditary (Arch. Derm. Syph., N.Y. 
1935, 31, 122). 

The prevention of dermatitis due to urea-formaldehyde 
by-protective creams is being investigated. In the mean- 
time fingerstalls are being tried where alkaline cement 
is causing spoon nails or sore finger-tips. 

Solihull. G. P. B. WHITWE LL. 
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ETIOLOGY OF ERYTHEMA NODOSUM 


Str,— Your annotation states that Jersild and Iversen 
have described 9 casés of a lesion indistinguishable from 
erythema nodosum in 307 patients under treatment with 
sulphathiazole ; and prophesies that the proportion of 
cases associated with drugs will increase as the range of 
chemotherapeutic agents extends. Long and his col- 
leagues? report that while sulphanilamide and sulpha- 
pyridine in their experience each produced skin reactions 
of various types in 2% of their patients, sulphathiazole 
produced reactions in 5%, the nodular type being 
especially common with its use. : 

Though the number of patients in the local isolation 
- hospital here has been unusually small for several 
months, 3 patients have developed erythema nodosum 
after chemotherapy. The first child with secondary 
tonsillitis and cervical adenitis during diphtheria 
convalescence, developed typical lesions on the legs and 
arms on the fifth day of treatment with a total of 13 g. of 
sulphanilamide. - The second child, with axillary adenitis 
and scabies, developed typical lesions on the legs on the 
sixth day of treatment; during the first three days he 
had. had a total of 8 g. sulphanilamide and during the 
next three a total of 7 g. sulphathiazole given after 
staphylococci had been found in the. resultant axillary 
abscess. The third child, with late adenitis after scarlet 
fever, developed typical lesions-onlegs, arms and slightly 
on the face on the fourth day after a total of 10 g. 


1. J. Amer. med. Ass, 1940, 115, 364. 


Obituary Ral 
DAN ARTHUR POWELL 
M D LOND. 


Dr. Dan Powell, principal medical officer of the Welsh 
National Memorial Association, died on Dec. 21 at the 
age of 58 after an illness which, though full of trials, 
never damped the warmth of his heart or his interest 
in the prevention of tuberculosis. He was educated at 

Pengam School, University Col- 

7 lege, Cardiff, and Charing Cross 
Hospital. He qualified in 1908 
and took his London MB with 
honours the -following year. 
After he joined the Welsh 
National Memorial team in 
1912 the. study of tuberculosis 
became almost his sole object 
until May, 1915, when he was 
released to serve for a time with 
the RAMC. He returned to 
resume his duties with the 
North Wales unit of the associa- 
tion, and his former chief, 
Colonel Lyle Cummins (to 
whom we are indebted for 

- the material for this ‘ notice) 

writes that he met Powell for 
the first time when, with the late Sir David Evans, he 
visited the Brynsyont Hospital, Caernarvon, the Anglesea 
hospital and the little pre-tuberculosis rest station at 
Penheskyn. Everywhere the staff had to make the best 
of buildings intended for another purpose, but the 
visitors were struck by the happiness and contentment of 
the patients and nurses. Later when Powell was trans- 
ferred to the North Wales Sanatoriunt at Llangwyfan he 
had old cottages altered and new cottages built for 
women who had reached the final grades of sanatorium 
training. Under skilled supervision they were allowed 
to buy their own food and taught how to cook and serve 
it. is early experiment in nutrition and housecraft 
was a great success and the girls were eager to reach the 
standard when they were allowed to live in the cottages. 
Powell adopted Marcus Paterson’s theory of graduated 
labour, but he was alive to surgical advances and worked 
in unison with Sir Robert Jones. 

When in 1926 it became clear that the duties of the 
professorship should be separated from the administra- 
tive work of the association, Powell was chosen as deputy 
PMO and within a year became chief. He gave up the 
— of the North Wales Sanatorium rather unwillingly, 
but he proved himself a master of administration. He 


- 





sulphathiazole. In each case the temperature and 
lesions. subsided within three days of the withdrawal of 
the drug. It seems that these lesions are much more 
common than would be expected from references to their 
incidence in work so far published, and that the reactions 
do not only follow sulphathiazole. ° 


Southport. F. E. CRAWLEY. 


THE BRITISH STANDARD H4ZMOGLOBINOMETER 


Sir,—The up-to-date standardisation of the Haldane 
hzeemoglobinometer (Lancet, 1942, ii, 732) suggests that 
the Sahli type should be seen to next. As you point out, 
the Sahli is the next most popular type because the 
method is easier to carry out. But with the present 
Sahli type one must use the awkward technique of adding 
water drop by drop and, after stirring, of matching the 
colour to the standard. This method therefore depends 
on the graduated dilution. With another type—the 
Neoplan—a specific dilution is put in and compared with 
a graduated scale shown in a coloured plate. The Sahli 
has. other disadvantages apart from the tedious droplet 
dilution as the stirrer carries out with it a certain amount 
of. agid hematin. I think many find the Neoplan 
type much easier to manipulate, but it is not available 
nowadays because it is of foreign make. I wish the 
British Standard Institution would consider the design 
and supply of this type or one of a similar nature. 


General Hospital,» S. MUNTARBHORN. 


Ebbw Vale. 


energised and harmonised the work of the association 
and his reports were those of a wise and alert man who 
cared little for his own glory, but gave generous credit 
to his staff. One of his colleagues writes: ‘‘ He was a 
grand chief, who in spite of the hurlyburly of administra- 
tive duties never lost his sense of humour. Although he 
was a Welsh-speaking Welshman and loved his country 
his motto was never ‘ Wales for the Welsh’ and he 
thought as much of his English, Scottish and Irish col- 
leagues as he did of his Welsh ones.’’ The establishment 
of the Sully Tuberculosis Hospital was the most notable 
addition to equipment during Powell’s tenure of office, 
but there was much besides, and he managed tactfully 
and well his large team, which included 18 sanatoria 
and hospitals with some 2000 beds, 15 central clinics, 
80 visiting stations and departments of bacteriology and 
education, and he got his own way in most things without 
fuss or worry. He was a member of the executive 
council of the Prince of Wales Hospital, Cardiff, of the 
Welsh - National School of Medicine, of the National 
Library of Wales, of the Minister of Health’s standing 
advisory committee on tuberculosis, of the MRC 
industrial pulmonary diseases committee, and of the 
RCP Prophit committee. At the time of his death he 
was chairman of the Joint Tuberculosis Council, and he 
also held the office of honorary clinical lecturer in the 
department of tuberculosis in the Welsh National School. 

His friend P. E. provides the fitting epitaph: ‘‘ Powell’s 
wit was as keen as his candour, his kindness as great as 
his wisdom, his happiness as: profound as his sympathy. 
He rests from his labours, but his work follows. after 
him. Our hopes are not wholly with the dead. Let 
not all this wealth of love be wasted.” 





Colonel WILLIAM Bruce, OBE, RAMC, who died during 
December while on active service in North Africa, was the 
third son of the late James Bruce, WS, of Edinburgh. 
He graduated from the University of Edinburgh in 1911 
and during the last war served in Egypt and France with 
the New Zealand Army Medical Corps, transferring to the 
RAMC in 1920. He was promoted major in 1927 and 
lieut.-colonel in 1941, an at. the time of his death 
held the rank_of temporary colonel. 


He was 55 years 
of age. 








THERAPEUTIC RESEARCH CORPORATION OF GREAT BRITAIN. 
The following officers have been appointed for 1943: 
chairman and deputy chairman of the board of directors, 
Dr. T. B. Maxwell (May and Baker) and Mr. Harry Jephcott ; 
chairman and deputy chairman. of the research panel, Dr. 
F. L. Pyman (Boots) and Dr. J. W. Trevan (Wellcome 
Foundation). j 
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Notes and News 





MEDICAL WAR RELIEF FUND 


DurinG its second year this fund received over £13,000 
in donations, and now has a balance of some £30,000 in 
hand, but the committee hopes that the steady flow of 
subscriptions will continue, for the demands on the fund 
will probably increase as the offensive phase of the war 
develops. Subscriptions have come from doctors in 
every continent, from doctors confined in enemy prison 
camps, from doctors serving on the high seas, but despite 
their own anxieties especially genefous help has been 
given by Australia and Canada. A final contribution 
brings Australia’s contribution to about £44500, and 
nearly £1400 has come through the Canadian Medical 
Association. 

Less has been distributed than during the first year, 
for the number and severity of air attacks on the home 
front has decreased. Of the 36 awards made during the 
year, 2 were to applicants who had already been helped 
by the fund. Nearly £5000 was distributed as gifts, 
varying between £550 and £30, and about £1000 as loans 
of from £220 to £22. Since the inauguration of the fund 
and: Aug. 31 over £13,000 has been distributed. 

The following case summaries show where need has 
arisen during the year : 

Dr. N., serving in the RNVR, lost valuable medical equipment, 
when his ship was bombed. On being invalided out of the 
Service he received a gift to re-establish himself in his consider- 
ably reduced practice, and later a loan for the purchase of new 
apparatus. 

Dr. O., a widower, was killed during an air-raid while on 
duty at a first-aid Rest, leaving two orphan children. His 
small practice realised a very modest sum. The children are 
being cared for by relatives whose income, supplerrented by 
the small government pension, is insufficient to provide suit- 
ably for their maintenance and education. Help has been 
given in the form of a gift, payable in instalments over a period 
of years. 

Mrs. Q. sailed under Japanese bombs from Singapore, 
where her husband was in civil practice. She had decided to 
remain with him, but she was ordered to leave and could take 
few possessions with her. On arrival in England she lost no 
time in securing employment, but she was in need of a small 
loan, which was readily granted. 

Cheques payable to the fund should be sent to the 
~ treasurer at BMA House, Tavistock Square, London, 


ABOUT IT AND ABOUT 


Just now the stirring of medical and scientific thought 
shows the same hunger for a synthesis, the same desire 
to find in philosophy a way of life, as moved the ancients. 
Professor Wood Jones brings his wide reading and active 
mind to the task in a book,} based on his Purser lecture 
at Trinity College, Dublin, in 1941 and whether his 
readers agree with him or not he will set them thinking. 
Looking at the universe about him he seeks in it for 
evidence of design ; and feeling he has found it, argues 
from design to purpose. He might have stopped short 
at design, which the Oxford English Dictionary defines 
as ‘‘ a plan or scheme, conceived in the mind, of some- 
thing to be done ’’—thus postulating not only purpose, 
but. the mind to conceive it. But it is not his argument 
so much as his gift for sweeping his glass round a wide 
horizon which is enthralling. Thus he takes us from the 
doubts of Richard Jefferies to the confidence of Paley’s 
Evidences; from the broad conceptions of the classical 
philosophers, and of Lao-Tzu and Buddha to the more 
cramping dogmas of some forms of monotheism, before 
swinging us back to the holism of Smuts. He spends 
some interesting pages on the treatises prepared by 
scientists on the direction of the Earl of Bridgwater at 
the beginning of the nineteenth century to illustrate 
Paley’s Natural Theology, and-to prove that our world 
seems planned to maintain us. They were published in 
1833, but lost their hold on public attention in 1858 
when Darwin read his paper on the origin of species to 
the Linnean Society. In 1913 Lawrence Henderson at 
Harvard went over the ground again and concluded 
1. Design and . Frederic W ones, DSc, CS, FRS, 

professor of anatonay in the University of Wie London: 





that carbon, hydrogen and oxygen are ‘ uniquely 
fitted ’’ to be the stuff of which life is formed, and that 
in particular the aptness of carbon dioxide to the pur- 
poses of life depends on alternating light and darkness, 
and thus on a spinning world. Wood Jones does not 
glance at the alternative view that life had to subsist on 
what it could get and thus: had a strong incentive to 
find water and carbon and such things “ uniquely ”’ 
suited to its needs. But he carries us forward from this 
point with persuasive vigour, reminding us that the old 
distinction between living and non-living is lost since 
virus protein proved to be crystalline not colloid, and 
drawing a picture of the evolution of the inorganic world 
in some degree comparable to the evolution of living 
things. The atom, built onthe pattern which serves also 
for the solar system and the most distant nebule, is the 
unit from which all more complex molecules derive ; 
and the atom, as we think today, is made only of energy. 
So that, restating the aphorism of Democritus, Wood 
Jones can say: ‘“ There is nothing but energy and 
space.”’” This leaves out mind, which no-one so far has 
managed to fit into the space-energy concept; but 
Wood Jones cannot have his design and purpose without 
a mind to conceive them; and grants as much in his 
conclusion, where he finds in the idea of Cosmic Mind 
‘** something that gave energy its birth, its purposive 
character and its apparent immortality.”’ 





Diphtheria Immunisation 


In circular 2753 the Minister of Health states that every 
effort should be made to discover the children in each district 
who have not yet been immunised. He suggests help from 
health visitors and local food officers, and any child unable to 
attend a centre should be treated at home by his family 
doctor. Local authorities are again urged to invite practi- 
tioners to coéperate in this work, informing them that the 
prophylactic will be provided free and setting out the fees 
they are prepared to pay. 


Control of Quinine 


Under a new order which came into force on Jan, 5 
no-one may acquire, treat, use or consume supplies of 
einchona, cinchona products or synthetic substitutes, except 
under licence'from the Ministry’of Supply. The order also 
prohibits the prescribing of quinine and its salts and any 
other controlled material except as an antimalarial drug. 
Another exception is made for quinidine, which may still be 
prescribed for cardiac arrhythmia. Anyone who suffers, or 
who has suffered, from malaria can obtain quinine or other 
controlled. material by providing documentary evidence.’ 
Merchant vessels can obtain supplies to satisfy the Board of 
Trade requirements. 

Those who hold stocks equivalent to more than 16 oz. of 
quinine must notify the Director of Medical Supplies, Portland 
House, Tothill Street, London, S.W.1, before Jan. 23 of the 
quantities they hold and the places where it is stored. 


Royal Society of Medicine 


A general meeting of the fellows of this society will be held 
on Tuesday, Jan. 19, at 4PM. On Jan. 21 cases will be shown 
at a meeting of the section of dermatology at 2 pm. On 
Jan. 22 at 2.30 pm Dr. E. H. R. Harries, Dr. A. W. Downie 
and Dr. E. Smith will open a discussion at the section of dis- 
ease in children on the prophylaxis of the acute specific fevers. 
The section of epidemiology will meet at the same hour, when 
Dr. Ian Sutherland will read a paper on some aspects of the 
epidemiology of smallpox in Scotland in 1942. There will be 
a meeting of the section of neurology at 10 am on Jan, 23 at 
the National Hospital, Queen Square, WC1. 


Nutrition Society 


At 11 Am on Saturday, Feb. 6, at the London School of 
Hygiene, Keppel Street, WC1, this society is to hold a confer- 
ence on nutrition in pregnancy. Papers will be read by 
Mr. Aleck Bourne on foetal development, by Mr. John Ham- 
mond, FRS, on physiological factors influencing birth-weight, 
by Sir Joseph Barcroft, FRS, on nutritional functions of the 
placenta, by Prof. A. St. G. Huggett and Dr. Margaret 
Balfour on the diet of the pregnant woman, and by Mr. 
R. M. Titmuss on stillbirth and neonatal mortality. A 
meeting is also to be held later on nutrition in infancy. 
Further particulars can be had from the hon. secretary of the 
society, Mr. Leslie Harris, DS¢, Nutrition Laboratory, Milton 
Road, Cambridge. 
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University of London 

As Easter Sunday falls on April 25 this year the MB, BS 
examination will start on Tuesday, April 27 instead of on 
Monday, April 19. 


Medical Society of London 

At 4 pM on Monday, Jan. 18, at 11, Chandos Street, W1, this 
society will hold a discussion on nutritional deficiencies 
during pregnancy and lactation, and the influence on the 
aie and child. The opening speakers will be Prof. 
James Young and Dr. T. Izod Bennett. 


Health in the Factory 

A week-end course on this subject for medical practitioners 
will be held at the London School of Hygiene, Keppel Street, 
WCIl, on Feb. 27 and 28. The speakers will include Dr. A. J. 
Amor, Dr. W. D. Jenkins, Dr. M. W. Goldblatt, Dr. H. B. 
Trumper, Dr. A. H. Bennett, and Mr. A. R. Martin, PhD. 
Further particulars may be had from the secretary of the 
school. 


Middlesex County Medical Society 

A meeting of this society will be held at 3 pm on Thursday, 
Jan. 21 at the Central Middlesex County Hospital, Acton 
Lane, N.W.10, when Mr. T. G. Illtyd James will speak on 
‘methods in the diagnosis of cerebral tumours and Dr. J. 
Sakula on a recent outbreak of gastro-enteritis in the newborn. 
Members of the American and Canadian Forces will be wel- 
come. 

This society has formed a committee to initiate, encourage 
and facilitate medical research. Seven big general hospitals 
(7064 beds), two sanatoria (1408 beds), one mental —- 
(1997 beds), as well as the tuberculosis and school medical 
officers and the central administrative staff are represented on 
the committee. It is hoped to arrange teams to study 
the common yet controversial problems of hospital medicine. 


‘Benzyl Benzoate 

Benzyl benzoate is available for the preparation of the 
aqueous emulsions required for the treatment of scabies and 
supplies may be obtained by hospitals, local authorities, medical 
practitioners and retail chemists through the usual trade 
channels. Where difficulties are experienced application 
should be made to the Director of Medical Supplies (D.M.S. 
2.B.1), Portland House, Tothill Street, London, S.W.1, 
giving the following particulars: quantity required monthly 
for supply on prescription or for other sales ; quantity now 
being received monthly ; name of supplier. 

Medicated Soaps Coupon Free 

The Ministry of Food, after consultation with the Ministry 
of Health, has exempted the following preparations from the 
rationing provisions of the Soap Order if supplied against 
the prescription of a registered medical practitioner :— 

(a) The official British Pharmacopeeia or British Pharmaceutical 
Codex soaps and spirit soaps :—sapo animalis BP, sapo durus BP, 
sapo mollis BP, ae kalinus BPO, sp. saponatus BPC, sp. saponis 
kalini BPC, liq. sa nis «thereus BPC, lig. saponis antisepticus 
BPC, and liq. saponis olei cocois BPC 

(b) Medicated soaps containing any one or more of the following 
ingredients :—mercuric iodide not less than 1% ; ichthyol not less 
than 4% ; salicylic acid not less than 2% ; resorcin not less than 
2% ; or sulphur not less than 5% 

Order of St. John of Jerusalem 

The King has sanctioned the following promotions in, 
and appointments to, this order: 

As Knight.—William Henry Kauntze, CMG, MBE, MD. 

. 4s Commander.—Colonel John Livingston Hamilton, MC, MD. 


As 1 Jame: .—Colonel Gordon Colfox Ke , MD, RCAMC, 
Colonel James Bennett Hance, CIE, OBE, IMS, fames Pirie, MD, 
James Lamberton, Lieut.-Colonel Charles William Eames, 


DSO, MD, Eric Hemingway Shaw, MD, Maer Sy Frederick Tucker 
Deatker, OBE, IMS, carer Scott Bowes, M Brigadier Henry 
Edward Shortt, CIE, IMS, Colonel William Collis Spackman 
IMS, Colonel John Batrick Huban, OBE, IMS, and Lieut.-Colonel 
John Clark Pyper, OBE, IMS 


.Postgraduate Lectures at Edinburgh 

The following Honyman Gillespie lectures will be given 
during the spring at’ Edinburgh Royal Infirmary: Prof. 
Charles MeNeil, the first month of life—scope and significance 
of its clinical problems (Jan. 28); Prof. J. R. Learmonth, 
reflex vasodilatation in surgery (Feb. 4) ; Dr. Harry Stalker, 
social psychiatry (Feb. 18); Dr. C. W. Clayson, modern 
trends in the prevention and treatment of tuberculosis (Feb. 
25); Dr. Robert McWhirter, the value of perative 
radiotherapy in carcinoma of the breast (March 4); and 
Dr. A. F. Hewat, spontaneous pneumothorax (March 1}). 
The lectures which are open to graduates and senior students 
will take place at 4.30 pm. 


Problem of Hospital Management at Swansea 


Last August the management of the Swansea General 
Hospital decided to alter its constitution so that representa. 
tion of the medical] staff on its board and committees would 
cease. The management also decided about that time to 
increase the visiting staff. The ostensible reason for removing 
the medical staff from committees was that a substantial sum 
of money out of payments from contributory schemes is 
given to the staff and that they, being in a sense paid em. 
ployees, are not entitled to representation on the board and 
committees. The British Medical Association took up the 
case for the staff on the principle that they should be 
adequately represented on the governing bodies, and it 
appeared to be implied that additions to the staff would not be 
proceeded with until the governors of the hospital had restored 
the adequate representation of the medical staff which they 
promised. That promise has not been definitely imple- 
mented, but in the meantime certain new appointments 
have been made without consultation with the medical staff. 
The latter regard this as a breach of faith, and have inforedm 
the management that their services as visiting staff will cease 
as from Feb. 1, except in so far as emergencies and EMS cases 
require attention. The Welsh Board of Health has declined 
to interfere and there the situation rests for the moment. 


Rubber Hot-water Bottles 

These bottles may now only be obtained by hospitals, 
nursing-homes and residential institutes for the mentally 
deficient and the aged. Authorities needing rubber bottles 
should ask their usual supplier for form MS 126, which can be 
obtained from the director of medical supplies at the Ministry 
of Supply, MS, Portland House, Tothill Street, London, SWL. 
The completed form should be returned to the supplier for 
submission to the director. 


For the relief of functional dysmenorrhea Messrs. H. R. 
Narr have introduced ‘ Dyspastol’ tablets each containing 
ephedrine hydrochloride gr. 4 and extract of hyoscyamus 
gr. } as antispasmodics, with potassium bromide gr. 3 to offset 
the side-effects sometimes produced by ephedrine. 


The fact that goods made of raw materials in short 
supply owing to war conditions are. advertised in this 
paper should not be taken as an indication that they are 
necessarily available for ex export. 


Births, Marriages and] Deaths 





\ 


BIRTHS 


Boston.—On Jan. 3, at Oxford, the wife of Dr. F. Kenneth Boston 
—a son 
CATTERALL.—On Jan. 8, sat Leatherhead, the wife of Mr. R. C. 
Catterall, FRcs—a s' 
Harris.—On Dec. 26, in ‘London, the wife of the late Dr. J. R. G. 
Harris—a daughter. 
NIcHOLsON—On Jan. 2, at Hitchin, the wife of Squadron-Leader 
B. Clive Nicholson, MD, RAFVR—a daughter 
O’ConnorR.—On Dec. 31, at Southborongh. the ‘wife of Mr. Donald 
O’Connor, ra? son. 
Rosrnson.—On re" . the wife of Dr. H. D. Robinson—a son. 
Ross.—On Jan. 5, A, ‘Emsworth, the’ wife of Major K. M. Ross, 
RAMC, of Farnham—a daughter. 
TEASDALE.—On Jan. 7, at Sheffield, the wife of Dr. J. C. Teasdale, 
of Retford—a son. 
bag —On Jan. 5, the wife of Des B. C. Thompson, of March- 
ood Crescent, W. 5—a daughte: 

Treasra. —On Jan. i, the wife of Dr. ‘Stephen Tibbits, of Jury Street, 
Warwick—a daugh ter. 
WHITTAKER.—On Jan. 3, “the wife of Dr. Duncan Whittaker, of 
Bethlem Royal Hospital, Beckenham, Kent—a daughter. 


MARRIAGES 


CAMPBELL—ADDERLEY.—On Jan. 5, in London, Alexander Colin 
Patton Campbell, FRCPE, squadron-leader, RAFVR, of Edin- 
burgh, to Elisabeth — Adderley. 

Evans—JORDAN.—On Jan. 5, at Hereford, Robert Morris Evans, 
MRCP, to Mary Jordan, MB 

LCHRIST—STOCKTON.—On den. 2, at gg, Norman Stephen 
Gilchrist, OBE, MD, to Elizabe th Stoc 
——_ -—On Dec. 29, at Paul, eine Edwin MacDowall 
0, MD, lieutenant RAMC, to Christina Margaret Carr. 


ware UAID—CONWAY.—On Jan. 1, at Formby, John Neil 
Ward-McQuaid, mB, lieutenant RAMC, to Betty Conway, 
subaltern A ATS ; 


DEATHS 


FLEw.—On Jan. 5, Robert Flew, MRcs, of Forest Hill, aged 29. 

FrRasER.—On Jan. 7, at Tunbridge Ww ells, Alexander Fraser, MB 
LOND, aged 68. 

— Jan. 5, at Leeds, pee Clark Gardiner, MD EDIN., 
of Ingram Aree, London, N.W.11 

MANNING.—On Jan. 1, Thomas Davys Manning, MB, aged 74. 

oO’ hag mye —On Jan. 2, at Booterstown, co. Dublin, Martin 
Joseph, O’Flanagan, MB LOND., B SC MANC and LOND., of Alex- 

andra Park, Wancnester. 
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TRAUMATIC HAMOTHORAX 


A. TuporR EDWARDS, MD, MCHIR caMB, FRCS 
CONSULTANT ADVISER IN CHEST INJURIES TO THE MINISTRY OF 
HEALTH (EMS) 


s 
Wovunpbs and injuries of the thorax are varied and 
most of them are accompanied by hemorrhage into the 
pleural space. In many cases, with considerable lacera- 
tion. of the chest. wall and injuries to intrathoracic 
structures, the effusion of blood into the pleura may be 
no more than an incident in the more complicated 
injury ; whereas in others the hzemothorax may be the 
outstanding feature and the wounds both of chest wall 
and of intrathoracic structures relatively innocuous. 
Such injuries may be penetrating, perforating or due to 
crush injuries, which are relatively common as a result 
of the bombing of towns and the burial of victims 
beneath ruins. 

This paper refers only to cases in which the hemo- 
thorax formed a predominant part ; those in which septic 
complications may have resulted from a secon 
spread into the pleura from ,infection of the chest wall 
have been excluded. In most cases with septic complica- 
tions the .infection, was undoubtedly carried in by a 
perforating or retained missile ; all cases in which the 
missile was retained and was of:lafket size than a pea or 
required removal itself have been omitted. The series 
thus comprises the group of chest. casualties which on 
the whole offer the best chance of complete recovery and 
a return to active service or civil life. 

All cases included in the series eventually reached a 
special EMS chest centre, but most were transferred 
there some days, and many of them some weeks, after 
injury ; this accounts for the variation in the treatment 
during the early days after wounding orinjury. A small 
number of casualties resulted from crush injury due to 
motor accidents but almost, all were due to battle injury 


at the time of the Dunkirk evacuation and from the ' 


results of bombing in this country. : 

The causes of death in.such a group are hemorrhage 
and infection. Though theremay have been some deaths 
from hzeemorrhage 
any chest centre ; probab Sr say resulted from severe 
crush injuries ‘of the chest before admission to hospital. 
Thus the most important question ‘in hospital is the 
prevention of sepsis with its morbidity and occasionally 


fatalissue. The 204 cases in the series can be classified 
as follows :— Pensteating Sone 
; or perforating Penetrating 
Uninfected 125- siseK 39 
Infected 35 ibee 5 


Thus in Jennetng or perforating weunds caused by 
small missiles the percentage of septic infection of the 
resulting hemothorax was 21-9%, whereas in non- 
im, injuries the incidence of septic infection was 

. ‘oe © a 

FACTORS RESPONSIBLE FOR INFECTION 

Though the resistance of the pleura to- infection is 
probably not so high as that of the peritoneum it can 
undoubtedly deal with minor degrees of infection without 
proceeding to the effusion of large quantities of fluid or to 
suppuration. In the penetration of the Pete by 
foreign bodies, the amount of infection carried in by the 
foreign body will vary according to: its size ; its shape ; 
and surrounding conditions. 

The larger and more i ar foreign bodies cause 
much laceration of tissue and tend to carry in portions 
of clothing, which the smaller and smoother foreign 
bodies are less liable to do. Thus in, the 1914-18 
cannpeien, penetration of the pleura By ballets was shown 
to t in pleural sepsis in only a little more than a 
third of the number of cases in which shell fragments 
were nsible for the injury. The terrain over which 
fighting is taking place is also of considerable importance ; 
thus in the South African campaign the incidence of 
pleural sepsis was negligible as com with that in 
France in 1914-18; and in the Libyan Desert the 
incidence of pleural sepsis is infinitely smaller (Littlejohn * 
quotes 6% in 32 cases followed at the base) than in the 
cases which this paper is concerned. 








1. Littlejohn, 0. W. B. Aust. N.Z. J. Surg. 1942, 11, 3. 
6230 


there ate no records of such deaths in 


That infection can and does spread from the lung or 
blood-stream is obvious from the incidence of pleural 
sepsis in crush injuries, where it is as high as 11-3%. 
This is a factor which was not formerly considered of 
much moment, 

Aspiration.—Retention of effused blood in the pleura 
has a definite bearing on the incidence of sepsis. This is 
not as widely realised as it should be, and if sepsis is to be 
prevented rather than treated when established, control 
of effusion assumes considerable importance. 

The effusion consists of two parts: the actual blood 
effused from damaged vessels of the lung or chest wall ; 
and fluid secreted by the pleura as a result of irritation 
caused by the eff bl The fluid provides the best 
possible culture medium for the growth of organisms, 
and on this account alone should be removed as soon as 
this canbe safely done. Some have feared that too early 
removal of the pleural blood will cause fresh bleeding 
because it allows the lung to expand too rapidly, but no 
incontrovertible evidence of this has yet been put 
forward. The more extensive hemothoraces arise from 
damaged vessels—intercostal or mammary—in the chest 
wall; but bleeding may arise from damage to larger 
vessels in the hilum of the lung, though in such cases the 
probability of long survival is small. Two such cases 
have been reported by French authors both of which 
were treated by lobectomy.’ 

Where the lung itself has been damaged and is the 
chief source of the bleeding, a hematoma forms in the 
lung tissue itself and rapidly seals the bleeding vessel in 
which (unless they are branches of the bronchial arteries) 
the pressure is low. Insuch cases there appears to be no 
particular object in allowing blood to remain in the pleural 
cavity. If hemorrhage is arising from the chest wall 
early evacuation of the haemothorax should not cause 
bleeding to recur, and in these cases retention of the blood 
in the pleura can serve no useful purpose. In fact there 
are many disadvantages in leaving blood in the pleura, 
not least the increased chance of infection. 

Further analysis of infection in this group shows that : 
of 24 cases aspirated within 48 hours, 3 (12-5%) became 
infected ; of 41 aspirated between 48 hours and 6 days, 
9 (21-6%) became infected ; and of 139 aspirated from 
6 days onwards, 28 °(20-1%) became infected. Most of 
the cases aspirated early probably included patients with 
large effusions giving rise to respiratory and cardiac 
embarrassment which, had they not been aspirated 
early, would probably have become infected. 

A suggestion has been made in the past that aspiration 
increases the risk of infection, but this is no criticism of 
early aspiration but of neglect of aseptic precautions. In 
only one case did infection apparently result from 
aspiration. 

Case 1.—The hemothorax was aspirated on the 20th day 
when the patient was afebrile. She was admitted to a chest 
centre on the 24th day with a high temperature and a pure 
culture of Bacillus pyocyaneus was grown from the effusion. 


Another patient provided an interesting observation 
on the apparent value of aspiration even if carried out 
after several days. t 


Cass 2.—The patient was admitted to a chest centre 8 days 
after injury, with a small bomb fragment in the lung ; aspira- 
tion was carried out on 3 occasions until the pleura was 
apparently dry. A slight pyrexia persisted and eventually a 
small pocket of pus was discovered which had become shut 
off from the main hemothorax cavity and had therefore not 
been aspirated. There are reasonable grounds for the 
assumption that had aspiration been initiated in the first 2 
days—i.e., before loculation had taken place—infection with 
its subsequent delayed resolution would have been avoided. 


Aspiration on alternate days should be continued until 
the pleura is dry, that is until no further fluid is obtain- 
able and radiological examination fails to disclose evid- 
ence of fluid either encapsulated or freey This will 
necessitate a variable number of aspirations, and it will 
be found that the amount withdrawn at each aspiration 
will likewise vary in quantity. Throughout the series 
it was neve that the average number of aspirations 
performed per patient was between 3and 4. The largest 
number of aspirations performed on a single patient was 


2. Monod, 0. W. F. J. thorac. Surg. 1941, 10, 474. 
D2 
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29 —— ~ oe tuantit of fluid withdrawn of 11,767 
c.cm. sessment in this patient. 

The nent of the fluid changes from that of 
almost pure blood to a clear yellow serous fluid during the 
course of aspirations and early aspirations may show a 
hemoglobin percentage as high as 70%. In view of this 
it is important to examine at regular intervals the 
patient’s Hb. and red-cell count in order to initiate blood 
transfusion when these fall below a reasonable level. 
When large en of fluid have been withdrawn 
over a period the loss of plasma proteins may be sufficient 
to cause ie tap such as oedema of the feet, and will 
necessitate the administration of intravenous plasma. 
Extensive clotting is rare in the pleura though it is 
common see smaller clots in the costophrenic angle. 
No adequate explanation has yet been put forward to 
account for this. In the cases in which aspiration has 
been delayed, fibrin may clot in the pleura so that aspira- 
tion through’ a needle is impossible ; open thoracotomy 
through a small intercostal incision may be required to 
evacuate the clot. There is some doubt as to whether 
this is caused by a mild degree of infection or not ; but 
when definite infection is established the fibrin clot often 
ferms a solid mass which has been likened to.a piece of 
‘‘“-pile-carpet ” and which certainly requires removal. In 
some cases the fluid withdrawn clots rapidly, in others 
it does not. 

To prevent aapenten, of the lung and yet permit 
aspiration of all fluid in the pleura, the introduction of 
air to replace a portion of rh fluid withdrawn has been 
advocated. This measure has been carried out in a large 
ee portion of the present series without complication. 

veral points should, I think, be borne in mind with 
regard to the value and dangers of replacement. In the 
first place it is rarely advisable to replace with air after 
the first or second aspiration since the introduction of air 
keeps open a large pleural pocket—a grave disadvantage 
if infection supervenes. Secondly, the advantage of 
. preventing lung expansion diminishes with every hour 
after wounding because the vessels in the bleeding lung 
become sealed off. Thirdly, introduction of some air 
at the first aspiration will permit the evacuation of the 
whole of the effusion without discomfort to the patient. 
The advantage of air replacement up to 36 hours is the 
theoretical. one of preventing recurrence of hemorrhage 
from the lung and the practical one of diminishing dis- 
comfort. The disadvantage of air replacement at 
subsequent aspirations is the maintenance of a large 
pleural pocket. It should, therefore, be limited to the 
first or at most the first two aspirations. 

Hematoma of lung.—Most cases due to missiles and 
crush injuries show hemorrhage into the pulmonary 

. After aspiration this will be easily Sunonmteetite 
by X rays since it gives a shadow in the lung of varying 
size and shape fading off into the translucent surrounding 

area. In most cases absorption of the hematoma is 
rapid and continuous, but occasionally it. becomes in- 
fected, the centre breaks down and the patient. begins to 
cough pus. At this stage radiological examination ane 
show a translucent central area with fluid level. Most of 
these clear up without operation, which should not in any 
case be undertaken until postural drainage has been given 


an adequate trial, 
Retention of small foreign bodies.—In spite of the fact 
that we are here concerned only with foreign. bodies 


(none larger than a pea on radiological examination) it 
appeared advisable to consider whether the retention of 
such foreign body or bodies in the dung; the Er the 


mediastinum or the chest wall i increased the liability to 
pleural infection. m 
Canes Seeaee tetocged 
Retained FB... F 113 26 (23%) 
Perforating wounds .. 47 9 (19%) 
injuries .. 44 5 (11%) 


The small difference in the incidence of infection be- 
tween thos¢ with small retained foreign bodies and those 
in whom the missile had passed through the chest is thus 
seen to be 4%, a difference insufficient to warrant or to 
Laser es early operative removal of missiles of such 
small 

Baden of su Ben wee .—Large numbers of cases were 

admitted to hospitals of many types and widely 
vateeeg through the country. In many cases, hospitals 








were working under conditions of considerable stress, 
when notes were difficult to record or were incomplete. 
From the somewhat scanty material available on this 
point the following points emerge. 


- - Not &- 
. ea ~~ tar > aad — 
No infection .. 122. .. 50 oe 72 i 42 
Pleural 
infection .. 40 SB... uss 5 ey 9 


Of-the 26 infected cases, 9 were given a ep rg 
early and 17 when infection was first suspected 
Little or no useful information is given by these figures. 
but it seems from the value of sulphonamides, particularly 
sulphathiazole, in the preoperative and postoperative 
treatment of patients liable to pleural rn (for 
example, cases of bronchiectasis in which lobectomy 
is done) that infection in many cases of traumatic haemo- 
thorax might have been _ revented by their early use. 
Infecting organisms. e fifth was the earliest day on 
which infection was established, as shown by the presence 
of organisms in the pleural exudate. In most cases it 
was "established between the sixth and tenth days, but 
in many was considerably delayed. Thus in 3 cases 
infection was not apparent until 60-70 days after injury. 
The predominant organisms in the infected cases were as 
follows: Staphylococcus aureus and albus, 8 cases ; 
streptococcus, 7; Strep. hemolyticus, 6 ; pane coli, 3 ; 
a welchii, 63 pueumococeus, 53; Fried- 
lander, 1; unknown, 5. e of 0} Baia not 
appear a. have any particular effect upon the prognosis 
provided the correct treatment was employed and the 
ew of anaerobic organisms did not appear to have 
eculiar significance. 
ere Cl. welchit was present in pure culture in the 
leural exudate of a jent in whom aspiration had not 
m carried out until after the lapse of several days after 
injury the temperature and pulse were almost normal. 
Some days later the condition rapidly deteriorated and it 
was then found that the exudate contained pneumococci 
in addition to Cl. welchii. In some cases general symp- 
toms of infection occur before organisms are found either 
by smear or culture of the aspirated fluid. In such cases 
‘infection is probably present in fibrin masses before it 
involves the fluid port AR pn 


TREATMENT 


The most common cause of invaliding after chest 
wounds in the 1914-18 war was chronic empyema. In 
most such cases, the condition resulted from what is now 
termed “ total empyema ’’—that is, one in which the 
lung is collapsed t the mediastinum and the 
empyema cavity gd rm of almost the whole hemithorax. 
The chest wall rapidly contracts and becomes immobile, 
the parietal and visceral pleuree become grossly thickened , 
the ribs become triangular in shape instead of showing 
the normal flattened surfaces, the intercostal spaces 1 
narrowed, the diaphragm raised and immobile and s 
curvatures result. Once these structural changes vas 
developed a full functional result is out of the question 
and the most that can be expected is the obliteration of 
the infected nage by plastic moet ese 

Owing to t culties o uate treatment of the 
chronic case every effort should e made to treat the 
acute case early and on correct lines. Treatment of 
acute empyema consists of much more than resection of 

& Pen of rib and the insertion of a tube. Despite all 

ances in thoracic surgery and the certainty that many 

lives will be saved by the larger operations, pleural 

infection will remain the most potent cause of morbidity 

and mortality in chest injuries after survival for 48 hours 
from the time of wounding. 

Sulphonamides, preferably salphaitascle, should be 


administered as soon as possible after woun 3; the 
hemothorax should be aspirated and laced by a 
much smaller quantity of air at the end of 24 hours, if 


possible, but certainly before 48 hours ; alin aspiration 
without air replacemient should be continued at regular 
intervals until the pleura remains dry ; should the Hb. 
and blood-count show a substantial fall (i.e., to Hb. 1% 
and 4,600,000 red cells) blood- transfusion should be 
undertaken. Should infection supervene during the 
period of aspirations it can be ely. Spcoynined 
and the dose of ee should then 

The infecting organism can be identified and the subse- 
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quent course of treatment determined. In all cases, in 
the absence of anaerobes, aspiration should be continued 
at the tapes intervals until the formation of definite 
pus. 
aspiration with the pleural exudate and let it stand for 
24 hours ; when the np ad amounts to { of the contents 
of the tube, drainage should be established by rib resec- 
tion ator near the angle of the ninth rib, unless the empy- 
ema is encapsulated elsewhere. Anaerobes have no such 
grave significance in the exudate as they have elsewhere 
in the body ; but if they are found, repeated aspiration 
may result in escape of infected fluid along the needle 
track into the tissues of the chest wall, causing a virulent 
cellulitis there. This may be prévented by making a 
3 in. vertical incision in the chest wall over the area of 
aspiration, deepening the incision to the ribs and inter- 
costal muscles and packing firmly with gauze soaked in 
flaviee emulsion. A- barrier of granulation tissue is 
formed as a result, and subsequent aspiration is carried 
out through the shut-off area, which is repacked at its 
conclusion. Drainage by rib resection is carried out 
when definite pus forms as mentioned above. The 
disadvantage of drainage by an intercostal tube in the 
early stages is that the track becomes infected so that 
there is a tendency for air to leak into the pleura, and if 
the lung is still unattached to the chest wall it is liable to 
collapse against the mediastinum, with the result that 
total empyema dev . Lung expansion can be con- 
trolled to some degree by connecting the intercostal tube 
to a negative-pressure apparatus and maintai con- 
tinuous suction, but on whole it is doubtful whether 
intercostal drainage should replace repeated aspiration 
except in rare instaiices. 
Drainage by rib resection.—There is still some debate 
about the relative value of attempting airtight drainage 
after rib resection or whether healing by open drainage 
at this stage is equally efficient. Lf the former method is 
used, negative pressure should be deferred for several days 
after drai , owing to the tendency to uneven expansion 
of the lung with subsequent pocketing. » At operation, 
all infected clots or fibrin should be removed by forceps. 
Irrigation of the empyema cavity is advisable and 
entirely safe if proper prevautions are taken. The 
— or absence of a bronchopleural fistula should be 
etermined by introducing a small quantity of eusol or 
Carrel-Dakin fluid carefully into the pleural cavity. and 
allowing it to flow over the visceral surface of the pleura 
by posture ; the patient is asked to cough, and if he detects 
the taste of the solution the existence of. fistula is estab- 
lished. In the presence of a fistula irrigation should 
either be discontinued or used with the greatest caution 
to prevent the. fluid enteri the lung. The other 
danger of irrigation arises in the later stages when the 
cavity walls are thick and resistant to expansion. At 
this time the utmost care must be taken that the fluid 
returns freely, in order to avoid air embolism which 
has been responsible for a number of sudden deaths, 
temporary hemiplegias or so-called vagal attacks. 
Respiratory exercises should bé begun within 48 hours 
ofdrainage if the general condition of the patient permits. 
Masseuses specially trained in the modern respiratory 
exercises are now employed at all chest centres through- 


.out the country, and this work is of special importance in 


the rapid rehabilitation of patients and their return to the 
Service or to civillife. Lastly, and perhaps most import- 
ant of all for the patient’s future, no empyema can be 
considered as healed until the cavity is obliterated by 
complete approximation of the pleural layers ; and drain- 
age must be continued until this object is attained. 
Removal of the tube too early {s responsible for most 
of the sistent- sinuses and recurrent empyemas so 
commonly encountered. The size of the pleural cavity 
is estimated by the introduction of opaque oil or barium 
emulsion followed by radiological examination in antero- 
posterior and lateral positions ; this should be done at 
regular intervals uniil it shows obliteration to be 
complete. ' 
MORTALITY AND MORBIDITY 


The Medical History of the War, 1914-18, stated : 
* The mortality of iy Hoe was always high—on the 


avé nearly , 50% drainage—though with 
sisted saan teoenkdt be vedmadan 20%.””* We know today 
3. Official Medical History of the War, Surgery, vol. 11, p. 383. 





le procedure is to fill a test-tube at each . 


that such mortality was unnecessary and was to a 
considerable extent caused b open dr 


at too early 
a ‘period. It was not until influenza epidemic at the 
end of the war, when the mortality from infection 


reached even higher percentages, that changes in treat- 
ment—from early drainage to repeated aspiration 
followed by late drainage—caused a rapid fall in 
mortality. : 
_ In the whole series recorded here, 3 patients died, but 
in only 1 was the cause of death attributable to pleural 
infection. In this case the chest was opened in the 
resence of an anaerobic infection. In the second case, 
eath resulted from a crushed chest in which the hemo- 
thorax aspirated was small and did not become infected ; 
and in the third, death resulted from secondary hzmor- 
rhage from‘a wound of the buttock. Thus of a total of 
202 patients with hemothorax in 40 of whom the 
effusion became infected there was 1 death, a mortality 
of 0-6% in the whole series, and of 2-5% in the group of 
those with infection. 

The chest casualties in this series are such as offer the 
most favourable chance of a return of full physical capa- 
city either in the Army or civil life. The review of their 
final condition is, therefore, of some importance ; but only 
the chest condition is here taken into consideration, and 
associated injuries—e.g., fractures of long bones—when 
present, are ignored in this assessment. 


Penetrating or Perforating Non-penetrating 
Uninfected Infeeted Uninfected Infected 
No disability - 109 (18) .. 15(2) .. 25(2) .. 
Slight disability 12 pinks i4(1) .. 38(1) 
Severe disability 2 a aT ale a SRA 
Chronic empyema — ia Tee ee 
Died a+ = ne 1 oe = is = 


The figures in parentheses are the numbers of cases 
aspirated within 48 hours, and show that there was no 
residual disability in 91%. As far as their chest con- 
dition was concerned, 149 patients were fit to return to 
full activity in either service or civilian life. ‘Those with 
slight disability included patients with slight pleural 
thickening and a minimum of chest rigidity or residual 
pain sufficient to require de-grading if in the Services. 
Severe disability is indicated by considerable contraction 
of the chest, usually with mediastinal displacement, and 
considerable pleural thickening with associated symp- 

such as dyspnoea. In Service cases it implies 
discharge from the Service and in civilian life inability 
to carry on any active occupation. It will be noted that 
it oceurs apart from the incidence of pleural sepsis, an 
experience confirmed in cases of non-aspirated uninfected 


. hemothorax cases from the last war as well as those in 


the early stages of this war. Organisation of the fibrin 
deposited on the walls of the encysted haemothorax 
which has not been aspirated may be followed by 
calcification and the formation of the so-called ‘‘ chole- 
sterin cyst” ; if this eventually becomes infected from the 
blood-stream it is most difficult to cure. Oases recorded 
as chronic empyema are those in which at the time of 
a the pleural pocket or residual track had not 


SUMMARY 


Results in 204 cases of chest wounds or crush injuries 
are recorded with particular regard to infection in the 
associated hzemothorax. 

Early administration of sulphonamides and early and 
repeated. pleural aspiration are important in preventing 
pleural infection. Open drainage in the early stages of 
pleural infection should be avoided. 

Modern respiratory exercises are essential to restore 
full pulmonary function at as early-a stage as possible. 

The value of chest centres, where trained surgical, 
nursing and ancillary services are available, appears to be 
well warrahted by the results obtained in the series 
recorded. 

I wish to thank colleagues in all chest centres throughout 
the country for supplying me with the details essential to this 
paper. / 





METALs tn A TABLE JELLY.—The sample submitted to the 
public analyst (Lancet, Dec. 12, p. 714) was found to contain 
2-2 (not 0-2) parts per million of arsenic. 
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LOCAL CHEMOTHERAPY IN 
EXPERIMENTAL .LESIONS OF THE EYE 
PRODUCED BY STAPH. AUREUS 


J. M. Rosson G.I. Scorr 
MD, DSC LEEDS MA, MBED™N, FRCSE 


LECTURER IN PHARMACOLOGY, OPHTHALMIC SURGEON, 
UNIVERSITY OF EDINBURGH MAJOR RAMO 


(Department of Pharmacology, University of Edinburgh) 


., THE introduction of modern antibacterial agents has 
made it possible to control infections produced .by a 
variety of organisms, but staphylococci have proved 
relatively insusceptible to the action of these omy. 
Moreover, experimental work has been hampered by the 
fact that the Yay wor ay of standard staphylococcal 
lesions suitable for testing the effect of various treatments 
has presented considerable difficulty. Infective lesions 
of the eye show certain features which make them very 
suitable for the investigation of various forms of treat- 
ment. The development of the leSion can be readily 
followed and accurately assessed. Furthermore, if Goat 
treatment is applied to one eye, the other receiving a 
paged initial lesion can be used as a control; this to 

t extent eliminates the difficulties produced by 
in vidual variations. 

This technique was successfully used in the investiga- 
tion of the local action of a sulphonamide in the treatment 
of Bacillus pyocyaneus lesions of the cornea (Robson and 
Scott 1942). It seemed that a similar method might be 
of value in the investigation of staphylococcal lesions of 
the cornea. It was found, however, that the infection 
of a-corneal abrasion with Staphylococcus aureus—i.e., 
the method used in the above work with B. pyocyaneus— 
was unsatisfactory, since the abrasion healed’ without 
development .of ulceration. Brown and Pugh (1936) 
had succeeded in ag eg a fairly satisfactory ulcer of 
the cornea in rabbits by injecting into the cornea a strain 
of Staph. aureus found after many trials, and in the 
present investigation a method was developed for the 

uction of standard corneal lesions with Staph. aureus. 

e effect of a number of chemotherapeutic substances 
on the development of these lesions was then determined. 


METHODS 


All experiments were performed on mature rabbits of 
both sexes and of various breeds. In prelimi 
experiments a search was made for a suitable oan of the 
Staph. aureus. Eight coagulase-positive strains of the 
organism, obtained from human lesions of various, types, 
were used to produce lesions in the eyes of rabbits. Of 
these one strain’ was found to be highly virulent and 
consiesontiy roduced severe lesions. This strain was 

i alg in all the subsequent experiments. When 
- gone 24-hour culture of this strain was injected 
into the cornea it produced a very acute lesion which was 
rapidly destructive to the eye, and which was thus 
unsuitable for de the effect of treatment; it 
was ultimately.found that a suitable lesion could be 
produced by the injection of a dilution con 1500 
organisms per c.cm. The technique therefore adopted 
was as follows. 


Immediately before the experiment a 24-hour culture of 
the organism was diluted with saline to contain. the required 
number of organisms. The rabbits were deeply anzsthetised 
with ether, and the injection was performed with a no. 20 
hypodermic needle. The standard needle, which has a fairly 
long bevelled end, was unsuitable, since a considerable 
portion of the needle had to be inserted under the anterior 
epithelium of the cornea before the whole of the bevelled 

opening was in the cornea. This meant that “ button- 
noling ’ of the epithejium was liable to occur with a consequent 
eakage of the injection material. Needles were therefore 
special ly bevelled so that the o was confined to about 
last millimetre (or less) of the needle. 

The culture was injected to form a small bleb under the 
corneal epithelium, the eye being held in position -by fixative 
forceps applied outside the limbus. Before injection care 
was taken to make sure that no air was present in the needle. 
A sterile technique was observed. Great care was taken to 
ensure that the lesions were as as possible in both eyes, 
and when any difference was thought to exist the eye with the 
smaller sito was used as the control. 


CHEMOTHERAPY IN EYE LESIONS 





The lesions codeena were ssiabaae equal in severity 
in both eyes of any one animal. Thus in one experiment 
treatment was not started until 24 hours after production 

of the lesions. At this stage definite ulceration was 
already commencing ; and it was found that there was 
considerable variation from to animal, the 
lesions ranging from an infected area (with desquamation 
of epithelium) 2 mm. in diameter to a lesion involving 
about a third of the cornea, On the other hand, the 
lesions were pag ye a similar in the two are of any 
one animal; in 3 ae ta the lesions were identical, in 
7 the difference was extremely slight, and in only 2 
animals (which showed large lesions) was there a really 
appreciable difference : in both these cases the difference 
was, however, less than 1 mm. in the diameter of the 
lesions. In 6 of these animals, which were treated with 
@ sulphonamide 24 hours after the initial lesion, and in 
which treatment was therefore not effective, the ulgimate 
lesions which developed in both eyes of any one animal 
were identical. 

In all experiments but one the first treatment was 
applied an hour after the production of the lesion, and 
was continued at hourly intervals for at least the first 
48 hours. Frequent treatment was thought advisable 
in order to maintain an adequate concentration of the 
chemotherapeutic substance in the tissues of the eye and 
particularly in the cornea (see Robson and Tebrich 
1942). Thereafter, treatment was given hourly during 
the day until the lesions were either healed or quiescent. 
Whenever treatment was. applied to an eye a similar 
quantity of normal saline was applied to the other eye— 
i.e., the control. 

The chemotherapeutic agents used were : 

(1) Penicillin.—In the great majority of the experiments 
a crude preparation made by Mrs. MacNaughton of the 

t of Bacteriology was used. It was prepared by 
extracting fluid cultures of penicillium with amyl acetate and 
re-extracting into water. When tested against Staph. aureus 
by the method of Florey et al. (1941) it produced an area of 
bacteriostasis about 21-23 mm. in diameter. In one experi 
aya os mer supplied by Dr. Trevan of the Wellcome 

Institute was used in a 1 in 5 dilution. The diluted 
solution uced an area of bacteriostasis of 26 mm. 
(2) ium sulphacetamide was supplied as a 30% solution 


and was diluted with saline when lower concentrations were 
used 


(3) Solubilised sulphathiazole was supplied as a 15% solution 
of sulphathiazole sodium Sumsabiasl sulphoxylate in 
sealed ampoules. 

‘ (4) Tyrothricin was supplied as a powder which was sus- 
pended in salin: suspension was 


e (1 mg. per c.cm.). 
vigorously shaken before every treatment. 

With the exception of the solubilised sulphathiazole, all 
the chemotherapeutic 2 REN used were stored in the 
refrigerator. 

In one experiment cultures were taken from the con- 
junctival sac in order to determine whether treatment 
had any effect on the growth of organisms. Material for 
cultures was taken from the era fornix of each eye by 
means of a metal;loop and transferred to blood-agar 
plates which were then incubated. ‘All the plates were 
read by Dr. Oag, of the Department of Bacteriology. 
The eyes were examined daily during the first few days, 
and thereafter at longer intervals. Detailed records 
were kept of the condition of the eyes, as described in a 
previous report (Robson and Scott 1942) The eyes 
were usually photographed at 48 hours and at intervals 
throughout ‘the progress of the lesion. 


DEVELOPMEST OF CONTROL LESIONS 


In the control eyes—those treated -with saline only— 
there was at the end of 24 hours moderately severe 
congestion and quite evident oedema of the conjunctiva 
with slight manenrennnalens discharge. Iritis was moder- 
ately severe and was. associated with well-marked 
ciliary injection. The cornea showed moderately severe 
eedema and stained with fluorescein over an area slightly 
larger than the original ‘“‘bleb.” There was com- 

mencing subepithelial infiltration around the margin of 
the stained area. 

At 48 hours after production of the lesion the discharge 
was more copious,and the co tion and cedema of-the 
conjunctiva were considerably more marked. Iritis 
was more severe than at 24 hours and was usually 
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associated with plastic exudation. The f 
cornea now showed a well-developed central 
ulcer at the site of the original lesion and in 
some 90% of cases a fairly large hypopyon 
was present. 
The subsequent course of the lesion varied ~ 
a good deal in the various animals, as can be 
seen in the tables of results. For purposes 
of description the lesions ultimately develop- faint 
ing have been divided into four groups— 
slight, moderate, severe and very severe. 
The ‘‘ slight ’’ lesions left small and localised 
sears which would not seriously have 
interfered with vision, whereas the ‘‘ moder- 
ate’? and of course the more severe 
lesions produced more extensive and 
dense scarring which would have seriously 
interfered with the function of the eye. 
In the tables the main subdivision 
has therefore been drawn between slight and moderate. 
The progress of the lesions in these various grades of 
severity may be summarised as follows : 


(1) Slight—In these lesions no spread of the ulceration 
occurs. The hypopyon rapidly disap and at the end 
of a week the eye is practically n apart from the ulcer 
which altho epithelialised is as md incompletely healed. 
The scar which ultimately forms is thin, without vascularisa- 
tion, and is always smaller than the initial ‘‘ bleb.” 

(2) Moderate.—In these there is some of ulceration 
both in surface area and into the depth of the cornea. The 


TABLE I—EFFECTS OF TREATMENT, STARTED 1 HOUR AFTER 
INOCULATION, ON EXPERIMENTAL STAPHYLOCOCCAL LESIONS 
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hypopyon persists for a week or more. The scar ultimately 
left is dense and around 4 x 5 mm. in area, and there is in 
most cases some of vascularisation of the cornea. 
As in the slight lesion, the lids and conjunctiva ultimately 
return to normal. 

(3) Severe.—These lesions show very deep or extensive 
ulceration of the cornea, with longer persistence of severe 
hypopyon. The end-result in such cases involves extensive 
searring of the cornea with luxuriant vascularisation. In 
addition, there is often some ectropion of the lower lid. 

(4) Yery severe.—In such cases the lesion is grossly destruc- 
tive and causes extensive necrosis of the cornea with or without 
perforation. Ectropion is also noted fairly frequently in 
lesions of this severity. 


EFFECTS OF TREATMENT 

The results of various treatments started an hour after 
production of the lesion are summarised in table I. 
Penicillin produced a markedly beneficial effect on the 
development of the lesion ; thus, while only 1 out of 17 
of the control eyes developed a lesion which was less than 
moderately severe, 14 out of the 17 treated eyes showed 
only slight residual scarring. A ical difference 
between two eyes of one animal at the third day is 
illustrated in fig. 1. 
' Sodium sulphacetamide also —— quite definite 
benefit, though less than that obtained with penicillin. 
The results shown in the table are for 16 animals in which 
one eye was treated with 30% sodium sulphacetamide 
and 11 animals treated with 10% of this sulphonamide. 


The results with these two concentrations were put — 


together; since the 10% solution was as effective as 
30% solution. In a few animals one eye was treated 





Light reflex Light reflex 


Corneal 
ulcer 


Hypopyon 


Left eye (treated) 


Right eye (control) 


Fig. |—Condition of eyes of rabbit (495) on third day after inoculation. Left 
eye, treated with penicillin. Right eye, control. The faint infiltrate in the 
left eye ultimately healed, leaving a faint superficial scar. 

. 


with a 2-5% solution of sodium sulphacetamide, but little 
or no beneficial effect was produced. It therefore seems 
that a higher concentration than 2-5% is required in the 
treatment of such acute infective lesions of the cornea. 
Treatment with solubilised sulphathiazole gave is- 
appointing results. 

Since tyrothricin can, in contrast to penicillin, be 

produced easily and in large quantities, its effect was 
tried in a small series of animals, but this preparation 
produced only slight benefit. This was not unexpected 
since tyrothricin is not highly effective against staphy- 
lococci in vitro (Heilman and Herrell 1942). 
- Experiments were also performed to determine whether 
the treatment with penicillin and with 10% sodium 
sulphacetamide would be effective when the first applica- 
tion was made 24 hours after production of the lesion. 
The results are given in table u. It is obvious that the 
sulphonamide did not produce any benefit when applied 
at that stage, while penicillin produced an effect in only 
1 out of 6 animals, even though the preparation of 
penicillin used (supplied by Dr. Trevan) was more potent 
than that used in the previous experiments. 


CULTURES 


In one experiment on 12 rabbits, cultures were taken 
daily from the conjunctivalsac. In 6 of these animals 
(648-653) one eye was treated with 10% sodium sulph- 
acetamide, while the other eye was treated with saline ; 
in the other 6 animals (654-659) the treated eye received 
penicillin and the control eye saline. : 

The first treatment was given an hour after production 
of the lesion and then continued, at hourly intervals, 
for 58 hours; thereafter, treatment was given hourly 
between 9 am and 56 pm. Hence on the first two days 
the cultures were taken within an hour of the last 
treatment. The culture on the third day was taken at 
9 AaM—i.e., some 16 hours after the last treatment on the 
powers day. Treatment was stopped at 1 pm on the 

ourth day and the subsequent cultures were therefore 
taken at increasing intervals after the last treatment. 
The results of the treatment are shown in fig. 2. Only 


TABLE Il—EFFECTS OF TREATMENT, STARTED 24 HOURS AFTER 
, INOCULATION, ON EXPERIMENTAL STAPHYLOCOCCAL LESIONS 





Control a ‘ 0 0 0 1 5 
10% sod. sulph- 
acetamide 0 0 0 1 its 
Control y ea: Sipe” 0 | TaN a 
0 a 1 


Penicillin Fs 





the presence of Staph. aureus inthe cultures has been 
recorded. ‘These organisms were on several occasions 
tested for pathogenicity, and were always found to be 
coagulase positive. Non-pathogenic organisms (Staph. 
albus and diphtheroids), which were a occasionally 
resent in small numbers, have not been included. 
ig. 2 also shows the development of the corneal lesions 
and the amount of conjunctival discharge. Each curve 
ny the average for 6 eyes. 
t is evident that the application of penicillin rendered 
the conjunctival sac ae pp ern sterile (in so far as 
Staph. aureus is concerned) during the period of treatment 
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and for several days after its cessation. This was 
accompanied by a striking decrease in the amount of the 
conjunctival discharge, and by a very beneficial effect on 
the course of the corneal lesion. 

On the other hand, the application of 1 sodium 
sulphacetamide (under exactly similar conditions) did 
not produce any very appreciable effect on the number 
of staphylococci recovered from the conjunctiva! sac. 


There was some reduction in the conjunctival discharge. 
The really rising feature of the results, however, is 
that, altho the effect on the cultures was ible, 
the beneficial effect en the progress of the co n 


was almost as good as in eyes treated with penicillin. 
These results emphasise the fact that it is possible for a 
treatment to be producing a beneficial effect on an 
infective lesion of the cornea even though the drug has 
no appreciable effect on the conjunctival flora. 


DISCUSSION ° 

The first point arising from these experiments is that a 
technique is available for the production of standard 
lesions with Staph. aureus. Such lesions should be 
eminently suitable for estimating experimentally the 
_efficacy of chemotherapeutic substances in the prevention 
_and “treatment of staphylococcal infections. The fact 
that, with due care, remarkably equal lesions can be 
produced in the two eyes of any one animal makes the 
method of particular value in testing substances applied 
locally, since individual variation is to a large extent 
-eliminated. Nevertheless, the method could also be 
used in determining the value of oral or parenteral 
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Fig. 2—Effect of treatment with sodium sulphacetamide or penicillin on the 

conjunctival flora, conjunctival discharge and development of corneal lesions 

. aureus. Average results for (A) 6 control eyes 

(right eyes of rabbits 3), (B) 6 eyes treated with sodium sulphacetamide 

(left eyes of rabbits 648-653), (C) 6 control eyes (right eyes of rabbits 654- 

659), and (D) 6 eyes treated with penicillin (left eyes of rabbits 654-659). 
See text for further description of figures. 


in igh inoculated with Si 


Each X represents the finding of Staph. aureus in a culture, according to 
the following arbicrary scale. + + + = confluent growth; + + = 
almost confluent growth ; = discrete colonies (about 20-50 in area of 
inoculation). An X below the + level indicates that less than 20 colonies 
were present, the actual number being proportional to the distance of X 
above the abscissa. 

The severity of both corneal lesions and discharge is also expressed in an 
arbitrary manner, +, + + and + + + representing slight, moderate 
and severe lesions or exu 


methods of oo 3; under a ee of course, 
larger groups of animals wo’ usually required to 
eliminate the effects of individual variation. 

The experiments have definitely shown that the loca! 


. application of a solution of penicillin, and of sodium 


lhacetamide, to such experimental lesions within a 
short time of infection will produce a beneficial effect on 
the course of the lesion. That penicillin should. have 
such an action is not surprising, since we know that it is 
highly active against the causative organism, Staph. 
aureus, and that its action is not interfered with by the 
presence of organic matter. The solution of penicillix 
used was very dilute, and an even greater effect might 
possibly have been obtained with a more concentrated 
solution. In this connexion, Florey and his co-workers 
have reported favourably on the local use of penicillin 
in a small series of cases of infection involving the human 
eye (see Abraham et al., Florey et al. 1942). Our own 
experimental results certainly suggest that the use of 
local applications of penicillin is worthy of extensive and 
thorough clinical trials. 

In contrast to penicillin, sulphonamides have, on 
the whole, proved relatively ineffective against 
mopnpieocsons infections, altho favourable results 
have nm reported with a few of these compounds—e.g., 
sulphathiazole. The results obtained with sodium 
sulphacetamide were therefore rather unexpected. 
These satisfactory results were probably obtained 
because high concentrations:of this sulphonamide can be 
used, since it is highly soluble. 

The results obtained when treatment was delayed 
until 24 hours after inoculation are in well-mar 
contrast to those obtained with early treatment: This 
applies both to penicillin and to sodium sulphacetamide. 

e ineffectiveness of the sulphonamide therapy when 
snghed at this stage caused us no surprise, since it is 
well known that this group of substances is of much 
greater value in the prophylaxis than in the treatment of 
infection. Moreover, the present results with sodium 
sulphacetamide agree with those previously reported in 
the treatment of experimental B. pyocyaneus corneal 
infections. In the latter experiments a delay of 12 hours 
after inoculation much reduced the effectiveness of the 
sulphonamide therapy (Robson and Scott 1942). 

he ineffectiveness of penicillin at 24 hours, however, 
is not in agreement with the fact that this substance 
produces its action even in the presence of pus. But 
the lesions were relatively acute in their development, 
and penicillin might be effective, even at 24 hours, in 
controlling a more slowly developing lesion. It is also 
possible that highly concentrated solutions of penicillin 
might be effective in acute lesions even when their 
application was delayed. 

The relative ineffectiveness of the solubilised sulpha- 
thiazole was disappointing. It is possible that the drug 
did not penetrate into the cornea sufficiently rapidly to 
produce an effective concentration at the site of the 
lesion. We have no data as to the rate of diffusion of 
this preparation of sulphathiazole, but Chinn and 
Bellows (1942) have shown that sulphathiazole itself, 
applied as a powder, penetrates only very slowly into the 
cornea. A second possibility is that the solybilised 
compound is itself inactive and that it does not, in the 
cornea, dissociate sufficiently rapidly to produce an 
adequate concentration of sulphathiazole. Lastly, 
sulphathiazole may, of course, not possess sufficient 
chemotherapeutic activity to control effectively these 
rapidly developing experimental lesions. It is worthy 
of note that in preliminary experiments we failed to 
influence the development of the lesions appreciably by 
the early and repeated application of sulphathiazole 
powder to the conjunctival sac. 

A striking feature of the results is the complete 
elimination of Staph. aureus from the flora of the con- 
junctival sac after the application of penicillin; this 
effect was in good agreement with the actions of the drug 
both on the formation of pus and on the development of 
the corneal lesion. Less easy to explain, however, is the 
almost complete failure of sodium sulphacetamide to 
influence the growth of Staph: aureus in the conjunctival 
sac, even though there was a well-marked effect. on the 
corneal lesion and the amount of conjunctival discharge. 
An examination of the conjunctival flora in ‘infective 
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ment is obviously not necessarily a reliable guide to the 
value of the treatment. 

The results obtained with the different concentrations 
of sodium sulphacetamide are im t in connexion 
with the clinical use of the drug. It seems that chemo- 
therapeutically active concentrations effective against 
this t of infection are produced in the cornea only 
w e solution of sodium sulphacetamide applied as 

contains’some 10% or more of the drug. ot only 
is it important to apply a sufficiently concentrated 
solution, but it is essential to maintain an adequate level 


at the site of the lesion for a reasonable period. For this © 


refison we applied the treatment hourly for the first 48 
hours, and ‘we obtained evidence that less thorough 
treatment was definitely less effective. 

Regarding the possible clinical uses of these drugs, the 
most important point which arises from the results 
obtained with sodium sulphacetamide is that its essential 
value is in the prevention, rather than in the treatment, 
of acute infections. One of its most important applica- 
tions is likely to be in the first-aid treatment of industrial 
injuries of the cornea, where abrasions, in the absence of 
effective prophylaxis, are liable to develop into tic 
and destructive lesions. An investigation into such a 
use of the drug has been eres for nearly a year, 
under the auspices of the W. H. Ross Foundation, in 
some 30 of the larger coalmines in Scotland. 

The results also su t that the early application of a 
suitable sulphonamide is likely to be of value in the 
prope ents of infected wounds, burns and other injuries. 

e investigation has emphasised, moreover, that not 
only must treatment be begun as early as possible but 
that the frequency and concentration of the applications 
must be adjusted so as to maintain high local concentra- 
tions over long periods. In acute infections it seems 
desirable to maintain these concentrations for at least 
the first 48 hours. In the case of infections of the cornea 
this means that frequent applications must be made day 
and night in the early stages of the treatment. In the 
case of wounds the same result would probably be 
produced ‘by spatiing ‘he sulphonamide in the form of 
a powder or a suitable paste.. In low- e or chronic 
infections less thorough treatment woul ibly suffice, 
and the sulphonamide might well be applied as an oint- 
ment or paste. There is in fact evidence that a glycerin 
sulphonamide paste (as described by Robson a 
Wallace 1941) is of definite value in the treatment of 
ulcerative blepharitis. 

The experiments emphasise that with penicillin also 
= applications are necessary, and that it is more 

ective in the prevention than in the treatment of 
infection. For the present the question of supply will 
limit its therapeutic use. 


SUMMARY 


A method is described which allows of the production 
of Staph. aureus lesions of the cornea in rabbits. Ulcera- 
tion of the cornea, usually with hypopyon, results. 
Equal lesions can be produced in both eyes of any one 
animal. A technique is thus available for testing the 
value of chemotherapeutic drugs in the treatment of 
localised lesions. When the drug is applied locally one 
eye (in each animal) is used as control, thus largely 
eliminating the difficulties due to individual variation. 

Definite beneficial effects on the development of the 
lesions were ies by the local application of (a) 
penicillin and (6) 30% and 10% solutions of sodium 
sulphacetamide. A 15% solution of solubilised sulpha- 
thiazole (sulphathiazole sodium formaldehyde sulphoxy- 
late) was less effective; tyrotricin and 2-5% sodium 
sulphacetamide were of little or no value. In all these 
experiments treatment was begun an hour after 
inoculation. 

When the treatment was begun 24 hours after inocula- 
tion little or no benefit, was produced by the application 
of penicillin or 10% sodium sulphacetamide. 

e application of penicillin eliminated the Staph. 
aureus from the flora of the conjunctival sac, but this was 
not achieved when 10% sodium sulphacetamide was used. 

The importance of early and adequate ‘treatment 
fry cope during the first 48 hours) in the clinical use 
of these drugs is emphasised. 

We are grateful to Dr. Oag and Dr. Ludlam of the 
ment of Bacteriology, University of Edinburgh, for their help 


{[san. 23, 1943 103 
in this work ; to Mrs. MacNaughtan for the preparation and 
supply of most of the penicillin used; to the W. H. Ross 
Foundation (Seotland) for the Prevention of Blindness, who 
have defrayed the expenses of this investigation; to Sir 
Henfy Dale, who gave us some of his supply of tyrothricin ; 
to Dr. Trevan and Dr. Prescott of the Wellcome Research 
Foundation, who supplied us with penicillin and with the 
solubilised sulphathiazole ; and to Mr. Edwards, of British 
Schering Ltd., who supplied us with sodium sulphacetamide 
(‘ Albucid Soluble ’). 
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TROPICAL EOSINOPHILIA 


R. J. WEINGARTEN, M D COLOGNE 
PRINCIPAL MEDICAL OFFICER, BIKANER STATE 


SINCE 1934, a complex of symptoms has frequently 
been seen which constitutes a new disease entity, appar- 
ently peculiar to certain parts of India. 


SYMPTOMS AND PHYSICAL SIGNS 


The disease begins with lassitude, fever rising as a rule 
to 100° F. or 101° F. in the evening, loss of appetite, 
and usually appreciable loss of weight within a short-time. 
After abdut a week of these symptoms, a dry, hacking, 
ineffective cough develops with exacerbation at night. 
The patient’s sleep is interrupted by paroxysms of 
coughing, and these are often accompanied by wheezing 
sounds audible at a distance. Gradually he tego 
pie aise ag Se dyspnoea which even persists during the 
intervals between attacks of coughing, and this stage lasts 
many weeks. In some cases, however, severe attacks of 
typical bronchial asthma.occur regularly every night, 
usually between 1 and 5 am; but the restlessness, 
sense of suffocation and anxiety are not so alarming as in 
genuine asthma. In the day-time the patient is com- 
paratively free from coughing and _ breathlessness. 
After some weeks the temperature becomes subfebrile, 
and there is no further loss of weight. General weakness 
decreases to some extent, but more or less violent 
paroxysms of coughing, and in many cases asthmatic 
attacks, persist at night and if no treatment is given 
become chronic. 

Physical signs, during the more typical attacks, re- 
semble those of bronchial asthma ; in milder cases there 
is 0} slight hyper-resonance of the chest, with pro- 
lo expiration over both lungs ; sibilant and sonorous 
rhonchi are invariably present with occasional non-reson- 
ant rales over the bases. If there is any expectoration, 
the sputum is scanty, tenacious and glassy. On micro- 
scopic examination, Charcot-Leyden crystals or Cursch- 
mann spirals are rarely seen but clumps of eosinophils 
are often found. The sputum is mucopurulent and con- 
tains the common bacteria only in those cases with 
bronchitis and moist rales. 

During the febrile period the spleen is moderately 
enlarged extending 3-5 cm. below the costal margin ; it 
is hard, smooth and not tender. The most striking 
feature is massive eosinophilia, responsible for consider- 
able leucocytosis ; the percentage of eosinophils (in one 
case as much as 88%) is higher than that of any other 
disease except eosinophil leukemia. Absolute numbers 
of neutrophil granulocytes and lymphocytes remain 
unchanged. All eosinophils are of normal size and shape, 
fully mature, and judged by the differentiation of their 
nuclei, are rather on the “ right side ’’. of Arneth’s classi- 
fication. The red cells are normal in number, shape or 
size; occasionally, mild secondary anzemia is present. 
The sedimentation-rate is moderately accelerated ; 
chemical constituents of the blood are normal. The 
urine and feces show nothing unusual. ; 

The X-ray picture of the lungs during the febrile 

iod shows a distinctive disseminate mottling of both 
ungs, the average single focus being about the size of 
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@ split with moderate intensity of its central shadow 
and ill-defined, blurred outlines. e diameters of these 
foci vary between 0:2 and 0-5 cm.; they are more 
numerous and usually slightly larger in and near the hilar 
regions, and commoner in the bases than in the apices} the 
foci are not confluent. Both lungs are equally affected 
and the similar distribution of the mottling is striking, 
as is the arrangement of the foci, which seem to follow 
the branches of the bronchial tree; they obviously 
represent bronchopneumonic infiltration of smaller and 
larger groups of alveoli. It is difficult to say whether 
the lesions in as an inflammation of the bronchioles 
with swelling of their epithelial membranes leading to 
occlusion of the lumen, collapse of the depending alveoli 
and subsequent exudation, or as a ger alveolar 
infiltration which spreads through the peribronchial 
lymphatics ; the anatomical distribution suggests the 
latter. Very few cases came under observation during 
the acute stage, but in those which did the infiltrations 
appeared at the end of the second week of the disease, 
when fever and hacking cough were well marked, and 
lassitude and loss of appetite at their most pronounced 
8 ; the mottling rarely lasts more than 4 weeks. 
R phy in patients in whom symptoms become 
ehronic. shows only prominent bronchial marki iden- 
tical with those found in chronic catarrhal bronchitis. 


TIOLOGY 

In every case careful search with dark-ground illu- 
mination was made for filaria in the blood (day and night 
specimens), urine, feces and sputum. No relation of the 
disease to age, or mode of life could be established. 
The youngest patient was 7 years and the oldest 52; 
but out of the total series of 81, 61 were between the ages 
of 25 and 45. ‘There were 72 males and 9 females. This 
does not necessarily signify a greater incidence among 
men, since in India men often leave their families up- 
country while carrying on business in the big cities ; the 

























































































| White-cell count 
— 
© o | Dura- : 
xis ion o a Total| ° 
ase, Sex|#8ltionot| Date | ae 
' 8 per 3 ge Blo 
c.mm. a k: s 

1) 16 | M |Mh| 5 dy. /Aug. 2, 1934/19,200| 48 | 35/17! .. 
Aug. 25 1934/ 41,500! 70 |.13 | 17 | 2: 
Sept. 21, 1934| 74,400 72 | 10 | 17 | “i 
7| 32 | M | H’|3mth./June 3, 1935) 33, 86) 4 3 
Aug. 20, 1935| 49,000} 89 | 1/|10/.. 
9| 39 | M | P |9mth.|June 24, 1935] 41,400] 67 | 25 a 
Aug. 21, 1935) 25,800! 80 | 7/13) 2: 
Nov. 4, 1935| 31,900] 68 | 13 | 18 | i 
13} 38 | F | P |2mth./Feb. 27, 1936) 29,300) 84} 3/11! 2 
Apr. 20, 1936) 23, 69 | 16) 14/ 1 
- | ay 25, 1936| 19,200) 76 | 13 | 10 | 1 
24| 45 | M | H | Few (Oct. 13, 1936) 20, 82 | 9 ais 
. | mth. |Oct. 31, 1936) 64,200) 17 | 15 | 11 | 3 
Dec. 4, 1936) 7800) 16 | 62 | 16/| 6 
*40/ 9} M | P |3mth.|Sept. 17, 1937) 34, 65 | 15) 18) 2 
Apr. 26, 1938 7800| 10 | 44 | 44 | 2 
45| 34 |-M | H |3mth./Feb. 7, 1938|28,600| 76 | 13/10), 1 
ar. 1, 1938] 11,200] 31 | 46 | 20) 3 
49| 25 | M | H | 4mth./July 27, 1938/ 18,300) 51 | 28 | 17 | 4 
Aug. 17, 1938) 21,900) 53 | 18 | 27) 1 
Sept. 23, 1938! 11,400] 15 | 56 | 22 | 7 
*52| 25 |M | A | 2 yr. |May 15, 1939} 17,200) 52 | 19 | 24) 5 
an. 18, 1940/ 5100} 15 | 40 | 41 | 4 
*61| 36 | M | H |8mth./Oct. 11, 1940/ 22,200; 80 | 12 | 6 | -2 
Jan. 25, 1941) | 5400) 5 | 61 | 30 | 4 
*64| 35 | M | P |8mth.|Jan. 10, 1941) 32,500| 78 | 15 | 5 /|-2 
Feb. 12, 1941). 7800| 12 | 58 | 25 | 5 
71| 37 | M | H | 2 yr. |Feb. 3, 1941| 23,300) 72 | 15 | 10 | 3 
| ar. 19, 1941| 19,200) 60 | 22 | 18 | .. 
74) 11 | M | Ht | 5 yr. |May 11, 1941| 41,600) 71 | 16 | 12 | ‘i 
Fune 5, 1941) 25, $1} 14 | 37| 1 
June 11, 1941) 12,200] 61 | 7/31) 1 
July 4, 1941] 11,200) 40 | 22 | 37; 1 
75| 26 | M | H | 5 yr. |SJuly 11, 1941/ 16,800) 43 | 13 | 43) 1 
July 21, 1941| 29,000] 60 | 25 | 10) 5 
Aug. 3, 1941/ 16,900} 47 | 20 | 33 | .. 
Aug. 13, 1941) 10,200) 14 | 46 | 38 | 2 
79} 10 | F | Mh | 6mth./May 19, 1941| 27,000) 52 15 30 | 3 
July 25, 1941) 35, 61 43]... 
Aug. 15, 1941) 12,000) 16 | 30 | 52 | 2 
80) 28 | M | H /8mth,/Oct, 31, 1941/ 19,000) 70 | 11 | 17 | 2 
Nov. 17, 1941) 45, 65 | 15 | 20! .. 
Nov. 24, 1941/ 19,400} 61 | 20 | 15 | 3 
. 5, 1941) 11,600) 28 | 45 | 23 | 4 





Some examples of the findings in 81 cases. 
* Observed by Dr. F. W. Berger, of Bombay. 

H = Hind Mh «Mohammedan, P = Parsee, CO = Indian 

E = European, A = Arab, and S = Sikh. 


greater seclusion of women may also contribute to the 
predominance of men in this series. The proportion of 
male to female cases in private practice in Bombay was 
much the same as noted in this series. Strict vegetarians 
and ‘meat-eaters, smokers and non-smokers, teetotallers 
and those who take alcohol are a ey 

tt uropeans 


- vulnerable. All races are affected, including 


among whom 4 cases have been observed. No fi 
or constitutional susceptibility exists; fot more 
one case has ever been observed in one family, however 
large. All classes of society are equally affected. No 
particular seasonal incidence could be established. In 
the table I have not quoted detailed histories because, 
apart from small individual variations, all cases con- 
formed to the description already given. Data for the 
remaining cases, omitted for reasons of space, are similar. 


DISCUSSION 


At first an allergic state was thought the most likely 
explanation; but as more cases were examined this 
interpretation could not be accepted. -The long and 
characteristic course of the disease, sometimes extending 
over many years, the X-ray findings in the lungs, the 
enlargement of the spleen,*the complete absence in all 
cases of any skin or gastro-intestinal symptoms or signs, 
and the response to treatment, were not compatible with 
this hypothesis ; also the constant and high leucéc is 
with its remarkable eosinophilia oorees against ergy. 
It is worth noting, however, that the cases (except 3) 
which I saw during 5 years of consultant practice in 
Bombay were living “near the sea, on the Bombay, 
Gujerat and Kathiawar coast and the Malabar and Coro- 
mandel coasts; the 3 exceptions liyed in Hyderabad, 
Allahabad and Cawnpore, but they, too, often used to 
stay near the*sea. uring the last 3 years in Bikaner 
(North-West Rajputana), although I have been seejng 
far larger numbers of patients, I have not come across a 
single case of the disease among the ee es ae 
of this part of India, which has a c with 
extremes in summer and winter. The 17 cases collected 
in this region (cases 65-81 of the series) occurred in the 
merchant community (Marwari) residing in or near 
Calcutta or Bombay, and there can be no doubt that their 
disease originated in those places. All except ore had 
come back to Rajputana, their native land, for a change 
of climate on the recommendation of their medical 
advisers. The exception was a young girl who lived for 
some years in a swampy area in the United Provinces. 
The influence of environment as an ztiological factor is 
therefore unquestionable. 

Though in many cases it lasts for years, the disease is 
benign, and no opportunity arose to study autopsy 
findings. Most of the cases had been previously diag- 
nosed and treated either as pulmonary tuberculosis or 
chronic bronchial asthma, any had been in hospitals 
and sanatoriums. In Bikaner, despite the fact that the 
doctors of the state medical service are familiar with the 
complex of symptoms, 2 cases had been admitted to the 
tuberculosis hospital; actually no case in the series 
showed any clinical or X-ray signs of tuberculosis. 

Only a white-céll and a differential count can easily 
confirm or exclude this disease, and they should always 
be done when there are suggestive symptoms. There is 
no connexion between the deinen and those pulmonary 
infiltrations with moderate leucocytosis and eosinophilia 
first. described by Loeffler, where there is a temporary 
localised infiltration of 1 without much disturbance 
of general health. Most of ffler’s cases were found on 
routine mass X-ray examination of factory workers, 
students, &c. ; here in India no such case has ever come 
to my notice. 

Treatment was, for a long time, purely symptomatic. 
Adrenaline alone or combined with liquid extract of 
ery: gives prompt relief during an attack of asthma. 

phedrine along with suitable doses of potassium iodide, 
ammonium chloride and codeine were efficacious in 
relieving MD epee of coughing. If treatment was 
i the symptoms soon returned with the same 
intensity as before ; even a long course gave no perman- 
ent benefit. Various pure and mixed vitamin para- 
tions were of some value in promoting speeuae and 








1. See Freund, R. and Samuelson, 8. Arch. intern. Med. 1940, 66, 
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general strength. Any other treatment including 
non-specific protein-shock therapy (milk injections 
and ae was useless, even to relieve 


sympto 

At pe end of 1936, one patient (case 24) already under 
observation contracted syphilis, and neoarsphenamine 
was given. When his white cells were counted after four 
injections (0-15 g., 0-3 g., 0-45 g. twice) it had fallen from 
64,200 to 7800 and the eosinophils had decreased from 
71% to 16%. His subjective symptoms had also van- 
ished. But it was not until 1938 that I realised this was 
no coincidence ; since then, cases have been systematic- 
ally treated with neoarsphenamine, which proved to be a 
quickly acting ific. Injections were given every 
fourth day usually in a course of six: 0-15 g , 0-3 g., 
0-45 g. twice or thrice ; the drug was dissolved in a. 10% 
solution of calcium gluconate to which ‘ Redoxon’ 
(Roche), 2 c.cm. (= 200 mg. ascorbic acid) was added.’ 
No untoward reactions were noticed. After the first 
two or three injections there is a tendency for a further 
ty pometr in - total cea , on as des Pa 
in the of eosino ater they abruptly 
dha ove sometimes even ar sendy five or six in feelin 
have been given, in other cases only after the end of the 
course. Clinical symptoms rapidly and completely dis- 
appear, usually after the third injection. My colleague 
Dr. F. W. Berger obtained equally good results with 
‘ Acetylarsan ’*(M&B), not more r € eight injections 
being required, starting with 1 c.cm., 2 c.cm. and con- 
tinuing with 3 c.cm. at the usual intervals. One patient 
ran a high temperature with rigor after the second 
injection, ‘vithout other signs. The blood-count revealed 
a sudden drop in leucocytes from 30,000 to 8000 and 
—" had almost Gheappeared from the capillary 

It is likely that other aromatic arsenic compounds 
would act eq oe! Byte even if given by mouth, but since 
the results with the technique employed were satisfactory, 
only one patient (case 80) was treated with any _. 
preparation, He was given ‘ Stovarsol ’ (M&B), gr. 2 
twice a day and the rise of white cells at the beginning of 
the course was pronounced. After a week’s interval he 
was given another 10-day course of stovarsol, gr. 4 twice 
a day, and a remarkable fall of eosinophils followed. 
The clinical signs disappeared about a week before he 
finished the second course. This case is still under 
observation. 

The peculiar conditions of consulting practice in India, 
where 4 iggomme: a do not continue to attend when they are 
relieved, made it impossible to follow up these cases at 
all closely. Since the beginning of 1938 all patients have 
been treated with neoarsphenamine ; detailed instruc- 
tions were usually given + their family doctors, whose 
coéperation in the final result was -also 
unfortunately lacking. Cases treated either as inpatients 
or outpatients in hospital usually left to return to work 
after the ccumpbition ot of the course of treatment. But the 
fact that not.one patient treated with neoarsphenamine 
for acetylarsan ever returned for advice seems a proof 
that no relapse occurred. Wherever possible, informa- 
tion was obtained from the family doctors which showed 
that patients treated in this way kept in good health. 


SUMMARY 

A new disease entity is described, characterised mainly 
by severe spasmodic bronchitis, leucocytosis and very 
high eosinophilia. 

The is common in India and affects people 
living near the sea. 

It has no relation to any other disease, particularly not 
to tuberculosis. 

Arsenicals are a specific and quickly acting remedy. 

I wish to thank my former partner in Bombay, Dr. F. W. 
Berger, for his codperation and for permission to include his 
eases; also Dr. 8. D. Sahasrabu anaes. for laboratory work on 
the cases seen in Bikaner. 


2. Dainow, T. Pr. méd. 1937, 45, 670. 











Derecrt or Smett Arrer Heap Insurny.—Major A. D. 
Leigh’s work on this subject (Lancet, Jan. 9, p. 38) was based 
upon material collected with the aid of a grant from the 
Medical Research Council. 
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HEPATOSPLENOMEGALY 
WITH OTHER CLINICAL REACTIONS TO 
SULPHAPYRIDINE 


H. VERNON WILLIAMS, MRCS 
MAJOR RAMC 


IN a series of over 1000 cases of gonorrhoea in soldiers 
the routine adopted has been to give 4 grammes of 
wean yp owner aily up to a maximum of 10 days; 
second courses were given only after an interval of at 
pod 6 days. In this series rashes were noted in 7% of 

‘After finding well-marked hepatic and splenic 
caieneiians | in one case particular attention was paid to 
this aspect of the reaction in the next 11 cases showing 
intolerance. : 
ILLUSTRATIVE CASES 

Case 1.—Urethritis (first attack). Received 40 g. 
sulphapyridine between July 12 and 22, with no signs of 
intolerance. Second course begun on July 29. On Aug. 6, 
when 32 g. had been given, developed malar flush, mild 
infraorbital cedema, reg cas er ape and rash beginning as 
erythema on chest and becoming morbilliform, with enlarge- 
ment of lymph-nodes in axilla, neck and groin. Sulphapyri- 
dine was stopped and fluid intake increased. On Aug. 8 rash 
was more definite and generalised. Temperature 9$9-2° F. 
Headache. Confined to bed. On the 10th rash wag fading. 
On the 12th rash and other signs noted on Aug. 8 were more 
marked, Aug. 13-15 rash scarlatiniform. Temperature 
100-2° F. in morning, rising to 102° F. in evening. Sordes at 
angles of mouth, Dys ia. Oral mucous membrane 
glazed and dry ; no membrane. All superficial lymph-nodes 
enlarged. Fone and feet slightly edematous. Respiration- 
rate up to 30 per min, ; fine rales at bases only. 

On Aug. 16 there was a dramatic change. Eyes almost 
closed because of facial edema. Rash now dusky and 
confluent over most of body, with thickening of skin. 
Some purpuric spots below knees. Feet more cwdematous, 
with bullz on dorsal surface and on some toes. Loose, non- 
productive cough. Respirations 40 per min., laboured, with 
expiratory wheezing. Only SP a barmce signs scattered fine rales 
and Yate agg emperature 102-6° F. in morning, 
104° F, in evening. -count slowed 16% “eosinophils. 
Urine scanty and Was dysuria ; trace of albumin. Liver 

two finger-breadths below costal margin and spleen three 
finger-breadths below. Patient looked and felt gravely ill ; 
lips and speech tremulous ; bowed, nodding head and 
hands. Some of the hand movements seemed definitely: 
Mentally clear. On Aug. 17 transferred to 
medical division under Capt. H. Parry Williams. Generalised 
exfoliative dermatitis. Temperature 104-6° F., pulse-rate 128 
and respirations 56 per min. On 19th condition was a little 
better ; spleen still two finger-breadths down and liver edge 
pable. By the 21st was much improved ; icteric index 4. 
On 23rd spleen smaller, exfoliative dermatitis and lymph-node 
enlargement resolving. On 28th liver and spleen not palpable 
and all signs and symptoms clearing. On the 30th some 
recurrence of rash. After this skin desquamated freely. 
Convalescence uneventful ; discharged to convalescent home 
on Sept. 24. 

A sample of urine examined spectroscopically for copropor- 
phyrin during the height of the attack was negative. 

Treatment given included free fluids, ephedrine gr. 1 
four-hourly, pot. cit. and sod. bic. 44 gr. 20 three-hourly, 
nicotinic acid 100 mg. b.d.s. increasing to t.d.s., calamine 
lotion, &c. to skin. 

When seen on Nov. 12 the patient seemed normal except 
that his hair was rapidly thinning. 

Case 2.—Fresh genorrhea (first attack). Received 40 g. 
sulphapyridine between Aug. 4 and 14, with no signs of 
intolerance. Second course begun on Aug. 21. On the 22nd, 
when 4 g. of sulphapyridine had been given, developed facial 

flush, infraorbital edema, conjunctivitis, cough with fine rales 
at bases, fever and morbilliform rash. General enlargement 
of lymph-nodes. -Spleen and liver both one finger-breadth 
below in. On 24th felt better, spleen and liver not 
palpable, tymph-nodes smaller, eyes clear, rash fading, no 
cough and chest clear, temperature normal. On 25th still 
slight enlargement of lymph-nodes; otherwise normal. 

Case 3.—Fresh gonorrhea (first attack). Sulphapyridine 

iven from Nov. 8 to 17; total d 36 g. Then developed 
slight malar flush, infraorbital Pp » mild conjunctivitis, 
slight cough with fine rales at bases, slight general enlargement 
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SUMMARY OF CLINICAL AND HEMATOLOGICAL FINDINGS - 
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Case .. oak Fy 1 2 3 4 
Day of onset 9 2 10 10 8 9 ll |} 9 6 9 | 8 ; 10 
Total ~~ aactedren aed ts. given 32 4 36 36 28 - 32 40 | 24 20 32 28 36 
Cou 2nd 2nd 1st Ist 2nd Ist 1st Ist Ist 2nd , Ist | - Ist 
Facial flus a os + + + + 0 + + + _+ 0 et. = 
Infenorbital cedema ;. + + + + + + + + + 0 ps ie 
eaienchae eae, . % + + + + + 0 + + + 0 + + 
os i + + + + 0 + + + + 0 + + 
Pyrexia + + + + 0 0 + + + 0 + + 
Adenitis + |. + + + + + + + | + + + + 
. Splenomegal +++ + + + + + ++ ++ ++ 0 0 tt) 
Hepatomegaly +++) + + £ + + ++ ++ ++ ++ 0 0 
Jaundice loci } 0 0 0 ee Slight Slight Slight | 0 0 ++ | 0 0 
Bronchitis he + Mild Mild Mild 0 0 0o | Mild + 0 i) 0 
Purpura <a et + 0 0 ay 0 0 0 0 0 0 0 0 
Exfoliative dermatitis + 0 0 0 0 0 0 vary 0 0 0 
mild 
Glazed oral muc. memb. | + 0 0 0 0 0 0 0 6 0 


White-cell Counts 





Total white cells : -. | 35,000:! 4300 | 9300 8000 | 5300 | | 6900 10,350 | 3600 | 
Lymphoc oF whet act da 29% | 20% | 14% | | 23% | 56% | 36% 
Polymorphs .. ak wef os | % 68% 73% | | 77% | | 67% | 36% | 56% | 
Eosinophils :- | 16% | 4% | 28 4%, | 2% 8% % | 4% 
Mononuclears as 2% 1% 4% 7% | | 2% rt | .4% 

t u | i 
- ons * Received 3 g. instead of usual 4 g. daily. 


of lymph-nodes, scattered morbilliform rash on front of chest, 
slight ever ; tip of spleen could be felt. On 19th eyes were 
clear-and rash paler ; spleen and liver both one finger-breadth 
down ; felt well. By 21st rash gone, liver and spleen not 
palpable, adenitis resolving. On 24th no symptoms or 
abnormal signs. 


DETAILS OF REACTIONS 


The clinical findings in 12 cases which showed 
intolerance to sulphapyridine, with the blood-counts, are 
set out in the table. The manifestations of intolerance 
appeared d the first course in 8 cases and during the 
second in 4. one of the latter had shown any intoler- 
ance during the first course. Except in one case 
symptoms appeared between the sixth and tenth days of 
therapy ; in case 2 they appeared on the second day of 
the second course. 

The earliest sign of intolerance appears to be ded by 
ment of superficial Pgs orto which aggro 
some hours or days the visible skin changes. 
axillary, epitrochlear and i nodes are all be: 
the axill being the most prominent and slowest to 
resolve. e glands are smooth, discrete, mobile and 
rubbery ; they show no tendency to break down and give 
rise to nosymptoms. They take about 10 days to resolve 
after cessation of chemotherapy. 

Fever is usual at the onset of symptoms of intolerance ; 
in this series 9 cases had pyrexia, ranging from 98-8° F. 
to 104:6° F. The rise of temperature is accompanied 
a shiny malar flush and sometimes facial cyanosis, wi 
puffiness and pallor under the eyes. The pases arr ie is 
injected to any degree from a few dilated vessels to 
pink eye. At the same time, or within a very few hours, 
an erythematous, matular, morbilliform or scarlatini- 
form rash appears on the chest and soon spreads to the 
rest of the trunk. In case 1 the rash began as a patchy 
erythema on the chest and through macular, 
morbilliform and scarlatiniform stages while becoming 
more-general; after that it became a dusky erythema 
with cedema and thickening of the skin, with the forma- 
tion of bulle and p porpare and finally an exfoliative 
dermatitis like that p ced by arsenic. The rash may 
progress in spite of the cessation of chemotherapy, but 
usually defervescence begins within 24-48 hours of 
stopping the drug. 

Splenic and hepatic enlargement was noted in 9 cases 
concurrently with the rash. Its degree ranged from one 
to three finger-breadths. The liver was tender but the 
spleen was not. The enlargement lasted from 2 to 14 
days, the usual time being 3-5 days; the liver was 
palpable first and its enlargement lasted longer than the 
splenomegaly. 

Obvious jaundice was present in one dase for a fort- 
night; van den Bergh’s test gave a delayed direct 
response (red colour in 90 sec.), the quantitative reading 
t in the urine. In 3 other 
conjunctiva appeared 338-48 
hours after the onset of skin and other manifestati 


, 


and the consequent cessation of chemotherapy; it 
lasted 4—7 days. - 
Pulmonary symptoms—cough with scattered moist 
sounds in the chest—were mild and appeared when the 
rash had become morbilliform or later; they were 
eonenty due to capillary bronchial spasm and cedema. 
xcept in case 1 the chest cleared within 2-3 days. 
Case 1 developed a dry oral mucous membrane 
with severe dysphagia 8 days after the cessation of 
chemotherapy ; no ulceration was present; the condi- 
tion lasted 5 days. had a dry mouth for 
2 ey ag beginning 2 days after the cessation of sulpha- 
e therapy. 
There was a definite diminution of urinary y conus for 
3 days in case 1 and a trace of albumin ut no 
hematuria. This case also showed mustular incodrdina- 
tion and tremor with athetoid movements; a similar 
reaction I am told has been noted in the treatment of 
lupus erythematosus even with small doses of sulpha- 


pyridine. 
White-cell counts were done in 9 cases ; case 1 showed 
a@ leucocytosis, case 9 a slight lymphocytosis, case 10 a 


slight degree of leucopenia, and cases 1 aan 8 an 


> eosinophilia. 


COMMENT 


Most of the reactions reported here occurred in 
November when there was very little sunshine. At 
midsummer, when patients constantly sunbathed in 
spite of orders to the contrary, the incidence of skin 
reactions was no higher than in the winter, and there was 
mo evidence that photosensitivity was the cause of any 
of the rashes 


Other. vene: ists will have noted the periodicity of 
sulpepension . Every 4-6 weeks there seems to 
be a “ rash mag Fa in which rashes get ppe ner frequent. 
Coinciding with this is a period of enhanced therapeutic 


efficiency of chemotherapy, in which most: cases of 
gonorrhoea (including the rash-free) clear up 3-4 days 
ke than usual, discharges from hospital being 
25-50% per week higher than during rash-free periods. 
Whether the drug undergoes changes if not used 
immediately or whether there are small variations in 
different pent es of the drug I cannot say. 


SUMMARY 

In 1000 cases of gonorrhoea treated with sulphapyridine 
the incidence of rashes was 7% 

Enlargement of the axillary lymph-nodes commonly 
i other signs of intolerance, and routine examina- 
jon of these glands may give useful warning of 
intolerance. 

Enlargement of liver and spleen is a common and 
early sign of intolerance. 

Cessation of sulphapyridine on the seventh day of 
therapy (with dosage Ty 4 4 g. daily) would lessen the 
incidence of severe reactions 

Photosensitivity plays little part in the production of 
rashes in sulphapyridine therapy. 
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sorted on by Robertson (1018) have been favour- 
ably re reported or on by Robertson rote), pcr (1937), 

astellanos and Riera (1937), Beumer and Schwartzer 
(1989), MacQuaide and Mollinson (1940), Whitb , pet), 
Vaughan (1941), Davidson and Stewart (1941), an 
Williams and Davie (1941). With the exception ae 
Robertson, who transfused Sear Chale thea having the same 
red-cell concentration as whole blood, the water wh quoted 
employed red-cell snsions containing a greater 
concentration of red cells than is found in whole normal 
blood—concentrated red-cell ons. The admini- 
stration of blood plasma has me an established 
practice. To obtain plasma, human blood is procured 
from the blood bank — the plasma is removed, the 
remaining blood-cells forming a by-product which is 
normally discarded. This by-product may be of high 
tenapentll value, and the investigations herein reported 
were carried out to determine the usefulness of trans- 
fusions of red-cell suspensions prepared from it. 


METHODS 

The red-cell msions were prepared from stored 
blood of group O. Bi lood was drawn from the donor into a 
bottle containing sodium citrate solution, each bottle 
finally containing about 100 ml. of 3% sodium citrate 
solution, and 440 ml. of blood. The mixture was then 
stored at 4° C., and after about 7 days (the actual period 
varied from 3 to 12 days depending on the local demand 
for blood and plasma) the supernatant plasma was 
remaining mass was filtered through a 

gas mantle, and the red cells from several bottles were 
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bulked and stored at 4° O. until required. The time 
elapsing between removal of the blood f from the refrigera- 
tor for processing and the return of the red-cell suspension 
for storage was under 2 hours; the suspensions were 
stored for 1-48 hours before transfusion. 
onkt bottle of red-cell suspension would contain about 
ml. of packed red cells, 157 ml. of plasma, and 75 ml. 
of citrate solution; this would furnish a suspension 
containing about is g. of hemoglobin per 100 ml. 
suspension. The ae the oe of sedimentation, the 
more concentrated th suspension became (fig. 1), 
bul an Will he econ. the eelationship fe not very close. 
Red-cell counts and i 
formed before and immediate 
cases, and at intervals thereafter. 
transfusion were made on oxslated venous blood, while 
subsequent estimations were made on capillary blood. For 
the red-cell counts the same r and various BSS 
diluting pipettes were used ; in all cases at least 900 cells were 
pms the coefficient of variation was 7-3%. 2 aanaieate 
estimations were made with a Newcomer disc, the vera 
determinations 


V ke manometric apparatus ; 
of h Segue estimations, as determined by 8 hemoglobin 


estimations on the same domme of blood, which senndiaiil 
11-6 g. of Hb. per 100 ml., was 1-8%. Since the coefficient of 
variation of hemoglobin estimations is less than that of red- 
cell counting, the former values have been used in drawing 
conclusions about the effects of transfusion. For the purpose 
of calculating the colour-index, 14-5 g. of Hb. per 100 ml. has 
been taken to represent 100% hemoglobin. 
Before transfusion, major and minor cross-matching 
of donor’s and recipient’s blood was carried out ; in no 
was incompatibility encountered, but in one case 
cold agglutinins developed during a course of trans 
fusions. For the cross-matching about 1 ml. of suspen- 
sion was removed from the bottle of cell suspension with 
a sterile Wright’s pipette; serum and red cells were 


“obtained from the recipient by means of a small puncture 


in the lobe of the ear, blood for its serum content being 
collected into a Wright’s tube, and red cells being 
collected into a small uantity of citrate-saline—the 
danger of injuring a valuable vein during collection of the 
recipient’s blood being thus avoided. With the excep- 
tion of one transfusion, where cold agglutinins were 
present, the suspensions were administered without 
warming; the transfusions were usually begun within 
an hour of removal of the suspension from the refrigerator. 
usions were administered with the Medical 
Research Council (1940) blood-transfusion apparatus, 
in oy diane venepuncture without exposing the vein 
When the red-cell suspension contained 
ja than 20 g. of Hb. pér 100 ml. transfusions could be 
begun without difficulty, but the rate of flow became 
irregular after about 30 min., and was apt to stop 
completely within an hour or so owing to the high vis- 
cosity of such suspensions. An attempt was made to 
force the blood into the vein under pressure by increasing 
the height of the blood container from the normal 4 ft. 
to 12 ft. above the vein ; this resulted in a slight improve- 
ment, but was not entirely satisfactory. A device was 
designed to place the suspension in the container under a 
pressure of about 120 mm. Hg; this was a decided 
improvement, but stoppages were still too frequent, and 
there was the ever-present danger of a bottle emptying 
rapidly, and air under pressure entering the vem. A 
Riddell’s (1939) pump incorporated in the delivery tube 
of the administration set was found the most satisfactory 
method of transfusing concentrated red-cell suspensions 
(i.e., suspensions containing more than 18 g. of Hb. per 
100 ml. ). It was found advisable to pump about 20 ml. 
of suspension fairly rapidly into the vein every half hour. 
or so, allowing the flow to continue by gravity in the 
interval. bbe! small veins could be employed if neces- 
sary, and the flow could be maintained by slow pumping 
where the combination of a small vein and a viscous 
suspension would otherwise have resulted in an inade- 
quate flow. 
RESULTS 
In all, 46 transfusions of red-cell suspensions have been 
administered to 22 adult patients suffering from the follow- 
ing ailments: anzemia after hemorrhage, 13 (cases, 1, 2, 4, 
6, 7, 10, 11, 12, 16, 19, 20, 21 and 22) ; chronic anzemia, 5 
(cases 8, 13, 14, 15 and 17); miscellaneous, 4 (cases 3, 5, 9 
and 18). Kighteen of the transfusions were administered 
to outpatients; transfusions were begun about 9.30 am, 
and the patient returned home about 7 pm the same day. 
The remainder of the transfusions were administered to 
inpatients. After a red-cell suspension transfusion, the 
patient usually reported that he felt better all round, 
that he had more energy, and took greater interest in his 
surroundings. In general, the patients appeared to 
derive as much benefit (as judged clinically) from a 
transfusion of red-cell suspension as from a whole-blood 
transfusion. 


Anemia after hemorrhage.—A series of 7 patients anzmic 
as the result of bleeding into the gastro-intestinal tract (cases 
4, 6, 10, 12, 16, 20 and 21) were transfused with red-cell 
suspension, and a satisfactory hemoglobin level was attained 
immediately after transfusion in all cases. Subsequent 
changes in hemoglobin are shown in table I. i 

transfusion was administered (cases 2, 7, 10, 16 and 21), the 
second column shows the number of days elapsing between 
transfusion and the final Hb. determination ; the third column 
shows the difference between the Hb. immediately after 
transfusion and the final Hb. Where two transfusions were 
administered (cases 6 and 12), the second column shows the 








DR. LESLIE WATSON : 
number of days elapsing between the first transfusion and the 
last Hb. determined before the second transfusion ; the third 
column shows the difference between the Hb. immediately 
after the first “transfusion, and the last Hb. determination 
before the second transfusion. The fourth column shows the 


TABLE I—CHANGE IN HZMOGLOBIW AFTER TRANSFUSION OF 
RED-CELL SUSPENSION IN CASES oF GASTRO-INTESTINAL 








peumanens nee 
| Days after | Change Days after } Change in 
Patient | ng ® Hb. te S( 7100 2nd ar 4 tee 
| transfusion | transfusion | -) 
2 42 0-3 rise ph + 
6 12 | 1-0 rise 9 0-5 fall 
7 } 30 0-2 rise <a 7s 
10 } 18 ; 0-4 rise ka } es 
12 j 7 0-8 fall 4 0-5 fall 
21 } 8 1-8 rise ae fae 
16 7 0-9 rise | 


BarAR of i ite RUBE: the second transfusion and 
the final Hb. determination ; the last column shows the differ- 
ence between the Hb. immediately after the second transfusion 
-and the.final Hb. 

™ Chronic anemias.—A group of 5 patients (cases, 8, 13, 14, 
15 and 17) had been under treatment as outpatients for 
4, 4, 6, 11 and 5 years respectively. 
h ic anemia (case 15 had a liver-factor deficiency in 
addition), and all had received more than average amounts 
of iron, liver by injection, and vitamins; special attention 
was also paid to the diet. This treatment had not produced a 
satisfactory hematological response. Repeated red-cell suspen- 
sion transfusions Ge table 11) have resulted, in 4 out of 5 cases, 
in a significant and sustained rise in the colour-index, increased 
hemoglobinisation of the red cell as judged from an inspection 
of stained blood films, and a rise in Hb. which persisted for 
longer than was to bee 
of the red cell in the circulation of the recipient. 
patients could be regarded as chronic invalids unable to work 
on account of their illness ; 4 have benefited to such an extent 
that they can now do a day’ s work without undue exhaustion ; 
the remaining patient (case 14) showed transient improvement 
lasting some 6 months, and has now asked for further 
transfusions. 


All the 


RISE IN HZMOGLOBIN AFTER TRANSFUSION 


It is misleading to say that a bottle of blood will raise 
the Hb. in the recipient by so much per cent. The rise 
in Hb. after transfusion depends on many factors, am 
which are the blood-volume of the patient, the degree 
anzmia, the blood-volume when the final Hh. is deter- 
mined (this depends to some extent on the time allowed 
to elapse between the end of the transfusion and the Hb. 
determination), and the composition of the transfusion 
fluid. Thus the rise in Hb. concentration for each litre of 
transfused blood of constant composition will be greater 
in an infant than in an adult, and greater when the Hb. 
before transfusion is low than when it is high. Further- 
more, when a blood-citrate mixture is transfused the 
blood-volume is. temporarily increased and the normal 
blood-volume is eventually restored by shift of salt 
solution and plasma from blood to tissue spaces. If the 
final Hb. is estimated immediately after transfusion 
(when the blood-volume is greater than normal), the rise 
in Hb. will appear lower than it is when equilibrium has 
been achieved. 

From an analysis of the data contained im table 1, 
it is apparent that there is a close correlation between 
the amount of Hb. transfused, and the rise in Hb. in 
the recipient. 

An assumption was made that all the Hb. transfused is 
present in the circulation at the end of the transfusion, but a 
similar assumption in regard to the added volume of fluid may 
not be justified, as it is known that many fluids, when given 
intravenously, leave the circulation in a very short time. 
Assuming that the final blood-volume is increased by the 
volume of the red cells transfused, plus the plasma transfused, 
the correlation coefficient between the rise in Hb. and the 
amount of Hb. transfused, when the regression line is forced 
through the origin (this is justifiable, for if no Hb. is trans- 
fused. there will be no rise in Hb.), is 0-9645 ; the slope of the 
regression line is 0-28570, and this slo to a 
blood-volume of 3500 ml., which is unlikely. When the 
regression line is calculated about the mean, the line passes 
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far frora the origin (b = 5-579). If it. ia, qnvumed that, the 
final blood-volume is increased by the volume of the trans- 
fused red cells only, then the correlation coefficient calculated 
about the origin is 0-9771, the slope is 0-21759, and the corres- 
— blood-volume is 4596 ml. The last assumption has 

accepted as it gives a higher carrelation jent, a 
blood-volume which approximates to that known to obtain 
in the average adult, and a regression line calculated about 
the mean which goes nearly through the origin (b = 0-2022), 
as it should. 

on eS Spe ine Se in the recipient after trans- 
fusion has been eg against the amount of Hb. 
transfused multiplied by a aed allowing for the 
increase in blood-volume due to the presence of the 
transfused red cells in the circulation ; this factor has 
been calculated as follows. 

Let : percentage of packed red cells in normal blood = 46 ; 
normal Hb.-content of blood = 14-5g. per 100 ml. ; i = initial 
Hb. in g. per ml. ; f = final Hb. in g. per ml. ; A = total Hb. 
in the body before transfusion, in g.; B = amount of Hb. 


TABLE II—RESULTS IN 46 RED- CELL beens acerabss seen 
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b. (g Red cells| 
r 100 (millions Red-cell | o 
De 1 per suspension | 3 | 
ml.) | ¢mm.) | E | 
e | j 
: ‘S 4 2/228 Condition 
| Si & keto. be Memb |e | 
“| s!l2)€) € \egige, 3) 3 
| oO | oO . | S pee | ; 
a) sje) tigei"s) ge 
j | id s Hos 4} 
| j 
A! 1/1| 7-510 |2-90\3-62)1000\16 10 | o 
| 1/2 | 10-7} 12-8] 3-61| 4311000 16 | 11 | par gt 
| 1/3|12 (13 | 4-06) 4-70, 800/ 20-5 8 |: 
2/1| 8-6) 12 3-60) 4-31) /1000| 22-5, 4 | ix Posto . anemia 
| 3/1) 6-3) sf tae tics 500) 19-2, 6 | .. calculus: 
| } = trans- 
| | : | fusion 
| 4/l| 9 | 10-4) 4-27) 4-47) 500) 16-3 “6 | Duodenal ulcer ; 
} | | me 
5/1| 9-3) 10-8] 3-14) 3-62] 300| 16-11 6 | x | Pernicious ansemia 
| 6/2/12 | 13-5) 4-04) 4-80/1000| 20-5, 10 | | Duodenal ulcer ; 
| 7/1| 9-5) 12-8] 3-56| 4-60/1000| 20-5| 10 ots Ly 
| *o) “ i x *o) ee ‘08 . 
| g/t| 5-5/°7 |3-47| .. 1700] 20-5 7 | °: |) “Idiopathie 
| /2| 6-8) 10-8] 3-96) 4-86 1300) 20-8 10 | °° steatorrhea ; 
| 8/3| 9-2) 11-8] 3-12) 4 3}1200 22, 8/n hypochromic 
| 8/5|10 | 11-7)3-02) 3-91) 900/ 16-6) 5 | anemia 
| 9/6| 6-6| 11-3] 2-22) 3.641150 21-4 12 1 |” Aplastic 
110/2| 6-9} 13-6) 2-25) 4-77|2500| 22-2! 7) .. Peptic ulesr ; 
\11/1 | 12-3) 15-2] 4-32) 5-06\2000| 22-2, 8! .. | Care. of rectum 
112/2| 11 | 14-5| 3-80) 4-90|1300| 19-2) 10 | °: | Duodenal uleer ; 
| | q melena 
/13/1} 7-7} 11-1] 4-35) 5-06)1200/ 21-6, 7) o 
113/2 | 11-2\22 | 4-49) 4-81) 500/20 | 7) 
'13/3|11 13 | 4-15| 4-89] 900/20 | 8 | a | Chronic 
\13/4|11 | 12 3-30) 3-78 500| 16-1 6 | i | hypochromic 
|14/1| 5-3| 9-5) 3-44) 5-00/1200) 19-2) 9 om 
/14/2| 10-5} 13 | 4-59| 5-25 940| 20-4, 8 | mm 
114/3| 9-7, 10-9] 3-85) 4-24) 540/168 2 | .. | 
|15/2| 6-4) 9 | 3-43\ 4-161000/22 8 | x | 
'15/2| 8°3| 10-3) 3-89) 4-64/1200/14-6 9 | 1 Poapy Be 
|15/3| 10-3) 13-1) 4-06) 486/100] 18-6 8 | 11 | of PA factor and) 
15/4 | 11-3) 12-7| 3-62) 4-10} 900] 17 5/1 | 
16/1| 7-4) 12-3) 2-32) 3-92|1500) 20-2, 6 | x | Gastric ulcer ; 
|L7/1| 7-2) 11-3) 4-65) 6-61/1000;16 5 | 1 Chionle hypo- 
| | chromic. micro- 
\17/2 | 11-6) 12-7) 4-44) 4-65, 500, 16-5, 5 | i eytic anemia 
—|!— — —|— 
B| 6/1| 5-2 | 11 | 1-85) 3-82/2000)15 | 2) .. | 
9/1}4°3 | 5-1) .. | 1. | 300/18-9, 7 |<. | 
9/5 | 5-46) 10-6) 1-78] 3-46|1300| 20-6 8 s 
112/1 | 8-3 | 11-8] 2-93} 3-95|1000| 21 Phony & 
|18/2| 7-2 | 12-4) 2-46) 4-441000/ 19-5, 7 | .. | Acute hemolytic 
| } anemia 
/19/1| 6-8 | 13-6] 2-23) 4-41/2100 Hs 1 10; .. | Postop. anemia 
20/1 10 | 11-3 are9 3-80) 500| 20-2, 8 | um! Peptieulcer; 
} | melena 
[21/1 | 5-3 | 11-6 1-52) 3-80|2000|20-6, 8 | mo Peptic ulcer ; 
| | meleena 
22/1/63 | 9-1 weneey 750| 21-5) 8 | w | Care. of sigmoid 
, ‘ur eee | | oe 
C 8/4} 10-2 .. 3-61 .- | 200/19 | 8, mm ; 
| 9/2) & | .. >. | 300/18-9} 3 | m y 
2. jee pee ~. | 300) 18-9) 2) .. | ; 
| 9/4 |i sia [3 500/21 | 5 | u " 
,9/7| 6-4) .. 450| 20-2) 8 | um | ts 
asin) 39 °° |r 13) * | 450] 20-2) 10 |. | : 
* The first figure indicates | umber of of the case ‘the second the 
aw a of — transfusion ; thus 1/3 = the ey the transfusion 
ven to case 1 


A = Com 6 
ms plete records. Final Hb. estimated immediately after 


B = Final Hb. estimated several hours after transfusion. 
C = Incomplete records. 
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added during transfusion, in g.; V = initial blood-volume of. 
the patient ; ov SER ed wales Ca, due to the 
added red cells). 

Thnf=A+B/V+v 

Since A = iV 


Therefore fv +fV =iV +B 
fV —iV = B — fv 
V(f — i) = B — fv 
f —i =1/V (B — fv) = the rise in Hb. 
Since 100 ml. of blood contains 14-5 g. Hb, 45 ml. of packed 
ted cells contains 14:5 g. Hb. 


Therefore B = (145/45 xv) ml. 
v = volume of added red cells = B (45/14-5) ml. 
f—i=1/V (B —f x B x 45/145) 

- = 1/V (B) (1 — f 45/14-5) 
If the rise in Hb. is plotted on the y axis, and the Hb. added 
multiplied by 1 — f 45/14-5 is plotted on the x axis, then the 
slope Mill be 1/V, and the initial blood-volume at which this 
relationship holds is V ml. 


It has been noted that the Hb. after transfusion 
depends ly on the quantity of red cells transfused 
and the increase in blood-volume peeing from trans- 
fusion. After an exceedingly rapid transfusion of large 
volume and low red-cell concentration, a decided 
increase in blood-volume, and hence a low Hb, immedi- 
ately after transfusion, might be anticipated. To 
determine the effect of these and other variables, the 
effect of rate of transfusion, reciprocal of rate of trans- 
fusion, volume age of the red cells before 
transfusion, and the reese Min. fg of the red-cell suspen- 














7h f 
E6r 7 
8 ob ut 4 
ee) . ® ol 
be ete 
rr ee 7 
2 : 79 4 
J ee ew 
ir e “4 
i L 1 L i i 
0 100 20 300 
. Hb. Given x (I -% X Final Hb.) Grammes 
Fig. 2 


sion on the rise of Hb. has been examined by calculating 
the correlation coefficients of deviations from the regres- 
sion line about the.origin. None of these variables has a 
significant effect-on the rise of Hb (table mr). — 








TABLE UI 

_ | } P DF 
Rate of transfusion — 0-160 > O01 29 
Reciprocal of rate of transfusion | + 0-229 > 0-1 29 
Volume ti d |= 0-0015 > 0-1 29 
Reciprocal of volume transfused j= 0-115 >01 29 
Age of red cells transfused .. (| — 0°01052 > 0-1 29 
Concentration of suspension . +0-001161 >0-1 29 








A “t” test has been FEES SME rise in Hb. after trans- 

between transfusions accompanied by.a reaction, and 
between reaction-free transfusions, and no significant 
difference between the rises has been found (t = 1-52, DF = 
29, P lies between 0-2 and 0-1). 


LIFE OF THE TRANSFUSED RED CELL IN THE 
RECIPIENT’S CIRCULATION 
No effort was made to determine the life of the red-cell 
suspension in the circulation of the recipient, but there is 
no reason to believe that a red cell transfused as a sus- 
ion should have a shorter life than one transfused 
in the more usual citrated blood mixture. It is of interest, 
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however, to examine the record of a case of aplastic 
ansemia (case 9). For two months the red-cell count and 
hemoglobin had remained constant, and it appeared 
that the patient’s blood-forming tissu@ could produce 
sufficient red cells to maintain a blood-count of about 
1,000,000 red cells per c.mm., and 4 g. of Hb. per 100ml. 
A series of red-cell suspension transfusions were admini- 
stered (table m). It was found (fig. 3) that after the 
transfusions in February and March the red-cell count 
and Hb. content fell gradually to the pre-transfusion 
level in approximately forty days. This period seems 
to represent the maximum life of the transfused cell, the 
red cells being stored for six to ten days before trans- 
fusion. The transfusions in April were nd are 
twelve or thirteen days old, and (= red cells a 
survive about fourteen days only. It shoul noted 
that no glucose was added to the anticoagulant mixture. 
investigations could not be carried out because 
the patient was discharged home at her own request. 


REACTIONS 

No types of reaction were encountered that do not 
occur with transfusions of whole or citrated blood. The 
reactions are arranged according to Riddell’s (1939) 
classification. 


Grade I. Rise of temperature to 100° F. with no 
other objective changes .. 8 


Grade ITI. Similar or greater rise of temperature ; cold 
shivery feeling without actualrigor .. 17 


Grade III. With a definite rigor. . ie ie. a 
No reaction of be v ar ale ie: a 


Cases 


Half-hourly temperature charts were kept during and 
for some hours after transfusion. From Dec. 7, 1940, to 
Feb. 26, 1941, 19 transfusions were administered, 5 of 
which were associated with reactions. From March 5, 
1941, to Sept. 11, 1941, 20 transfusions were admini- 
stered, 18 of which were-associated with reactions. The 
average period of storage of the blood before transfusion 
was about the same in the two periods, and it seems 
likely that some factor other than the period of storage 
was responsible for the reactions. Simee this factor may 
mask any real influence of the period of storage on the 
reaction incidence no conclusions can be drawn from the 
data on this point. It has been noted already that 
a reaction had no significant effect on the rise of Hb. 


DISCUSSION 
Uses of red-cell suspension.—When a patient is anzemic 
as a result of external blood loss, the bone-marrow is 
normally quite able to restore the lost cells, and blood- 
transfusion is required to keep the patient alive during 
the period of red-cell regeneration or to ~~ pe the 
clinical condition. In the present series of 7 cases of 
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uncomplicated anzmia due to blood loss, a satisfactory 
Hb. level was attained in all. In these- pees none of 
whom showed evidence of continued blood loss immedi- 
ately before or after transfusion, it seemed that blood 
regeneration eeded as rapidly as the transfused cells 
were remov from the eirculation, and that when a 
satisfactory Hb. level had been attained the functional 
aetivity of the erythropoietic tissue was sufficient to 
maintain that level. Since a satisfactory Hb. level can 
be attained by the transfusion of red-cell suspensions, 
and since the post-transfusion level remains more or less 
constant while red-cell regeneration is oecurring, it is 
suggested that the transfusion of whole blood could well 
be replaced by red-cell suspension transfusions in these 
cases. The red-cell suspension is a by-produet of the 
plasma preparation process, and thus makes no call on 
blood-donors, whose blood can be reserved for those 
cases requiring fresh blood, or for conversion into plasma. 
Since most transfusions administered in a general hospital 
are called for on account of external blood loss, the use 
of red-cell suspensions for these cases would result in a 
substantial economy in whole blood—an important 
consideration at a time when large calls are liable to be 
made on the blood-donors’ services. 

The indiscriminate transfusion of group O blood may 
not bé “Without risk, especially when the isoagglutinin 
titre 6f the donor’s plasma is high. This risk may be 
accentuated when large volume transfusions are admini- 
stered to extremely anzmic patients of other tham group 
O. The use of group O red-cell suspensions results in a 
lower volume of 4 ez mare being transfused ; the risk of 
reactions due t@the isoagglutinin is reduced accordingly 
if the red-cell suspension is employed and. hence fewer 
heterogeneous agglutinins transfused. 

When large volume transfusions are contemplated 
(e.g., where it is desired to inerease the Hb. of the patient 
» by say 8 g. per 100 ml.) about 3400 ml. of stored blood, 
which contains about 11-8 g. of Hb. per 100 ml. will be 
required, whereas 1820 ml. of red-cell suspension contain- 
ing 22-0 g. of Hb. per 100 ml. will produce the same rise 
in Hb. The use of the smaller volume transfusion is 
desirable, as the alteration in the recipient’s blood-volume 
is kept relatively low. 

The property of the red-cell suspension of producing a 
maximum rise in Hb. with a minimum transfusion volume 
is of advantage where there is a special danger of cireula- 
tory failure due to overloading—for example, in chronic 
anzmias with low Hb. levels, or where it is desired to 
administer transfusions to outpatients. Outpatient 
transfusions present several new problems. Patients 
pee ll to benefit from this form of treatment are usually 

ering from chronic anzemias requiring a series of 
thanefusions ; it is desirable therefore to make a special 
effort to cause the patient the minimum of discomfort 
and to avoid untoward events during or after transfusion. 
Special care should be taken to prevent the contamina- 
tion of the suspension with pyrogens, for should a reaction 
oceur it is unlikely that the temperature will have 
returned to normal by the time the patient is ready to be 
taken home. 

In all transfusions administered for chronic anzmia, 
there is a danger of overloading the circulation ;_ this 
danger is increased if the anemia is complicated b 
waning cardiac reserve due to the anemia or any other 
‘cause. When a transfusion is given to an a ee 
provided there are no symptoms of overloading during 
the transfusion, and provided no pyrogen reaction 
pte which might, through the extra load on the 
circulatory system, ees itis us circulatory failure after 
the transfusion is ended, it is unlikely that the circulation 
will fail later on, since the patient is kept under super- 
vision at complete rest in When outpatients are 
transfused circumstances are ‘different : it is always 

ible for the patient’s circulation to be on the verge of 
failure, warning signs and symptoms being absent ; and 
provided there was no post-transfasion reaction, ‘there 
would be no ill effect as ae as the patient remained at 
complete rest. Any exertion, however, might precipi- 
tate failure, and this is most likely to when the 
patient has arrived home, out of sight of doctor (who 
will have warned him to avoid any form of exertion until 
the next day) and out of reach of immediate medical 
help. Realising the danger of incipient overloading, the 
operator ¢an plan his transfusion so as. to leave a reason- 


give menain margin of safety, and it is in this form of transfusion 
a ements paps ser d en 
since it provides a means of raising the Hb, 

fusion volume about half that required when Siteated 
but otherwise unmodified blood is used. 

Dosage.—No simple relationship holds between the 
concentration of the red-cell suspension: and the expected 
rise of Hb. in the recipient, but where the aim of the 
transfusion is to increase the Oxygen-carrying power of 
the blood the benefit derived from transfusion, in any one 
case, is directly related to the red-cell content of the 
fluid transfused. Concentrated red-cell suspensions are 
the medium of choice because they contain more red cells 
per unit volume thac whole or Titrated blood. If the 
pretransfusion Hb., the body-weight of the recipient, 
and the desired rise of Hb. are known, the transfusion 
volume can be accurately prescribed :—. 

Initial Hb.: 5 g.. per 100 ml. Body-weight: 55 kg. 
Desired Hb..after transfusion: 15 g./100 ml. Hb. concen- 
tration of red-cell suspension : 20 g. /100 ml. 

Then, blood-volume is approximately 55/11 = 5 litres. 

Total Hb. in body before transfusion is 

5000 x. 5/100 = 250 g. 
Total Hb. in body after transfusion is 
5000 x 15/100 = 750 g. 
Therefore the amount of Hb. to be added is 
750 — 250 = 500 g. 
500 g. Hb. is contained in 2500 ml. of the suspension. 


This method of calculating dosage is especially valuable 
where children are concerned. That the final Hb. as 
estimated immediately after transfusion is a little lower 
than the figure anticipated need cause no concern. The. 
patient has the-desired additional red cells circulating in 
his blood-stream, and the aim of the transfusion has been 
fulfilled. -As the temporarily increased blood-volume 
returns to normal, the Hb. per 100 ml, will rise 
accordingly. 

Recommendations.—Concentrated red-cell suspensions 
are the transfusions of choice where the aim is to restore 
a reduced oxygen-carrying power of the blood. 

Fresh blood should be used in preparing the suspen- 
sions, which should be administered aftér the shortest 
possible period of storage. Where the transfusion is used 
to replace blood lost by hemorrhage, stored blood is 
satisfactory, especially if glucose is added at the time of 
collection of the blood from the doner. 

Group O blood should be used for making the suspen- 
sions, especially when such red cells are available as a 
by-product of blood plasma Soo. 

- ne should not be warmed before adminis- 
ration 

A Riddell’s pump should be incorporated in the 
administration apparatus when concentrated suspensions 
are transfused. 
aan transfusion volume should be calculated in terms 

Patients suffering from refractory anzmia should be 
given the benefit of repeated red-cell suspension trans- 
fusions, in the outpatient department if beds are not 
available. The maximum volume transfused to an 
outpatient should not exceed 1000 ml. on any one 
occasion. 

SUMMARY 


A series of 46 transfusions of red-cell suspensions have 
been administered to 23 patients ; 18 of the transfusions 
were administered to outpatients, who returned home a 
few hours after transfusion. 

The suspensions, which were prepared from a. by- 
yeoman available through the steady demand for blood 

contained about 18 g. of hemoglobin per 100 ml. 
Reaneftesione were administered with the MRC blood- 
transfusion apparatus ; a Riddell’s pump was useful in 
maintaining a satisfactory flow when the Hb. concen- 
tration exceeded 18 g. per 100 ml. 

Red-cell suspension transfusions were found to be a 
satisfactory substitute for whole-blood transfusions when 
the aim is to increase the oxygen-carrying capacity of 
the patient’s blood. These transfusions are especially 
valuable when it is desired to obtain the maximum rise 
in Hb. with the minimum transfusion volume (e.g., in 
outpatient transfusions, or where there is a waning 
contias reserve, or where the pretransfusion Hb. is very 
low). When large volume group O transfusions are 











sr OS P&S 





THE LANCET] 





administered to saliailts of een Ginn group O, the use 
of the s msion reduces the risk of a reaction due to 
the ion of large quantities of iso-agglutinin. 
A group of 5 outpatients, who suffered from refractory 
chronic hypochromic received a small series of 
transfusions, and 4 of these patients derived great benefit 
which has persisted, so far, for 8-9 months. 

The rise in Hb. follo wing transfusion of red-cell sus- 
pensions is considered, and a relationship is shown to 
exist between the amount of Hb. used, and the 
rise in Hb. in the recipient, The rate of transfusion, 
the reciprocal of the rate of transfusion, the volume 
transfused, the reciprocal of the volume transfused, the 
age of the red cells, the concentration. of the suspension, 
and the presence or absence of a transfusion reaction 
have been shown to exert no influence on the rise in 
Hb. in the recipient. 

As the Hb.-raising power of any transfusion medium. 
cannot be expressed accurately (or: even helpfully) in 

verms of “‘ so much % rise in Hb. per pint transfused,” a 
ina method of calculating the transfusion volume is 
suggested ; this method is especially valuable in trans- 
fusing the young. 

The utilisation of red-cell suspensions, which are 
prepared from a discarded by-product, reduces the calls 
made on the blood-donor panel. 


I wish to thank the honorary staff of the Leeds General 
Infirmary and the Leeds Publie Dispensary and Hospital for 
giving me access to cases under their care, Dr. W. 8. Stanbury 
for the supply of the red-cell suspensions, and Mr, R. C. Palmer 
for assistance with the statistical analysis. 
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PENTOTHAL SODIUM ANZSTHESIA FOR 
CYSTOSCOPY 


L N. BiuseEer 
FRCS . 


SURGEON EMS, AND TEMPORARY 
SURGEON TO THE CONNAUGHT HOSPITAL 


THE purpose of this article is to suggest a method by 
which i en" may be carried out with comfort. both 
to the a iy hap the operator. The use of intravenous 
anzesthesia for cystoscopy is well known, but as used up 
to date it has. been inconvenient for period aston Pp 
on account of the long recovery period. 


J. H. Drxon 
MB CAMB., DA 
ANZESTHETIST, 
EMS 


method in all cases seems “ao yore: publication at this 
stage. The investigation was primarily conducted with 
a@ view to finding a method of anesthesia suitable for 
outpatient. cystoscopy. 
Method.—In 6 c.cm. of distilled water 0-5 g. of ‘ Penthothal 
Sodium ’ (Abbott) is dissolved.. The patient and instruments 
are prepared so that the cystoscope can be as.soon as 
anethesia eter eee ree mapily & (0-3. g. of 
*pento is inj intrav: as ly as possible 
through a no. 14 SWG needle. ae rrannannapie 
peor fy whales has ay 2 ae 
lost a few are to before the cy: 
is passed, Reise tee i eee 
18 sec. from the beginning of the injection. If the patient 
was not completely unconscious by this time we administered 
the pa tye 2 c.cm. of a a but this was rarely 


ton of tho aan a 0 ee was given, 
the cystoscope was passed and a further 0-2 g. was injected 
two: minutes later, as rapidly as before. 


Rapid injection is essential to ensure complete loss of 
consciousness with the small dose of anzsthetie used, 
and also to bring about’ rapid: recovery. Though the 


MR. a DR. DIXON: PENTOTHAL SODIUM ANZISTHESIA FOR CYSTOSCOPY [JAN. 23, 1943 ill 


patient recovers consciousness quickly, the cystoscopy 
may still be continued satisfactorily, since he remains 
sufficiently stuporous for about ten minutes longer ; 
during this period he can respond to instructions and 
appears to be quite comfortable. The withdrawal of the 
cystoscope may cause a momentary twinge of pain, but 
the patient rarely remembers this afterwards. e only 
complaint on recovering consciousness is, as a rule, a 
pressing desire to micturate. Delirium and excitement 
are absent. Unless the injection is made rapidly, the 
patient will be incompletely anwsthetised, and without 
supplementary anzsthesia cystoscopy will be difficult ; 
moreover, complete return to consciousness will be 
delayed. There is on an average three minutés complete 
anesthesia during which the bladder neck and trigone 
may be examined comfortably. After this time any but 
gentle movements of the cystoscope will tend to wake the 
patient and result in some reaction on his part, but he is 
easily controlled by a few encouraging words. At the 
beginning of anzsthesia there was in nearly every case 
cessation of breathing for varying periods up to half a 
minute. None of the patients became cyanosed, no 
anxiety was ever felt, and there was never any need for 
restorative measures. 

Ureteric catheterisation was carried out on 11 patients 
satisfactorily. In all these 0-3 g. was followed by 0-2 g. 
The patients remained deeply unconscious for an average 
of three minutes, the average time of operation being 
ten minutes. The completely anzsthetised period was 
almost the same as when only 0:3 g. was used; the post- 
anzsthetic stupor was deeper and enabled the catheter- 
isation to be carried out without any trouble. In all cases 


‘ the patient recovered sufficiently to coéperate fully with 


the radiographer in the X-ray room adjoining the theatre 
by the time he was taken there. 

The ages of patients ranged from 19 to 44 years and 
there appeared to be no appreciable difference in 
reaction to the anzsthetic on this score. All patients 
were able to get off the table with assistance and to walk 
to their wheeled chairs, although at this time their 
behaviour and gait were drunken in character; this was 
10-15 minutes after the first injection. Full recovery 
was invariable within an hour, although at the end of 
this time some patients still complained of slight 
muzziness ; they were, however, considered to be fully 
capable of going home. Except for one patient who 
complained of violent nausea, there were no unpleasant 
after effects. 

In 3 cases the recovery of consciousness brought with 
it evacuation of the bladder alongside the cystoscope ; 
this was probably due to the fact that the bladder had 
been overfilled. When this happened it was found 
satisfactory to stop the examination for a short period 
until the patient was sufficiently awake to follow 
instructions. 

Cystoscopy, using the above technique, was carried 
out in a further 5 patients whose ages ranged from 59 to 
77; the number of cases in this group is so small that we 
do not feel disposed to express any opinion except to 
record that results were uniformly satisfactory. 


SUMMARY 


Pentothal sodium anzsthesia has been found successful 
in 55 consecutive cystoscopic investigations. A dose 
of 0-3-0-5 g. seems to be rigs spe safe. 

It is essential to injeet the anesthetic rapidly if 
fen anesthesia 1 is to be attained. 


For Suncgons’ Sons.—Under the will of Mrs. Emily Wilson 
Barkworth grants can be made to the sons of fellows and 
members of the Royal College of Surgeons of England who 

need financial assistance to meet the cost of their education at 
Winchester College. The number of candidates so far does 
not suggest that this limited application will lead to sufficient 
use being made of the income of the trust. The trustees are 
therefore considering whether they should apply for permission 
lee make selections from a wider field, but before consenting to 
ent of the field the council of the college wish to 
pad! certain that applications from fellows and members are not 
likely to be sufficient to ensure full use of the trust. They there- 
fore ifort if fellows and members. who are anxious to take 
advantage of the bequest will communicate with Sir Alfred 
Webb-Johnson, PRCS, at their earliest convenience. 
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. Reviews of Books 


Chemistry and Physiology of the Vitamins 

H. R. Rosenserc, ScD. New York: Interscience Pub- 

lishers, Inc. ; London: Imperia Book Company. Pp. 674. 

£3 12s, 

VITAMINS are substances mainly of biological interest, 
so that the reader expects a book with such a title to give 
more space to the biological aspects than to the chemical. 
In this book, however, chemistry occupies first place not 
only in the title ; it gets more than four times as much 
space as the physiology of the vitamins. - Descriptions 
of their biological properties are thus somewhat 
scrappy and unbalanced, and unimportant details—for 
example, the discussion of deficiency of vitamin E— 
gets four pages while deficiency of vitamin D, about 
which much more is known, gets only one, The chemi- 
stry, however, is exhaustively covered, and many will 
be glad to have Dr, Rosenberg’s comprehensive review of 
it. He describes methods of isolation, properties, 
chemical constitution, synthesis and industrial methods 
of preparation, with copious references to published 

_work,.. His survey covers not only the less well-known 
vitamins such as pantothenic acid, inositol and vitamin 
P, but what he calls vitagens—substances such as the 
essential fatty acids, essential amino-acids, essential 
carbohydrates and choline. Here again his physiology 
is rather sketchy: for example, he says that animals 
on a completely carbohydrate-free diet do not survive. 
But the k is the most-complete account of the 
chemistry of the vitamins now extant ; 
workers will value it; and industrial chemists will wel- 
come. the index of vitamin patents issued in Europe and 
the , though others may grudge the 60 pages dedicated 
to this purpose in an expensive book. 


Young Offenders 
An Enquiry into Juvenile Delinquency. A. M. Carr 
SaunpERs, HERMANN MANNHEIM, E. ©. RHODES. 
London : Cambridge University Press. Pp. 165. 7e. 6d. 
BEING camposed mainly of tables: compiled after 
careful inquiry into the varied causes of juvenile delin- 
quency, this is a book to refer to rather than to read 
outright. No-one can afford to be complacent about the 
increase in juvenile crime. Many and complex factors 
have contributed to its development, and the authors 
are careful not to be dogmatic, or to give the impression 
that the answer is simple or easy to find. Published 
work is briefly surveyed ; their compact and informative 
account does not seek to replace personal and individual- 
istic studies of delinquency, but to convey the setting 
and background of juveniles charged with offences. The 
scrupulous freedom from bias prevents the book from 
being exciting, but the facts are there, set out in a way 
which makes them easy to follow. 





Neuro-anatomy 


Watter R. Sprorrorp, PhD, instructor in anatomy, 
Vanderbilt University, Nashville, Tennessee. London: 
a Milford, Oxford University Press. Pp. 110. 
To write an outline of the nervous system, to condense 

it within the narrow compass of 110 pages and to make it 
intelligible without the aid of any illustrations is a task 
from which most anatomists would shrink. Dr. Spofford 
is to be congratulated on having achieved this feat with 
judgment and skill; though it is to be doubted if any 
eneral practitioner ’’ or ‘‘ advanced student ”’ could 

e full advantage of the mass of catalogued facts unless 

he used the outline in conjunction with a good anatomical 
atlas. Probably those who avail themselves of this 
summary of neuro-anatomy will use the interleaved 


blank pages for drawing their own of the 
structures described in the text. Used in this way it 
should constitute a useful discipline; and for those 


whose visual memoty of the structure of the central 
nervous system is already well established it will provide 
a summary by which they can refresh their memory of 
the intricate interconnexions of the various elements, 
The book is provided with an adéquate index and a brief, 
but well chosen, bibliography. 


laboratory > 


Athletic Injuries 


(2nd ed.) Auagustus THORNDIKE, MD. 
Kimpton. Pp. 216. 15s. 


In this little work Dr. Thorndike gives details of acci- 
dents seen during 0’ i games in Harvard University 
from 1932 to 1941. Arguing from their frequency and 
severity he makes out a good case for the establishment. 
of adequate medical organisation to deal promptly with 
them; but the elaborate arrangements at Harvard 
might not find many supporters in this country. Dr. 
Thorndike heids that only the fit ought to be allowed to 
play the more violent field games, since the unfit are so 
likely to sustain injury. He shows that injuries become 
much less common as the season advances and the 
players become fitter. The physical training and recrea- 
tion of our armed forces results in many casualties, more 
than some think reasonable, and this little book shows 
how comnion such athletic injuries are. It will appeal to 
those concerned with men under training and their 
* attributable injuries.”’ 


Midwifery 


(7th ed.) Zen Teachers. Editor: Crirrorp Wuire, MD 
Lond., FRCP, FRCS, FRCOG. London: Edward Arnold. 
Pp. 545. 18s. 


Tus is the best edition so far of a well-tried standard 
short textbook of obstetrics. Like its fellow volume 
Diseases of Women it has been carefully and completely 
revised, shortened, compressed and i with a new 
vigour. The chapter on abnormal pelves and pelvi- 
metry is now brought up to date and thereby fulfils 
a need felt in former editions. In the chapter on anzs- 
thetics in obstetric page the authors give a compre- 
hensive survey of the dangers of chloroform, to which 
they rightly draw attention ; but they still recommend 
it because of its speedy action and simplicity of admini- 
stration. The illustrations are a great improvement on 
previous editions. As a textbook for students it repre- 
sents the standard London point of view. 


London: Henry 


Handbook on Diseases of Children 
(3rd ed.) Bruce Witi1aMson, MD Edin, FRCP. Edin- 
burgh. E. and S. Livingstone. Pp. 364. 12s. 6d. 


SINCE the second edition of this handbook appeared in 
1936, the introduction of the sulphonamide group of 
drugs has so altered the treatment and prognosis of many 
pediatric conditions that this event alone would call for a 
revision of existing textbooks. The author has paid 
suitable attention to modern chemotherapy in his 
revision and has also: added a short section on diet in 
war-time. The number of illustrations, well chosen and 
reproduced, has been / increased. Apart from such 
changes the book retains its original character. While 
it provides a useful and readable introduction to pedia- 
trics for students who are beginning their clerking in a 
children’s ward or hope to revise the subject rapidly for 
an examination, its compass is too limited and treatment 
is dealt with too superficially to meet the needs of general 
practice. 


Allergy : Strangest of All Maladies 
Warren T. VavuaHan, MD. London: 
Pp. 160. 10s, 6d. 

Dr. Vaughan describes allergy in simple terms for the 
layman, recounting the development of the modern 
conception of allergic conditions, and the theories of, 
humoral and cellular mechanism. He quotes from his 
experience dramatic and unusual cases to illustrate sensi- 
tivity to foods, inhalants and skin antigens ; and rightly 
stresses the importance of the psychogenic factor and of 
the conditioned reflex or habit by which asthma attacks 
are produced by very minor stimuli, insufficient to have 
caused attacks when the patient first developed symp- 
toms. He estimates allergic sufferers in the United 
States as 6 million each with hay-fever and skin con- 
ditions, and 3 million each with asthma, migraine, 
urticaria and allergic indigestion: He ascribes the cause 
of these large numbers to the artificial living conditions 
of the modern age, such as treated foods, _new drugs and 
chemicals in ae central heating and the motor-car 
—a world: unfit for allergics to live in, indeed, 


Hutchinson. 
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VITAMIN THERAPY 





Safer Pregnancy and Puerperium! 


The addition of vitamins and mineral salts to the 
dietary of expectant mothers has a profound influence 
on the course of pregnancy and labour and on the 
well-being of the new-born child. This has been 
placed above all controversy by the results of recent 
large-scale and well-controlled clinical experiments. 


Investigations carried out in London’, involving 
a study of the records of over 5,000 pregnant women, 
showed that there was a dietary deficiency of 
Vitamins A, B, and C in about 50 per cent. of 
cases, of calcium in 70 per cent., and of iron in 
98 per cent. 


CONTROLLED INVESTIGATIONS 


After the provision of supplements containing 


* adequate amounts of vitamins A, B complex, C and 


D, with calcium, iron, iodine, manganese and copper, 
the following significant results were noted :— 
Among 1,530 primgravidae the toxemia rate was 
- 27.1 per cent. as compared with the rate of 31.7 per cent. 
in a control group of 1,512 primigravidae not receiving 
the supplement. Based on an annual birthrate of 
600,000, this represents a possible-reduction of 10,000 
cases of toxemia per annum by the use of a pre-natal 
diet adequate in vitamins and mineral elements. Note- 
worthy, too, was the effect om the new-born infant, as 














THE USES OF VITAMIN E 


While the main use of vitamin E up to the ~ 
‘present has been the treatment of cases of 
habitual abortion and sterility of dietary origin 
(with success in about 70% of cases when whole 
oil—as in Fertilol—was given) wheat germ oil 
is now being increasingly used for cases of 
primary muscular dystrophy, amyotrophic 
lateral sclerosis, anterior poliomyelitis and in 
farer cases such as amyotonia congenita. 

There are some indications that other factors 
in Bemax, probably part of the B complex, 
render the action of vitamin E more effective 
and it may, therefore, be desirable to reinforce 
the action of Fertilol in this way. 


FERTILOL 


Wheat Germ Oil Capsules 


A highly active natural and stable 
scurce of Vitamin E. 








Further particulars from Vitamins Ltd. 
(Dept. LFG), Upper Mall, London, W.6. 











shown by a definite reduction tn the number of premature 
births. 


Confirmatory results obtained by investigations 
at the Toronto General Hospital? showed that a 
good, or supplemented, pre-natal dietary resulted 
in better health for the mother, a lower incidence 
of toxzmias, miscarriages, premature births, or still 
births, with a decrease in the morbidity and mortality 
of the infant during the early months of life. 


A COMPREHENSIVE SUPPLEMENT 


Pregnavite, the first preparation to contain 
vitamins and mineral salts, in correct amounts and 
proportions to meet the requirements of pregnancy, 
is the most convenient and economical means of 
supplementing the dietary of the expectant and 
nursing mother. 


PREGNAVITE ‘ 
in recommended doses supplies, at time of manu- 
facture, approximately :— 


Vitamin A 4,000 iu. Calcium 350 mg. 
Vitamin B, 200 i.u. 
Vitamin C 400i.u. Phosphorus 550 mg. 
Vitamin D 300 i.u. 
Vitamin E z2mg. AvailableIron 12 mg. 


OTHER PRODU€TS OF VITAMINS LTD. 


BEMAX.—The richest natural source of vitamins 
B,, B, and E (320-420 i.u. B, per ounce). 


BEFORTISS Vitamin B complex Tabéers. 

For high dosage of the B complex—zoo i.u. and 2 mg. 
B, per gm., with other factors of the B group. 
Ampoules.—For high vitamin B, dosage—z, 10 
and 25 mg. 

COMPLEVITE Tablets.—A multiple vitamin and 
mineral supplement. To make good the known 
deficiencies of vitamins and minerals in the average 
daily diet. 
“1 Brit, Med. J., 1948, 27. 

*“panad, ited. dss, J 1948, 46 1 and 6. 


Further particulars concerning Pregnavite Tablets, 
Bemax, Complevite, Befortiss Tablets and Ampoules 
sent on request. Please state product in which you are 
interested. Vitamins Ltd. (Dept. L.P.N.), 23, Upper 
Mall, London, W.6. 
15 
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‘Elastoplast’ 
and dressings economy 








‘ Elastoplast’’ is economical in use—please use it economically. 
As a dressing it protects the newly-formed granulations and 
should be left undisturbed as long as possible, provided no unusual 
pain is experienced. . 

Elastoplast Technique—New Edition 

The tenth edition of this practical handbook has just been 
published. Supplies are limited, but there are sufficient for 


members of the medical profession who do not already possess a 
previous edition. A copy. will be sent free on application. 


Requests should be addressed to the Medical Department of the 
manufacturers, address - below. 


T. J. SMITH & NEPHEW LTD., NEPTUNE STREET HULL 
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THE TOMLINSON REPORT 

REHABILITATION is a new field of remedial activity 
with great possibilities. It is perhaps not quite as 
new as Sir Witt1amM BeveripGe implied in this 
sentence from {426 of his report—no doctor is ever 
satisfied at heart until his job is complete—but of its 
latent possibilities on a grand scale no-one with vision 
can, have the faintest doubt. To realise these possi- 
bilities—and this was part of “assumption B” 
of the Beveridge report—rehabilitation must be 
continued (438) through the post-medical stage till 
the maximum of earning capacity is restored and a 
service for the purpose should be available for all 
disabled persons who can profit by it irrespective of 
the cause of their disability. This, as Buveriper 
foresaw, involves action both by the departments of 
health and by the Ministry of Labour and National 
Service. The committee under the chairmanship 
of Mr. @. Tomirnson, MP, which reported * last week 
to the Minister of Labour and the Paymaster General, 
speaks with authority wider even than that, for it 
included also in its membership representatives of the 
Board of Education, the Ministry of Pensions, the 
Treasury and (in the person of Mrs. M. A. Hammuron) 
of the offices of the War Cabinet. And the committee’s 
terms of reference covered disablements from all 
causes, not only physical injury and congenital 
deformity but conditions resulting from disease. 
The scope of the recommendations can be seen at a 
glance in the appendix to the report, reproduced on. 
another page; this is a sort of blue-print of things 
to come, ambitious no doubt,-but not fanciful. The 
major ‘‘ assumptions” are money to provide the 
equipment, time to train -the personnel, and full 
recognition. of remedial therapy as a branch of medi- 
cine; none of them out of reach if public opinion 
considers the object worth while. There are already 
working models of the various parts of the scheme 
which only need to be followed elsewhere ; it is rather 
like the new Factory Act which simply decreed that 
the practice of the best factories should become the 
standard of all. The assumptions do not, like those 
of the Beveridge report, imply a change of heart. but 
only a widening of existing well-doing. 


Two proposals of a highly practical kind stand out, 
from. the rest. One is that the universities and royal - 


colleges should consider instituting a diploma to cover 
the special needs of rehabilitation ; there is at present 
little to attract a sufficient supply of qualified persons 
to what the report calls “‘ medical rehabilitation.” 
A special diploma has proved a useful stimulus in the 
early development of accepted fields.of medicine such 
as public health, tropical hygiene, radiology and so on, 
A diploma. is. also suggested for the ancillary workers 


(but let us protest in advance against rehabilitologists — 


and rehabilitationists). The other is to avoid the 
term ‘‘ disabled person ” and to substitute “ persons 
handicapped by disablement.” The factor of disable- 
ment must be considered not in its personal sense but 
in its relation to employability. Some disablements 


1, Report of Inter-departmental Committee on the rehabilitation and 
resettlement of disabled persons. Cmd. 6415. HMSO. Pp. 51. 9d. 





' dusting powder. 


prevent. employment in certain occupations but con- 
stitute little or no handicap to efficiency in other 
occupations. The report states categorically that, 
granted goodwill and codperation on both sides, 
ordinary occupation is practicable for the majority 
of the disabled : ‘‘ We do not prefer cripples, but. we 
have demonstrated that they can earn full wages,” 
Mr. Henry Forp once remarked, and the committee 
are out to give the disabled the chance to prove 
their worth. Industry must accept responsibility for 


' placing those who have been adequately trained to re- 


turn to work, and legislation is proposed, in suitable 
occupations, restricting the engagement of whole 
employees until a prescribed quota of the registered 
disabled have been provided with jobs. The remainder 
will require employment under sheltered conditions, to 
be provided through production for public purposes. 
A survey of occupations suitable to particular disable- 
ments is to be made by the Ministry of Labour. 
All in all, the Tomlinson report looks rather like a 
charter for the handicapped. 


CHEMOTHERAPY OF EYE INFECTIONS 


THE outstanding success of ocular chemotherapy 
so far has been the treatment of gonococcal conjunc- 
tivitis with sulphapyridine. Administration of this 
drug by mouth stops the conjunctival discharge in 
24-48 hours, and this with no local treatment other 
than. swabbing of the lids with moist pledgets of wool 
to prevent accumulation of discharge. This consider- 
able advance will save the sight of many eyes which 
would otherwise have been lost through corneal 
searring or perforation. The older method of silvering 
the conjunctiva has thus been superseded, and no-one 
will regret the passing of a treatment which though 
of great benefit had its dangers. More recently 
corneal ulcers have been treated with sulphanilamide 
and sulphapyridine in the form of eye drops or a 
Either method caused some irrita- 
tion, and: it was difficult to achieve a concentration 
high enough to be effective ; but good resylts were 
claimed by LLoyp JoHNsToNnE?* with a 0-07% solution 
of sulphapyridine in saline isotonic with the tears. If 
a dusting powder is used the eye should first be anws- 
thetised with butethanol, not an easy task where the 
conjunctiva is inflamed and swollen. Now that a 
non-irritating sulphanilamide has been found in 
sodium sulphacetamide it is doubtful whether these 
earlier methods will be much used. It was inevitable 
that the sulphonamides would be tried in the treat- 
ment of trachoma, and some encouraging reports have- 
been received. Loz? and Sim-Bomn-Lian’ found 
that the acute symptoms subsided. promptly, and in 
many cases they considered the condition cured. 
Their methods were followed by GrapDLz, RicHaRDs 


- and others, and many came to believe that trachoma 


could be cured by sulphanilamide alone. It seems 
likely however that while the acute inflammatory 
changes can be made to disappear there is less effect 
‘on the chronic conjunctival lesions, and that the 
papillary hypertrophy and follicles remain. 

The sulphonamides being bacteriostatic rather than 
bactericidal, success in treatment depends on catching 
the infection in its early stages and maintaining a high 
concentration of the drug in the conjunctival sac.. 

1. Johnstone, I. L. Brit. med. J. 1941, i, 887. 


. Loe, F. J. Amer. med. Ass. 1938, 111, 1371. 
3. Sie-Boen-Lian, Ophthalmologica, 1939, 98, 208. 
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Rosson and Scorr describe on another page a series 
of experiments, carried out in the department of 
pharmacology of the University of Edinburgh, to 
ascertain the effects of local chemotherapy on the 
Staphylococcus aureus. This organism was chosen 
because it has so far proved resistant to the sulphon- 
amides, and in spite of some good reports sulphathia- 
zole used in the conjunctival sac had been ineffective 
against it. It is doubtful however whether the 
Staph. aureus is a common cause of sight-destroying 
eye infections ; most authorities ascribe no more th. \ 
4-7%, of severe corneal ulceration to this organism. 
Rosson and Scorr injected a selected strain of 
Staph. aureus beneath the corneal epithelium of each 
of a rabbit’s eyes. Since the quantity of the suspen- 
sion used was very small, the exact diameter of the 
blebs raised (rather than the quantity injected) was 
measured, and equality of the lesions was thus 
_ ensured. If untreated the lesions showed ulceration 
_ in ‘$4 hours and hypopyon in 48 hours, ending in 
severe corneal scarring with loss of useful vision in the 
eye. When such lesions were treated with penicillin 
drops, begun an hour after the infection and continued 
hourly, definite benefit was seen and scarring was pre- 
vented or was merely trivial; moreover, no staphylo- 
cocei could be grown from the conjunctival sac 
either during the treatment or for some days after it 
had been stopped. 

Penicillin is not easily obtainable and sodium 
sulphacetamide (‘ Albucid Soluble’) was therefore 
givena trial. This also produced good results, though 
penicillin did better. This sulphonamide is highly 
soluble and diffusible and can be used in strengths of 
10-30% without causing any irritation. Treatment 
to be effective in this series of cases had to begin 
within the first hour or two of infection, which might 
suggest that the usefulness of the drug would be 
limited to prophylaxis. But the infection in these 
experiments was very acute, and there is some evidence 
that hypopyon ulcers develop more quickly in rabbits 
than in man ; thus vigorous treatment was necessary 
to prevent the development of a rapidly progressive 
lesion. In milder infections treatment could pro- 
bably be applied at intervals longer than an hour. 
Indeed it has been shown that treatment three or four 
times a day with 2-5°% sodium sulphacetamide will 
prevent much of the secondary infection associated 
with mustard gas lesions of the rabbit’s eye ; and it 
has now been officially recommended that the drug 
should be used in the treatment of all eye casualties 
due to mustard gas. Rosson and Scorr* have 
shown elsewhere that, whem a culture of Bacillus 
pyocyaneus is applied to the abraded cornea of the 
rabbit, treatment with 30°, sodium sulphacetamide 
three or four times a day is of great benefit if started 
early. 
for a established infection, say—it might be possible 
to overcome the difficulty of hourly instillations by 
the use of an ointment, or by means of the Stannard 


bag or the contact funnel.5* From the point of view 


of prophylaxis, sodium sulphacetamide, in the opinion 
of Rosson and Scort, is more effective in preventing 
corneal ulceration than any treatment previously 
used for the purpose, and they suggest that it should 


4. Robson, J. M. and Scott, G. I. Brit. med. J. 1942, i, 5. 
5. Robson, J. M. and Scott, G. I. Trans. ophthal. Soc. U.K. (in the 


ress ). 
6. nebo J. M. and Tebrich, W. Brit. med. J. 1942, i, 687. 





. of the flow out of the body or into storage. 


When really intensive treatment is needed— - 


be placed in the eyes of newborn infants instead of the 
usual silver preparations. 

This sulphonamide has been used in an investigation 
into corneal ulceration in Scottish miners which has 
now been carried on for more than a year by the Ross 
Foundation for the Prevention of Blindness ; 
Dickson’? found that more than half the patients 
attending the Edinburgh Royal and Glasgow Eye 
Infirmaries with traumatic corneal ulcers were miners. 
It was decided that in thirty selected Scottish collieries 
the old “eye drops no. 1” (cocaine and perchloride 
of mercury in castor oil) should be replaced by sodium 
sulphacetamide, 10%. Miners were encouraged to 
report as soon as they received any eye injury, dnd 
instructions were given that a drop of the solution 
was to be placed in the conjunctival sac of all miners 
attending the first-aid room with such injuries. 
Fresh supplies. were sent to the mines every two 
months. It was intended that the trial period should 
last a year, but reports were so satisfactory after six 
months that it seemed unjustifiable to withhold the 
treatment any longer from other Scottish collieries ; 
and indeed the Department of Mines have been urged 
to recommend that this new treatment be adopted in 
mines throughout the country., Where it has been 
tried 96-3% of all eye injuries have been treated with 
no loss of working time—a remarkable record. 


TETANY IN THE MOTHER 

In normal adults the serum calcium is kept remark- 
ably constant at 10-11 mg. per 100 c.cm.; a fall of 
even 3 mg. may produce alarming symptoms. The 
level is controlled by the parathyroids, though 
Rosertson,® from observations on cases of thyro- 
toxicosis and myxcedema, thinks the thyroid may also 
affect it through its control of the urinary secretion of 
calcium. The serum calcium merely indicates the 
height of the calcium stream, and gives no indication 
The 
skeleton is the body’s only storehouse of calcium, and 
by some mechanism not clearly understood the 
parathyroids determine whether the bones shall take 
in calcium from the blood-stream or dole it out. A 
deficiency of calcium absorbed from the food may 
therefore not show itself by a fall in serum calcium 
until considerable inroads have been made on the 
skeletal store. Thus the earliest sign of calcium 
deficiency my be radiological evidence of osteo- 
porosis, such as has recently been reported in South 
Africa,® though unfortunately demineralisation of the 


-skeleton first affects the bone trabecule where it may 


not show in X rays. A more reliable early sign is 
obtained from studies of the calcium balance. The 
normal adult needs something like 0-5 g. of calcium 
daily if his jntake is to balance his output ; a fall in 
this equilibrium figure is a sign that the body is trying 
to compensate for a habitually low intake, and may 
also indicate depleted stores. Such depletion may 
arise from defective absorption as well as insufficient 
intake, and absorption depends on the vitamin D, 
phytic acid and protein content and the calcium/ 
phosphorus ratio of the diet, as well as on the subject's 
gastric acidity. The clinical effects of slight defici- 
encies of calcium have yet to be established, though 


7. Dickson, RM. Brit, J. Ophthal. 1942, 26, 529. See also Lancet, 
8. Robertson, J. D. Nature, Lond. 1941, 148, 724. 
9. Meyer, A. A., Oosthuizen, S. F. and Shapiro, H. A. Lancet, 1942, 
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it has been suggested that maternal dental caries 
and pelvic contraction may be two of them. The 
first symptoms of gross deficiencies will be those of 
osteomalacia or tétany, the former from a gross 
drain on the skeleton store and the latter from a 
fall in the serum calcium below about 7-5 mg. per 
100 c.cm, Hypocalcemia is always evidence of a 
failure in parathyroid control, but it seems that an 
inadequate intake alone will affect parathyroid 
function in time. 

In pregnancy the mother loses calcium to the 
foetus, and: in lactation she loses it in her milk. The 
full-term feetus has an average calcium content of 
about 25 grammes. During its first four months the 
foetal mineral requirements are insignificant, and 
probably two-thirds of the foetal calcium is deposited 
in the last three months. Liv and his colleagues 
estimate that at least 200 mg. of calcium and 100 mg. 
of phosphorus must be retained by the mother daily 
during the last three months of pregnancy if she is to 
avoid demineralisation and the baby is not to be 
predisposed to rickets, and this extra demand persists 
throughout lactation. Thus, when allowance is made 


: for incomplete absorption, the mother needs for about 


a year something like twice the calcium intake of the 
normal adult, and to be on the safe side her intake 
should probably be 2 g. daily." Hence the supreme 
value of the extra milk ration, which not only ensures 
that the mother can get the milk she needs but also 
acts as a constant reminder of that need. KeHRER,” 
and ANDERSON and MusszLMAN ™ classify the types 
of tetany met with in pregnancy and lactation into 
four main groups: calcium deprivation ; postopera- 
tive; thyroidic; and idiopathic or spontaneous. 
In the postoperative group temporary or permanent 
hypoparathyroidism follows an operation on the 
thyroid gland ; before pregnancy and during its early 
months the patient may be symptom-free, but in the 
last four months a latent tetany becomes active or 
even fatal. McCarrison * described 60 cases of the 
third group associated with goitre ; he observed that 
tetany was particularly likely to appear in these 
patients in the spring and that there seemed to be a 
familial predisposition. The last group is an un- 
satisfactory one, for it contains the cases where no 
cause for tetany can be established, as well as the cases 
such as that described by LissEr and others," in which 
tetany followed thé loss of 1500 c.cm. of blood during 
labour. 

The treatment of tetany in pregnancy now differs 
in no way from that of tetany without pregnancy, as 
summarised by Rospzrrson,” but not long ago 
therapeutic abortion was done in these cases because 
of the high infantile and maternal fatalities. For the 
last fifteen years, however, the prognosis -for both 
mother and child has improved with the introduction 
of treatment with adequate doses of calcium, para- 
thyroid hormone, low phosphorus diets, and the 
ergosterol derivatives D, (vitamin D or calciferol) and 
dihydrotachysterol (AT 10). AT 10 has no advan- 
tages over D,; their actions are similar if they are 


10. Liu, S. H., Chu, H. I., Hsu, H. C., Chao, H.C. and Chen, S. H. 
J. clin. Invest. 1941, 20, 255. 

11. Quart. Bull. Hith Org. L.o.N. 1938, 7, 460. 

12. Kehrer, E. Arch. Gyndk. 1913, 99,372. 

13. Anderson, os W. and Musselman, L. Amer. J. Obstet. Gynec. 

14. McCarrison, R. Lancet, 1911, i, 1575. 

15. Lisser, H., Smith, R. K. and Shephardson, H.C. J. Amer. med. 
Ass, 1927, 88, 461. 

rtson, J. D. Lancet, 1941, ii, 795. 





16. Robe 


given in comparable doses, 1 mg. of D, being equi- 
valent to 0:1 c.cm. of AT 10 and each containing 
40,000 international units. The dose of either 
sufficient to raise the serum calcium to normal varies 
from 60,000 to 200,000 units ; thereafter all danger of 
a recurrence can be avoided throughout pregnancy 
and lactation by ensuring a daily calcium intake of 
2 g. and continuing with maintenance doses of the 
ergosterol derivatives, an average dose being 100,000 
IU daily. The serum calcium should be estimated 
from time to time during treatment to detect hyper- 
calcemia before it can give trouble. 





Annotations 


ELEMENT 85, AS PROMISED 

THE discovery of a new element will always make an 
appeal to the imagination, though the blasé may murmur 
“* T predicted it.” Element no. 85 has been discovered by 
Professor Minder and Dr. Alice Leigh-Smith, according 
to reliable reports from Berne, where Minder is director 
of the Radium Institute. The discoverers very properly 
propose the name “‘ Anglo-Helvetium,’’ but they may 
consent to a briefer name when the infant becomes 
adopted by the main brotherhood of science. The 
existence of this element has been predicted since 1931, 
and in Soddy’s Interpretation of the Atom it is designated 
‘‘ eka-iodine”’ with place no. 85, a remarkable prediction 
when we read of the properties of the newly discovered 
element as being akin. to chlorine, bromine and iodine. 
Though the methods which led to the discovery appear to 
have been physical rather than chemical, which was also 
the case for hafnium, yet in the main the credit for the 
discovery of these goes to the chemists. When the search 
had taken them a long way the systematists got to work, 
saw periodicities when others only saw properties, and 
brought in the era of prediction. One notable contribu- 
tion during this phase, however, was made by Moseley, a 
physicist whose brilliant prediction of new elements on 
the basis of characteristic X-ray emission was verified to 
the full. No less successful has been the displacement 
law of Soddy and Fajans as applied to radio-active ° 
elements ; this latest and perhaps last discovery of an 
element is of a radio-active one. All the elements from 
hydrogen to uranium—nos, 1 to 92—have now been dis- 
covered, and the question inevitably comes, are there 
ultra-uranium. and infra-hydrogen atoms? Time will 
show, but from the. wide choice now existing a chemist 
could build up a world almost as we know it with no 
more elements than ten. Yet the others are amazing 
ingredients and the discovery of the rare gases and 
radio-active bodies bid us pause before we reject the 
minute as insignificant. In this spirit we may well 
salute the new element and congratulate the discoverers. 


TRANSPLANTED TEETH 


TRANSPLANTATION and replantation of teeth has been 
practised from the earliest times. In Les Misérables 
Victor Hugo describes how La Fontaine in the last stages 
of her poverty sells her front teeth to the surgeon dentist 
for transplantation into the mouth of a wealthy lady, 
thus.in her extremity sacrificing her capital in order to 
exist, for a prostitute without front teeth would have very 
little lure. The prognosis in such a case would be good, . 
and if an abscess did in time develop the process could be 
repeated. All experienced dentists can relate instances 
of teeth having been accidentally knocked out and 
immediately replaced, and these teeth have become 
firmly set and remained serviceable for many years. In 
a certain proportion the pulp will eventually die and an 
abscess will form, entailing extraction, or the saving of 
the tooth by root filling or crowning. In this trans- 
plantation and implantation one factor has always been 
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considered essential to success—a healthy and undam- 
aged periodontal membrane—and great care has been 
taken to. protect the membrane and keep it sterile. 
Pleasant ! has adopted a technique in which this factor is 
ignored. The abscessed tooth is extracted and the 
socket curetted to promote bleeding and remove the 
abseess sac. The socket is treated with hydrogen 
peroxide and the tooth placed in peroxide until effervese- 
ence has ceased. The root canal is then opened up and 
the pulp removed; then all traces of the periodontal 


membrane are also removed, the root is roughened with a | 


fissure burr and again placed in peroxide, dried, and the 
root canal filled with soft cement. The socket is again 
swabbed with peroxide and the tooth is promptly 
replanted and a splint cemented on and left for a month. 

In some cases the tooth is not replaced for several days. 

Pleasant contends that if the treatment is successful 
even for a few years it is justified, but many will disagree. 
With a healthy periodontal membrane there is a good 
chance of a healthy union between it and the lining of the 
tooth socket, and thus the periodontal membrane will 
“noufish the periosteum of the tooth; but with the 
“membrane and pulp removed the tooth is just dead bone ; 
and the body abhors dead bone as much as nature abhors 
a vacuum. The end of that tooth must be gross sepsis ; 
in the meantime it will act as a focus of infection and 
the patient may suffer serious remote effects for the sake 
of keeping one tooth, and probably a discoloured one at 
that, for a few years. Pleasant’s radiograms, taken 
6-18 months after implantation, do not show healthy 
surrounding bone ; moreover, if the bone grows around 
the tooth as he contends, it wil grow into the roughened 
groove made in the root, and extraction of the tooth 
later on will be extremely difficult, unless it becomes 
loosened by sepsis. The procedure, in fact, though 
dentally feasible, seems medically unwise. It behoves 
every dental surgeon to see that the work he does to the 
mouth does not become a potential source of ill health 
to the patient ; his motto should be ‘“‘ So to strive that 
the oncoming morrow brings no vain regrets or unavailing 
sorrow.” 


NEURITIS FROM FAT SUBSTITUTES 

A curtovs side-light upon the shortage of fats in 
Germany has just come to hand. In May, 1942, it was 
reported * that some cases of triorthocresyl phosphate 
poisoning had occurred among factory workers in 
Minster. This substance is used in a fat substitute 
and the patients, workpeople in a factory, had apparently 
obtained the fat substitute from their place of work. 
They had taken it home and because of the shortage of 
natural animal and vegetable fats had used it to fry 
potato pancakes. Naturally enough they developed 
severe symptoms of nausea, vomiting, abdominal cramps 
and diarrhea, followed in ten days by rapidly increasing 
weakness of the feet, legs and then arms. There was 
progressive atrophy of the muscles, which showed the 
reaction of degeneration. As a result of this outbreak, 
a warning has been issued to factory medical officers in 
Germany who are instructed to prevent recurrences by 
education and propaganda. Triorthocresyl phosphate 
attracted notice in America during the prohibition 
period a8 an adulterant of Jamaica ginger extract, whose 
alcoholic content is 70% (USP). A series of outbreaks of 
‘jake palsy * were traced to triorthocresyl phosphate ; 
the Cincinnati General Hospital alone admitted 400 cases 
in 6 months in 1930, practically all of whom were men. 
The symptoms were identical with those encountered in 
the German eases, and Aring,* who has described the 
syndrome in detail, speaks of a severe motor and sensory 
neuritis with cramps and great pain, affecting the legs 
first ; weakness of trunk muscles was present in a quarter 


of the cases. Merritt and Moore* reported signs: of 
pyramidal involvement, and Aring, in a follow-up of his. 
cases, found that recovery, which was usually very slow, 

was in some instances accompanied-by signs of damage 

to the central nervous system. A year or more after the 
onset the gait was spastic and there was wasting of the 
extremities, with glove and stocking anesthesia. The 
effect of the toxin is primarily upon the smaller arteries 
and capillaries, which develop hyperplastic fibrosis 
during the latent period of 7-14 days. Ischemia 


causes muscle atrophy followed by fibrosis, acute neuritis - 


with fibrous overgrowth reminiscent of Dejerine’s 
polyneuritis, patches of degeneration in the cord and 
brain stem, and fibrous changes in other organs. When 
death occurs it is usually due to complications, but few 
patients recover completely. Cases previously described 
have arisen as a result of shortage of alcohol, and it is 
a reflexion upon the state of affairs in Europe that they 
are now occurring through shortage of essential foods. 


, VECTOR OF INDIAN KALA-AZAR 

For many years much painstaking work has been put 
into investigations on the mode of transmission of kala- 
azar in India. It was early established that the sandfly 
Phlebotomus argentipes occurred wherever the disease 
was endemic ; and it was then shown experimentally that 
the feeding of numbers of this insect on cases of. kala- 
azar in India resulted in the development of flagellate 
forms of Leishmania donovani in the fore- and mid-guts 
of some of the fed flies. The successful completion of 
the investigations appeared to be in sight; but it was 
then found that only isolated susceptible animals could 
be infeeted by the bites of infected flies, and no human 


volunteers were successfully infected experimentally © 


by this means. The inquiry seemed to have reached an 
impasse. There were sound reasons for believing that 
P. argentipes was a natural vector—no other mode of 
transmission seemed probable—but the final proof of 
observed human infection could not be obtained, and the 
almost consistent failure to infect animals in large-scale 
experiments was disturbing. Sundry explanations were 
advanced ; that the parasites were obtained from cases 
after the peak of an epidemic when the virulence of the 
parasite was waning was one put forward by the original 
workers in India. A further paper® now published in 
India advances the matter considerably. The successful 
infection of five out of five human volunteers by the bite 
of experimentally infected P. argentipes is announced, 
and conclusive proof of the ability of this insect to 
transmit the disease from man to man is at last forth- 
eoming. <A successful conclusion has thus been reached 
to over twenty years’ arduous and careful work. How 
was this end achieved ? In this particular experiment, 
the flies were sustained during the couple of weeks of 
development of the parasite in them on fruit juices, 
instead of on blood meals as had been the previous 
practice. This fact and the fact that the strain of 
parasites was obtained from Assam at a time when an 
epidemic of the disease is expected may explain the 
success. It will be interesting to await developments and 
see which, if either, of these factors has provided the 
solution of the previous difficulty. 

The credit for the successful issue of the work belongs 
in part to each of the many who have continued the train 
of investigation. In 1921 L. E. Napier and R. Knowles 
initiated an inquiry on kala-azar at the Calcutta School 
of Tropical Medicine by an entomological survey of a 
part of the city whére the disease occurred; and in 1924 
they were joined by R. O. A. Smith. This inquiry was 
continued with Napier, and later Smith, in charge of it. 
In the meantime in 1924 a special Kala-azar Commission 
had been founded and financed by the Indian Research 
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Fund Association to study the disease in the endemic 
areas of Assam. This commission was first djrected by 
8. R. Christophers, with P. J. Barraud as entomologist, 
H. E. Shortt as protozoologist, and C. 8. Swaminath as 
technical assistant. In 1925 Shortt became director ; 
A. €. Craighead, R. O. A. Smith and K. V. Krishnan 
joined the commission at different times. The associa- 
tion of what has now proved to be the vector with the 
disease had been noted by the Calcutta workers and they 
alse first successfully infected the flies. Their work was 
confirmed in Assam where large-scale investigation went 
on until 1931. Continuity was maintained by renewed 
activity of the Caleutta team until 1939 when a 


‘fresh epidemic broke out in Bihar, of which Smith 


assumed charge. The war brought this inquiry to an 
end in 1941, but some of the staff were able to carry on 
for a time in the Madras Presidency. A combined team 
was then. posted to Assam where recrudescence of the 
disease enabled Smith to perfect a technique for the 
production of sandflies in a highly infected state, which 
in turn enabled Swaminath, Shortt and Anderson success- 
fully to conclude the long series of experiments and to 
provide a fitting culmination to a fine record of sustained 
endeavour. 


AN IRISH YESTERDAY 


In 1934 the Hospital Commissioners for Dublin 
recommended as part of their development scheme that 
Sir Patrick Dun’s Hospital should be amalgamated 
with some others ; and it was suggested that before its 
identity was thus merged in a new body a record should 
be made of its history. This task has been fulfilled by 
Prof. T. C. Moorhead in a book + which has just appeared. 
The story was worth telling, for—thanks to its close 
connexion: with the medical school and teaching staff of 
Trinity College—the hospital has helped to educate an 
uncommonly large number of distinguished men. Dun 
was an Aberdonian, born in 1642, who by the age of 
thirty-four had settled in Dublin as a physician on the 
staff of the Duke of Ormond, then Lord Lieutenant of 
Ireland. He had much professional success in Dublin, 
was elected to the Irish House of Commons,*and was 
president of the Royal College of Physicians of Ireland on 
many occasions, sometimes holding office for several years 
atatime. By his will, made in 1711, two years before his 
death, he left the bulk of his property, after Lady Dun’s 
life interest, to establish “one or two Professors of 
Physic ” in the College of Physicians. Professors were 
duly appointed, and gave formal lectures, but-towards 
the end of the eighteenth century the College was feeling 
keenly the need for a complete Irish medical school with 
opportunities for clinical teaching. With the aid of the 


Board of Trinity College, the College of Physicians - 


sueceeded in getting a statute passed in 1785 for the 
founding of such a school. New professorships were 
established, and the importance of bedside teaching was 
recognised by the ruling that clinical lecturés should be 
given by the professors in Dublin hospitals. Attempts 
were made to carry this out, but the governors of the 
Mercer’s Hospital refused to allow clinical teaching in the 
wards. In 1788 the College of Physicians took a house in 
Clarendon Street and put in 17 beds ; this little hospital 
was only open during the six winter months, and had to 
be closed after two years owing to the high cost of main- 
tenance. Then in 1791, an act was passed empowering 
the college to raise £1000 on Sir Patrick Dun’s estate to 
vuild a hospital. In 1793 the first physician in ordinary 
was appointed to this new hospital of 31 beds ; its main- 
‘enance was to depend in part on public subscriptions, 
and these unfortunately were not forthcoming, so that in 
1796 it had te be closed; in any case it had scarcely 
‘ulfilled its purpose—no clinical lectures had been given 
there. Later, clinical wards were established by the 


1. A Short History of Sir Patrick Dun’ ital. lin: Hodges 
and Figgisand Co. 1942. Pp. te Bs. 6d. aus : 





Sir Patrick Dun foundation in the Mercer’s Hospital— 
an association which had its ups and downs. Finally an 
act was passed enabling the college to build an entirely 
new hospital, and by 1808 this hospital, occupying the 
present site, was being used for clinical instruction of 
students. The elegant and dignified building was com- 
pleted in 1816. For over fifty years it remained a purely 
medical institution, and it was not until 1864 that sur- 
gical patients were admitted and regular teaching in 
surgery was begun. The staff was drawn from among 
the professors of Trinity College. Many have taken their 
place in medical history, the best known perhaps being 
Edward Hallaran Bennett, who introduced Listerian 
methods into Ireland, and the Smiths, Aquillaand Walter, 
father and son, who were professors of materia medica in 
succession. . 

Plans for the amalgamation of Sir Patrick Dun’s with 
other Dublin hospitals have been held up by the war ; 
when the time comes for them to be carried out it is to be 
hoped that neither the name nor the traditions of this 
worthy and tenacious hospital will disappear. 


LIFE STORY OF A DIPLOMA 

Tue Cambridge diploma in medical radiology and 
electrology which has made several graceful gestures 
towards its death bed in the last few years has now been 
permitted to liedown on itandexpire. It wasannounced 
in 1941 that death might be expected in October, 1942, 
and that the course begun in 1941 would be the last given 
for the diploma. It was founded soon after the last war 
as the result of a memorandum received on May 26, 1917, 
by the University Senate from leading English radiolo- 
gists. They pointed out the need for a proficiency test 
for those taking posts in this important scientific develop- 
ment, then still relatively new. Chairs and lectureships 
in medical radiology had been established in many 
foreign universities and qualifying examinations offered 
for several years. ‘The memo was referred, in due course, 
to the special board for medicine and this body favoured 
the establishment of a diploma, and proposed regulations. 
The diploma was to qualify the holder for official posts in 
radiology and electrology at home and in other parts of 
the British Commonwealth, and was to be awarded to 
those who had undergone a satisfactory course of training, 
part of which at least should have been taken in the 
university. The board reached this opinion after con- 
sidering the medical curriculum and deciding that it was 
already overloaded ; it would be impossible, they felt, 
to introduce such ai important and extensive group of 
subjects into the fourth and fifth year of medical training. 
Moreover they considered that only the qualified man, 
relieved of the burden of finals, was in a position to 
derive full benefit from such a specialised course of study, 
suited to mature students who had already received some 
preliminary training in physics, anatomy, physiology 
and pathology. Much of the merely technical work, it is 
true, can be carried out by the photographic and electro- 
technical expert, but only the doctor can be expected to 
foresee the application of new developments to diagnosis 
and’ treatment, and also their limitations and dangers. 
With these considerations in mind the regulations for the 


‘ diploma were framed, Rutherford was a warm sup- 


porter of the scheme to establish the diploma in order to 
raise the status of medical radiology, but there was from 
the start a feeling that the university was not prepared 
to continue it indefinitely. It was founded in the first 
instance for five years, and from time to time was given 
a new lease of life for five-year periods. Originally it was 
intended that all candidates should be resident in Cam- 
bridge while working for part I of the examination, but 
residence was impossible for many who wished to take 
the examination and a parallel course was arranged in 
London, under the direct control of Cambridge University 
working through the British Association for the Advance- 
ment of Radiology and Physiology (later to become the 
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British Institute of Radiology). Forstudents taking this 
London: eourse Cambridge was simply an examining 
body. ~The first course in the spring of 1920, 
and more than 500 candidates from all parts of the world 
have now taken the diploma, which has kept its leading 
place among the qualifications founded later. In 1921 
Liverpool instituted a diploma, to be followed by Edin- 
burgh in 1926, and by London University and the 
Conjoint Board in 1933. 

Of those who worked hard to give the Cambridge 
diploma life and vigour Shillington Scales will be 
remembered as an enthusiastic secretary of the managing 
committee and lecturer in radiol from the time of the 
foundation of the diploma till his death in 1927. Much 
of the apparatus on which he demonstrated in Adden- 
brooke’s Hospital he made himself. His place as uni- 
versity lecturer was taken with equal energy and 
enthusiasm by Dr. A. E. Barclay ; physics was taught 
by Prof. J. W. Crowther until 1924 and then by Prof. G. 
Stead until 1941, and Professor Stead was also secretary 
: from_ 1927 to. 1943 of the managing committee, over 
which four regius professors presided in succession. 
The London teachers included Dr. Harrison Orton, Dr. 
Russell Reynolds, as well as the late Robert Knox, 
Stanley Melville and E. P. Cumberbateh. Prof. Sidney 
Russ, besides teaching throughout the whole period, was 
also tireless in committee. Regrets there may well be, 
but the DMRE Camb. has done its work and leaves an 
honourable record. 


QUININE CONTROL 

TuE quinine order of last summer has been superseded 
by a second order which came into force at the new year. 
In several of its provisions this new order is much more 
drastic than the first, for at least two reasons: British 
practice had to be brought into line with that of the other 
united nations ; and the spirit of the previous order was 
not being carried out closely enough. Doctors were 
evidéntly not sufficiently aware of the position, though 
the medical journals have done their best to keep them: 
posted. It is not easy to drop the habits of years in 
prescribing but the war in the east depends much on 
antimalarial measures ; the bulk of the world’s cinchona’ 
is in the hands of the Japanese, and it has become a duty 
to conserve quinine. Yet one pharmacist was reproached 
last month by an eminent consultant because he could 
not provide a quinine tonie for a patient’s hair. Wastage 
due to the use of quinine in proprietary medicines was 
adequately controlled by the first order; withdrawal 
of quinine except as an antimalarial should cause little 
difficulty. As an antipyretic quinine has been super- 
seded by the modern synthetic drugs ; and as a stomachic 
it has no special merit save its bitter taate. Obstetricians 
may find it inconvenient to do without quinine but the 
difficulty is not insuperable as Mayes showed in a recent 
article! on quinine substitutes. In malaria, however, 
quinine is irreplaceable despite the introduction of 
mepacrin and pamaquin ; in any case the production of 
these new synthetic drugs is complicated. The new 
order makes it illegal to prescribe, dispense or supply 
einchona and its preparations, cinchona alkaloids, their 
salts and preparations, mepacrin or pamaquin, except in 
the treatment. of malaria; or, quinidine except in 
the treatment of cardiac arrhythmia. All stocks which 
are equivalent to more than 16 oz. of quinine must be 
notified to the Ministry of Supply. When any of the 
controlled materials, or preparations or mixtures thereof 
are prescribed, the name and address of the patient and 
of the prescriber must both be set out. The only excep- 
tions te these rules are granted under special licence 
issued by the. Ministry. Such powers have net been 
assumed lightly. Those who have had experience in the 
East knew how devastating the effects of a large seale 
malaria epidemic can be. Our armies must be protected 


1. Mayes, B. Med. J. Aust. 1942, ii, 408. "TSE 





from this danger ; once this is fully understood the spirit 
of the order will be carried out unquestioningly. 


EOSINOPHILIA 

Mixp increases of eosinophil leucocytes above the 
normal of about 250 per c.mm. occur in several conditions 
such as asthma, urticaria and other allergie states, 
hydatid disease, parasites in the intestine, some skin 
diseases, certain infections particularly scarlet fever, and 
there is a rare familial form. Sustained eosinophilia 
with high percentages of an increased total leucocyte 
eount are much less common. The classical example is 
trichiniasis, in which counts of 15,000 eosinophils per 
e.mm. (making up 85% of the leucocytes) have been 
recorded; other well-documented instances are in 
angioneurotic «edema, pemphigus, uncinaria infestation 
and Hodgkin’s disease. There is also the mysterious 
condition called eosinophil leukzemia ; mysterious because 
although it shows the characteristics of myeloid leuk- 
zmia—leucocytosis, enlarged liver and spleen, infiltration 
of eosinophils into various tissues—the eosinephil 
leucocytes are mostly adult forms and there is none of 
the immaturity that typifies leukemia generally. Finally, 
there is the odd combination of transitory lung infiltra- 
tions with eosinophilia in the blood known as Léffler 
syndrome. In this issue Dr. Weingarten. describes in 
detail a tropical eosinophilia that occurs in India and 
that seems to fit into none of the recognised cate- 
gories. It is accompanied by lung symptoms—attacks 
of bronchial asthma and focal bronchopneumonic infil- 
trations affecting both lungs uniformly—but unlike 
asthma or Léffler syndrome the disease is accompanied 
by serious general symptoms, including loss of weight, 
and it continues for weeks at a time. The condition 
quickly responds to organic arsenicals, one course usually 
being sufficient. 


MIND WHAT YOU'RE DOING 

THERE is something affronting in the idea of lives lost 
through personal carelessness. The fact that 8000 
people die yearly from accidents which have nothing to 
do with either the roads or industry suggests that we are 
a fumbling ham-fisted lot; and some might say these 
fatal accidents served the victims right. An analysis 
by the Royal Society for the Prevention of Accidents of 
1153 such cases, however, shows that the victim is not 
necessarily the careless fellow ; he may be some perfectly 
innocent second party, often a child. Thus nearly a 
fifth of the deaths were due to burns and scalds, and 
80% of the scalds were received by children under four 
who had been left near teapots and kettles, and had 
pulled them over on themselves ; of the 142 deaths from 
burns, 44 were of children playing near unguarded fires 
or lighted candles, or left alone in the house. Of 73 
children under 15 who were drowned 20 were under schoo! 
age and had strayed unaccompanied near water. Apart 
from children, old people are common victims of acci- 
dents. Thus 395 of the 582 victims of falls were over the 
age of 65. Other causes of accidents were explosions— 
12 due to tampering with live munitions and 31 from 
carelessness. with firearms—and electrocution, sometimes 
due to a combination of faulty apparatus and wet 
(achieved for example, when a woman uses a defective 
iron while standing on a wet floor). The moral is clear, 
but difficult to press home. The association does its 
best by reminding us: to allow for the weakness of old 
people ; to light stairs properly ; to leave fires guarded ; 
and to keep an eye on the young. 


Dr. JoHN RYLE, regius professor of physic in the 
University of Cambridge, has been appointed to the new 
chair of social medicine recently created in the oy eed 
of Oxford by the Nuffield Provincial Hospitals Trus' 

Sir Wm. ARBUTHNOT LANE, consulting aoe to 
Guy’s Hospital, died on Jan. 16 at his London home in 
his eighty-seventh year. 
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REHABILITATION SCHEME FOR VARIOUS TYPES OF DISABLEMENT 
(BEING THE APPENDIX TO THE TOMLINSON REPORT) — 








u— of 
1—Type | institution 11—Remedial v—F 
“s 430. } pete —Further | vi—Type of 
Ri in which treatment. | pr— ening medical condition. provision needed. centre or institution. 
. d | P | 
1, Fracture | Orthopedic) Surgical or orthopedic. | (a) Complete restoration. (a) In some cases recon- | (a) Reconditioning 
or other centre. Occupational therapy. ditioning course. centre. 
physical unit. | Remedial e: —— and | (0) — restoration—but al- | (b) Di to. (6) Ditto. 
injury. General hos- physiothe —_ lowing return. to ordinary 
pital. Hospital workshops. cmnmenmens in previous or 


similar ion. 
(e) Permanent d ility prevent- 
ing re to previous occupa- 


tion, but permitting employ- 
ment in a new occupation— 
after training if necessary. 


| (d) Permanent. serious 
disability causing a grave 
handiony to employment and, 
in some cases, preventing 
omaiezmens under ordinary 
conditions 


and 


(ec) Vocational training | (c) Vocational train- 
PPS ag in some | ing centre—after 
by a recon- (for some cases) & 
ditioning course. prelimin: course 
| at a reconditioning 

2 | centre, 

(d) Specialised voca- | (d) Special training 
tional training or | centre for ordinary 
sheltered employ- | employment. In- 

ment. stitution providing 

Note. —Artificial limbs | sheltered employ- 
may required for | ment. 
some cases under (c) 
and (d). 





2. Other sur- 


As a rule in a 


If illness is prolonged, 
ially 


(a) hen! majority should have 
mplete restora 


(a)In some cases a/| (a) Reconditioning 









































gical con- general hos- and es tion of reconditioning course.) centre. 
ditions pital. so ample mn. 
and the] (Note. — The en of | (b) In some cases there might be | (b) Convalescent treat-| (b) Reconditioning 
general present pro- h by some residual weakness—e.g., ment—followed in| centre—with medi- 
group of vision for Lo exer- of the abdominal wall. some cases by a cal supervision. 
medica] por. re- .» would be reconditioning course} 
le abilita-| essential—withspecial| —under medical | 
n - attention to the feet supervision. 
ment is in- to —_ dropping | Note.—Artificial limbs 
adequate| of the arches. may be required for | 
and should some cases. 
eveloped.| 
3. Cardiac | General hos-/| If the valves are badly | (a) Residual disability preventing | (a) gr care in select-| (a) Vocational train- 
cases. ital. affected, little chance heavy © aly = activity but ing employment— ing centre as 

(2 a of restoration. Where pormitéine light and seden- with vocational train- necessary. 
hospitals are the heart muscle only tary work. ing as required. 
required for; is involved, restora: 
the further tion to fair, if not full, | (6) Serious disability preventing | (b) = aN employ- | (0) Instit&tion pro- 
treatment of wo ca ity em wa under ordinary ment viding Gheltered 
some of the can —by conditions. employment. 
cases 8 rest over a long period Note.—Medical super- 
group.) and then graduated vision will be neces- 

exercises. sary under both (a) 
< and (0). 

4. Pulmon- Santorium. Rest, hygiene, diet. (a) Restorati P itting em-|(a)Care in selecting | | (a) — 

Tuberculosis! Co Bd (in- ployment under ‘ordinary employment. 

tu hosp’ major surgery). | conditions. : 
culosis. | Sanatorium- poner mee | (6) Q part- | (6) Special provision for | (b) For some cases— 
cum-hospital. therapy. | time or modified pone Bb rece part-time or modified special institution 

Home for ad- to prevent relapse. work. providing sheltered 

vanced cases. } i fi em ployment. 
| (c) Unfit for employment under | (c) on a employ-| (c) Spovial institution 
i | ordinary conditions. ment | providing sheltered 

4 npasy ment. 

5. Blindness.| Special -—eye | Surgical (e.g., cataract | (a) Restoration of good sight. (a) In some cases a re- | (a) Reconditioning 
hospital. removal). (b) Restoration of limited but conditioning course. |, centre. 

Special depart-| Optical appliances, in- useful sight. (b) Carein selecting em- *(b) Vocational train- 
ment of cluding recent * con- ployment and, for | ing centre as re- 
general hos-| _ tact lenses.’ some cases, voca- quired. 

pital. General medical treat- tional training. 
cmenal hos- ment. (c) Blindness or its near equival- | (c) Carefully selected | (c) Blind workshop or 
pital for ent. / employment in or- | organised heme 
th of dinary industry, or | worker scheme. 
underlying sheltered employ- |; 
medical con- % ment, 
dition. Z z 

6. Deafness, | Special depart-| Surgical. a) Improvement of hearing. (a) —_ (a) — : 
ment of ge -| General medical treat- ‘ Defective hearing. (b) Training in lip read- | (b) Vocational . train- 
eral hospital ment. | ing or — of je centre as neces- 

meral hos-/| Appliances. artifici 

pital for } le Total deafness. (e) —— | in lip read- | (ec) Schools or evening 

treatment of ing and, for some institutes, and, for 

underlying - | cases, vocational | some cases, Voca- 

medical con- training. tional training 
tion. } centre. 

7. Neurosis. | Neurosis centre sip neers van with | (a) Restoration—permitting re- | (a) Careful selection of | (a) For some cases— 
(under E£.H. occupational therapy, | turn to ordinary employment. employment—with a| reconditioning 

me). physical training and | reconditioning course} centre. 

Special O.P.| workshops. for some cases. 
departments’ _ | (6) Minority remain as problem | (b) Selected employ-| (6) —_— 
of general | | cases and misfits, and require |) ment and aftercare. | 
h } individnal consideration, but | 

A few special | are gg of selected em- 
clinics for | ploymen 
outpatients. 

8. Psychosis.| Mental hospital} Medical and peycho- (a) Fit for ordinary employment. | (a) Assistance in placing, (a) Reconditionin g 
—as  certi-| therapeutic robably. preceded | centre for some 
fiedorvolun-| ment, with odiuan : * in some cases by &| cases, 
tary patients tional therapy. | se. 

|) Fit for specialty selected | (b) Carefully selected, (b) or 
employment. employment and 
| aftercare. 
| (ec) Permanent disablement and | (c) —e (c) — 
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ASIATIC SMALLPOX 


P. B. WILKINSON, MB LOND, MRCP 
LATE MEDICAL OFFICER IN THE COLONIAL SERVICE AT HONG-KONG 


SMALLPOX is still prevalent in the Far East, and there 
have often been outbreaks in Hong-Kong, but the epi- 
demic which began in November, 1937, proved to be the 
most disastrous in the history of the colony. From 
November, 1937, to July, 1938, the disease raged through- 
out. the cities of Victoria and Kowloon and killed about 
2000 people. uring this period 845 patients were 
admitted to the smallpox hospital, of whom 810 were 
actually suffering from smallpox. The epidemic in-, 
creased in virulence as the winter came on and reached 
its peak in March, normally one of the coldest months 
of the year, when 317 patients were sent into the smallpox 
hospital. From then on it waned and finally died out 
in July, 1 case only being admitted in that month. 
Though the disease was endemic in the colony cases 
were sporadic only for some years before this outbreak ; 
there. were 15 in 1931, 248 in 1932, 566 in 1933, 153 in 
1934; 61 in 1935, and 23 in 1936. 

Of the 5 Europeans stricken with the disease in the 
1937-38 epidemic 1 died of a severe attack of unmodified 
confluent smallpox in January, 1938. Although he 
said he had been vaccinated in England in October, 
1937, he bore no visible vaccinal scars. Two others 
recovered from moderately severe semi-confluent attacks 
and 2 had the disease in a discrete and modified form ; 
the 4 who recovered had all been vaccinated more 
than once. 

Taking the hospital series as a whole it was found that 
73 patients lived twelve hours or less after admission, 
50 lived were than twelve but less than twenty-four 
hours, and 4 arrived dead. Many of these patients were 
so ill on admission that it was impossible to obtain a 
history from them. 


TOXIC CASES 


One surprising feature of the epidemic was the high 
proportion of toxic cases—83 of the 810 patients. 
Of these, £0 were men and many of them well-developed 
young men in their twenties. It is noteworthy that 17 
of the 43 women with the toxic type of disease were 
edter pecanant or puerperal. 

S pox is one of the finest examples of a diphasic 
disease, and its two phases are as different from one 
another as chalk from cheese. The incubation period 
of twelve days is followed by a sudden onset. with rigor, 
fever, vomiting, headache and backache. These are 
the outstanding symptoms of the toxic phase, which 
usually lasts three days. If the patient survives this 

hase the fever abates and with its decline the focal 
esions begin to appear. The secondary fever which 
accompanies maturation of the pustulesis distinct from the 
fever of the toxic phase and is usually considerably lower. 

As a general rule; the shorter the incubation period 
the severer the disease, and the more sudden the onset 
the more acute the toxic-phase. In the gravest cases 
of all the temperature may be subnormal in the toxic 
phase. If the toxic phase is severe enough to kill, 
death usually occurs on or before the sixth day, and it 
is common to find failure of development of focal lesions 
in these cases. They are characterised by suddenness 
and severity of onset, prodromal petechial rashes or a 
universal erythema, agonising backaches, fcetor oris, 
rapid enlargement of liver and spleen, rising respiration- 
rate, mental clearness, and hemorrhages from every 
mucous membrane and into skin. <A patient suffering 
from toxic smallpox presents an unforgettable picture— 
the extreme prostration, the generalised tonelessness, 
the expressionless face with its blood-clotted lips and 
intelligent eyes, and the skin, either leaden-hued from 
hemorrhage or lobster-red from universal erythema, 
make these patients stand out in vivid contrast to their 
fellow victims covered with focal lesions.+ The mental 
clearness which is retained to the end is one of the 
most striking clinical features of this disease. (I did not 
meet a single patient suffering from toxic smallpox who 
failed to understand my Chinese, a tribute ind to the 
heightening of intelligence produced by this toxzemia.) 


( 


The from mucous membranes may be 
very profuse are quite uncontrollable. Massive 
subconjunctival ecchymosis is common and towards 
the end it is possible to watch these haemorrhages 
imereasing hour by hour. But retinal hemorrhages 
seem to be uncommon and none were found in these 
toxic eases. Bleeding gums, palate and pharynx 
is almost constant and epistaxis may be uncontrollable. 
One elderly Chinese woman was admitted late one night 
suffering from the disease; she was perfectly ration.| 
and composed and sat on her bed holding a large brass 
bowl under her nose to catch the blood which dripped 
steadily from it. All she asked was to be allowed to 
die in peace and her wish was granted, She was not 
“ treated.”” Equally profuse hemorrhage from the 
lower gut is not uncommon; though hzematemesis in 
this epidemic was one of the rarest of the hemorrhages. 
Hematuria is constant in the severe types and where 
it is present the prognosis is always grave. Hzmoptysis 
is also common and may occur early, when the patient 
usually coughs up bloodstained pellets of mucus, cr 
late, when pulmonary cedema often supervenes. and 
hundreds of c.cm. of pink froth is coughed up in 4 
single day. Uterine hemorrhage is common in this 
condition and is ominous, 

The skin changes seen in toxic smallpox are interestin,;. 
The toxic phase may be heralded by the appearance of 
a prodromal petechial rash, the petechie appearing 
usually on the axillary folds, in the flanks and im the 
groins, and rarely behind the neck and the knees. 
Or the prodromal rash may be morbilliform, scarlatini- 
form or even urticarial in character. One type of skin 
change which invariably ushered in a fatal attack in 
this epidemic was the universal or lobster erythema. 
These patients present a striking appearance, for in the 


‘ distance they look superbly sunburnt and glowing with 


health. This universal erythema may be replaced 
by sheets of hemorrhage into the deeper layers of the 
skin, the lobster tint giving way to a leaden hue, the 
variola nigra of the ancients. The superficial layers of 
skin are very easily abraded after such hemorrhage, 
and those patients often have raw tlbows and knees. 
One has to be careful in picking up a limb, for the lightest 
touch may produce extensive exfoliation. Focal lesions 
in these cases are inconstant and few, but they invariably 
show both intra- and extra-mural hemorrhage. Bulle 
often appear on the face and limbs a few hours before 
death. They rapidly increase in size and are filled 
with’a reddish-brown offensive fluid from which hzemo- 
lytic streptococci in pure culture were always grown. 
The rarest of the skin changes seen in toxic smallpox is 
the uliar parchment-like thickening of the skin of 
the face, forearms and feet which occurred in one case 
only. The woman looked almost as though she were 
wearing a silver mask. This thickened whitish skin 
desquamated freely, and as she had no focal lesions 
at all the diagnosis was uncertain for some time. An 
autopsy set these doubts at rest. 

The fcetor oris of the toxic cases is unforgettably 
nauseating and pathognomonic of the condition. It is 
entirely different’ from the other smells associated with 
smallpox and there are at least four “ several and well- 
defined stinks ’’ to be recognised in the disease. 

Rapid enlargement of the liver was seen in many of 
these cases. One patient who died on the sixth day of 
the disease had a liver weighing 81 oz. which was boxwood. 
yellow in colour and greasy on section. Splenic enlarge- 
ment was much rarer and oceurred in 2 cases only. 
One of the strangest clinical findings is the steady rise 
in respiration-rate, often without any associated pul- 
monary lesion. Rates of 40-60 per min. were not 
uncommon in the final stage of the disease. 

At autopsy the mucous and serous membranes through- 
out the body show hemorrhages large or small; _peri- 
cardial, pleural and peritoneal hemorrhages are con- 
stant and as arule small. One case showed an extensive 
recent subdural hematoma and had been diagnosed as 2 
cerebral thrombosis occurring in smallpox. Speckling 
of the meninges with minute hemorrhages is not un- 
common. The heart muscle is usually pale and.some- 
what friable and may show numerous subepicardial 
hemorrhages. Microscopically the myocardium shows 
well-marked fatty change. The lungs show no dis- 
tinctive changes apart from subpleural haemorrhage. 
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Signs of recent haemorrhage may be found throughout 
the mucosa. of the gut, and subperitoneal 
are constant. The kidneys are usually enlarged, 


pale and 
— on several occasions the pelves were found filled 
with blood-clot. 
NON-TOXIC CASES 


Most of the non-toxic cases in this series were admitted 
pee eng ag Rh a ae 5 pea oe pe 
estab: Their lesions had usually reached the 
vesicular stage and it was rare to have the opportunity 
of following the focal phase through the whole of its 
course ; the early macular and pa phases developed 
in the homes of the patients and finally led to the diag- 
nosis of the disease. Confluent cases were numerous 
and this variety of the disease had a mortality-rate of 
30-40%. Many were admitted in a condition of un- 
speakable neglect at the height of maturation of the 
pustules, which tended to impair their chances of recovery. 
Cardiac crises were not uncommon in this type of case 
and were often fatal. But many t-mortem examina- 
tions failed to reveal evidence either of endocarditis or 
caaliges: "Sie guy suldaenling- Eating -oas-auetens 

hs e one ou was obvious 
agonal fragmentation of heart muscle. Signs — 
exci Ae ree ep Ms omy issue in ——_ 
were bation e flaking off of large tches 
of skin, free into the exudate af saree 
the confluent areas, diarrhoea, subsultus and carphologia. 
Uneontrollable delirium and difficulty in swallowing 
also tended to impair the prognosis. 

The discrete type of the disease is not fatal in uncompli- 
cated cases, a fact recognised by Sydenham, who used 
to allow his discrete patients to sit up each day. The 
pes ac am Aan A A ag oa 

the prostration and, tonelessness so characteristic of the 
The « mplicatio sof The focal’ “os predominantly , 
e CO ns Pp are 
those due to sepsis. Muscle abscesses, boils, extensive - 
skin sloughing and cellulitis are all common, especially 
ted cases. i and furunculosis 
of the se yrme auditory meatus were commonly seen 
in poten and corneal ulceration was common at all 
Panophthalmitis was fortunately rare and was 
am found in the neglected cases. Twice iris prolapse 
occurred through a ruptured untreated corneal ulcer ; 
both these patients were admitted with prolapse and 
both reeovered. Boils in the eyelids eo common 


among the children. 


I am uncertain that any cardiac ecuslitfiein is to be 
attributed directly to smallpox. Pericarditis, enddcar- 
ditis, myocarditis have never been observed at autopsy 
or in sections. All that is certain is that the virus 
of smallpox can and does produce well-marked fatty 
change in the myocardium, and that the heart muscle 
of patients who have died of toxic smallpox is invariably 
grey, flabby and speckled with hemorrhages. 
monary complications are commonest in children and 
babes and are most often secondary to blocking of the 
— by focal lesions. Aspiration bronchopneumonia, 

— purulent bronchitis and lung abscess were all 
fo at autopsy. mo dy » Ppleurisy and lobar 
pneumonia were not no 

Gastro-intestinal complications seem to be rare. 
The diarrhoea. which sometimes complicates the course 
of confluent smallpox is ominous, as the older clinicians 
rightly observed, but no organic changes in gut were 
found in these eases. The genito-urinary system seemed 
usually te be involved as a result of blood-stream 
infection. The few cases of streptococcal pyelonephritis 
observed almost certainly occurred in this way. Orchitis 
confluent smallpox ; phimosis 
was caused in 1 case as the ar of a lesion just within 
the lips of the penile urethra 

The nervous system was rarely involved. No case of 
encephalitis secondary to the disease was observed, 
and only 1 hemiparesis was ie during the course of 
the disease ; autopsy showed extensive thrombosis of 
cortical veins in this case. Mental disturbance at the 


seems to be transient, for only one psychosis could 

be directly attributed to smallpox—a man who had to 
in the mental hospital for three months. 

The skeletal system was implicated in 4 cases only ; 

a eee a septic arthritis, 2 a 


— 


itis and all vempouded well to tecatment 
ide once drainage had been established. 


DIAGNOSIS 

The differential diagnosis presented the usual diffi- 
culties. Measles, chickenpox, typhus, secondary syphilis, 
scabies and acne were all sent in as smallpox. Smaill- 

ox was also once mistaken for acne. Attention to the 

istory, the distribution of the rash and the presence or 
absence of prostration would have prevented some of 
these mistakes. At one time, in the early part of the 
epidemic, two wards in the hospital were set aside; one 
for children with chickenpox, the other for children with 
smallpox. No better way of demonstrating the toneless- 
ness of smallpox and the absence of constitutional 
disturbance in "chickenpox could be imagined. In most 
of these cases the osis could be made promptly 
from the distribution of the rash, but in some of the 
cases of measles an immediate diagnosis was impossible. 
It was distressing to have comparatively harmless 
diseases like scabies, acne and chickenpox littering the. 
wards of an infectious diseases hospital, but accommo-® 
dation was strained to the uttermost and it could not 
be avoided. Needless to say, vaccination on admission 
was the routine procedure. 


TREATMENT 

I do not think there is any treatment for the toxic 
phase of smallpox. In the focal phase there is no doubt 
that painting the lesions daily with a saturated solution 
of potassium permanganate lessens the risk of septic 
complications and adds to the comfort of the patient. 
It is unnec to stress the need for scrupulous care 
of the eyes, ears, mouth and nostrils in all cases of small- 
pox. Sulphanilamide is of undoubted value in treating 
these septic complications and I have dealt with its use 
in smallpox elsewhere.! Subcutaneous injections of 
camphor gr. 3 in oil were given four-hourly to all con- 
fluent cases with cardiac crises. It is not certain that 

this treatment is of value. 
Results obtained with convalescent serum were 
and only the difficulty of keeping the serum 
enter it from being used more extensively. To 
e effective the serum must be obtained from patients 
who have had smallpox for at least thirty days. Serum 
taken earlier than this seems to be quite ineffective ; 
serum taken between the fourth and sixth weeks from 
onset certainly has some influence on the course of the 
and might conceivably be of benefit in the . 
toxic phase. It was unfortunately not possible to 
decide this point, for toxic cases had ceased to appear 
by the time we discovered that early serum was 

ineffective. 


SOVIET MEDICAL CONFERENCE 
THE second war-time session of the All-Union Institute 
of Experimental Medicine of the USSR, held in Decem- 
ber, discussed the practical application of work done in 
the institute’s laboratories and special clinics. These 


septic 
with 


» provide the channel through which advances in theory 


and technique are passed into general practice, and have 
successfully combined their prewar lines of research with 
inquiries into the problems now confronting military 
medicine. The session was dedicated to the pdms -fifth 
anniversary of the revolution, and opened with reports 
on developments in the various branches of scientific 
medicine and physiology. 

Extensive purulent lung wounds have been success- 
fully treated by the use of plugs soaked in a preparation 
devised by f. Vishnevsky Parmean. Prof. N. 
je we oh dealt with wounds of the skull and brain ; 
he has been successful in preventing the spread of infec- 
tion from frontal air-sinuses to the whole brain by the 
use of muscular plastic surgery. Dr. Chetvernikov 
discussed the healing of bedsores associated with in, iiories 
to the spine. Several laboratories have been j intly 
engaged in the study of peripheral nerve injuries ; Prof. 
P. Anokhin demonstrated the physiological results of 
such injuries on the central nervous system. This 

‘central component ” of peripheral nerve injury may 
induce paradoxical paralyses in nerves not direetly 
affected by the imjury. Physiological study of the 
paralyses in such cases makes it possible, he believes, 


1. Wilkinson, P. B. Lancet, 1942, ii, 67. 
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to select appropriate treatment for the affected nerves. 
Thus the uninjured nerves with functional paralyses can 
be treated by the injection of strychnine, presumably 
to restore their excitability. Professor Luria and Pro- 
fessor Hellerstein reported their results in restoration of 
function in the body and limbs after injuries to the brain 
or peripheral nerves by specially chosen oceupational 
therapy. 

Professor Smorodintsev has been working on the early 
diagnosis of typhus; he has devised a scheme for 
diminishing the spread of infection and has developed a 
new*vaccine which he reports will check the course of the 
disease as early as the second day. Professor Petrischeva 
demonstrated good results with the insecticides from 
natural sources which she has been investigating. 


AFTER SHIPWRECK 


OSE who survive after disasters at sea find that the 

ces of living to be picked up by another vessel are 
better if discomfort is reduced as much as possible and 
“if the frame of mind of the company is*confident and 
cheerful. In War Memo no. 8 (A Guide to the Preservation 
of Life at Sea after Shipwreck. HMSO. 4d.) the Medical 
Research Council give some good reasons why such a 
frame of mind should and can be maintained. Ministry 
of War Transport statistics show that of boats adrift for 
more than 24 hours nearly half have reached safety 
within 5 days, and it is exceptional for any lifeboat not 
to be picked up within 3 weeks. The memo sets out 
routine preparations in the ship which include regular 
attention to water and food containers and first-aid 
equipment in the boats, charging of the portable wireless 
batteries, stowage of stores and care of the gear. 


ENOUGH TO DRINK 
Water is more important than per to the shipwrecked. ~. 
Oil drums—cleaned, sterilised, painted white and half 
filled with water—can be left to float off or be rolled over- 
board to be picked up later. Men are advised to take 
extra water with them in any way they can. Each man 
can carry a water-bottle, and determined masters have 
found ways to stow as much as 120 gallons per boat. Men 


are reminded that they are unlikely to need more food than , 


is stored in the lifeboat, and no extra food should be 
taken at the expense of extra water and extra clothing. 
As soon as the t is away the officer in charge should 
take stock of his water-supply may fa any additional 
water brought in by those abandoning ship. He must 
plan rationing with regard to the circumstances: total 
stock, number of men, time likely to be adrift, and 
chances of rain. Rationing should begin from the 
start, but it seems that. the customary ration of 2-8 oz. 
= man daily falls so far short of the body’s needs that 

ealth deteriorates from the start ifitisenforced. Besides 
it is foolish to ration water on a 60-day basis if the 
chances of being picked up within 10 days are good ; 


often men are rescued in poor condition from lack of 


water when there are still considerable supplies in the 
‘boat. The MRC .recommends that if the company is * 
x to be picked up more or less immediately a generous 
supply can be issued at once. H rescue is likely to be. 
yed for (say) a week, there is no need to give come 
weno for the first 24 hours unless the men have been 
sweating, in which case issue should begin at once. . The 
resent water-supply in lifeboats gives each man of the 
t’s full complement 54 pints. The ration recom- 
mended by the MRC is 18 oz. per man daily until there is 
only ace int (20 oz.) per man left in hand; then the 
ration should be reduced to 2 oz. daily. The memo 
emphatically condemns as harmful attempts to relieve 
thirst by ons sea-water by the bowel or by the 
eum ies urine. Sea-water of course must not be 
ut water from pools melted by the sun on ice 
floes gan be drunk if they have not been made brackish 
by spray, and rain-water should be collected in canvas 
gear or any vessel that will hold it. Spirits are to be 
kept for the wounded. 


ENERGY TABLETS 


The boat’s stores contain amphetamine or 


* Methedrine ’ (BWCo) in 5 mg. tablets. These are to 
be regarded as a stand-by when hardship is beginning to 
wear men down and cannot be remedied by encourage- 








ment, rest or sleep. The officer in 


charge has control of 
them and judges when to use them, either to lessen 

fatigue, promote alertness, raise spirits and prolong the 
will to live ; or to prevent sleep. In Carley floats, rafts 
and dinghies they may be given if conditions are severe 
from the outset at the rate of 2 tablets at sunrise, midday, 


and sunset. If conditions improve they should be 
re tee -In lifeboats they may be given when men seem 

getting exhausted, in single doses of 2 tablets for 
special SS instance to keep the helmsman 
awake during his watch, or to buck up the whole 
company for a few hours hard pulling in order to make 
land. If the whole party becomes severely exhausted 
men should be given 2 tablets twice a day. 


FROSTBITE AND IMMERSION FOOT 


Among lifeboat ailments on which advice is given are 
swollen legs, frostbite, and immersion foot. The legs 
often swell for the first few days after a rescue but the 
condition subsides without treatment as a rule and is cf 
no importance in itself.. In frostbite the skin and 
sometimes the deeper tissues actually become frozen ; the 
condition is unknown unless the temperature of the air 
is as low as 14° F., and at sea is very rare unless the sea 
water is freezing; wind encourages it. The damage is 
caused by minute crystals of ice forming in the skin ; 
fingers, ears and nose are the parts most prone to freeze 
in that order. Frostbite may also affect any part of the 
skin brought into contact with a very cold substance, 
such as ice or cold metal. The skin becomes pale and 
yellowish, looks opaque and feels of wooden hardness, 

this hardness is the. only truly reliable sign of 
freezing. Men are warned to keep as warm as aoe OE 
by wearing plenty of clothing, which should be wind- 
proof, to put on thick gloves and ear protectors, to keep 
the feet and socks as dry as possible and the feet moving, 
and to avoid cramped positions. Nothing metallic 
* should be touched with the bare skin or the mouth and ail 
exposed skin should be kept greased ; washing should be 
restricted and beard and moustache should be kept 
clipped to prevent icicles forming in them. The company 
should watch each others’ faces for signs of patches of 
frostbite, and a bare warm hand should be placed 
immediately on any affected part of the skin. When 
passing water the penis should be protected from the 
wind and afterwards dried carefully. Pit a foot gets frost- 
bitten it should be thawed gently by placing it inside a 
companions clothes; frostbitten skin should not be 
rubbed with snow or anything else. 

Immersion foot develops when feet or legs have been 
soaked for many hours in cold water or mud. Sea water 
cold enough to do the damage is found in the Atlantic 
(winter and summer) from latitude 50° northward. 
To prevent it men are advised to keep the feet out of 
water by keeping the bottom of the boat as dry as 
— or by raising the feet. If they are wearing sea 

the less the water touches the boots the better, for 
cold penetrates them. If the socks have become wet, 
the boots should be emptied and the socks wrung out and 
put on again quickly, or dry socks from a waterproof 
packet should be put on instead. The feet and toes 
should often be moved but unless it is fairly warm the 
feet should not be bared and rubbed : exposure cools the 
feet more than rubbing warms them. Any rubbing should 
be done very gently, and if the skin has become numb, 
swollen or tender, rubbing will do more harm than good. 
Greasing is not much use. To keep the upper parts of 
the body warm helps to keep the limbs warm. It is 
better to keep on damp clothes under a waterproof than 
to strip and wring out clothes in a cold wind. No tight 
garters, tight boots or other tight clothing should be 
worn on the legs or round the wrists. 

After rescue the best way of thawing a frostbitten part 
is to put it in cold, not warm, water, and wrap the rest of 
the patient up warmly ; any kind of rubbing is dangerous. 
If pain is severe on thawing, the part should be cooled 
again for a time with cold water, and warming up after 
thawing must be very gradual. It is dangerous to apply 
hot water or bottles or to warm the limb in front of a fire. 
The affected part should be gently cleaned and dried. 
dusted with sulphanilamide and wrapped in clean 
material ; it should be kept at absolute rest. Blisters 
should not be opened by first-aiders but left to the doctor. 
Treatment of immersion foot must begin immediately 
e 
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afterrescue. Assoon as the patient has been lifted on board 
all clothes must. be removed and he must be wrapped 
in warm blankets. He may have hot bottles near the 
body but not near the affected limbs which should always 
be kept cool by the use of fans or even ice if necessary ; 
the ice should not of course be brought into contact 
with the skin. The temperature of the skin should be 
kept between 70° and 80° F. as measured by a bath 
thermometer placed against the skin. The limbs swell 
up again if allowed to warm too soon, and again rubbing 

is harmful. Treatment must be continued~ until all 
dle ~ has gone and the patient can walk without pain. 
Feet and legs should be kept quite dry and nothing 
should be applied to them except sulphanilamide powder 
on all blisters, sores and darkened areas. 


P iblise Health — 


USA Mortality Figures for Comparison 
Tue very favourable mortality ee | eg of England 
and Wales in the first nine months ef last year, quoted 
in this columm-last week, finds its counterpart in North 
America. The death-rate for the many millions of 
industrial policy holders of the Metropolitan Life Insur- * 
ance Company in the USA and Canada was, for the 
first three-quarters of 1942, 2°8% below the previous 
minimum (recorded in 1941)... As on this side of the 
Atlantic influenza and pneumonia both show low 
mortality figures and up to date there is not only no 
inerease in the death-rate from tuberculosis but in this 
particular population actually a faster rate of decline 
than in the preceding years. But so far, it is pointed 
out, there has been no food shortage, the housing shortage 
has been limited to the defence areas, and the absorp- 
tion of medical personnel in war work had not gone 
very far. The suicide rate was, with one exception, the - 
lowest on record since the last war; cancer and diabetes 
show no c compared with the previous year ; 
cerebral hemorrhage, chronie heart disease and chronic 
— have all declined. The four principal infectious 
of childhood recorded minimum rates, and 
despite a Fen rise in the birth-rate the downward trend 
eaths from puerperal causes was continued. Acci- 
dents are the only item to have reacted unfavourably, 
although motor vehicle accidents are down by about 
15%. The increase lies largely in industrial accidents 
and is, of course, related to the fact that there has been 
an increase of some 6,000,000 persons in industrial 
employment since the fall of France, many perhaps 
inexperienced and poorly trained. In most respects, 
therefore, the experience has been very ‘similar to our own. 


Infectious Disease in England and Wales 
WEEK ENDED JAN. 9 

Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, 0 ; scarlet fever, 
1808 ; Merger ae 1302 ; diphtheria, 841; para- 
typhoid, 5; typhoid, 8; measles (excluding rubella), 
14,153; pneumonia (primary or influenzal), 1091 ; 
i 125; cerebrospinal fever, 87 ; 
" polio-encephalitis, 1; encephalitis 
case of ch tery, 119 ; ophthalmia neonatorum, 
— plague or typhus fever was 





puerperal .p 
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The number of sshithina ta pa ccitities sick in the Infectious Hospitals 
of the London omens Council on Dec. 30 was 2050, including scarlet, 
fever, 632 ; dipht beck, 284; measles, 440; whooping-cough, 177 ; 
enteri' 90 ; chicken-pox,, 84; Es » 305 mumps, 33; 
poliomyelitis, 2; dysentery, 32 ; cerebrospinal met mg 11; puerperal 
sepsis, 13 ; enteric fevers, 11; german measles, 1 

Deaths. —In 126 great towns there were no deaths from 
enteric fevers, 1 (0) from scarlet fever, 23 (2) from 
measles, 11 (0) — whooping-cough, 36 (1) from diph- 
theria, 49 (5) from diarrheea and enteritis under two 
years, and 65 (4) from influenza.’ The figures in paren- 
theses are those for London itself. 

6 deaths hi 
more thas, $. Be had = reported 4 fatal cas aoe er geonk eee 
were 5 deaths from diarrhea at Liverpoo 
‘The number of stillbirths notified, during the week was 

266 (correspo: to a rate of 40 per thousand total 
births), including 25 in London. 


1. Statistical Bulletin of the Metropolitan Life Insurance Company, 
October, 1942. 








In England Now 


A Weintag Commentary by Peripatetic teecprtietivads 


If is odd how one —— the major discomfort and 
pain of illness, yet finds the minor annoyances so hard 
to bear. I have been in hospital fighting a losing battle 
with the Sister. My BMR is low and I suffer much 
from the cold, so I like the bed made in such a way 
that I can cover my shoulders and back with the blankets. 
This is impossible with a bed made in the standard 
hospital method. The demands of neatness and uni- 
formity result in a bed so arranged that when a man of 
average height lies stretched out with his feet at the 
bottem the upper edge of the blankets just reaches his 
xiphisternum. The clothes are tucked in so tightly 
at the sides that it is difficult to pull up the fold and cover 
the portion of the torso exposed to the blasts which sweep 
the ward. Nevertheless, I attempted it. Sister de- 
scended in a flurry of rustling aprons, wrath sparkling 
from her like the brushes of a. Wimshurst machine, an 
with little incoherent noises of displeasure she restored 
the bed to its pristine discomfort. Why are all ward 
sisters bitten by this terrific esthetic urge ? My bitter 
complaints were met by an offer of a quarter of an old 

et to wear as a shawl and the suggestion that a 
woolly jacket might meet the case, but I can be stubborn 
too, and found neither of these acceptable. The war 
continued till I finally retreated home, having. done 
nothing to dispel the view common throughout the 
nursing profession that doctors are difficult patients. 
However, the ‘‘ Cease Fire ” has not been sounded ; the 
battle continues. I have taken it up with my own ward 
sister whom I have always regarded as a perfect jewel. 
But one quality of precious‘stones is that they are hard, 
and I fear that this time Sister shows every sign of being 
adamant. But since I feel that the comfort of the 
patients must be one’s first consideration, let the best 
man win ! 


- 


* x /” 


Conscious of the honourable, but far from glamorous, 
darns in my stockings, I was attacked by a sudden and 
irresistible desire to impress somebody, and as Amanda, 
my five-year-old offspring, and Victoria the dachshund, 
were the handiest, I proceeded to work off my inferiority 
complex on them. 

“No,” I said firmly, regarding with jealous envy 
Amanda’s plump bare legs. “I can’t take you out this 
afternoon. I am for an examinations and . 

I yammered on importantly. Victoria yawned and 
looked superciliously at Amanda, who, infected by some 
devilish telepathy, demanded: ‘‘ What’s a samination?”’ 
And added as an unkind afterthought: ‘‘ You’re always 
reading for one.” ‘I am not,” I retorted somewhat 
nettled. ‘“‘ Anyhow its the Mastery of Midwifery, only 
you won’t understand.’ Victoria yawned again as if 
to say, ‘‘ Who wants to?” and Amanda rolled on the 
floor with merriment. When she had recovered her 
voice she carolled: ‘‘ Oh, Mummy, you are funny. 
You can’t = a master. Daddy’s master, and the 
milkman sai ‘“« That will do,” I began firmly, 
but yrmethe + has already lost interest in the milkman’ s 
bon-mots, and demands with terrifying stolidity: ‘‘ No, 
but why are you really ?”’ ‘‘ Oh, because of the ‘clothes 
they let me wear,’ I answer wildly, and snatching up the 
neat brochure of the correspondence course that stressed 
the old-world courtesy that awaited the aspiring candi- 
date, I read out: “ Flat, black velvet hat; falling hood, 
and purple gown trimmed with budge.”’ “ What’s ‘budge?”’ 

Amanda eagerly, but fortunately at that moment 
the telephone rang. Would the doctor come at once ? 

Victoria barked; Amanda screamed; and as the 
afternoon looked like being ruined I packed them both 
in the car and took Shemntel with me. Having attended to 
the ailments of Mrs. Creevy, I was just leaving the house 
when Miss, Booth looked over the garden hedge and 
warbled in her refained, quavering voice: ‘‘ Hay see 
you’ve got Miss da with you. Would she care to 
pop in and see may budgy-gars?” Kno Amanda’s 
passion for seeing anything, I replied warmly that I was 
sure she would and went to fetch her. ‘‘ What’s budgy- 
vate ” she whispered fiercely, evidently preferring 

Booth’s pronunciation to my more tic one. 
“* Birds,’”’ I replied succinctly, and led her inte Honey- 
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suckle Villa. For twenty minutes we circled the cage, 
chirped and exclaimed over the sagacity and beauty of 
Miss Booth’s feathered friend, who, she kept assuring 
us bP. , talked. Certainly weird, and to me quite 
je sounds issued from his beak ; I was quite 
prepared to accept these pipings as conversation, but 
Amanda, suffering from no inhibitions, demanded 
bluntly : ‘‘ What does he say?” Miss Booth beamed, 
chirped penetratingly, and then said coyly: ‘‘ He says, 
‘Sweetheart Aunty Booth.’” He went on saying it 
—or appeared to—till Miss Booth informed us that he 
was now saying: .‘“‘ Arthur’s gone to Blackpool.” 
‘Mind you,’’ she continued simpering, ‘‘ Sweetheart 
Aunty Booth’s his favourite. Say it again, duck. 
That's a clever boy.” 

We tore ourselves away at last, Amanda making 
passionate arrangements with Miss Booth to have the 
next egg. (‘‘ When we’ve found hay nice little wifie 
for him. Hay, Doctor? ’’) Anianda was strangely quiet 
on the way home, and it was only when the car finally 
came to rest in the garage that she spoke. ‘‘ Mummy, 
when you wir this samination and get the budgy oral 
will it” (her voice throbbed with hope), “will it 
* Sweetheart Master sbbwife a 
’ o— + 

A friend of mine, a -thepeenhs poe with his unit in an 
isolated part of England. One evening, one of the men 
a of severe pain in his eye; he knew that a 

fragment of steel had got into it earlier in the day, 
and it was quite impossible ver medical help. There 
was a discussion as to what should be done, and somebody 
suggested that it was possible to get it qut by means of a 
snail. So a snail was found, made into a littl e parcel in 
& piece of gauze, and fixed over the eye With a piece of 
strapping. The following morning the snail compress 
was removed. The slime had oozed the gauze, 
and sticking to it was the fragment of steel. . Cynics may 
suggest that nature, in the shape of the tear stream, had 
washed out the steel and it had naturally stuck to the 
first sticky object it met. But there is at least one 
corporal who is firmly convinced that the struggles of 
the snail generated an electro-magnetic field which 
extracted the steel. And he ought to know, for he’s in 
the signals. 

* * * 


The way blood a antibodies to anything new or 
strange is very like the behaviour of human beings in 
developing antipathies to their fellows. Just,as we have 
no antipathy to certain people until we have met them for 
some time, to substances like diphtheria toxin we develop 
antipathies only after meeting them. Of course we can 
receive antipathy which somebody else (or some horse 
else) has wen ma and naturally this passive dislike 
does not last as long. One might “aovében an antipathy 
to Ruritanians because one’s friends had lived among 
them and disliked them,:but this would not last nearly as 
long as if one had acquired the dislike from perso 
contact. Not that contact is essential for developing a 
dislike. Take this new-fangled rhesus factor forexample. 
The fact that a rhesius negative mother’s plasma develops 
a loathing of the strange monkeyish factor in its baby’s 
cells is no proof that the foetal and maternal nar meres 
mix. I like to think of the maternal plasma 
through the placental barrier at the aodiies rn of the the 
alien cells on the other side, and so gradually developing 
a ghastly scheme for sending their owner into the world 
all anzemic or jaundiced or hydropsical. Even more like 
human behaviour than these examples is the disgraceful 
conduct of plasma to the A and B agglutinogens. Here 
our blood is behaving in the most reactionary = 
xenophobe manner. It seems always extraordinary to 
me that within a few months of birth we become armed 
against all strange agglutinogens although we have never 
met them. We call the A and B factors agglutinogens, 
but that’s hardly fair; it is not they who stir up the 
trouble. Plasma of a group O person without having 
so much as nodded at an A or B factor in its life, becomes 
so entirely biased that it will without warning set on A 
or B corpuscles and clump them. Surely this tome aad 
task of the tr Why oe —. have harden 
task e transfusion-officer by amy cree 

strangers we were never Tikely to 
tally (hematology textbooks please eotyh by 
remembering the simple rule: ‘‘ No strange letters 





admitted ’’ all the various inter-compatibilities of the 
four blood groups are effortlessly remembered. It is 

necessary to use the sensible AB, A; B, O system, and 
en ee A and B, and that 0 
is pronounced “ t” not “oh.” For example, 
“ nought ” onepentios ean safely be given to anyone, 
being free from all letters ; a group B person would not 
tolerate the admission of AB blood, for though the B 
factor is one of the family, the A factor is a stranger. 
I have found this method of explanation very useful. 
Even the most dim-witted nurse or student can under- 
stand it and may one day find it useful in emergency. I 
think many com vio ener subjects could be put as simply 
as this without detracting from their scientific accuracy. 
When I was a student we were told by a wise pathologist 
that to understand the Wassermann reaction completely 
we should go home and explain it to our landlady’s 
daughter. That is surely a very sound piece of advice 
to follow with any tricky medical point, and would in- 
prove the conversational powers of andladies’ daughters 
throughout the country. 


* * > 


Writers of nature stories often attribute human 
a to animals and in so doing are thought to be 
Personally I think they have much right on 
petro side and that basically human and animal mental 
processes are the same. The very first stories, a throng 
of tales told in the early hours of human time, must have 
been of animals—that is why they appeal to the child 
mind now—and they were told by and to people who 
were very near the animal world. The fact is that 
civilisation and its fiction try to gloss over the animalism 
of man. The dignity of the whole male world, for 
instance, would suffer if it were made plain that our 
earliest forefathers, realising how inferior they were to 
women (even now the only gifts which we know the male 
has exclusively to give are one form of webbed toes and 
a skin disease), possibly scared by the awful fate of the 
male spider who is eaten after copulation, revolted from 
their inferiority, formed themselves. into armies, clubs 
and fraternities, and thus by the hard and only road to 
better things in spite of logic and justice became the 
dominant sex. Hence the Orders of Chivalry, the 
glories of Pall Mall, and the Masons. 
Nor is man alone i in this. When on my morning walk 


to fetch the Times my fox-terrier smells a particular , 


lamp-post, it is a male totem pole that with one sniff in 
thought he smells, tastes, feels, hears and sees; say, 
“* Old Jorrocks, next door, stole my bone, I stole his, good 
chap though, * or “ Shrill Peke, fluffy, has its hair 
combed, bread and milk, utterly contemptible,” or 
** That "Airedale, strong meat, pretty fierce, better be 
eareful.”” His next thought—and you can see him 
hesitating—is whether to leave a card of fraternity or 
respect or derision or none at all. This is largely 4 
matter of placing: the card of fraternity is more or less 
alo e like the signatures of Mr. Eden and Mr. 
i to a treaty—equals. That of respect, often 
because it is a bigger dog, is underneath, while the card 
of derision blots the other’s out, and this is sometimes 
completed by kicking dust and mud over it. This 
composite form of thought in which all six senses play 
their part is quite common in man, especially in childhood, 
illness, and when the emotions are aroused. It suffers 
from being uncommunicable in detail, but otherwise 
.is perhaps the most complete form of thought there is. 
When a dog comes to a new town he is most punctilious 
in leaving his card everywhere. A doctor settling in 
practice, I believe, does the same, but in other walks of 
life the residents call on the stranger. The idea behind 
all seems to be, ‘‘ I must be known, I must take my place 
in society, I daren’t stand alone.’’ And when the 
human call is made, how like one of those end-to-end 
inquiries of do “ What sort of a chap is this, what 
sort of a table oes he keep, is he better than I, how shail 
I appraise him?” But all this is surmise, you'll say. 
How do you know that the old dog, grunting and squeak- 
ing in his sleep by the hearth, is fighting old battles, 
hunting long-gone rats down puppy paths? All I can 
answer is that I think I know, for all this day, even on 
my interesting senile stroll, I have been seei the 
familiar in road that rises from Sollum (or did ia 
my time), and smelling the desert air. 
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ge Parliament 
PENSIONS APPEAL TRIBUNALS 
MEDICUS, MP = 


THE appointment by the Lord Chancellor after the end 
of the last war of tribunals to hear a — a ae 
awards created @ valuable piece of legal mac ry— 
the tribunals are technically courts of the House of 
Lords—-which adjudicated in many cases and remedied 
many injustices. Records of m conditions were 
then often defective and only when, by very painstaking 
inquiry, more complete histories were obtained and put 
before the court could a correct assessment be made. 
The constitution of the tribunal under a legal chairman 
with a medical member and a service. member enabled 
a wider survey of conditions to be made than 
done by a purely medical body. 
still continues at work and deals with cases arising out of 
the last war, including claims of widows. The Minister 
of Pensions now announces that he has set up a com- 
niittee of three members, of which he or his parliamentary 
secretary will act as chairman, to consider the appoint- 
ment of appeal tribunals to consider pensions cases 
arising out of this war. The main issue is stated to be 
the availability of medical staff ; but by the appointment 
of about 26 medical men and 26 legal and service 
representatives the present need would be met. 

for tribunals to deal with cases arising out of 
this war is actually much greater than in the last war. 
Whole blocks of medical records have disappeared : not 


‘only field records but those of general base hospitals. 


This happened when so many hospitals with their medical 
and other staff and equipment were lost in France an 
Belgium at the Dunkirk period. It happened again in 
Hong-Kong, in Malaya and Singapore. Other records 
were lost in Greece, in Crete and in Libya. In cases of 
wounds or clearly defined illness arising out of these 
campai the issue may be clear. But there are less 
well cases in which difficulty will be encountered 
in assigning attributability to or aggravation by ¢on- 
ditions of service. Many of these cases will have to be 
brought before appeal tribunals as the only fair and 
lishing the claim of the individual 
The vast increase in the 
employment of women in the Services may lead to many 
appeab, for their original medical examinations were 
0 not, as thorough or as compiete as those of men. 
The larger number of men enlisted does in itself create 
another class of cases; invaliding boards inevitably 
commit a certain proportion of errors by inadvertence or 
by imexperience of service procedure. Many medical 
boards are now conducted by non-military officers. 
Two typical examples may be given. First, that in 
which the only invaliding disability stated is that of a 
defect of vision with no adequate record and sometimes 
none at all of other physical or nervous conditions. 
Secondly, that in which the effect of injury due to 
accidents when on duty has not been recorded by the 
board and in which it is therefore very difficult to estab- 
lish the cause of a resulting disability—for example a 
case diagnosed as conversion hysteria which was in fact 
jacksonian epi due to severe head injury. The 
necessity for a survey of the whole man on final invaliding 
has not always been observed, and this creates endless 
difficulties for the pensions administration of the future. 
The setting up of this committee of inquiry is expected 
to lead to appointment of a tribunals at an 
early date, as the committee will in to sit as soon as 
Parliament reassembles. The tribunals will be appointed 
by the Lord Chancellor. The members of the committee 
are known to have been active in discussing the question 
in Parliament and outside of it, and the Government has 
already expressed its desire to act “‘ as soon as practic- 
able.” In view of the urgency the necessary priority in 
respect. of medical appointments will, it is expected, be 
granted. Apart from the tribunals there is the medical 
organisation needed to prepare the précis of evidence. 
{t was thought at one time that the number of doctors 
employed on this work in the Ministry must be equal to 
SS eee to tribunals. ae a should 
no necessary. military medical 
retire tens tend dephiced SF dae oleae wie admini- 
strative training belonging toacombatantunit. Inother 


fields of medical work economies of medical personnel 
have been made. The same process of rationalisation 
appears inevitable inside the Ministry of Pensions, where 
a staff of expert non-medical administrators controlled 
and directed by a small staff of doctors would effect an 
economy of medical personnel. 


tye Letters to the } Editor 


ANASTHESIA IN THORACIC SURGERY 


Str,—The problem raised by Dr. Halton (Lancet, 
Jan. 2, P- 12) has been my serious concern for many 
ears. am encouraged to find he agrees that it should 
Possible to overcome the secretion difficulties and risks 
of anzxsthesia.in thoracic surgery by mechanical means. 
Instruments I have suggested for this pur have 
already been described (Proc. R. Soc. Med. 1936, 29, 643). 
I devised a modification of one of these instruments 
(Ibid, 1941, 34, 506) for passing into a bronchus by direct 
vision, @ metal tube and inflatable rubber sac which bear 
a strong resemblance in essential principle to Halton’s 
occluder. A difference exists in the method of inflation 
by hard-bellows and manometer, and. in the control of 
the proximal end of the metal tube by a flexible rubber 
gland instead of a fixed rack. If it is agreed that an 
obturator of some kind provides a solution of the 
problem, it follows that the obturator must be accurately 
placed if it is to be effective. It is difficult enough to 
accomplish this by direct vision, hut an attempt to pass 
an instrument into a specified secondary bronchus by any 
blind method appears to me to involve a risk of error for 
which there is no justification. I cannot believe that 
any of my surgical colleagues would dream of trying to 
insert a tube of radium in a bronchus in such a manner 
with any hope of success. With regard to nasotracheal 
intubation, and to the “ blind ” technique in particular, 
I should be the last to condemn without good cause a 
method I have helped to popularise. While I admit its 
usefulness in other surgical fields, there does not seem to 
be any excuse for nasotracheal intubation im thoracic . 
surgery, and there is a definite contra-indication to the 
use of the nasal route: a tube of maximum calibre is 
nec for efficient. application of controlled respira- 
tion, or when part of the lumen of the tube is to be 
occupied with any instrument such as a suction catheter 
uring the course of the operation. In adults, both male 
and female, I find that a Magill tube size 10 gives best 
results, but it is impossible to pass a tube of this dimen- 
sion through the nose without serious risk of trauma. 2 
Clearly an occluder of any kind can be used only on the 
adult, or at any rate the adolescent patient. The 
method is impracticable for children who form a con- 
siderable proportion of the ‘‘ wet.” cases requiring lobec- 
tomy ; for these, posture and carefully applied suction 
still offer a fair measure of protection. In patients of all 
ages, irrespective df the method of anzsthesia used, when 
secretion is abundant deliberate bronchoscopic suction is 
an essential precaution when the operation is over. 
London, W.1. I. W. MAGILL. 


YOUNG LONDONERS IN WAR 

Srr,—In a letter under this heading in THE LANCET 
of Feb. 21, 1942, I gave some comparisons, for what they 
were worth, between the average heights and weights of 
groups of London boys and girls between the ages of 14 
and 144, examined for employment at the Headquarters 
medical branch of the Post Office in 1941, with similar 
groups examined in 1938, the last complete peace year. 
It may be of interest to attach for comparison particulars 
of similar groups examined in 1942, the third year of the 
war. Owing to a lesser number of examinations of boy 
candidates, it is only possible to give figures for 1942 in 
respect of 200 consecutive boys between the ages of 14 
and 14}. But the following are the average figures : 


Bors (300) errs (200) . 

Height Weight Height Weight 

ft. in. st. lb. fi: im. st. Ib. 
1938 .. 5 | ae, : 64 5 3 7 113 
1941 esi, God aR alee 9 5 3 7 12 
1942 (200)5 24 .. 7 64 5 34 7 103 


It will be seen that there has been, in respect of the 
1942 group of boys, no alteration in average height 
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but a drop of 2} Ib. in average weight, which is still 
however the same, in the third year of war, as that of the 
1938 entry. In the case of the girls, there has been an 
increase of half an inch in the average height but a 
decrease of 14 Ib. in average weight, which was 1 Ib. less 
than that of the 1938 entry. As regards the general 
health of the boy candidates, in 1938 there were 20 
rejections out of 300, the chief cause being defects of 
vision ; in 1941 there were 10 rejections out of 300, the 
chief cause being defects of vision ; in 1942 there were 6 - 
rejections out of 200, 3 of these being for defects of vision. 
As regards the health of the girl candidates, in 1938 there 
were 16 rejections out of 200, 7 of these being for defects 
of vision ; in 1941 there were 21 rejections out of 200, 10 
of these being for defects of vision ; in 1942 there were 22 
rejections out of 200, 11 of these being for defects of vision. 


General Post Office, E.C.1. H. H. BASHFORD. 
KIDNEY FUNCTION AND HYPERTENSION 


Sm,—Macleod has stated that the blood-flow through 
the kidney is only 150 c.cm. per 100 g. of tissue 
Paysology, and Biochemistry in Modern Medicine, 1922, 
p. 211). The kidney in man weighs about 4} oz. 
(Quain)—.e., about id According to this, the blood- 
sup, to and the blood-flow through each kidney per 
minute is 210 c.cm. Butin your leading article of Jan. 2 
(p. 19) you say that in hypertension the renal blood-flow 
has fallen from 12 <a mates 1000 ml. to 600 ml. per 
miriute—as though the former figure represents the normal. 
The renal artery does net seem big enough to allow as much 
as 500 c.cm. of blood to traverse it per minute. A friend 
of mine—Philip Robinson—has measured the external 
diameter of the renal arteries and of the aorta above and 
below the renal arteries and also that of the common 
iliacs in seven dissecting-room bodies. He calculates 
that the mean cross-section of the renal arteries is 0-3 sq. 
cm.; that that of the aorta above (at the 12th dorsal 
vertebra) is 2-74 sq. cm. ; of the aorta below, 1-69 sq. cm. ; 
and of the common iliacs, 0-95 sq.cm., the thickness of the 
walls of the vessels being disregarded. A mathematician 
roportion of blood travers- 
ing these several vessels; but when we think of the 
output of the heart per’ beat, the number of beats per 
minute, and of the other parts of the body to be supplied, 
it seems that if one litre of blood is to traverse the two 
kidneys per minute the volume of the blood must be 
greater than it is and the renal arteries should be larger 
than they appear to be. 

Rugby. R. H. PARAMORE. 


VITAMINS FOR THE UNDER FIVES 

Smr,—The Ministry of Food has expressed concern 
because of the small proportion of parents of chilféren 
under five who are applying for the cod-liver oil and 
fruit juices to which these children are entitled. Those 
not entitled to this ration probably do not realise what 
obstacles are placed in the way of a busy mother—for 
whom ordinary shopping is nowadays a complex enough 
matter. The procedure was drafted by civil ser- 
vants who do not understand her difficulties, though 
they have had codnsiderable experience in drawing up 
schemes for public assistance and other forms of 
“‘ charity ” grant. The regulations are administered by 
&@ host of petty bureaucrats in the spirit of the Poor Law. 
Let me record my wife’s experience. 

We already have twins, aged two, and a month ago a.third 
baby arrived. We desired to obtain the fruit juice and cheap 
milk to which the newcomer was entitled. We live 1} miles 
from the town, and my wife is able to go there only twice a 
week for essential shopping. It was necessary, therefore, 
to visit the food office on one of these days, and to do so 
between the hours of 10 and 12 or 2 and 4. She was supplied 
with a vast form, designed without any thought of paper 
saving, and told to go away and get it filled in. This form 
requires a statement of the baby’s name and date of birth, 
the name and address of the milk retailer, the signature of the 
parent, and the mqnetere of a “ responsible person who knows 
the applicant.” e rest of the space is devoted to threats 
describing the penalties for making a false statement. 

As my signature has ap) on many documents as that 
of a “ responsible person,” I signed this. At her next visit, 
my wife was told, in effect, that I ceased to be a responsible 
person when making statements about my own children—the 
statement being simply that I was the parent of a child born 





on the date stated, for whom a week earlier that same food 
office had issued a ration book in exchange for a form from 
the registrar of births! A personal visit Some peeelt and 
some firmness were necessary in order to clear up this point. 

A week elapsed; then the permit arrived by post. The 
next step was to queue at the post office for a supply of 24d. 
stamps. Food Office clerks, it seems, are not allowed to 
handle money—the vitamins must be paid for with stamps, 
which are stuck on to the coupons, which are then detached 
from the ration. book. This, of course, will only be done if : 
(a) the applicant has called on the right day of the week (for 
they are issued only on three days a week) ; and (6) a supply 
is in stock, which is aften not the case. 

All these visits, and the usual shopping queues, must 
be fitted in between the four-hourly feeds of a month-old 
baby. Can it be doubted that a mother must be 
unusually convinced of the value of fruit juices to her 
children, and of an outstandingly determined character, 
to fight her way through such a of obstruction * 
I cannot believe that it is Lord Woolton’s intention that 
mothers should be subjected to such harassment in order 
to obtain a health safeguard which he has teed as 
a right to every child under five. I suggest that ever 
green ration book issued should have special coupons for 
cod-liver oil and fruit juices, which should be obtainable 
from grocers or chemists, like other rations such as soap. 
Distribution would thus be taken out of the hands of the 
local food offices. 

The medical profession besides encouraging parents to 
take advantage of these dietary accessories should use its 
influence to make them easily obtainable. 

Chorley, Lancs. F. H. Tyrer. 


INGUINAL HERNIA 

Sir,— Without in any way disparaging the modifica- 
tion of Bassini’s operations described by Squadron- 
Leader Arthur in your issue of Oct. 3, 1942 (p. 387), I 
should like to observe that his claim that ‘“‘ the normal 
anatomy of the area is retained ’’ can be accepted only by 
a stretch of the imagination, as much as of the conjoined 
tendon. Normal anatomy can hewever be retained if 
the much-neglected transversalis fastia is scrupulously 
sutured after removal of the hernial sac. When this is 
done nothing further in my opinion is necessary in the 
way of repair; and, like Arthur, I am thinking in terms 
of otherwise healthy young adults. If the tip. of a 
finger be inserted through the internal abdominal ring 
the firm crescentic edge of the transversalis fascia is most 
distinctly felt, and this manoeuvre often helps to identify 
and pick up the fascia preparatory to suturing it. In a 
minority of patients the gap in the fascia is too large to 
be sutured and some form of herniorrhaphy is necessary. 

J. C. LEEDHAM-GREEN,. 


‘THE MUSIC OF THE FUTURE 


Ir we are to have a greater measure of state control, 
medical men will want to see radical changes in the 
controllers before they feel confident that scientific 
advances in medicine will be rapidly and properly 
applied. Hence the particular relevance to them of 
the conference arranged by the British Association’s 
division for social and international relations of science, 
which took place in September, 1941. In a Penguin 
Special with the title of Science and World Order the 
views, often conflicting, of the various speakers have been 
woven into a continuous text, vitally interesting to al 
who hope to see a better planned world after this war, 
and believe that we should start thinking about it now. 
Prof. A. V. Hillsays: ‘‘ For all its devotion and its high 
traditions, the Civil Service has largely failed ’’ ; and the 
authors of this booklet add: ‘‘ are we not tempted to 
wonder whether an education built around a core of Latin 
and Greek is sufficient for the administration of a civilisa- 
tion where technical development has reached a very high 
level.”” Prof. Bernal believes what is needed is not a 
government of scientists but a scientific government 
alive to the possibilities of science. The sections on 
science and world planning contain much speculation, 
but Mr. Maisky, the Soviet Ambassador, put things in 
perspective: ‘‘ This is the music of the future. We 
should not lose sight of these distant aims and tasks, but 
we should never forget that good English expression: first 
things first.’’ This is a good ninepennyworth, full of meat. 
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Notes and News 


HOSPITAL SERVICE FOR MIDDLE-CLASS 
LONDONERS , 

King Edward’s Hospital Fund, which has been the 
fairy godfather of the voluntary hospitals of London, has 
come to the rescue of middle-class Londoners who find it 
difficult in time of illness to qualify for the pay-beds and 
still more to pay nursing-home bills and specialist fees. 
There is now to be a provident fund set up by the 
London Association for Hospital Services, a non-profit- 
making any whose solvency has been guaranteed by 
the King’s , which will make available to people of 
moderate means a comprehensive hospital and nursing- 
home service on the insurance principle. Details have 
been prepared with the general approval of London 
voluntary hospitals, and the council, of which Sir Bernard 
Docker is the chairman, have been in consultation with 
the British Medical Association to ensure that the 
plan is acceptable to the medical profession. There 
are neither upper nor lower income limits and there are 
five rates of subscription ; a single subscriber £2 12s. 
annually ; subscriber with one dependant £4 4s. ; 
subscriber with two dependants £4 16s. ; subscriber with 
three dependants £5 2s.; subscriber with four or more 
dependants £5 5s. These payments entitle members of 
six months’ standing to benefits up to £105 annually 
towards hospital and nursing-home charges and medical 
and surgical fees, anesthetist services, consultations during 
a treatment period, radiodiagnostic service, pathological 
and bacteriological investigation, radiotherapy costs. 
Benefits are paid on the grant-in-aid principle, but the 
association hope to establish a full cover contributory 
plan for people of moderate means and are anxious to 
make direct arrangements for hospital and medical 
treatment. as soon as the hospitals and the medical 
profession are freed from the strain of war. Meanwhile 
the present benefits which are similar in value to the 
future full-cover plan, are distributed as repayments 
when the subscriber presents receipted bills to the asso- 
ciation. Repayments are not made for preliminary con- 
ssultation fees, mental diseases, confinements, coritagious 
or notifiable diseases, war injuries, accidents where 
damages are recoverable from a third party or compensa- 
tion is payable under an insurance policy, medical cases 
treated by the patient’s own doctor in the surgery or at 
the patient’s home, incurable and senile cases, dental 
and certain ophthalmic cases. All residents or people 
employed within the metropolitan area as defined by 
the King’s Fund are eligible to join the provident 
scheme; if they are not over 60 and conform to certain 
conditions. The members of the council of management 
are Sir Bernard Docker (chairman), Lord Gifford, Lord 
Luke, Sir Hugh Lett, FRCS, Sir Kenneth Wigram, Si 
Edward Peacock, Sir Harold Wernher, Dr. G. °C. 
Anderson, Dr. W. Russell Brain, Mr. B. Lees Read, 
Mr. S. W. Barnes and Mr. Sydney Garbutt. Mr. T. W. 
Place is the secretary, and the offices of the association 
are at 10, Old Jewry, E.C.2. 


HOW TO USE A KITCHEN DEPOT 


THE Russians have gone farther with group feeding 
than we have done, and their experience is instructive. 
In a study of the evidence now available, Mr. F. Le Gros 
Clark! shows how, after many experiments, they have 
reached a point at which labour for the housewife is 
greatly lightened, and communal restaurants and can- 
teens are becoming increasingly competent and attractive. 
The development of kitchen depots has been strikingly 
successful. These centres send out uncooked but partly 
prepared foods to canteens and other dining centres, and 
also retail such foods to the public. They clean joints for 
roasting, cut and mince meat, make fish and meat 
concentrates and bone gravy, prepare liver and kidney, 
pluck, draw and stuff game and poultry, skin rabbits, 
prepare fresh and salt fish, peel or scrub potatoes, top and 
clean root vegrentete. wash and shred cabbage, slice 
beans, and pick over lettuce. The food thus prepared is 
packed and transported to the dining centres in weoden 
boxes lined with tin, churns, tins or wooden tubs ;_ and 
the regulations about cleansing these containers are very 


1. Soviet Forms in Communal Feeding. Obtainable from 6, East 
Common, Harpenden, Herts. Post free ls. 3d. 
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strict. Using such partly prepared food in the home 
the housewife, it is estimated, can get a meal in 15-20 
minutes ; and of course much time is saved in the dining 
centres themselves. Waste materials can be salvaged 
and collected at the kitchen depot, and the standard of 
the food cangilso be supervised ; thus many depots have 
their own chemical and bacteriological laboratories 
where samples of food consignments can be analysed 
before they are sent out. 


BOOKS FOR THE TROOPS 


“* IF you hesitate t? part with a book which has become 
an old friend, you can be sure that it will be a new friend 
to men on active service.’’ The Prime Minister, in his 
broadcast appeal for books and journals for men and 
women in the Forces, spoke of the need for something to 
read, during long hours off duty, felt by: the bored fighter 
in a foreign land; and of the pleasure and relief with 
which books were greeted. The Service Libraries and 
Books Fund was set up at the beginning of the war at the 
request of all three Services, and since then has distri- 
buted nearly 14 million books to the fighting forces in 
all parts of the world. Volumes have short lives in the 
hazards of active service; and the growing size of our 
Forces and the shortage of new books makes it hard to 
keep up the supply. We.must do as Mr. Churchill 
suggested—look through our shelves again and again and 
take the harvest down to the nearest post-office. 

UP TAILS, ALL 

THE touch of Fougasse is always the touch of nature. 
On behalf of the Universities Federation for Animal 
Welfare he has designed some economy labels stamped 
with the thought ‘‘ And while we’re about it, let’s give 
animals a fairer deal too.”” The battered rabbit who can 
take it, and the springtime rabbit spurning the enamelled 
mead somehow make it clear that this is exactly what we 
would all like todo. The labels (2s. 6d. for 100, 10s. for 
500, post free) and information about the work of the 
federation—which goes on, war or no war—are to be had 
from the UFAW, 284, Regent’s Park Road, Finchley, 
London, NW3. 


University of. Oxford 
At recent examinations the following were successful : 
FINAL EXAMINATION FOR BM, BCH. 

Medicine, Surgery, and Midwifery—D. J. Arkle, T. C. Barns, 
E. L. Barr, D. F. Barrowcliff, Bryan Bevan, D. C. Byron-Moore. 
R. I. K. Elliott, A. W. F. Erskine, R.C. Evans, A. M. N. Gardner, 
C. S. Gardner, D. H. Garrow, J. M. Garvie, J. K. Hawkey, D. G. T. 
Hicks, E. H. Hillyard, G. K. H. Hodgkin, L. P. Le Quesne, F. E. - 
Lodge, W. B. Matthews, R. T. C. Pratt, A. I. Spriggs, D. M. Strathie, 
A. M. Sweet, G. M. T. Tate, Philip Vlasto, C. E. M. Wenyon, 
Margaret Myers, Renate H. Schulz, Constance L. Simpson. 
Royal College of Surgeons of England 

A meeting of the council of the college was held on Jan. 14, 
with Sir Alfred Webb-Johnson, the president, in the chair. 
Mr. H. S. Souttar was elected vice-president for the remainder 
of the collegiate year in succession to the late Mr. L. R. 
Braithwaite. Brigadier W. H. Ogilvie and Mr. L. E. C. 
Norbury were appointéd representatives on the council of the 
Imperial Cancer Research Fund. 

A diploma of membership was granted to R. H. Maudsley, 
of Liverpool. The following diplomas were also granted, 
jointly with the Royal College of Physicians : 

DPM.—¥. S. Adams, A. A. M. Askar, Charles Bard, Jean 
Durrant, Ada Glynn, E. C. O. Jewesbury, Felix Post, Constance D. 
Roberts, P. H. Tooley, and J. W. Wigg. 

DLO.—Edgar Benjacar, W. D. Doey, J. B. M. Green, B. L. 
Harbison, Henry Mower, D. D. Steele-Perkins and W. M. L. Turner. 


Royal Faculty of Physicians and Surgeons of Glasgow 

Dr. P. R. Peacock will deliver a Weild lecture in the hall of 
the faculty, 242, St. Vincent Street, Glasgow, on Wednesday, 
Jan. 27, at 4 pm. He will speak on gastric cancer—an 
experimental approach to the problem of causation. 
Epsom College 

The council of the College will shortly proceed to award 
St. Anne’s scholarships to girls attending Church of England 
schools. Candidates must be fully 9 and under 16 years of 
age, and must be orphan daughters of medical men who have 
been in independent practice in England or Wales for not less 
than five years. The value of each scholarship is dependent 
upon the means of the applicant and the locality and fees of 
the school selected. Forms of application can be obtained 
from the secretary's office, Epsom College, Surrey. 
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APPOINTMENTS.—BIRTHS, MARRIAGES AND DEATHS [san. 23, 1943 





Medico-Legal Society 

A meeting of this society will be held at 26, Portland Place, 
London, W.1, on Thursday, 28 Jan., at 4.30 pm, when Mr. 
H. E. Cox, p sc, will read a paper on recént developments in 
food legislation. 


Medical Society for the Study of Venereal Diseases 


A meeting of this society will be held at 11, Chandos Street, 
London, W.1, on Saturday, Jan. 30, at 2.30 pm, when 
Major Paul Padgett of the US Army Medical Corps will 
speak on contact investigation in vengreal disease control. 


Medical Casualty 

T/Surgeon Lieutenant A. B. Aiton, MB GLASG., RNVR, has 
been reported missing, presumed: killed, after the loss of HM 
destroyer Martin. 


Prisoners of War 

The following RAMC officers, posted as missing after the 
fall of Singapore, are now officially reported: Lieutenant 
David Christison, MB GLASG., Captain John Falk, MB CAMB., 
Captain A. W. Frankland, nm oxrp, Captain John Glover, 
MB CAMB., Lieut.-Colonel John Huston, MB BELF. 

Pi key cer A. ©. P. D. Thomson, MB EDIN., previously 

orted prisoner of war is now posted as wounded and 

coisas of war. 


Royal Society of Medicine 


On Monday, Jan. 25, at 4.15 pM, a special meeting of the 
section of odontology will be held to consider the proposal 
that the part of the odontological museum which is the 
property of the society be transferred to the Royal College 
of Surgeons. At 4.30 pm Mr. Ernest Matthews, MD, will 
open a discussion on artificial restorations for facial deformi- 
ties. On Jan. 26, at 4.15 pm, at the section of medicine, there 
will be a discussion on the effect of war-time conditions on 
the health of the factory worker. The opening speakers are 
to be Dr. J. M. Davidson, Dr. Horace Joules and Dr. T. O. 
Garland. On Jan. 28, at 4.30 pm, the section of urology will 
hold a clinico-pathological meeting with urologists of the 
Canadian and American Army Medical Corps. 


Socialist Medical Association 

This society is holding a course of lectures on social medicine 
and public health at 5.30 pm on Thursdays at the Conway 
Hall, Red Lion Square, London, W.C.1. On Jan. 28, Mr. 
Aleck Bourne is speaking on mother and child; on Feb. 4, 
Prof. J. B. S. Haldane, FRS, on statistics of occupational 
mortality ; on Feb. 11, Dr. T. O. Garland on health of the 
industrial worker; on Feb. 18, Dr. Brian Thompson on 
social and economic aspects of tuberculosis ; on Feb. 25, Dr. 
Joan Malleson on venereal diseases-as a social problem ; and 
on March 4, Prof. Hermann Levy on social insurance. Tickets 
may be obtained from Dr. L. T. Hilliard, Fountain Hospital, 
8.W.17. 


BP Amendments 
The following amendments to “the British Pharmacopeeia 


1932 have been made : 

When extractum cascare murte siccum is prescribed the following 
formula may be dispensed 900 g. of caseara sagrada, in coarse 
powder, with 4000 a. of boiling waten and macerate the mixture 
during hours. Then transfer it to a percolator, allow it to 
drain, and exhaust it by Lane ger pa using boiling water as the 
menstruum and co liecting about 5000 ml. of percolate. Evaporate 
the percolate to dryness, reduce the extract to a fine powder, and 
add sufficient starch, dried at 100°, to make the product — 
300 g. eee the powders thoroughly and pass the extract throug 


exsiccatus 

80% to not less than 77%. 
* Sellen + ag Lage dispensed for white soft paraffin and 
may be wood in its place 4 making the preparations of tthe BP. 


Insulin at Reduced Rate 
Since the war the price of insulin has gone up and the 
Minister of Health has recently reviewed (Circular 2734) 
the arrangements for providing it free or at reduced 
rates to diabetics who are finding the new prices too heavy. 
ee NHI, poor-law and pF rman acts all cover sections of 
A copy but there still remain some people such as the 
retin ts of the insured, widows and spinsters engaged on 
household duties, and merchant seamen on foreign-going 
ships, for whom no provision is made apart from poor relief. 
The Minister considers that their can best be met by 
local authorities using the power given them under the public 
health acts of pr roviding a temporary supply of medicine for 
the poorer inhabitants of their district. He suggests that this 
peels should bé adopted for the duration, of the war. 


The re urement io . re of FeSO, in ferré sulphas 


Medical Awards 


The military cross has been awarded for gallant and 
distinguished services in the Middle East to the follow ing 
RAMC officers : Captain G. O, Brooks, GM, MB CAMB. ; Captain 
M. C. Fulton, tmssa ; Lieutenant bef A. Macrae, MB sT AND., 
Captain J. W. MeMillan, MB CAMB. ; Lieutenant D. T. Milnes, 
MRcs ; and Captain A. R. Wilson, ‘MB EDIN. 

The RNVKR officers’ decoration has been awarded to Surgeon 
Commander Reginald Wear, mp puru., Acting Surgeon 
Commander R.. 8. Allison, mp BELF., and Acting Surgeon 
Commander A. R. Thomas, B CHIR CAMB. 


Ophthalmological Society of the United Kingdom 

The annual congress of this society will be held on April 30, 
and May 1, at 1, Wimpole Street, London, W.1. On Fiiday 
morning Dr. W. Russell Brain and, Mr. L. H. Savin will open a 
discussion on thyrotoxicosis in its relation to ophthalmology. 
On Saturday there will be a discussion on the scientific and 
clinical aspects of night vision at which Prof. W. J. B. 
Riddell, FRSE, and Air-Commodore P. C. Livingston will be 
the opening speakers. Further information may be had from 
the hon. secPetary, Mr. Frank Law, 36, Devonshire Place, 
London, W.1. 


Royal Sanitary Institute 

A meeting of the institute will be held at 90, Buckingham 
Palace Road, London, S.W.1, on Wednesday, Jan. 27, at 
2.30 pm, when there will be a discussion on healthy housirig. 
The openers are to be Mr. Percival Harrison, MInstCE, 
Mr. Rees Phillips, FRIBA, and George Laws, FSIA 


The fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 
paper should not be taken as an indication that they are 
necessarily available for export. 





Appointments 





BOTTOMLEY, JANET, MB LOND., FRCS: part-time gynecological 
registrar at the South London Hospital for Women. 

The following examining factory surgeons have been appointed : 

——, eam MB GLASG. for 


Evans, A. L., LMsSsA, for Blackwood,.Mon 

NEWTON, A. SF G., MB EDIN., for ‘agabin, Northumberland ; 
MCGLASHAN, W. W., LRCPE, for Bolton, Lanes; and 
BRAMWELL, B. R., MD MANC., MRCP, for Norwich, Norfolk. 


_ Births, Marriages ad Deaths 


BIRTHS 


JAMES.—On Jan. 12, = wife of Mr. J. R. E. James, FRCSE, of 
Carmarthen—a so: 

METCALF.—On Jan. “2, at Bristol, the wife of Captain James 
Metcalf, RAMC—a& son 

a —On Jan: 12, at Oxford, the wife of Dr. Robert Percival— 


REMmNGTON-}OBBS.——On Jan. 12, in London, the wife of Surgeon 
Lieutenant C. Remington-Hobbs—a son. 

Rogprnson.—On Jan. 10, at Mursley, Bucks, the wife of Dr. R. H. M. 
Robinson, of Wendover—a daughter. 

WIGFIELD.—On Jan. 9, at Hertford, the wife of Captain A. 8S. 
Wigfield, RamMc—a daughter. 








MARRIAGES 


W OODLAND—-ASHTON.—On Jan. 13, at Dalmeny, near Edinburgh, 
chard John Temple W oodland, surgeon lieutenant, RNVR to 


Jane Ashton. 
DEATHS 


Rete. a Jan. 14, at Cheltenham, James Henry Robinson Bond, 
. DSO, MRC8, colonel RAMC, 

DIoKINSOM. He as Jan, 12, at West Malvern, Harold Bertie Dickinson, 
MD LOND., 

EDGEWORTH. Gn J Jan. 14, at Bath, Francis Henry Edgeworth, M4, 
MD CAMB, DSC — 

HaMILL.—On Jan. 9, at North Creake, Norfolk, Samuel Morrell 
Hamill, Mp RUL, late of Burnham Market and Coleherne Court, 
8.W.5, aged 85. 

an Jan. 17, Percival John Hay, MD EDIN, of Glossop Road, 


HrEYwoop.—On Jan, 13, at Newbury, William Benjamin Heywood, 
MD CAMB. 

Hvurournson.—On Jan.3, at St. Albans, Frederick William Hutchin- 
son Hutchinson, MA, B CHIR CAMB, aged 74. 

LANE.— On Jan. 16, in London, Sir W illiam Arbuthnot Lane, BT, 
CB, MS LOND, FRCS 

Marcu.—On Jan, 15, at Reading, Edward Gerald March, MD BRUX, 


MURPHY. » aged Jan. 9, at Dublin, William Lombard Murphy, 
MD CAMB, FRCSI, aged 

Peacock.—On Jan. in, at Ovingdean, Sussex, Chesnut Peacock, 
MB RUI. 


Campbeltown, 
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CHARLES DARWIN AND PSYCHOTHERAPY 


DovuGLaAs HUBBLE, M D LOND 


ASSISTANT PHYSICIAN TO THE DERBYSHIRE ROYAL INFIRMARY ; 
PHYSICIAN TO THE DERBYSHIRE HOSPITAL FOR SICK CHILDREN 


The excellence of each [man] is an inflamed indi- 
vidualism which separates him the more.—EMERSON. 


Charles Robert Darwin was born in 1809, the younger 
son of a successful physician in Shrewsbury. His father 
had been taken to Shrewsbury at the age of 19 by his 
father (himself a physician still well-remembered as 
Erasmus Darwin) and there left with £20 to set him up 
in practice: This £20 was so many times multiplie 
jf hee industry and talents that his six children, including 
Charles, were spared the need to make ape wn for them- 
selves. Charles was sent to Edinburgh to study medicine 
but having spent there two sessions and having seen, as 
he writes, ‘‘ two very bad operations, one on a child, I 
rushed away before they were completed. The two 
cases fairly haunted me for many a long year,” he did 
not like the thought of becoming a physician. 

Therefore his father, fearing that his son would become 
an “idle sporting man,’’ for he was a fine shot and 
devoted to field sports, planned to make him a clergyman. 
To Cambridge he went with the intention of taking 
Holy Orders but, he notes in his autobiography, ‘‘ no 
pursuit at Cambridge was followed with so much eager- 
ness or gave me so much pleasure as collecting beetles.”’ 
Rural rectories have often been occupied ‘by men who 
were more naturalist than parson but Darwin’s ion 
must have excluded even a weekly sermon and a few 
pastoral visits; it drove him instead to exile for five 
years as naturalist to the voyage of the Beagle -which 
sailed to Patagonia, to the South Seas and then home by 
way of the t Indies. He spent the months of 
November and December, 1831, at Devonport waiting for 
the ship’s preparations to be completed and it is here 
that the first indication of ill health is given. He wrote: 


I was out of spirits at the thought of leaving all my family 
and friends for so long a time, and the weather seemed to me 
inexpressibly gloomy. I was troubled with palpitation and 
pain about the heart, and like many a young ignorant man, 
especially one with a smattering of medical knowledge, was 
convinced that I had heart disease. I did not consult any 
doctor as I fully expected to hear the verdict that I was not 
fit for the voyage, and I was resolved to go at all hazards. 


It is certain that these symptoms could not have 
originated in active heart disease for he showed great 
physical endurance in the subsequent shore excursions 
from the Beagle. On one occasion when all were suffering 
from want of water, he was one of the two who were 
better able than the rest to struggle on in search of it. 
The emotional associations of his physical symptoms are 
clearly set out both by him and by his children. It is 
apparent in the quotation above where he. connects his 

pitation and precordial pain with his gloom and 
depression. The effort syndrome was not described by 
da Costa until 1871, but there can be little doubt that 
Darwin experienced it in 1831 at Devonport. 


HIS LIFE OF INVALIDISM 

He described the two years and three months that he 
spent as a bachelor in London after the conclusion of 
the Beagle’s voyage as the most active time of his life, 
** though I was occasionally unwell,’’ he writes, “‘and so 
lost some time.”’ In addition to his scientific work he 
acted as one of the honorary secretaries of the Geological 
Society and found time for much general reading 
and some social activities. After his marriage in 1839 
the three succeeding years were by contrast equally 
unfruitful. He writes : “Sa 


During the three years and eight months whilst we resided 
in London, I did less scientific work, though I worked as hard 
as I possibly could, than during any other equal length of 
time in my life. This was owing to frequently occurring 
unwelliness and to one long and serious illhess. 

I can find no evidence as to the character of this long 
and serious illness, but the nature of his “ frequently 
occurring unwellness ”’ is not in doubt. He and his wife 
decided that, since his social contacts and his attendances 
at scientific meetings were so bad for his health, they 
6231 ' 








would live in the country. They F san wore the house 
at Down, since presented by Sir Buckston Browne to 
the Royal College of Surgeons, and lived there for the 
rest. of their lives. It is not possible to describe here 
the picture of the family life at Down, drawn for us by 
his son and daughter. There can be no doubt that 
Darwin was a man of unusually fine character who 
loved his wife and his children with a deep and sensitive 
affection. He was just, generous, considerate and gay, 
and it is no wonder that his family was devoted to him. 
The story has profound interest as a picture of a Victorian 
household, but it is as a clinical study of invalidism that 
it has for students of medicine an unusual value. Against 
the background of Darwin’s invalidism his family grew 
up and his scientific work proceeded with undiminished 
patience and enthusiasm through nearly forty years. 


The day’s work at Down was one of undeviating routine. 
He rose at 7 am and after a short walk breakfasted alone at 
7.45 am. He worked between 8 and 9.30 and at 9.30 went in 
to the drawing-room for his letters. The family letters were 
read aloud to him as he lay on the sofa ; when the letters were 
finished a novel was read to him till about 10.30. He then 
returned to work till 12.15; by this time he considered his 
day’s work over, and would often say in a satisfied voice, 
** I’ve done a good day’s work.” After lunch he read the news- 

per, lying again on the drawing-room sofa. He then wrote 
letters for an hour or so, sitting in an arm-chair by the fire, 
his paper supported on a board resting on the arms of the 
chair. He went up to his bedroom at 3, ‘‘ mounting the stairs 
with a heavy footfall as if eagh step were an effort,”’ and there 
rested “‘ lying on the sofa, smoking a cigarette, and listening 
to a novel or other book not scientific.”” Then a walk from 
4 o’clock to half-past, more work for an hour and then 
another rest with novel-reading and a cigarette. Dinner at 
7.30 pm after which he never stayed in the room but used to 
apologise by saying he was an old woman who must be 
allowed to leave with the ladies. ‘‘ This was one of the many 

i and results of his constant weakness and ill-health. 
Half-an-hour more or less conversation would make to him 
the difference of a sleepless night and the loss perhaps of half 
the next day’s work,” wrote his son. Then games of back- 
gammon after dinner, an hour’s reading of some scientific 
book and so to bed—but not to sleep. “ His nights were 
generally bad, and he often lay awake or sat up in bed suffering 
much discomfort. He was troubled at night by the activity 
of his thoughts, and would become exhausted by his mind 
working at some problem which he would willingly have 
dismissed. At night, too, anything which had vexed or 
troubled him in the day would haunt him.” 


Four hours’ work in the daytime sufficed for the perform- 
ance of the most important scientific work of the nine- 
teenth century—work, too, that demanded an intense 
industry and a laborious attention to detail. 


THE NATURE OF HIS ILL HEALTH 
There are occasional references to his heart, after the 
Devonport episode already related, scattered through his 
letters. In 1863 he wrote to J. D. Hooker: 


I have been not a little uncomfortable from frequent uneasy 
feeling of fulness, slight pain and tickling about the heart. 
But as I have no other symptom of heart complaint I do not 
suppose it is affected... . 


It was his stomach (‘‘ my accursed stomach,”’ he called 
it) which was responsible for most of his symptoms. 
That these stomach disturbances represented an emotional 
disorder is clear from many references scattered through 
his autobiography, his letters and the reminiscences of 
his children.* I select a few: 


I always suffered from the excitement of talking, but now 
it has become ludicrous. I talked lately 1} hours with my 
nephew, and I was ill half the night. It is a fearful evil for 
self and family: 

I dread going anywhere, on account of my stomach so easily 
failing under any excitement. My nights are always bad and 
that stops my becoming vigorous. 

I believe I have not had one whole day, or rather night, 
without my stomach having been grossly disordered during the 
last three years, and most days great prostration of strength ; 


1. Life and Letters of Charles Darwin, . Edited by his son Francis 
Darwin. In 3 vols. John Murray, 1888. 

2. Life of Charles Darwin. Edited by his son Francis Darwin 
John Murray, 1 
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thank you for your iehiiins 1 many of my friends, I believe, 
think me a hypochondriac. 

Darwin wrote. On the 13th of November (1848)my Ling: pesto 
father died. . I was at the time so unwell that I 
unable to travel, which added to my misery, All this wheter 
I have been bad enough and my nervous system began to be 
pera so that my hands trembled, and my head was often 


swimming. 

He bore his illness with such uncomplaining patience, that 
éven his children can hardly, I believe, realise the extent of 
his habitual suffering. ... No one, indeed, except my 
mother knows the full amount of suffering he endured, or 
the full amount of his wonderful patience. . .. But it is, I 
repeat, a principal feature of his life, that for nearly forty 
years he never knew one day of the health of ordinary men, 
and that this his life was one long struggle against the weariness 
and strain of sickness. 

Other relevant passages are found throughout the 
Life and Letters. 1t is apparent that this illness carries 
the unmistakable marks of an emotional disorder. This 
diagnosis is confirmed by the frequent references to the 
calming and relieving influence of his scientific activities : 


I have been as yet in a very poor way ; it seems as soon as 


the stimulus of mental work stops, my whole strength gives 


way. 

My chief enjoyment and sole employment throughout life 
has been scientific work ; and the excitement from such work 
makés me for the time forget, or drives quite away, my daily 
discomfort. . 

There are many references, too, to the minor stigmata 
of a psychoneurosis. He hated the sight of blood: 

We used to dread going in for sticking-plaster, because he 
disliked to see that we had cut ourselves, both for our sakes, 
and on account of his acute sensitiveness to the sight of blood. 
His attitude to his children’s future was one of fearfulness 
and timidity : 

It makes me sick whenever I think of professions. All 

seem hopelessly bad, and as yet I cannot see a ray of light... . 
How paramount the future is to the present when one is 
surrounded by children. My dread is breeding ill health ; 
even death is Perec for them. 
Honest and generous man though he was he would 
use his ill health to get himself out of a difficulty. He 
replied to a friend who had asked him to read through 
some proofs (the same friend having frequently rendered 
Darwin the same service) : 

You will believe me that I speak strictly the truth when I 
say that your Australian Essay is extremely interesting to me, 


rather too much so. I enjoy reading it over and if you think - 


my criticisms are worth anything to you, I beg you to 
send the sheets (if you can give me time for good days) ; 
but unless I can render you any little, however little, assistance 
I would rather read the essay when published. Pray under- 
stand that I should be truly vexed not to read them if you wish 
it for your own sake. I had a terribly long fit of sickness 
yesterday, which makes the world rather extra gloomy today, 
hase hy have an insanely strong wish to finish my accursed 


He repented in a letter written ten days later. 

This psychoneurosis, which protected his scientific 
genius to a remarkable degree, had an extraordinary 
effect on his esthetic development : 


I have said that in one respect my mind has changed during 
the last twenty or thirty years. to the age of thirty, or 
beyond it, poetry of many kinds, ac as the works of Milton, 
Gray, Byron, Wordsworth, Coleridge, and Shelley, gave me 
great pleasure, and even as a schoolboy I took intense delight 
in Shakespeare, especially in the historical plays. I have 
also said that formerly pictures gave me considerable, and 
music very great delight. But now for many years I cannot 
endure to read a line of poetry: I have tried lately to read 
Shakespeare, and found it so intolerably dull that it nauseated 
me. I have almost lost my taste for pictures or music. 
Music generally sets me thinking too energetically on what I 
have been at work on, instead of giving me pleasure. . 
This curious and lamentable loss of the higher esthetic tastes 
is all the odder, as books on history, biographies, and travels 
(independently of any scientific facts which they may contain), 
and essays on all sorts of subjects interest me as much as ever 
they did. My mind seems to have become a kind of machine 
for grinding general laws out of large collections of facts, but 


why this should have caused the anae of that part of the 
brain alone, on which the higher tastes depend, I cannot 
conceive. 


There is no evidence that his appreciation of music or 
pictures was at any time of his life unusually keen, but 
with literature it was different. The schoolboy who took 
intense delight in Shakespeare grew into an old man 
who found Shakespeare nauseatingly dull; the young 
man who slipped a volume of Milton into his saddle bag 
in his excursions from the Beagle in middle age found 
poetry unendurable. There is no doubt that the enjoy- 
ment of Shakespeare and Milton demand a liveliness of 
approach which Darwin reserved for his scientific paves im 
but it may also be that psychoneurotic preoccupations 
destroy «sthetic appreciation. 


DARWIN’S DOCTORS 


It seems a pity that such a nicely adjusted pera 
neurosis should have required any treatment. Physical 
symptoms there were, so doctors and medicine there had 
to be—a succession of doctors and a plenitude of treat- 
ments to protect him from the suspicion of shamming. 
From. 1839 until 1848 he tried the “ regular doctors,” but 
they did him no good and of them we hear but little. 
Other remedies had to be found and our profession did 
its best for Darwin. This was the heyday of hydropathy 
and he went to the waters of Malvern where Dr. Gully, 
lately returned from Germany, was working miracles ; 
thither, in spite of the thunderings of the Provincial 
Medical Journal and Dr. Charles Hastings, went the 
sufferers as to the Pool of Bethesda. Back in Down, 
the butler learnt to be his bathman. 


I have built a douche, and am to go on through all the winter, 
frost or no frost. y treatment now is lamp five times per 
week, and shallow bath for five minutes afterwards ; douche 
daily for five minutes and dripping sheet daily. The treat- 
ment is wonderfully tonic and I have had more better con- 
secutive days this meted than in any previous ones... . I 
am allowed to work now two and a half hours daily, and I 
find it as much as I can do, for the cold-water cure together 
with three short walks, is curiously exhausting; and I am 
actually forced to go to bed at eight o’clock completely 
tired. I steadily gain in weight, and eat immensely and am 
never oppressed with my food. I have lost the involuntary 
twitching of the seciailna, and all the fainting feelings, etc. 
Black spots before the eyes, etc. Dr. Gully thinks he shall 
quite cure me in six or nine months more. 


But like all other remedies, it had only a transient effect. 
ee it was not the remedy that failed but Dr. 
y- 


It is a sad flaw, I think, in my beloved Dr. Gully, that he 
believes in everything. When Miss was very ill, he had 
a clairvoyant girl to report on internal changes, a mesmerist 
to put her to sleep—an homewopathist, viz. Dr. , and him- 
self as hydropathist ! and the girl recovered. 

He was prepared to swallow as much water as need be in 
the interests of his own health, but not clairvoyance, 
hypnotism and homceopathyas well. Dr. Gully’s catholic 
enthusiasms chilled his faith and he changed to “ Dr. 

Lane’s beautiful water establishment at Moor Park, near 
Aldershot,’’ which he visited for many years. Fifteen 
years after his first visit to Malvern, in a period of 
wretched ill health, he gave Gully another chance, but 
the magic had departed. A new doctor was ‘eitattiod and 
Dr. Brinton was the man ; reassurance and encouragement 
were the chief shots in his locker. ‘‘ He does not 
believe my heart or brain are primarily affected.” In 
spite of this ‘“ hopeful opinion from one of the most 
cheery and skilful physicians of the day,’’ he remained 
ill and depressed. Two years later (1865) the familiar 
name of Bence-Jones appears. A change’ in the regime 
was needed—fasting and then exercise were the watch- 
words. ‘* Bence-Jones half-starved me to death,’’ he 
wrote. The exercise prescribed was riding and ‘‘ a cob, 
Tommy, the easiest and quietest in the world,’’ was 
found. Darwin enjoyed these rides, but one day Tommy 
fell with him on Keston Common. ‘“ This upset his 
nerves and he was advised to give upriding.’’ Unlucky 
Bence-Jones. From here, there was but one choice, 
inevitable and consoling : the Victorian sick found their 
ultimate haven in the comforting presence of Sir Andrew 
Clark, 
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Of him Sir Francis Darwin wrote : 

It was not only for his usly rendered service that my 
Father felt a debt of gratitude towards Sir Andrew Clark. 
He owed to his c 
eneouragement, which 
happiness. . . . 

In March, 1882, he was seen for the last time by Sir 
Andrew, whose treatment was then continued at Down 
by: Dr. Norman Moore, of St. Bartholomew’s Hospital, 
and Mr. Allfrey, of St. Mary Cray.. T. H. Huxley was 
not satisfied with this arrangement but Darwin re Hed. 
to his protest on his death-bed, ‘“‘ Dr. Clark’s kin 

is unbounded to me.’’ Sir Francis explains : 


Sir Andrew Clark himself was ever ready to devote himself 

to my father who, however, could not endure the thought of 
sending for him, knowing how severely his great practice 
taxed his strength. 
In truth, Charles Darwin had never needed his doctors 
less. This was his first dangerous illness and his last. 
He died of myocardial degeneration on April 19, 1882, 
at the age of 74. 


THE CAUSE OF HIS ILL HEALTH 

It is Be eng from this account of Darwin’s psycho- 
neurosis that here is a clinical picture drawn with a 
clarity and detail which are accounted for by two 
fortunate circumstances unlikely ever again to be conju- 
gated. The first that Darwin and his family were trained 
in the exact recording of their observations, and the 
second that no-one in Darwin’s circle recognised the 
origin of his illness or thought of withholding it from 

rity. Illness was at that time regarded as having 

th physical and mental causes, but these causes were 

accepted as breeding true ; so that physical illness did 

not arise from mental disorder nor was the emotional 

disturbance occasioned by physical disease of any account. 

For physical symptoms which had no physical basis 
the only diagnosis was ‘“‘ shamming.”’ 

It is inconceivable that today anyone, rich or poor, 
great or small, could travel through forty years of 
happy invalidism without having it explained by doctor, 
nurse, kind friend or aggrieved relation that his illness 
was neurotic in origin. Darwin suffered from a variety 
of symptoms which can be recognised as neurotic because 
they were associated with unpleasant emotions, because 
they were relieved by the pleasurable excitement con- 
nected with his work, becauSe even he recognised that 
his illness brought him gains and he frequently used it to 
avoid difficult situations, because no physical illness was 
discovered in him and he lived to a good age. Yet the 
nature of his painful emotion, its origin and its develop- 
ment remain unrevealed. 

He himself was fearful that there might be an inherited 
weakness which he might pass on to his children ; and 
there is some evidence of inherited ill health of a nervous 
sort in the older generations of the family. Charles’s 
grandfather, the great Erasmus, and his uncle Charles 
both stammered badly. His uncle Erasmus committed 
suicide at the age of 40 in “‘ a state of incipient insanity.” 
His brother Erasmus lived from boyhood to the age of 
77 in continuous invalidism. Charles’s father had 
robust physical health and died at the age of 82 but both 
he and Charles showed a morbid dislike of blood. 

Charles’s mother died when he was 8 years old and it 
is possible to see in Charles’s relationship with his father 
a factor in his neurosis. He always spoke of his father 
in superlatives as ‘‘the wisest man I ever knew”’ or 
**the kindest man I ever knew ”’ or “ the largest man 
whom fever saw~’ (6 ft. 2 in. and 24 st.); “ his powers 
of observation and his sympathy neither of which I have 
ever seen exceeded or even equalled.’”’ To live in the 
shadow of parental displeasure is no doubt difficult 
enough, but to know that a god-like being of this splendour 
disapproved of one’s activities must have been disin- 
tegrating to the young Charles. ““‘ Tomy deep mortifica- 
tion,’’ he wrote, ‘‘ my father once said to me ‘ You care 
for nothing but ’shooting, dogs and ratcatching, and you 
will be a disgrace to yourself and all your family.’ ”’ 
“* T think,” comments Charles mildly in later years, “ my 
father was a little be ed to me when I was young,” 
and Sir Francis su not unexpectedly, that 
** Charles’ memory of his father which he loved the best 
was that of him as an old man ”’—by which time Charles 


perso 
tterly added something real to his 


rsonal influence an often-repeated 


had earned his father’s respect and increasing assurance 
had abated something of his awe. Two qualities of 
Darwin’s which may well have been related to this 
father-son relationship were his ambition and his sense 
of guilt. He discourses dispassionately of his ambition 
in his autobiography : 

Sedgwick called on my father, and said I should take a 
place among the leading scientific men... . After reading 
this letter I clambered over the mountains of Ascension with 
a bounding step, and made the volcanic rocks resound under 
my geological hammer. All this shows how ambitious I 
was; but I think I can say with truth that in after years, 
though I cared in the highest degree for the approbation of 
such men as Lyell and Hooker who were my friends, I did not 
care much about the general public. 


This is candid and revealing enough: one mainspring 
of his ambition was to reverse his father’s unfavourable 
corty judgment of him and then to win the approval of 
ather-substitutes Sedgwick, Lyell and Hooker. 
= well-developed sense of guilt is shown by this 
extract : 


How I did enjoy shooting ! butI think that I must have been 
half-consciously ashamed of my zeal, for I tried to persuade 
myself that shooting was almost an intellectual employment. 
And of his life at Cambridge: 

My time there was sadly wasted, and worse than wastéd. 
From my passion for shooting and hunting, and when 
this failed for riding across country, I got into a sporting 
set, including some dissipated low-minded young men. We 
used often to. dine together in the evening, though these 
diners often included men of a higher stamp, and we sometimes 
drank too much, with jolly singing, and playing at cards 
afterwards. I know that I ought to feel ashamed of days 
and evenings thus spent, but as some of my friends were very 
posse, and we were all in the highest spirits, I cannot help 
ooking back to these times with much p » 


It will be recalled that Darwin’s first ill health appeared 
at Devonport, possibly, as he himself suggests, as a 
result of his depression at leaving his father and family 
for five years. This gloom may have been reinforced by 
the knowledge that his voyage was contrary to his father’s 
first wish which had been so emphatically expressed 
that Charles had promptly written to refuse the position 
of naturalist to the expedition. His father’s opposition 
was withdrawn on the advice of his uncle, Mr. Josiah 
Wedgwood. This conflict between father and son never 
had open expression, but there was a good deal behind it, 
for it had been understood by both that Charles was, 
at his father’s suggestion, entering Holy Orders after 
Cam bridge, and although this was never again mentioned 
it was tacitly assumed by both that the voyage of the 
Beagle meant the end of such intentions. 

The physical expressions of Darwin’s psychological 
disturbances were those that are recognised as the natural 
expression of intense emotion in man-—palpitation, 
tremor, shivering, nausea and vomiting. That his 
emotions readily found physical expression is shown by 
his description of his first shoot at the age of 15, long 
before the onset of his ill health : ‘‘ How well I remember 
killing my first snipe, and my excitement was so great 
that I had much difficulty in reloading my gun from the 
trembling of my hands.’’ It might be interesting to 
speculate how far his ill health can be attributed to this 
lability of emotional reflexes and whether this abnormal 
sensitivity was innate or acquired, but this summary 
represents in my view the conclusions which it is justifi- 
able to draw from the published evidence. 


RELATION OF HIS ILL HEALTH TO HIS LIFE-WORK 

Darwin’s genius consisted in remarkable facility for 
the construction of likely hypotheses, unusual ingenuity 
in the devising of experiments to test these theories and 
tireless persistence in the making of observations and the 
collection of facts. His work was his “ chief enjoyment 
and sole employment ’’ and his whole life was ordered 
and controlled with this one objective. The price he 
paid for this singlemindedness was the sacrifice of his 
health, for his ill health gave him the essential conditions 
for the performance of his work. He and his wife fled 
from London’ because scientific meetings and social 
occasions made him so ill that work of the required 
intensity became impossible. Can we go further and- 
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state that what made him ill was the recognition that, 
as a family man, work was im ible for him in London ? 
This is not certain but it is highly probable, since in the 
years before his marriage he had, in: London, w 
harder than at any time of his life. It may be urge 
against this theory that his health should then have 
improved once his working conditions were satisfactory 
in the country.‘ But by this time his ill health was a 
constant element in his daily life and was, in fact, an 
essential condition of hig very curious methods of work. 

His work demanded long hours of contemplative 
thought for the formulationof hypothesis and the planning 
of experiment ; this occupied his night hours when he 
worked ‘at some problem which he would willingly 
have dismissed.” e performance of his experiments, 
the recording of his observations and the writing of his 
books required but four hours of his day. Darwin had 
a horror of idleness, and yet what,to a superficial observer, 
to an unkind critic and indeed to Darwin himself, could 
have appeared more idle than Darwin’s four-hour day ? 
How to justify his lounging on sofas and in arm-chairs, 
his novel readings, his saunters through the garden, his 
play with the children ? Darwin could have done his 
work,in no other way and his ill health provided him 
with his necessary justification. He did not realise this 
but he did recognise that his ill health had protected his 
life-work since it saved him from wasting his time and 
energy in scientific meetings and social conversaziones. 
It saved him, too, from plunging into the controversies, 
for which he was temperamentally unfitted, which 
followed the publication of his Origin of Species. Had 
Darwin risen, as did the doughty Huxley, to meet the 
onslaught of Bishop Wilberforce at the famous meeting 
of the British Association, not all the waters of Malvern 
and Moor Park would have prevented his final and 
irretrievable breakdown (“‘ Mr. Darwin does not talk as 
well as he writes,’ said H. T. Buckle). His psycho- 
neurosis may be regarded as an adaptation to his environ- 
ment which nourished and protected in the highest 
degree his uncommon genius. 


HIS TREATMENT BY PSYCHOTHERAPY 


It is impossible for any doctor, whether psychiatrist 
or physician, to read this story of Darwin’s ill health 
without asking himself how it should have been treated. 
Aubrey Lewis has recently defined the methods of 
psychological treatment, when inappropriately applied, 
as “superficial dabbing, harmful probing, and crude 
ploughing and plugging.’’ - One who has frequently and 
unsuccessfully used all three methods may be allowed to 
say a word in explanation of them. Of the first it may 
be said that it occasions the minimal harm. . Of the 
second that it seeks with the best intentions to cast out 
devils and is not this the proverbial road to hell? Of 
the third that it displays a misguided but noble belief in 
the value of reason when applied to emotional problems. 
The second and third methods represent the hang-over 
from the first enthusiasms of twenty years ago when the 
new evangel appeared to mean salvation throughsuffering. 
The metaphor of psychological surgery, of probing, of 
incision and excision was present to our minds—but we 
forgot the anesthesia. The psychiatrists discovered 
this soon, possibly by force of economic circumstance, 
and a new caution crept into their writings, a new 
respect for the personality of the patient. A recognition, 
too, that although the patient’s adjustments in the eyes 
of the psychiatrist, and maybe of God, were clumsy, 
ineffective and even noxious, yet it might not be easy to 
substitute a more favourable adaptation. I was a little 
longer than some in catching up with this idea and -it 
has been a profound shock to me on several occasions 
that the patient preferred to change his doctor rather 
than his life-style. 

Several of the principles that one has learnt by painful 
experience are illustrated by, and might have been 
deduced from, a consideration of the invalidism of 
Charles Darwin. It is now agreed that the possibilities 
of successful psychotherapy are limited by the extent of 
the patient’s intelligence and the degree of his psycho- 
logical insight. Although those conditions are obvious 
they are not always easy to assess. Related to these 
limiting conditions are the nature of the patient’s person- 
ality, his endocrine and autonomic equipment and the 


-stability of his psychosomatic reflexes. The clinical 





and scientific investigation of these problems is only now 
beginning ; it is not yet possible to say how much of 
one’s personality is acquired and how much innate. 
EEpeonennene is by definition an environmental reaction 
but there can be no doubt that individuals are born with 
a special liability to the development of such a reaction. 
No doubt also, at least to the family doctor’s mind, that 
some children display an exaggerated reaction to physical 
stimuli, such as noise, in the first few days of life. A 
surgical chief of mine used to hurriedly by the 
neurotic patient murmuring, “‘ Poor protoplasm, r 
protoplasm.’’ Suckled by Freud, nourished by Jung 
and Adler, we smiled in disdain at such heresy, but these 
problems look less simple today. I have pointed out 
above that there is reason to suggest that Charles Darwin 
showed a marked lability of psychosomatic reflexes 
before the development of his neurotic symptoms. Such 
lability predetermines the onset of visceral neuroses with 
psychogenic components and must inevitably compromise 
the therapeutic result in them. 

Another group of well-recognised therapeutic prin- 
ciples can be illustrated by Darwin’s illness. A fruitful 
way to regard psychoneurosis is as an adaptation to 
environment. Such adaptations may be disabling in 
the highest degree and yet they represent for the subject 
a protection, an escape,areward. Darwin by his psycho- 
neurosis secretly and ) comaqueriarf nourished his genius ; 
he was protected thus from painful and wasteful contacts, 
escaped from any circumstance which interfered with his 
work, was. rewarded’ by nights of on suffering 
which stimulated his restless mind. Although psycho- 
therapeutic problems vary with the individual and are 
very uncommonly related to the protective adaptations 
of genius making its inevitable compromise with environ- 
ment, yet even in ordinary folk it is a mistake to under- 
estimate either the biological value or the fixity of their 
adaptations. It is axiomatic in treatment that one is 
unlikely to be successful unless one can proffer the 
patient a gain greater than that afforded by his illness. 
This is illustrated by an example given by Ross, said to 
be the outstanding psychotherapist of our time. He 
was making very little headway with a ward full of 
‘* shell-shocked ”’ soldiers until he promised one of them 
that he would get his discharge from the Army when he 
became well. The stimulus—not only to the fortunate 
one, but also to the unfortunate many—was immediate. 

What could one have offered Charles Darwin in place of 
his invalidism ? Freedom from pain, the life of a country 
squire, the meetings of the British Association and the 
Geological Society, the encroachment of his family on 
his working hours, sound sleep at night with his problems 
unsolved and tomorrow’s ideas not sifted, an enhanced 
Sf ee og of Milton, Turner and Sullivan, the relief 
of his guilt feelings and the slackening of his ambition. 
Who can doubt his reply ? It is agreed, too, that if at 
any stage of psychotherapy one presents the patient with 
an idea which is too painful for him to accept then the 
prognosis is poor. Charles Darwin was a man of affec- 
tionate nature and extreme sensibility. It was a source 
of peculiar distress to him that his illness imposed such 
a burden on his wife and family. I cannot imagine that 
any psychotherapist, however ingenious and skilful, 
could have brought Darwin to the recognition that his 
illness was emotional in origin and that he might, if he 
accepted this, rid his family of their heavy burden. 

Treatment which would have been simple at Devonport 
had become impossible fifteen years later. How then to 
treat Charles Darwin in 1943 ? It would be tempting to 
explain to the author of the Expresston of the Emotions 
in Man and Animals that his own illness displayed the 
autonomic disturbance characteristic of emotional 
expression in man. It would be easy for the author 
of the Origin of Species to understand that his illness 
might represent an unfavourable adaptation to environ- 
ment. Then the course would be set for an investigation 
of the nature of the unresolved conflicts that at once 
profoundly disturbed his somatic functions and deeply 
impelled his scientific genius. Could one relieve the one 
without impeding the other? Restore the healthy 
naturalist with his tastes for shooting and Milton without 
at the same time destroying fhe Origin of Species ? 

No-one in his senses would attempt the perilous task. 
“*The chamber is swept and garnished,’’ quoted Middleton 
Murry twenty years ago in a passionate protest against 
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psycho-analysis, “‘and the seven devils enterin.’’ With 


Darwin the danger would be that one might restore the 


chamber’s garnishings and sweep out the only devil that 
mattered—the devil of single-mindedness. Superficial 
psychotherapy would be the ineluctable method ; reassur- 
ance, hope and comfort, in much the same fashion as his 
Victorian doctors gave them to him. One may regret 
that he would not wash in the waters of Jordan with 
Allfrey of St. Mary’s Cray but preferred the waters of 
Abana with the pompous and of Pharpar with the 
self-gulling Gully. Still, his doctors did him pretty well. 
No-one could have reassured him more strongly than the 
‘“ cheery and skilful’? Brinton, no-one could have given 
him more hope than Lane and Gully, no-one could have 
encou d and consoled him more adroitly than the 


. courtly Clark. He retained his reason and he wrote the 


Origin of Species. This is his doctors’ justification. 
It is a terrifying thought that the Darwins of today may 
be known to posterity only in the case-books of the 
psychiatrists. - 
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A SERIES of aromatic diamidines prepared by Ewins * 
was found by Lourie and York * to possess well-marked 
activity gion various protozoal organisms. Later, 
some of these compounds were shown by laboratory 
tests to have a considerable antimicrobic action. Wien 
(unpublished work) investigated also the pharmaco- 
logical properties of these drugs. In established wound 
sepsis the local application of sulphonamides is of limited 
value, mainly because their action is inhibited by the 
peprones and other constituents of pus and tissue fluids, 

e bacteriostatic action of the amidines proved nbt to 
be inhibited in this way, and there therefore seemed good 
grounds for studying the possible value of these com- 
pounds in the local treatment of wound sepsis. In 
particular, the action of 4:4’ diamidinodiphenoxy- 
propane dihydrochloride (now called ‘ Propamidine ’) 
was investigated in detail in the laboratory, and later was 
tested clinically in patients suffering from septic wounds. 
The results of this work are now described. 


In-vitro Experiments 

Several strains of Staphylococcus aureus were used to 
test the bacteriostatic properties of the drug. Tests 
were also carried out with the hemolytic streptococcus 
which, when resistant to sulphonamides, often interferes 
with the success of plastic operations. Two methods 
were employed for evaluating the in-vitro antibacterial 
activity of propamidine: (a) Fleming’s (1924-25) 
slide-cell technique, which gave a comparative estimate 
of the efficiency of pro idine and sulphathiazole, and 
(6) a dilutional method in nutrient broth which simply 
gave an estimate of the antibacterial activity without 
reference to sulphathiazole. 


FLEMING’S SLIDE-CELL TECHNIQUE 

Normal human defibrinated blood was used as the 
medium, incubated at 37° C. for 24 hours. With an 
inoculum giving discrete countable colonies in the con- 
trol, the cell was noted in which the lowest concentration 
of the drug inhibited the growth of the organism. The 
effect is probably a bacteriostatic one and subculture in 
order to determine bactericidal effects is not possible 
by this technique. 

Table 1 shows the results of 13 experiments, using five 
strains of Staph. aureus, obtained mainly from cases of 
osteomyelitis. Ten different samples of normal human 
blood were used as the medium. Other strains of Staph. 
aureus obtained from gunshot and similar wounds have 
also been tested against propamidine, but these results 
have not been included here since a comparison with 
he Ashley. J.N., Barber, H. J., Ewins, A. J., Newbery, G. and Self, 
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TABLE I—COMPARATIVE ANTIBACTERIAL ACTIVITY OF PROP- 
AMIDINE AND SULPHATERIAZOLE AGAINST VARIOUS STRAINS 
oF Staph. aureus, USING FLEMING’S SLIDE-CELL TECHNIQUE 








| Minimal effective | Minimal effective 

4 | concentration Prot. £ concentration ere 
Ht | gulghe, | Prapecst: [iin | | Galvbe; | Prapasst- ft 
1 jl : 64,000 1:128,000, 1 8 1:16,000 L: 64,000; 4 

2 |1:32,000)1: 64,000; 2 9 \1:32,000' 1: 32,000 5 

3 1 : 64,000) 1: 32,000 | 3 10 |1: 16,000 1: 64,000 5 

4 |1:64,000)1: 16,000 3 11 {L: 32,000) 1: 32,000 5 

5 (1:32,000) 1: 128,000 | 4 12 1: 64,000, 1: 64,000 5 

6 (1:32,000) 1: 128,000 4 13 (1:32,000 1: 32,000 5 

7 it : 32,000) 1: 128,000 | 4 | 








Source of Staph. aureus strains: Nos. 1, 2 and 3 were all isolated 
from osteomyelitis cases ; no. 4 was isolated from a case of septice- 
mia; no. 5 was isolated from a case of urinary infection. 





sulphathiazole was not made simultaneously. It will be 
observed that against three of the five strains of staphylo- 
coccus propamidine was more effective than sulpha- 
thiazole. 

Effect of p-aminobenzoic acid.—As was to be expected 
from the chemical structure of these compounds, the 
antibacterial effect of the amidines is not inhibited by 
p-aminobenzoic acid, which antagonises the action of 
the sulphonamides. In a typical experiment, sulpha- 
thiazole exerted an antibacterial effect in a minimal 
effective concentration of 1: 32,000; this action was 
completely inhibited by the additions of 1: 10,000 to 
1: 1,000,000 of p-aminobenzoic acid. Propamidine, on 
the other hand, was unaffected by the p-aminobenzoic 
acid in the same dilutions and exerted an antibacterial 
effect at a minimal effective concentration of 1 : 128,000 
in both cases. 


DILUTIONAL METHOD IN NUTRIENT BROTH 

Tubes containing serial dilutions of the drug in nutrient 
broth were inoculated and incubated at 37° C. for 24 
hours. The bacteriostatic effect was observed by noting 
the tube with the smallest-concentration of the drug 
which showed no turbidity; bactericidal action was 
observed in subcultures on agar plates. Staph. aureus 
was used as the test organism, various human and bovine 
strains being employed (table 1). A somewhat lower 
concentration was found to be effective with the serial 
dilutional method than with the Fleming’s slide-cell 
technique, but the concentration was of the same order. 
In addition the compound has been tested for its anti- 
bacterial activity in vitro against Streptococcus pyogenes, 


TABLE II—IN-VITRO ANTIBACTERIAL ACTIVITY OF PROPAMIDINE 
BY SERIAL DILUTIONAL METHOD IN BROTH 





No. | Minimal effective concn. 





a Strain | Medium | of |—— 
om | | expt. (a) (b) 
Fae 
Staph. Bovine,| Nutrient 1 1: 256,000 | 1: 128,000 
aureus non-hemo-| broth 2 | 1:256,000 | 1:256,000 
lytic on ox | | 1:512,000 | 1:128,000 
blood | 
Staph. Bovine, Nutrient 4 1: 128,000 1: 128,000 
aureus ‘hemolytic | broth | 5 1:128,000 | 1:128,000 
ion ox blood! | 6 1:256,000 | 1: 128,000 
| 7 | 1:128,000 | 1:128,000 
| 8 | 1:512,000 | 1: 128,000 
Staph. |Human,| Nutrient | 9 | 1:256,000 | 1: 256,000 
aureus non-hemo-| broth | 10 | 1:512,000 | 1: 256,000 
lytic on ox) } 
\blood 
} } | 
Staph. |Human,| Nutrient | 11 | 1:256,000 | 1: 256,000 
cures pemeieat | aS | Tense | 1 ates 
n ox blood) | : ’ | ’ 
¥ | 14 | 1:256,000 | 1:128,000 
Sirep. | Richards’s| Serum | 1 | 1: 2,048,000 | 1; 1,024,000 
pyo- | | “broth 2 |1:2,048,000 | 1: 2,048,000 
genes | | | 3 |1: 23048000 | 1: 15024,000 
Big | |. 4 |1:4096,000 | 1: 4,096,000 
eee 








(a) Bacteriostatic ; (b) Bactericidal. 
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Richards’s strain (f hemolytic), serum broth being used 
as a medium in these experiments. It will be seen that 
the minimal effective concentration for the bactericidal 
effect of propamidine did not differ significantly from the 
figure for bacteriostatic action. These in-vitro experi- 
ments demonstrated the high bactericidal action dis- 
— by propamidine. So far no detailed experimental 
work has been done on clostridia but preliminary studies 

that the degree of activity possessed by prop- 
amidine is of the same order as that canteen staphylococci. 


EFFECT ON BLOOD-CELLS AND ON BACTERIA IN PUS 


The effect of the drug on the phagocytic activity of 
leucocytes was tested in vitro. Reconstituted blood was 
used, prepared by adding fresh serum to washed blood- 
cells in equal volume ; 0-2 c.cm. of this was mixed with 
the same volume of a saline dilution of the drug and 
the tubes were incubated usually for 3 hours. Hither 
one or two drops of a heat-killed 3-hour staphylococcal 
broth culture was then added to each tube, and the tubes 


TABLE IlI—PHAGOCYTOSIS EXPERIMENT 


Pp ropamt: Phago- 





Propami- Phaso- 

Ture. dine % cytosis Tube dine ° | cytosis 

ame } | 
r fine 0-4 3.3.50 5 ' 0-025 100.37.50 
2 0-2 49.29.50 6 0-0125 | 115.41.50 
3 0-1 117,42.50 7 Saline 88.33.50 

4 0-05 93.41.50 
| dt 








Two drops of. killed 3-hour culture was added to each tube 

3 hours’ incubation. In co three, for sone 117.42. 2.50, 
indicates that 117 cocci were seen within 42 out o phago- 
cytes counted, paired cocci being counted as single pS 


were shaken and incubated for 30 minutes. Films were 
made by loop from each tube. Fifty phagocytes were 
eounted in each film and the numbers of ingested cocci 
and of cells containing organisms were noted. Repeated 
tests by this method—e.g., table 1—showed that at 
0-1% of propamidine phagocytosis is practically un- 
affected, it is slightly reduced at 0:2% and inhibited at 
0-4%. It was also found that the leucocytes were not 
killed by the higher concentration (0-4%), since, if the 
oells were washed in saline after 3 hours’ incubation with 
the drug and fresh serum added with the suspension of 
cocci, phagoc is was readily obtained. No hemolysis 
was found with concentrations up to 0-4%. 

In-vitro tests were also made to ascertain the activity 
of the drug in the presence of pus. Pus was used as it 
became available in suitable volume. It was often too 
thick to be drawn readily into a pipette and it was there- 
fore usually shaken up with one or more volumes of 


nutrient broth to give a suspension capable of being 


TABLE IV—-BACTERICIDAL EFFECT IN PRESENCE OF PUS 





| Daily subcultures 
Tube | Propami- | 








Ss Bi le ila ge lle, sae | 37 col. 
2}, 0-05 | + + bz Md: | 40 
3 | 0-025 + eked EMR Beachy hee 
4 | 00125 | ++ +++ | +43 | $44 
5 | 0-006 | ++ ttt | ttt | +44 
6 | 0003 | ++ +++ 44°] +44 
7 | Saline | ¥++ +++ +++ | +44 


| 


Pus, containing many clumps of igtiylocetetes diluted with 
‘about an equal volume of broth. 

ubcultures were made after shaking up tubes by plating one 
looptul on nutrient agar. The colonies were counted if less than 50. 


measured with reasonable accuracy. ‘This was mixed in 
equal volume with varying concentrations of the drug 
diluted in saline. Even so the pus after incubation 
tended to form into masses which appeared to prevent 
an even distribution of the drug; for with daily sub- 
cultures it was often not until the third or fourth day 
that a clear end-point was obtained. Iv, for 
example, the fourth subculture from the tube containing 





0-025% propamidine gave a poor growth, indicated as 
(+), whereas that from the tube with 0-0125% gave a 
growth indistinguishable from that in the control tube. 
The pus in this case contained large numbers of staphylo- 
cocci, and under these conditions the- lowest concentra- 
tion to show a clear bactericidal effect was usually 0-025%, 
although with undiluted pus the end-point may come 
at 0:05%. Where fewer staphylococci were present 
in the pus a lower concentration was effective, such as 
0-006%. Pus containing hemolytic streptococcus was 
used on only two occasions and gave end-points of 0-003% 
and 0:004%; in one case, however, the organism died 
out in all tubes by the fourth day, but the result could 
be assessed with fair accuracy from the first subculture 
since the pus in this case gave an even suspension. 

These two series of experiments suggest that, whereas a 
concentration of 0-1% should have little effect on the 
activity of leucocytes in a wound, a concentration of 
0-025% should have a considerable sterilising action on a 
wound surface with serious coccal infection. 


Clinical Application 


The clinical evaluation of an active compound such as 
propamidine involved certain preliminary investigations. 
Since in-vitro experiments indicated that. low concen- 
trations should be used, a suitable vehicle had to be 
found. In treating the cases to be described a watery 
gel of methyl cellulose of constant viscosity, the strength 
varying between 4-5 and 5% was selected for exhibiting 
propamidine. The viscosity of any preparation to be 
applied to wounds is of great importance, for it should be 
little affected by changes of temperature and while 
—— of adhering to dependent surfaces of the body 

ust be soft enough to — painlessly on raw 
prone et The possibility of effecting further improve- 
ments in gels is under consideration. The optimum 
concentration to be placed in contact with human tissue 
could be determined only after clinical trial. It was 
necessary also to find out what intervals should be left 
between dressings, how long treatment should be con- 
tinued, and what further measures should be taken. 
When this knowledge had been obtained by numerous 
clinical trials it remained to estimate the general efficacy 
of the product in combating existing wound sepsis, and 
to show whether healing was thereby expedited and 
whether operation was made possible in cases where the 
original septic condition of the wound would have 
rendered this hazardous. 

Technique.—The technique of the dressing is simple but 
important. At the beginning of treatment the wound 
is cleaned with normal saline and if necessary explored 
to ensure that the jelly can make contact with the entire 
surface. A sterile spatula is used to fill Sir cavity to 
skin Jevel tit 0-1% propamidine jelly. e jelly must 
not remain on the Sche oa edges, which should be left dry. 
The wound and surrounding skin are then covered with 
two or three layers of impermeable ‘ Vaseline ’ gauze to 
make a good joint (the use of tullegras is inadvisable as it 
is permeable). Only a thin layer of gauze or wool is 
needed over the vaseline gauze to allow the bandage to 
fit snugly ; thus considerable economy in dressings is 
effected. When the dressing is repeated, exudate and 
stale jelly are swabbed or washed out with saline and 
fresh jelly is applied as before. Although the prepara- 
tion is self-sterilising, the stock supply should not be 


contaminated by introducing into it the spatula used for - 


applying the jelly to the wound. 


CASE-HISTORIES 


During these investigations some 50 patients with 
various septic wounds were trea e following 

case-notes show the evolution of the technique which was 
later employed successfully by other workers. 

CasE 1.—A soldier, aged 23, sustained an open fracture 
of the right femur with soft-tissue damage on the anterior and 
posterior aspects of the thigh from a gunshot wound in oes 5 
1940. He was treated with pin transfixion and full-length 
plaster. In June, 1940, his wound was found to be infected 
with Staph. albus and diphtheroids, In July, 1941, after a 
year’s treatment with various forms of fixation, he was left 
with imperfect bony union and two chronic septic wounds on 
his t' each about 6 in. long. In a radiogram there was 
evidence tive of a small at the site of the 


fracture. mi the pus Staph. aureus, Proteus , and 
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Pseudomonas pyocyanea were isolated. Using Fleming’s 
slide-cell technique this staphylococcus was tested against 


sulphathiazole and propamidine, the latter proving to be twice 
as effective as the former as an antimicrobic agent. 

On July 15, and subsequently at 3-day intervals, 0:2% 
propamidine jelly was applied to one of the wounds, the other 
being treated with plain jelly. It soon became apparent, not 
only in this case but also in another treated at the same time, 
that the jelly base had no effect on the wounds and its further 
use for control purposes was considered unnecessary. After 
two applications of propamidine the wound showed a striking 
improvement, and no organisms could be seen in smear pre- 
parations. The patient had for a long time been running a 
low-grade temperature, but this now settled. For another 
week, 0-4% propamidine jelly was applied, but a whitish 
ground-glass appearance developed on granulations which 
before appeared healthy. It is now recognised that this 
appearance is due to a mild superficial necrosis which may 
result from too vigorous or too long treatment. The whole 
mental and physical outlook of the patient was changed as 
the surface lesions shrank to two small sinuses leading to the 
fracture. Circumstances, together with insufficient experi 
— prevented the further treatment of this patient with 

idine. Recent improvements in technique suggest 
that with the help of this compound, operations may be success- 
fully undertaken even in the presence of sequestra and obvious 
sepsis (see cases 6 and 7). 

Case 2:—In April, 1941, during an air-raid, a woman of 48 
was wounded in the right buttock near the anus. The injury 
was sutured immediately, but 3 days later it was obviously 
infected and when explored was found to contain a piece of 
curtain. The cavity was infected with staphylococci and 
streptococci and remained indolent for 3 months, during 
which time the patient had irregular fever. The wound slowly 
got smaller as a result of various treatments employed but 
remained infected and unhealed. 

In July, 1941, dressings with 0-1% propamidine were insti- 
tuted on alternate days. Thére was initial improvement in 
the appearance of the wound and in the bacteriological oe ge 
After ¥9 days the surrounding skin was much i 
treatment with propamidine jelly was stopped. The + elles 
then healed rapidly. 


CasE 3.—A youth, aged 16, was admitted to hospital in 
May, 1941, with second degree burns of the arms and a closed 
fracture in the lower third of the right femur. His limb was 
fixed in plaster, but a fortnight later the knee-joint became 
infected with non-hemolytic streptococci; this- was treated 
by aspirations and plaster. Shortly afterwards he developed 
a large abscess on the inner side of the thigh which was 
drained. By August, 1941, his general and local condition 
were so unsatisfactory that further of the wounds 
was performed followed by plasters, which had to be changed 
frequently on account of the excessive discharge. Cultures 
then showed hemolytic streptococci and later staphylococci 
and P. vulgaris. 

In October, 1941, the plasters were removed and 0-2% 
propamidine jelly applied for 10 days. Under this treatment 
the wounds became cleaner and there were many less organ- 
isms, their nature being as before. The wounds were then 
dressed with proflavine solution for 3 weeks, but local relapse 
occurred due to pocketing of pus. The wounds were explored 
and again treated with propamidine (0-1%). Within a 
fortnight striking improvement took place and a little tulle- 
re oer was needed till the small granulating areas finally 

Cass 4,—A French sailor, , aged 20, was admitted to hospital 
in September, 1941, with osteomyelitis of the humerus 
involving the whole shaft of the bone. As a result of an 
injury the bony infection had flared up in two places where 
abscesses developed which were adequately drained. One of 
the operation wounds 2 in. long continued to discharge pus 
and remained persistently unhealed. On Oct. 12 daily local 
applications of 0-1% propamidine jelly were begun, and in 
4 days the discharge and bacterial content lessened and clean 
granulations appeared. The improvement was maintained 
till Oct. 22 while propamidine was being applied, after which 
the wound made no progress, een it was found, to a further 
collection of pus requiring 

Case 5.—A woman, aged 52, admitted to hospital on March 
4, 1942, for papilloma of the tongue, was found to have 
advanced diabetes which was immediately treated. On the 
10th she developed a carbuncle over the lower dorsal region 
for whieh customary local remedies were given. On the 12th 


the necrotic area was excised and the surrounding skin cut 

away. After this the lesion continued to spread, undermining 

the skin and resisting all treatment. On the 30th and 3ist 

9 g. of sulphanilamide was administered by mouth, but this 

was minke ier on account of vomiting. By this time the wound 
10 in. transversely and 6 in. vertically. 

From April 9, 0:1% propamidine jelly was applied on 
alternate days for 10 days, by which time the lesion was 
rapidly cleaning up, discharge had ceased and a clean granu- 
lating area was left which progressively diminished in size. 
There was no further spread of inflammation after propami- 
dine was begun. Her general condition improved, but three 
more carbuncles subsequently appeared, one over the right 
hip measuring 3 in. by 4 in., and two small ones in the lumbar 
region, the skin over them remaining unbroken, Despite 
effective control of her diabetes with insulin, she showed no 
local tissue reaction to the new infections and died on June 1. 


Case 6.—A joiner, aged 48, was an air-raid casualty in 
September, 1940. His major injury was an open double 
fracture of the right tibia in which the middle fragment was 
dislocated forwards. The bone, at the time of injury, did not 
become grossly infected and good union resulted, but the 
overlying skin, partly owing to tension and partly to infection, 
never healed in spite of intensive local treatment of all kinds. 
An indolent area about the size of half a crown remained 
covered with dirty granulations overlying superficially 
infected bone, with a zone of progressive fibrosis around. 

From May 17, 1942, 0-1% propamidine jelly was applied 
over a period of 10 days, during which time the wound became 
clean and covered with healthy granulations. On the 27th 
an open operation was done to excise the scar and projecting 
infected bone and to remove a small sequestrum. The site 
of operation was “ frosted’ with sulphanilamide and the 
wound closed without drainage ; it healed by first intention. 


Cast 7.—An engine-driver, aged 45, was an air-raid casualty 
in January, 1941, his major injury being an open fracture of 
the right tibia. The bone united firmly, but at the point of 
entry of the missile a hole an inch in diameter remained, at 
the entrance to which was a ring of scar tissue. A purulent 
discharge persisted, yielding Staph. aureus on culture and 
often containing small sequestra. This cavity was treated 
with 0-1% propamidine jelly and after 10 days yielded sterile 
cultures and was so much improved in appearance that 
excision was justified. On May 27, 1942, the surrounding 
scar and necrotic bone was excised and the area dusted with 
sulphanilamide. The size of the hole was such that it could 
not be closed completely. Rapid epithelialisation occurred 
from the edges, final healing being effected with an inlay 
skin-graft. 


Case 8.—A man, aged 21, on April 23 tore the skin from 
the whole dorsum of his left hand in a motor-cycle accident, 
leaving the extensor tendons exposed. Debridement and 
subsequent treatment proved ineffective and he was left with 
& raw area covered with irre r granulations between which 
were rivulets of pus from which staphylococci and streptococci 
were isolated. On May 14, 0:1% propamidine jelly was 
applied in the usual manner and « clean granulating wound 
was present by the 24th with epithelium spreading in rapidly 
from the edges. Full-thickness skin-grafting was necessary 
to obtain a good functional result and a pedicle graft was 
applied successfully on June 26. 


CasE 9.—A boy, aged 15, had an operation in 1939 for 
osteomyelitis of the upper third of the right femur, and 18 
months later a residual abscess was drained. In April, 1942, 
a further abscess was drained, also a cavity in the upper end 
of the femur, the hip then being fixed in plaster which was 
removed after a fortnight because of the excessive discharge. 
A radiogram at this time showed gross thickening of the upper 
end of the femur, and a few dark areas which were probably 
small cavities, but no sequestrum., Cultures from the wound 
were overgrown with P. vulgaris. 

On May 29 the wound was thoroughly explored. A cavity 
3 in. long and 1 in. deep extended down:to, but not obviously 
into, the femur at the level of the lesser trochanter. The 
wound was filled with 0:1% propamidine jelly and covered 
in the usual way. On June 4 the dressing was changed. 
There was still a lot of discharge but the wound was much 
shallower. Cultures were as before. Jelly was reapplied 
and the limb immobilised by splinting. On the 12th the 
wound was re-dressed. There was no real cavity left, only a 
shallow granulating wound with some discharge on the 
surface. At one end there was a little redness of the adjacent 


' 
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‘skin, possibly due to the jelly. No further application of 
propamidine was made and healing was shortly complete. 


CasEe 10.—A man of 47 received a.lacerated wound of the 
calf during an air-raid on April 26. The wound suppurated 
and on May 14 showed a round area 2} in. in diameter extend- 
ing down to the muscle and covered with sloughing indolent 
granulations. After 10 days’ treatment with 0-1% propami- 
dine jelly it was clean and healthy and a Thiersch graft was 
successfully applied. This illustrates the value of propamidine 
as a preliminary to skin-grafting. 


Discussion 


The watery methyl] cellulose gel was selected as a base 
in the hope that it would maintain the concentration of 
propamidine in a wound over a period of a few days while 
allowing free diffusion of tke drug from the base to the 
wound surface. The only disadvantage observed in the 
jelly was its tendency to irritate the skin at the edges of 
the wound (e.g., cases 2,5and 9). It was at first thought 
that the skin trouble seen in case 2 and in others treated 
at that time was due to propamidine itself, but in case 5 
progressive necrosis of the skin margin was stopped by 
treatment and it seems probable that it is long contact 
with jelly, and not the action of propamidine, which 
médkes the skin sodden and inflamed. A similar appear- 
~ anté of the skin is noticeable in the treatment, otherwise 
satisfactory, of burns through failure to keep the applica- 
tion localised to the affected part. Bases of the Mumford 
type are now being used in the treatment of second 
degree burns. 

The disadvantage of too high a concentration of the 
drug is shown by case 1, in which a 0-4% preparation 
soon produced necrosis of granulation tissue. On various 
other occasions it was noted that concentrations in 
excess of 0:1% tended in time to injure granulations. 
The efficacy of the 0-1% preparation appears to make 
higher concentrations unnecessary, and in shallow wounds 
without much discharge even weaker concentrations 
may be effective. 

All the cases described show that full benefit will be 
obtained in 10 days. Long application may lead to a 
mild superficial necrosis and to a relapse in the bacterio- 
logical picture ; but in a wound which later becomes 
reinfected a second course of treatment can be given, 
as in case 3. Case 9 shows that a satisfactory result may 
sometimes be obtained when an interval of a week is left 
between dressings. When dressings are painless and 
readily performed it has appeared advisable to repeat 
them on alternate days, or even daily at first when there 
is much discharge. ; 

The general efficacy of the preparation is demonstrated 
by the rapid improvement noted in all the cases. The 
wounds treated had often remained infected for months, 
sometimes for more than a year. Such patients provide 
their own controls and it is not conceivable that the 
regular response to the application of the jelly, seen also 
in many cases which have not been quoted, was due to 
chance. It is seldom possible, as it was in case 1, to give 
one wound specific treatment and use a second in the 
same subject as a_control. Attempts.were made to 
estimate the number of organisms per microscopic field 
in smears of exudate removed from the wounds at 
successive stages, but technical difficulties rendered the 
procedure of doubtful value. Cultures showed that of the 
various micro-organisms present in the wound the 
streptococcus first disappeared and then the staphylo- 
eoccus. P. vulgaris and Ps. pyocyanea often persisted 
without appearing to retard progress. Where there is 
infection af b bone or a sequestrum sinuses are likely to 
persist, yee the surrounding tissues may become 
clean and healthy. 

Correctly wen} propamidine can clear the field of 
dangerous organisms within 10 days, but as soon as this 
has at done the surgeon must apply without delay such 
measures as may be necessary to promote the final 
closure of the wound. Sometimes spontaneous healing 
will take place but often such operations as skin-grafting 
or secondary excision will be needed. The relative 
or absolute sterilisation of the tissues brought about by 
propamidine makes the success of such operations prob- 
able (e.g., cases 6, 7, 8 and 10). In case 1, however, 
the opportunity was missed and infection recurred. 
The full benefit from the treatment will be obtained by 
the tenth day and operative interference has at that time 


‘ 





its best chance of success. Where pedicle skin-grafting 
is needed, the graft should therefore be prepared in 
advance so that it will be ready when required. 


SUMMARY 

In-vitro experiments have demonstrated that prop- 
amidine possesses a bacteriostatic ‘activity against 
Staphylococeus aureus of the same order as sulphathiazole. 

The bactericidal activity of propamidine is about 
equal to its bacteriostatic activity. 

Effective concentrations did not inhibit phagocytosis 
or cause hemolysis. 

The bactericidal effect of the drug was not seriously 
lessened by the presence of pus. 
_ A technique is described for the use of propamidine in a 
jelly base in the treatment of chronic wound sepsis. 

Ten cases illustrate the efficacy of this technique. 


We are indebted to the biological department of May and 
Baker for the work summarised in tables 1 and 11, and particu- 
larly to Mr. Freeman, and to Dr. F. Kohn, Mr. J. Burrows, 
Mr. E. C. Butler, Mr. J. B. Hume, Mr. E. S. Lee and Mr. K. 
Pridie for providing some of the cases described. 


PROPAMIDINE IN CHRONIC STREPTO- 
COCCAL INFECTION OF RAW SURFACES 


A. H. McINDOE A. R. TILLey 
MBNZ, MS, MSC MINNESOTA MD TORONTO 
FRCS, FACS WING-COMMANDER RCAF 
Queen Victoria Plastic and Jaw Injury Centre, East Grinstead 


RESISTANT microbic infection of wounds, particularly 
by a beta-hemolytic streptococcus, seriously delays 
healing and limits the possibilities of reparative surgery. 
This is particularly true now, when every effort is made 
to replace the loss of skin and soft tissues with a graft 
at the earliest possiblemoment. ‘The methods commonly 
adopted to overcome persistent infections have been the 
local application of antiseptics, such as eusol, or the use 
of various sulphonamide compounds together with a 
strict cleansing regime. These are successful in most 
instances, but too often a persistent streptococcal infec- 
tion becomes established and healing is delayed. . These 
wounds are a constant danger in-an open ward from the 
point of view of cross-infection. Elimination of the 
responsible organism is of the highest importance and 
there is pressing need for a substance which will act as 
an effective bactericide without injuring the tissues. 

Private reports of the successful use of ‘ Propamidine ’ 
(4: 4’ diamidinodiphenoxypropane dihydrochloride) else- 
where suggested that this compound would be useful 
in the streptococcal infections often met with in a 
plastic unit. A supply was placed at our disposal by 
the manufacturers. To assess its value we selected 
11 examples of persistent secondary infection by a beta- 
hemolytic streptococcus of open wounds and old burns, 
most of which had failed to clean up under treatment 
with eusol or sulphanilamide, tullegras and saline. 
One uninfected fresh burn was also included in the series 
for comparison with burns being treated with pro- 
eryrors in another unit. To give the preparation a 
air chance, cases were chosen in which there was no 
obvious removable focus of infection ,such as asequestrum, 
sloughing tendon, or deep sinus. The wounds were 
all granulating areas with loss of skin, in which healing 
was retarded or grafting made difficult by a persistent 
streptococcal infection on the surface. 

The technique employed was that originally. developed 
by Thrower, and consisted in the application for ten days 
of 0:1% propamidine in a water-soluble jelly base, 
renewed every 48 hours. Swabs were taken at the 
beginning of treatment, during its course and at the 
conclusion of the ten-day period. Three successive 
negative swabs were required before the surface was 


. declared free of streptococci ; particular notice was not 


taken of other organisms except where they appeared in 
pure culture. 
CASE-REPORTS 

Case 1,—Paraffin burns of forehead, face, neck and hands, 
first and second degree. Admitted to this unit after 3 days ; 
treated with ay wa rr gy powder, tullegras and saline 
dressings. The forehead, face and hands were healed on 
the 14th day but the area on the back of the neck was infected 
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with B-hemolytic streptococci and had become indolent. 
On the 20th day, propamidine jelly was applied. The dress- 
ings were done daily, for it was impossible to keep a thick 
layer of the jelly in place for longer. Negative cultures were 
obtained from the 22nd day on. The area became clean and 
healthy in appearance. area was healed on the 32nd 
day (12 days after beginning treatment with propamidine), 
The temperature, which had risen to 100° F, every evening, 
became normal 3 days after propamidine treatment was 
instituted. 

Comment.—Indolent first and second degree infected 
burn 20 days old. Streptococcus infection controlled in 
2-3 days; rapid healing. : 

Case 2.—Petrol burns (first and second degree) of face and 
neck; gunshot wound of right thigh and foot. Primary 
treatment: sulphanilamide powder and saline packs. Ad- 
mitted to this unit 12 hours after injury. Saline baths, 
sulphanilamide powder, tullegras and saline dressings were 
applied to all areas. On the 7th day all areas were found to 
be infected with B-hemolytic streptococcus, later found to 
be of a sulphanilamide-resistant strain. On the 16th day 
there was a fairly heavy discharge from all areas ; propami- 
dine jelly was applied and renewed every 48 hours. On the 
18th day there was definite improvement, the small area on 
the dorsum of the right foot had completely epithelialised, 
the granulations on the thigh looked clean and healthy, the 
face showed signs of healing and cultures were negative. On 
the 26th day the face and neck were completely healed and 
the granulating areas on the right thigh were covered with a 
Thiersch graft, about a quarter of which was lost through 
infection with Staphylococcus aureus ; healing was rapid. 

Comment.—Indolent first and second degree infected 
burn 16 days old. Streptococcal infection controlled 
within 3 days. Staphylococcus infection apparently 
persisted and caused partial loss of graft. Rapid healing. 


Case 3.—Lacerated wound on dorsal surface of left thigh 
with a large area of skin loss. Primary treatment: debride- 
ment, rubber drains, sulphanilamide, tullegras and dry 
dressings. Admitted on the 7th day after injury. An 
intermediate skin-graft was applied on the 8th day; about 
35% of this was lost through f-hemolytic streptococcal 
infection. The raw surface was treated with saline baths, 
sulphanilamide powder, tullegras and saline dressings. The 
cultures were still positive on the 24th day, when treatment 
with propamidine jelly was instituted. By the 30th day 
cultures were negative for streptococci and the granulating 
area looked clean and calibers: Deveensiline was discontinued 
on the 34th day and the sulphanilamide powder, tullegras 
and dry dressings recommenced. On the 40th day there was 
a recurrence of the streptococcal infection, so a further 10 
days’ treatment with propamidine was carried out. A 
Thiersch graft was then applied with satisfactory results, 
there being no further reinfection. 


Comment.—Indolent infected ..wound’24 days old. 
Streptococcus controlled in 6 days. Relapse on the 
40th day but again controlled in 4 days with propamadine. 

Case 4,—Petrol burn (third degree) of hand. A Thiersch 
graft to the whole of the dorsum of the right hand suffered a 
25% loss through a sulphanilamide-resistant hemolytic 
streptococcal infection. Six weeks’ treatment by various 
means was required before healing was complete. During 
his convalescent leave a slight abrasion of the area became 
reinfected, and on return to this unit there were three dirty 
granulating areas }-1 inch in diameter which on culture 
showed a similar strain of streptococci to the original infection. 
After a week’s treatment-with half-strength eusol compresses 
the infection was still present. Treatment with propamidine 
jelly was instituted. By the 4th day the wound looked much 
cleaner and a negative culture was obtained on the 6th day. 
One of the areas was healed on the 10th day, and the remaining 
two on the 14th day. 


Comment.—Persistent streptococcal reinfections during 
grafting procedure over a long period finally controlled 
by a 10-day course of propamidine followed by rapid 
sound healing. 

Case 5.—Cannon-shell splinter wound of skin over lower 
third of right tibia ; no bone involved. Primary treatment ; 
sulphanilamide, tullegras and saline i Thiersch 
graft on the 8th day suffered 50% loss through infection. 

i not known. Treatment with saline baths, sul- 
phanilamide, tullegras and saline dressings was continued 


until his transfer to this unit 35 days after the original graft. 
There was then an oval granulating area (4 in. x 3 in.) with a 
moderate amount of discharge, which gave a heavy growth 
of B-hemolytic streptococci. Two-hourly dressings with 
half-strength eusol were carried out for 5 days but there was 
no change in the bacteriological findings; propamidine 
jelly was then applied every 48 hours. On the 4th day of this 
treatment negative cultures were obtained, and cultures 
continued to be negative until the 10th day, when a Thiersch 
graft was applied; about 20% of this was lost through a 
o~— aureus infection; no hemolytic streptococci were 
‘ound. 


Comment.—Infected wound 35 days old. Strepto- 
coccus eliminated by propamidine in 4 days but graft 
partially lost from staphylococcal infection which was 
apparently not controlled. 


Casz 6.—Cannon-shell wound of left elbow and forearm 
and 4th finger of left hand. Primary treatment: suturing 
of upper 2 in. of wound at elbow-joint. Areas of loss on 
forearm and 4th finger treated with sulphanilamide and saline 
dressings. Whole forearm enclosed in plaster. Admitted 
after 24 hours. Thiersch graft applied to forearm on 5th 
day, when cultures negative for streptococci. There was a 
50% loss of the graft due to infection with f-hemolytic 
streptococci. Eusol dressings 2-hourly to both areas were 
continued for 48 hours but positive cultures were still obtained. 
Cultures were still positive at the end of 2 weeks’ treatment 
with sulphanilamide powder and tullegras dressings. Treat- 
ment with propamidine jelly was then begun as an outpatient 
procedure and negative cultures from both areas were obtained 
on the 8th day. Healing was then rapid and complete on the 
10th day. The finger remained healed but there was a con- 
siderable keloid scar in the elbow area which subsequently 
broke down and became infected with a S-hemolytic strepto- 
coccus. A second course of propamidine cleared this and the 
wound healed again. The scar was still unstable and broke 
down again 3 weeks later with a similar type of infection. 
This again was cleared with propamidine. Healing was now 
complete. 


Comment.—Persistent streptococcal infection for 3 
weeks. Cleared in 8 days with propamidine, Two 
similar reinfections of unstable keloid scar disinfected 
with propamidine and sound healing obtained. 


Casze 7.—Shrapnel wound causing skin loss over right 
tibia. Admitted 4 months after original injury with a 
granulating area in an unstable scar 4 in. < 2 in. over the 
right calf muscle and extending on the tibia. Cultures were 
negative. The scar was removed and a Thiersch graft 
applied. There was a small loss in the centre of the graft 
from a Staph. aureus infection. This area gradually became 
smaller but was still present a month after grafting, when 
the patient was given 2 weeks’ sick leave. On return tho 
central area had increased in size and the lower edge of the 
graft had broken down, cultures showing #-hemolytic 
streptococci. Propamidine jelly was applied. On the 6th 
day cultures were negative and the granulating lower edge 
had epithelialised. The central area was small and healthy 
but was slow to heal (21 days); there was no further 
streptococcal infection. 


Comment.—Streptococcal infection of old tibial wound. 
Streptococcus controlled with propamidine in 6 days. 


Case 8.—Air-raid casualty. Extensive skin and muscle 
loss of left popliteal fossa. Admitted 4 months after original 
injury. Extensive scarring with moderate contracture on 
the left popliteal area. Three small areas granulating. 
Cultures showed f-hemolytic streptococci (heavy growth). 
Frequent half-strength eusol dressings were carried out, but 
on the 8th day the cultures were still strongly positive. 
Propamidine jelly dressings were then applied every 48 
hours. On the 2nd day cultures were still positive. On the 
5th day there was some evidence of healing and a pure growth 
of Staph. aureus was obtained. Only one swab was taken 
in this case and a graft applied on the 6th day; this resulted 
in a 95% take. 


CasE 9.—Hemolytic streptococcal infection of intermediate 
skin-graft donor area; 4 days after an intermediate skin- 
graft from the abdomen the area was heavily infected with 
B-hemolytic streptococci. Propamidine jelly was applied 
every 48 hours. The area improved rapidly in appearance 
and epithelialisation was noted by the 6th day, when a 
negative culture was obtained. Cultures continued to be 
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negative for streptococci but one culture (on the 8th day) 
showed Bacillus proteus. The area healed in 15 days. 


Case 10.—Infection of pedicle attachment. The area 
of attachment of a tube icle to the face became heavily 
infected with a sulphonamide-resistant streptococcus, resulting 
in a loss of two-thirds of the flap. This area continued to 
give positive cultures for 9 weeks despite various methods of 
treatment. Healing was very slow, leaving a granulating 
area } in. in diameter. Propamidine jelly was applied and 
culture on the 2nd day of treatment was negative; by the 
4th day the area was completely healed. The next stage of 
the operation was carried out 8 days later, when the wrist 
attachment was divided. The suture line on the wrist became 
infected with the same strain of streptococci (the pedicle was 
unaffected) on the 5th day. This was immediately treated 
with proparidine and the cultures became negative in 6 
days ; healing was complete 2 days later. 


Comment.—Pedicle graft persistently infected with 
B-hemolytic streptococcus. Propamidine undoubtedly 
controlled the infection. 

Case 11.—Admitted 8 days after the right arm had been 
disarticulated at the shoulder-joint in an industrial accident. 
There was also an area of skin loss about 14 in. x 8 in. over 
theright iliac area ; this was partially covered with a Thiersch 
graft-on the 24th day. The graft was successful but the 
remaining raw areas—two about 2 in. in diameter—became 
indolent, and on the 55th day gave an almost pure culture 
of B-hemolytic streptococci. The remaining granulating area 
on the right shoulder was also infected. The areas were 
treated with sulphanilamide powder, tullegras and saline 
packs, and for 6 days with half-strength eusol dressings 
without satisfactory results. On the 75th day cultures were 
still positive and a 10-day course of propamidine jelly was 
begun with daily dressings. On the 82nd day negative 
cultures were obtained. The areas became healthy in appear- 
ance, there was no reinfection and healing was complete on 
the 99th day. 

Comment.—Healing had been seriously delayed by 
streptococcal infection and further grafts had been 
inadvisable. Propamidine controlled infection and pro- 
duced rapid healing. 

Casr 12.—Cordite flash burn (first and second degree) of 
right side of face and ear and nose. Admitted 3 hours after 
injury ; no previous treatment. Area cleaned with saline 
and blisters cut away; negative swabs for streptococci ; 
0-1% propamidine in formula 5 base? with 1% ‘Stovaine’ 
applied. Covered with ‘ Vaseline’ gauze and dry dressings. 
No further pain. Forty-eight hours later the dressing was 
removed and the area cleaned with saline swabs. There were 
several moist areas on the cheek and nose ; 0-1% propamidine 
in a Mumford base was applied for two further 48-hour 
periods, when the whole area was healed and the patient 
discharged to duty. No hemolytic streptococci were found 
during the course of treatment. 


Comment.—Uninfected burn. Rapid painless healing 
without streptococcal infection. 


DISCUSSION 


In some instances the clinical improvement ‘in the 
wounds was striking within 48 hours of the commence- 
ment of propamidine treatment. This appeared to be 
so in those more recently infected. Older more indolent 
surfaces responded less rapidly. But there was no doubt 
that steady improvement occurred in all cases coinci- 
dently with the disappearance of the #-hemolytic 
streptococcus. Streptococcal control took place in 
2-10 days, though reinfection was noted several times 
requiring a second course. 

We had been warned that if propamidine was applied 
for longer than 10 days irritation of the surrounding 
skin and necrosis of the granulations might be expected. 
This was not seen, though in one case in which the 
10-day period was exceeded there was a mild irritation 
of the skin. While it is clear that the ~-hemolytic 
streptococcus was effectively controlled in this series no 
such certainty exists in regard to other organisms. In 
83 cases subsequent grafts failed partially, because of 
ee ‘infection. It must be remembered that 
although healing may take place at a normal rate in the 


1..Formula 5 base contains ‘Lanette’ wax-paraffin and an anti- 
Srotne, saemmote are still being made to find the best com- 
ob. 





presence of saprophytic and mild pathogenic organisms 
such as B. , Pseudomonas seupenea, B. subtilis 
or Staph. a graft can be destroyed by any pus- 
roducing organism which mechanically lifts it from its 
d, just as ere it can be killed by the most virulent 
streptococcal infection. This difficulty is now being 
investigated. Further experience seems to indicate that 
0-1% propamidine in a Mumford base (lanette wax and 
ffin) has a considerable advantage over the water- 
soluble jelly mixture and other cases are now being 
treated with it. The result in the only fresh burn in 
the series was impressive. 


SUMMARY . 
_ In 11 cases of persistent B-hemolytic streptococcal 
infection in which other methods had failed, 0-1% 
propamidine in a water-soluble jelly base successfully 
controlled infection within 4-10 days. 


We are indebted to Dr. Dora Colebrook for her help in the 
bacteriological side of this investigation. ~ 


PROPAMIDINE IN BURNS 


GEORGE H. MortEey J. P. BENTLEY 
FRCS MB LOND, FRCS 
WING-COMMANDER RAF FLIGHT-LIEUTENANT RAFVR 


(From the Burns Centre of a Royal Air Force General Hospital) 


‘ PROPAMIDINE’” has been shown experimentally to 
possess polyvalent bactericidal properties of great pot- 
ency, and it therefore seemed logical to test its properties 
clinically not only in the control of established sepsis in 
wounds and burns but also in the prevention of sepsis in 
afresh burn. Seven recent burns were treated from the 
start by the method to be described, usually beginning 
within 5 hours of the accident. Five other burns treated 
had received preliminary treatment elsewhere,for periods 
from 3 days upwards. A further two cases were given 
propamidine treatment to prepare infected areas for 
skin-grafting. It is realised that no conclusions can be 
substantiated from so small a series. 


a 


TECHNIQUE 
The preparations used were as follows : 
(1) 0.1% propamidine in a Mumford base (a lanette wax 


(2) 0-1% propamidine in a water-soluble jelly base. 

(3) 0-05% propamidine in the same jelly base. 

(4) A “‘ first-aid’ preparation of 0-1% propamidine with 
1% amylocaine hydrochloride (‘Stovaine’) in the same 
Mumford base. 

Fresh burns were initially cleaned with saline. No 
ariesthetic was given and trauma to the burnt areas was 
avoided. Dead skin was removed from the surface of 
blisters and preparation (1) was then spread thickly over 
the burnt areas with a spatula. A sealing dressing of 
thick ‘ Vaseline’ gauze was then applied and held in 
place with ordinary, bandages. This was left untouched 
for 48 hours, The dressing was changed in a saline bath 
(this is by no means essential). We were informed that 
necrosis of the granulations is apt to occur with a 
bacteriologicalrelapse if propamidine dressingsare applied 
for more than 10 days ; treatment was therefore changed 
at the end of this time to sulphanilamide and tullegras 
dressings. 

For infected burns it was found advisable to employ a 
similar technique, using preparation (3) in the jelly base, 
because the water-soluble jelly enables more intimate 
mixing of propamidine with the slough and granulation. 
It was sometimes a slightly painful dressing and tended 
to make the surrounding skin soggy. 


FRESH BURNS 

Casgz 1.—Chemical burn from petrol-soaked clothing (not 
ignited), involving left side of buttock and -loin. Second 
degree. Swab on admission grew staphylococci with a few 
streptococci and Bacterium coli. First-aid: sodium bicar- 
bonate compresses. On admission: propamidine. After 
5 days the healing area grew Pseudomonas pyocyanea and 
— proteus only. The burn was completely healed in 
12 days. 

Case 2,—Petrol fire. Second degree burn of forearm. 
First-aid: saline packs. On admission: propamidine. 
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Original swab grew Bact. coli only. Five days later swabs 
grew numerous Ps. pyocyanea and B. proteus. Clinically, a 
clean granulating area with excellent epithelial reaction. 
Healed in 7 days. 


Case 3,—Petrol fire. Second degree burns of both hands 
and face. On admission: propamidine. The areas involved 
were individually too small to require swabbing, but clinically 
they showed rapid healing and were completely epithelialised 
in 7 days. 

CaszE 4.—Petrol flame. Deep second degree burns to 
moderate-sized area of both legs. First-aid: propamidine 
preparation (4). This gave immediate relief from in. 
Subsequent treatment: preparation (1). Swabs on is- 
sion showed Ps, pyocyanea diphtheroids, Staphylococcus aureus 
and hemolytic streptococci. ‘ Five days later the culture grew 
a fair number of B. proteus and Ps. yanea only. Clinic- 
ally, the burns looked clean and epithelialisation was almost 
complete in 10 days. 


Case 5.—Aircraft fire, from electrical short circuit. First 
and second de; burns to a fairly wide area of hands and 
face. First-aid: saline i Propamidine treatment 
began on admission, when swabs grew a few staphylococci 
and streptococci. Five days later a swab yielded a heavy 
growth of B. proteus and Ps. pyocyanea. The face was healed 
in 7 and the hand in 14 days. 


CasE 6.—Petrol and dope fire. Second degree burns of 
small areas of face and hand. First-aid: saline packs. 
Propamidine on admission, when swabs grew a few staphylo- 
cocci and streptococci. Six days later, culture yielded diph- 
theroids and Ps, pyocyanea. Clinically, the burns cleaned 
rapidly and were completely healed in 7 days. 


CasE 7.—Petrol fire. Second degree burns of moderate 
area of neck and hands. First-aid: saline packs. Propa- 
midine on admission. Initial swab showed very scanty 
growth of staphylococci. Swabs on 6th, 8th and llth days 
all grew numerous Ps. pyocyanea and diphtheroids. Clinic- 
ally, the burnt areas remained extremely clean, and epithelial- 
isation was rapid. The burns were almost completely healed 
in a fortnight, but one small third degree area on the hand 
delayed complete healing until the fourth week. 


BURNS TREATED INITIALLY ELSEWHERE 


Case 8.—Petrol flames. Second and third degree burns 
of moderate area of face and arms. Initial treatment: saline 
packs to arms and gentian violet to face. Admitted to burns 
centre on the 5th day, when swabs grew numerous Ps. 
pyocyanea and a few staphylococci. Propamidine treatment 
was begun, and swabs ta on the 8th, 10th, 20th, and 25th 
days all yielded profuse growths of Ps. pyocyanea and B. 
proteus, the last swab yielding also a slight. growth of hemo- 
lytic streptococci, by which time the course of propamidine had 
ended and been replaced by saline-sulphanilamide treatment. 
Clinically, the face was completely healed without scarring, 
9 days after admission. The arms, which were much more 
deeply burnt (third degree in places), were heavily infected and 
covered with deep slough on admissi 
rapidly and the slough softened, but it was so deep that it had 
not completely se ted when the propamidine was replaced 
by routine sul ilamide-saline treatment. The areas 
finally epithelialised in about 4} weeks, 


Case 9.—Petrol flame. Second degree burns of face and 
right arm. Initial treatment: saline pack, followed by 
Bunyan-Stannard envelope to arm and gentian violet to face. 
Admitted to burns centre on 5th day and propamidine treat- 
ment begun at once. Swabs on admission showed hemolytic 
streptococci, staphylococci and diphtheroids. The face burn 
was obviously only trivial and required no further treatment. 
The arm was treated with propamidine preparation (1). Swabs 
taken 5 days after admission showed B. proteus and Ps. 
pyocyanea ; healing was complete in 12 days. 


Case 10.—Petrol fire. Second and third degree burn of 
right hand and second degree burn of face. Treated initially 
by ¢ ing under general anesthetic and vaseline dressings. 
Admitted to burns centre after 2 days,.when burns looked 
fairly clean. Swabs on admission showed a growth of 





Staph. aureus. After 3 days of propamidine the face was 
completely epithelialised and the sloughs were loosening on 
the right d, which had been burned more severely. After 


7 days of propamidine, the right hand was healed except for a 
small deep central area on the dorsum. Swabs now showed 


. 


ion, They cleaned up - 


B. proteus and Ps, mea. Complete healing with full 
movement and supple epithelium in 34 weeks. 


CasE 11.—Electrical burn, Localised patches of very deep 
third degree burn on hands, arms and shoulder. Treated 
with saline and sulphanilamide for 4 weeks. Several of these 
deep burns had then become indolent and were heavily in- 
fected with hemolytic streptococci and Staph. aureus. The 
patient had a hemolytic streptococcal tonsillitis. Treatment 
of the burns with propamidine preparation (2) was instituted 
to try and dislodge the persistent infection ; 5 days later, all 
swabs from the burns showed B. proteus and Ps. pyocyanea, 
but no streptococci or staphylococci. At the end of the 10 
days’ course the burns looked entirely different. All but two 
of the five main areas were healed ; the remainder were clean 
and soon epithelialised with routine saline-sulphanilamide 
treatment. 


CasE 12.—Second and third degree burns of face and hands. 
Treated initially with sulphanilamide and tullegras. Trans- 
ferred to burns centre after 3 days. On admission the face 
was virtually healed. The hands had second and third degree 
burns with much slough. Swabs on admission showed copious 
growth of Staph. aureus and diphtheroids. Treatment with 
propamidine preparation (2) was instituted. In 10 days the 
sloughs had separated and « clean granulating surface with 
rapid epithelialisation was obtained. Swabs at this stage 
showed copious growths of B. proteus and Ps. pyocyanea only. 
Final healing was complete with full movement in 44 weeks. 


DISCUSSION 


Propamidine may prove to be an almost ideal first-aid 
preparation. A soft cream, the 1% stovaine preparation 
(4) is simple to apply and extremely soothing. Almost 
all the cases have shown on culture a profuse growth of 
B. proteus and Ps. pyocyanea and diphtheroids. These 
growths have been so profuse that they may have 
obscured any streptococci and other organisms present, 
but clinical observations—-absence of systemic reaction 
and speedy healing of the burnt areas without relapse 
or indolence—suggest that streptococcal and staphylo- 
coccal infection is effectively controlled. After a period 
of treatment with propamidine, itis necessary to eradicate 
B. proteus and Ps. pyocyanea, which are both pus pro- 
ducers, before grafting should be contemplated. 

Propamidine treatment gives relief to both patient 
and nursing staff, in that the dressings need be changed 
at 48-hour intervals only and no special or elaborate 
apparatus is required beyond the general technique of an 
aseptic dressing and control of cross-infection. It seems 
that. propamidine should not be employed for more than 
10 days at a time—a longer course is said to be less 
effective and a bacteriological relapse may occur. The 
10-day course can, however, be repeated after an interval 
in which other treatment is employed. The progress of 
our cases has been remarkable for the rapidity of separa- 
tion of slough and the speed of epithelialisation. The 
latter and the mobility of the part throughout treatment 
combined to produce a minimum of scar tissue and an 
extremely good cosmetic and functional result in this 
series. Where propamidine was tried as an alternative 
dressing for areas which had become indolent or infected 
with sulphonamide-resistant organisms, such infection 
yielded quickly to propamidine and healing was acceler- 
ated. In two cases propamidine was used on such areas 
with a view to cleaning them up preparatory to skin- 
grafting. It seemed to be successful in controlling 
streptococcal infection, but its failure to control infection 
with B. proteus and Ps. pyocyanea resulted in the com- 
plete failure of one sheet razor graft, although another 
case had 100% success with pinch grafting. Propamidine 
seems to be of value in the early separation of tight 
sloughs in deep burns by virtue of its brio roperty 
of controlling streptococcal and staphylococcal infection 
while allowing saprophytic and proteolytic organisms to 
flourish. organisms must be controlled by other 
measures before a surface can be considered adequately 
prepared for sone emg a ; 

In conclusion, these observations on a very few cases 
seemed sufficiently encouraging to merit this early report 
and more extensive trial. 


We wish to thank Messrs. May and Baker for supplies of 
these preparations, and Dr. W. R. Thrower for his advice and 
guidance in the technique used. 





140 THE LANCET] 


DR. KOHN AND OTHERS: PROPAMIDINE AT AN EMS HOSPITAL 





[7AN. 30, 1943 








PROPAMIDINE AT AN EMS HOSPITAL 
F. KOHN, M D PRAGUE 


M. H. Harn CLaRA D. Cross 
MRCS MD SHEFF, MRCP 


Tue following is an account of the use of ‘ Propami- 
dine ’ in a series of substantially unselected consecutive 
cases in an EMS hospital, such as may be found in any 
casualty service. The technique employed in treatment 
was that of Dr. W. R. Thrower and demonstrated to us 
by him. All the infected wounds were first cleaned with 
saline and the’ discharge examined bacteriologically. 
The surrounding skin was dried and the propamidine 
applied evenly to the whole wound surface. In the 
majority of cases the propamidine was applied in a jelly 
base but in some of the burns a Mumford base was 
employed. The whole wound was then covered with 
sterile fine-mesh ‘ Vaseline ’ gauze, on top of which was 
placed a thin layer of cotton-wool and the bandage. 
Wounds were dressed every 48 hours, employing a 
similar technique, and not more than 5 applications were 
given in any course of treatment. Discharge from the 
wound was examined bacteriologically before each 
dressing. 

ULCERS AND WOUNDS 


Casz 1.—A man, aged 32, with an ulcer of 18 months 
duration on the leg. It was complicated by an eczematous 
condition of the skin of the whole leg and had resisted all other 
forms of treatment. A swab showed numerous polymorpho- 
nuclear pus cells and the presence of Staphylococcus aureus 
and many non-hemolytic streptococci. After one application 
of propamidine the streptococci disappeared, and after the 
third the pus cells were replaced by healthy looking epithelial 
cells and there: were only a very few staphylococci. Five 
applications af propamidine jelly were made, by which time 
the sodden sloughy base was replaced by clean healthy 
granulations ready for grafting. 

Case 2.~A woman, aged 76, an air-raid casualty, with a 
deep penetrating wound very close to the left shoulder-joint 
having many pockets of pus.. The discharge showed numerous 
polymorphonuclear pus cells and many staphylococci. 
Because of her 
sidered unlikely.that the wound would ever heal ; therefore, 
under general anesthesia, the pockets were explored and the 
whole converted into a single cavity which was packed with 
propamidine jelly. Five applications were made, after which 
the wound was clean and filled with healthy granulations. 
The pus cells were now largely replaced by epithelial cells and 
the number of staphylococci greatly diminished. In 25 days 
ee first application of the jelly the wound was completely 

Casr 3.—A man, aged 46, an air-raid casualty, among 
other injuries sustained a compound fracture of the left 
scapula with deep lacerations. After debridement and 
dusting with sulphanilamide powder the wound three weeks 
later still measured 6 in. by 2 in. by 1 in. deep; it was dis- 
charging freely and sloughs were forming. The predominating 
organism was Bacillus proteus. Five applications of pro- 
pamidine jelly were made and by that time the wound was 
sterile. Five weeks from the first treatment the wound was 
completely healed. ; 

Casg 4.—A man, aged 20, with a varicose ulcer had been 
under treatment in bed for more than 3 months. It showed 
no tendency to epithelialise and measured 3 in. by 1} in., 
having a sloughy base and thickened cedematous’ edges. 
There was great varicosity of the veins of the leg. B. proteus 
and Pse pyocyanea were the predominating organisms. 
After four treatments with propamidine jelly no organisms 
were obtained and the wound looked clean. A radical cure 
of the varicose veins was made and the ulcer successfully 
Thiersch grafted. 

Case 5.—A man, aged 22, had an old osteomyelitis scar on 
his leg which had completely broken down exposing the under- 
lying tibia. The scar was; excised, the skin mobilised and 
sutured over the bone, and the defect caused by the counter 
incisions was Thiersch grafted. Eight days later the wound 
was found to be infected by Ps. pyocyanea and non-hemolytic 
streptococci... The skin flaps were necrotic and there was a 
profuse lent discharge. Aftei’ 5 dressings with propami- 


dine jelly over the whole wound including the skin- 8 
the discharge had almost ceased and only a very few coloni 





and poor general condition it was con-: 


of Ps. pyocyanea could be cultured. Healthy granulations 
were visible and the skin-grafts which had previously been in 
grave danger of absorption recovered and “‘ took.” 


BURNS 


There were 8 cases of burns in the series. The technique 
employed was rather different from that used for trau- 
matic wounds in that the jelly or Mumford base prepara- 
tion was applied directly to the burnt area without any 
preliminary cleaning, except where tannic acid had been 
employed, when the tan was first removed under general 
anesthesia. In all other burns there was no surgical 
interference whatever ; blisters were left intact and no 
debris was removed. Five applications of propamidine 
were made, as in the case of wounds. In burns of the 
hands and feet the injured part after dressing was put 
into a loosely fitting jaconet bag and active movements 
encouraged from the beginning. The bag-—intended to 
prevent undue drying up of the propamidine in the 
jelly base—was found unnecessary when wax was 
employed as a base. In cases where there was more 
than blister formation an offensive smell occurred ; 
this was most noticeable at about the middle of the 
course of treatment, tending to disappear when the 
applications of propamidine were completed. No 
consecutive bacteriological examinations were made in 
the burns. 

Case 6.—A man aged 54, was burnt on the dorsum of both 
hands by an incendiary bomb. On admission next day, both 
burnt areas were already infected despite tanning after 
removal of blisters. Under general anesthesia tan was 
removed and propamidine jelly applied. After 5 applications 
the wounds were almost healed, and healing was complete 
in a further 4 days. 

CasE 7.—A man, aged 24, sustained large blisters from 
burns extending over the whole of the dorsum of the left 
hand and fingers. After 5 applications of propamidine jelly 
the burns had completely healed. 

Case 8.—A man, aged 17, had petrol burns with blistering 
extending over the whole of the front of the right forearm 
except for an area 3'in. by 4 in. in the centre where the blisters 
had broken. After 4 applications of the Mumford base 
preparation there was complete healing. 

Case 9.—A man, aged 25, sustained petrol burns extending 
over the whole of the palm of the right hand, with blistering. 
The burns were healed 2 days after the fifth dressing with 
the Mumford base preparation. 

Case 10.—A woman, aged 35, was the most severely burnt 
case of the series. She was admitted the day after receiving 
burns on the palm of both hands by an incendiary bomb. 
In spite of preliminary tanning under aseptic conditions the 
whole area was infected and there were several patches of 
necrotic skin, The tan was removed under general anesthesia 
and propamidine jelly applied. After 5 applications the 
discharge had ceased and epithelialisation was proceeding. 
Treatment was then changed to sulphanilamide powder and 
vaseline gauze dressings, healing being completed in a further 
30 days. When séen a month later there was a very slight 
amount of scarring along the palmar surface of two fingers 
and a third finger had a band of scar tissue across its base. 
Apart from slightly limited extension due to this band all 
other fingers have full movements and functions. 

Case 11.—A man, aged 51, was admitted to hospital 11 days 
after receiving a burn of mainly second but partly third 
degree on the dorsum of one foot and ankle. Up to this time 
treatment had consisted of dressing with sulphanilamide and 
vaseline gauze but despite these the area had become infected. 
After 5 applications of propamidine jelly all areas were healed 
except one of the deeper patches which required a further 
11 days treatment. - 

Case 12.—A man, aged 24, was admitted 11 days after 
receiving a scald of the right foot which extended from 3 in. 
above the ankle to the toes. It had been treated with sulph- 
anilamide and vaseline gauze after removal of blisters. 
There was one area 3 in. by 1 in. on the dorsum of the foot 
where the skin was necrotic. After 5 applications of the 
Mumford base preparation all areas had healed except an area 
of necrotic skin ; healing of this was delayed by the patient’s 
habit of scratching the area with his other foot at night. 

CasE 13.—A woman, aged 46, scalded the whole of the 
right breast with hot tea. The whole area was covered with 
blisters except an area of skin necrosis 1 in. by 1 in. inferiorly ; 
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5 applications of pro idine in a Mumford base resulted in 
pepe healing of all areas except the deeper patch, healing 
of which is proceeding rapidly. 


DISCUSSION 


It is realised that the number of cases is very. small 
and no definite conclusions can therefore be drawn. 
But since in many of the cases either recognised methods 
of treatment had failed or the conditions were such that 
orthodox methods, even if successful, would involve 
lengthy periods in hospital the results obtained warrant 
further clinical studies. One particularly satisfactory 
feature was that Thiersch as well as pedicle grafting 
was possible much earlier than with any method we 
had used before (some of these cases will be reported 


elsewhere). Furthermore, in wounds where skin-grafting 
was unnece the relative freedom from infecting 
organisms resul in a much quicker epithelialisation 
than usual, In the treatment of burns there are several 


distinct advantages of the method: pain is lessened ; 
where there is only blistering healing may be complete 
in ten days, and was so in all our cases ; and in no case 
treated at once with propamidine did infection occur. 
On the other hand, we have found no speeding of 
slough separation either in wounds or in burns. We 
‘ have the impression that scar formation, with its 
consequences, is certainly not increased. 


EXPOSURE OF ARCHED SEGMENT OF 
ANTERIOR TIBIAL VESSELS 


ARNOLD K, HENRY 
MB DUBL, MCH CAIRO, FRCSI : 
EMERITUS PROFESSOR OF CLINICAL SURGERY, UNIVERSITY OF EGYPT 


THE proxingil segment of the anterior tibial vessels 
forms a deeply sequestered arch which juts forward from 
the popliteal stem near the top of the leg; then it goes 
through the interosseous membrane and curves down 
like a kitchen tap. Records of bleeding from the arch 
are scarce enough to leave most surgeons unprepared to 
stop it by direct exposure; yet this hemorrhage is 
dangerous, for the resulting mass of blood, or clot, is 
placed exactly where it can shut off the tap—and the main 
as well. Fiolle and Delmas? describe how Pierre Duval, 
in order to-reach an aneurysm of this arch, divided and 
drew aside the by «oad third of the fibula. ,For that purpose 
he exposed the bone by cross-cutting the outer head of 
gastrocnemius and part of the soleus, after first, liberating 
the external popliteal nerve and looping it safely out of 

the way. But the state of 
the only patient I saw with 
bleeding at this site made 
me unwilling to try so com- 
plex a measure. I used 
instead a tiny Mikulicz 
tampon placed to control 
the leak from an unseen 
arch—a method which I 
imagine might sometimes 
fail to stop bleeding or else 
might block residual circu- 
lation. Looking for another 
solution I found a simple 
one. 
THE EXPOSURE 
I shall assume that with 
the patient prone we have 
already made our first 
- &Xploration from the back 
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Fig. 1|—Finding the intermuscular plane 
for opening the upper reach of the 
anterior compartment of the leg. 
The thumb, pressed up from below, 
fits lengthwise into the pointed arch 
between tibia and fibula. Open skin 
and fascia along a line bisecting the 
thumb from nail to wrist. The line 
marks where the curved plane of 
cleavage comes to the su (see 
text); it not mark the course 
of the anterior tibial bundle which 
here lies deep to the lateral muscle. 


—the reasonable quarter 
in which to seek control 
of an unknown source of 
bleeding in this region. 
We have therefore— 
through a mesial incision 
of at least 8 in.—separated 
the two heads of gastrocne- 
mius and defined the popli- 
teal vessels down to the 
mouth of the bridge formed 
by the soleus between tibia 





1. Fiolle, J. and Delmas, J. 8 
Blood Vessels, London, 1921, 


Pra Dabocare of the Deep-seated 


and fibula. And 

if this mouth ~ 

has overhung 

and masked the 

branched end of 

the _ popliteal 

stem, we have ‘ 
already cleared . wif 
a view to the 
branching by 
dividing the 

muscular bridge Extensor ~ 
in the longitu- digitorum + 
dinalgrain. But 'S"*| 
still there is no 
sight of our ob- 
jective: the 
vascular arch 
juts forward 
away from us 
and is held so 
fast in front that 
we may not* yet 
venture to draw 
it back. Let us 
turn therefore at 
once to the front 
of the leg and 
mobilise the arch 
in the anterior 
compartment; 
then it will come 
quite easily 
through into the 
posterior wound. 

Position.—Until now a sand-bag under the instep 
bends the knee and slacks the calf of the injured limb. 
Now (without altering the face-down posture of the 
patient) raise the foot from the sand-bag and lay its 
medial edge across the other ankle—a small move that will 
let us explore the anterior compartment of the leg, leaving 
us at the same time in full control of the posterior wound. 

Rule of thumb for the anterior incision.—The first step 
is to separate the two muscles that cover the front of 
the vascular. arch and its anterior tibial continuation. 
Between the two muscles the plane of cleavage is curved 
in cross-section ; for the belly of extensor longus digi- 
torum bulges into the adjoining belly of tibialis. The 
line along which this curved plane comes to the surface can 
be found with ease. Press and fit the pulp of a thumb— 
directed up from below— into the pointed, gothic archway 
where tibia and fibula meet. A cut is then made in the 
patient’s skin of such length and direction as would bisect 
the guiding thumb and metacarpal from nail to wrist (fig.1). 

This means of finding the proper line for incision and 
cleavage is more precise than that of joining a distal mid- 
malleolar spot with one half-way between the lateral tibial 
condyle and fibular head: these last afford no clear points 
but areas—wide. enough to stray in. A thumb, however, 
will fit straight into the tibiofibular archway at any depth of 
dissection, without groping through towels. And while 
trauma fades out the ghostly intermuscular landmarks of 
academic teaching—the groove, the petty artery and whitish 
line—it will not invalidate this plain “ rule.” 

Using the same guide we open the deep fascia along the 
same line without tearing muscle. A finger will separate 
the interlock of the two bellies and show the anterior 
tibial vessels. Covered by the long extensor they lie well 
to the fibular side of the cleavage plane on a background 
of interosseous membrane. When they are thoroughly 
exposed in the whole length of the wound we can proceed 
to mobilise the vascular arch. 

Leash, membrane, muscle—The arch is moored in 
front by its-own recurrent tibial branch and venous 
tributaries, a wide-flung leash of vessels.2 We must 


2. John and Chafles Bell say (Anatomy and Physiology of the 
Human Peay. London, 1816, vol. 11, p. 281) of the anterior 
recurrent tibial > ‘It is a branch which comes off the fore 
yi of the tibial artery instantly after it has pierced the 

terosseous membrane ; it turns immediately upwards under 
the flesh of the tibialis anticus; it gives many muscular 
branches,some to the head of (he tibialis, othersto the upper part 
of the extensor digitorum, and branches go round tue head of the 
fibula to the origin of the long peronseus muscle. One branch 
goes directly upwards and spreads all over the front of the knee- 
joint mixing its branches in the common muscular net-work.”’ 


E2 






ai Tibialis 
anterior 


Fig. 2—Finding the leash of anterior recurrent 
tibial vessels. A pair of forceps slides up the inter- 
osseous membrane medial to the main neurovascular 
bundle and lifts the leash for section. A few small 
nerve twigs may run with it and can be spared : 
they do not moor the arch. If they are cut, the 
tibialis anterior remains well supplied. (The 
diagram shows arteries, without veins or nerves.) 
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therefore find and sever the narrow, proximal end of the 
leash (fig. 2). Then, if the hole in the interosseous 
membrane is large enough to give free passage, we can 
at once draw the arch back into the calf. But if the 
hole is small and fibres of tibialis posterior clothe the 
membrane to a high level we must a the. passage 
first, dividing the membrane down the tibial side of the 
vascular bundle (to avoid the nerve) .and using a finger 
to stretch a path through the sheet of muscle. When that 
is done the last impediment goes and gentle traction 
brings the arch to view in the posterior wound. 

So far, I believe, use of the method has been confined 
to the cadaver. But I have come to realise that any 
exposure devised with due regard to principle and 
thoroughly proved in the dead will work well: in the 
living. And I have watched by now more than fifty 
surgeons try this one to their own satisfaction. 


My thanks for the illustrations are due to Mr. J. Robson, 
senior technician to the department of surgery of the British 
Postgraduate Medicat School. 


BONE CHANGES IN VARICOSE. ULCER 
«~~ A, P. BERTWISTLE, M B LEEDS, FRCSE 


In the Hunterian Collection at the Royal College of 
Surgeons was a jar containing three grossly enlarged 
tibiew, the result of varicose ulcers. I have not noticed 
any reference to this condition in radiological literature, 
so perhaps the following case may be of interest; the 
Wassermann reaction was negative, so syphilis could be 
ruled out. Such cases are becoming increasingly rare 
owing to the advent of bandages of the ‘ Elastoplast ’ 
and ‘ Viscopaste’ type. 

A woman, aged 73, had a “ white leg’ on the right side, 
unconnected with childbirth. She sprained her ankle 16 
years later and since then the leg had never felt comfortable ; 
7 years ago, as the result of a knock, an ulcer developed which 
has never healed in spite of all treatment. It now encircles 
the limb save for 2 in. anteriorly, between the bones. She is 
in constant pain, boring in character, worse at night; she 
refuses ampu- 
tation. In the 
radiogram (see 
figure) the site 
of the ulcer is 
indicated by 
two black lines, 
The girth of the 
limb is decreas- 
ed in the region 
of the ulcer. 
Comparison of 
the two tibie 
shows the right 
to be consider- 
ably increased 
in size. Just 
above the in- 
ternal malleolus 
is a plaque of 
dense new bone 
which fades 
away as it is 
traced up- 
: wards; some 
new periosteal bone is apparent on its outer surface. Except 
below the ulcer there is no sign of medulla, owing to the 
increased depth of the cortex. The right fibula is thickened 
in the region of the ulcer; above which it is normal. A 
calcified phlebolith is seen 3 in. above the external malleolus 
on the right side and several small ones on the left side. 


The periosteal bone is laid down according to the law 
I have advanced elsewhere': that whenever young 
vascular tissue comes into contact with bone or a calcified 
deposit new bone is formed. Two factors are essential : 
a@ supply of calcium and a young blood-supply. In this 
case the abundant granulation tissue invaded the bone 
and caused fresh bone to grow. 


‘I am grateful to Dr. H. L. Groom for the radiogram. 


1. Bertwistle, A. P. The Role of Chemiotaxis PGE aaA 
London, 1937, pp. 21 and 31, om in Bone | Growth, 





Affected and normal leg compared. The ulcer lay 
between the two black lines shown above. 
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MURINE TYPHUS 
IN BRITISH SOLDIERS IN WEST AFRICA 


R. WINSTON EVANS 
BSC LOND, MRCS, 
CAPTAIN RAMC 


FELIx SMITH 
MD BIRM, MRCP 
LIEUT.-COLONEL RAMC 


THIs paper describes 4 cases of typhus in Europeans in 
a West African colony in which the ase has not hitherto 
been described. It illustrates that the diagnosis may 
not only be missed clinically because of the mildness of 
the clinical course but may also be confused by alterations 
in the Widal reactions due to TAB inoculation and by 
failure to read agglutination tests as late as the 21st day 
after the onset. The importance of early diagnosis and 
of strict isolation of flea-borne typhus is emphasised by 
the known transmutation of murine into *louse-borne 
epidemic typhus. The possibility of a louse-borne 
epidemic is stressed by Mackenzie,’ who points out the 
importance of undernourishment but that robust and 
well-fed people readily become infected. 

The 4 cases were in soldiers living under good conditions 
in a good climate. Their food was liberal. Their ages 
ranged from 28 to 36 and none gave any history of 
previous disease of importance. One only—case 4—was 


shown to have subtertian malaria parasites in the blood, : 


but he gave no history of clinical malaria. The longest 
time ies on the West Coast of Africa was 10 months 
(case 1). 

Descriptions of the symptoms of typhus available to 
us are confined to the epidemic louse-borne form of the 
disease. The endemic form is dismissed as much milder 
and the symptoms described as transient and mild. It 
is worth noting that the first of our cases could not well 
have been more severely ill and survived, and that the 
picture he presented conformed closely the classical 
descriptions of epidemic typhus.? The 3 other cases were 
less severe and returned to duty after about a month’s 
convalescence. 


CASE-HISTORIES 


CasE 1.—This was the only case which gave cause for 
anxiety about recovery. The febrile period lasted 10 days, 
the fever being intermittent between 104° F. and 100° F. with 
a remission to 984° F. on the 6th, 8th and 10th day. Physical 
signs at the outset were negative, the most striking feature 
being the rapid lo&’s of weight and onset of the typhoid state, 
the patient lying still and flaccid in the bed with a cyanotic 
complexion and bright restless eyes. On the 8thday subsultus 
tendinum developed with sordes on the lips, a dry coated 
tongue, a thin thready pulse (rate 120 per minute) and short 
periods of coma. More often he was rational and made no 
complaint of pain, except of headache which was constant 
and severe. On the 9th day he was incontinent and the 
swallowing reflex was lost. White count 14,300 per c.mm. ; 
polymorphs 12,655 (88-5%), lymphocytes 1001 (7%), miono- 
c 501 (35%), metamyelocytes 143 (1%). It was 
c ristic that in convalescence he had littlé memory of 
his illness. He spontaneously told us’of delusions that “ his 
spine was lying on the floor by the side of his bed ’’—a type 
of delusion usually associated only with the exanthematic form 
of typhus. A typical rash—scattered small discrete roseate 
spots on the abdomen and lower part of the :chest, not 
disappearing on presssure and very slightly raised—appeared 
on the 5th day of illness. By the 9th day the rash was fading. 
The spleen was never palpable. The temperature settled on 
the 11th day, reached 100° F. in the evening of the 12th day, 
and thereafter remained normal. Convalescence was unevent- 
ful and rapid. 


Cases 2, 3 and 4 all came not only from the same billet 
but actually from the same bed, each case moving into the 
infected bed as the previous occupant left it to be 
admitted to hospital. Clinically they were milder than 
the first case. 


Casre 2.—This man complained of severe headache and 
insomnia, but without delusions, A typical rash appeared 
on the 6th day and was widespread over the trunk only by 
the 8th day, when the white count was 5600 per c.mm. ; 
polymorphs 3752 (67%), lymphocytes 1680 (30%), monocytes 
168 (3%). The temperature, which. varied between 100° F. 
1. Mackenzie, M. D: Proc. R. Soc. Med. 1941, 35, 141. 

2. Murchison, C. A Treatise on Continued Fevers of Great Britain 
1873, London. 
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WEIL-FELIX REACTIONS IN 4 CASES OF MURINE TYPHUS AND 
1 OTHER PYREXIAL SUBJECTS 














| Day of | Protas | Titre | | 
Case} disease | Proteus | Disease 
or date O X19 ox2 | OXK | 
1) 1. 625 | 695 |° 250 | Typhus * 
} . 94 1260 © = 8840s | 250 . 
41 1000 | = 840 | 815 
2 8 “315 | 125 125 | Typhus 
13 1260 195 | 415 | 
yh ase 125 50 | 50 Typhus 
ae ti 1260 315 | 5 
4 9 50 | 50 | 50 | Typhus 
15 250 |. 125 | 3250 | 
24 1260 | 315 | 315 
5 | May 9 50 | 250 | 315 | Bacillary 
July 1 50 50 50 dysentery 
6 | May 23 50 50 | 50 Undulant 
| June 26 50 | 50. | 50 fever 
7 | May 22 50. | 50 | 50 Undulant 
ao | 25 | 50 | 250-}; fever 
June 30 | 50 | 50 | «(| (50 
| | | 
8 |June 10 125 | 60 |. 50 Enteritis 
a ee 50 | 50 |) (85 
lim 88 50 | 50 |. 50 
9 | April 30 | 25 | 60 | 85 Malaria 
10 | April 26 | 25 | 123 | - $0 Malaria 
| July 3 50. 50. | 815 
11 ApHr 14/ 50 | 250 | 415 | Enteric 
| 2» 25} 50 | 250 | 315 S| fever 
July 3 | 50 125 | 315 
12 | March 21 | 50 50 | 50  } Chronic ulcer 
eros 50 | 50 | «(125 “ of leg 
13 | March 21 | 50 | 50 | 50 Postoperative 
> ee 50 | 125 | 250 peritoneal 
i } } adhesion 
14| March18| Nil | 125 | 125 Malaria 
15 | April 28; Nil | 50 | «250 Vaccinia 
| July 8 | 50... | 125 | 125 pyelitis 


and 102° F. from the onset, reached its peak (103° F.) on the 
3rd day and settled on the llth day. On this day the 
tongue, which had been dry and coated, became moist, the 
temperature became normal, and the general condition 
improved rapidly. 

Case 3.—This case ran a slightly longer course. Severe 
headache, insomnia and nausea were again a feature. The 
temperature was within the same limits as in Case 2, but 
reached 104° F. on the 7th day and did not settle until the 
16th day. The spleen was firm and enlarged to 1 in. below 
the costal margin. On the 6th day a few discrete rose spots 
appeared on the abdomen and sides of the chest. White 
count on the 8th day was 8200 per c.mm.; polymorphs 5494 
(67%), lymphocytes 1640 (20%), monocytes 943 (11-5%) ; 
eosinophils, phils and Turck cells 41 (0-5%) each. Head- 
ache and insomnia were persistent and troublesome until the 9th 
day, after which improvement began. The rash was distinctly 
hemorrhagic on the 11th day, but fading rapidly on the 14th. 

CasEz 4.—This patient ran an 11-day pyrexia, intermitting 
between 104° F. and 101° F. Persistent severe headache 
was again a feature. Spleen was slightly enlarged. The rash 
developed on the 5th day and was extensive, particularly over 
the shoulders, and did not fade until the pyrexia settled. 
White count on the 10th day 8000 per. c.mm.; polymorphs 
3920 (49%), lymphocytes 3120 (39%), monocytes 720 (9%), 
eosinophils 160 (2%), basophils 80 (1%). 

Common to all 4 cases were the following signs and 
symptoms not already mentioned: a dusky cyanotic 
flush of the face; mental clarity during the day and 
delirium at night; and the signs and symptoms of 
bronchitis. With these features, together with a severe 
frontal headache and insomnia, the characteristic rash 
on the 5th or 6th day, and the continuous temperature 
lasting 10-16 days, it will be seen how closely the cases 
resembled each other and also the classical descriptions. 

None of our cases showed either leucopenia or 
h ulocytosis. A shift to the left of the Arneth 
count was recorded in each case. In the most severe 
case (case 1) a leucocytosis was observed with a consider- 
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able shift to the left, and the appearance of metamyelo- 
cytes in the peripheral blood. The contrast with the 
blood-picture of typhoid fever will be noted. The table 
shows the results of Weil-Felix reactions in the 4 cases 
of murine typhus and 11 cases of pyrexia due to other 
causes. In both series the patients had been inoculated 
and re-inoculated with TAB vaccine. 


THE WEIL-FELIX TESTS 

All our: agglutination tests were performed macro- 
scopically, using Royal Army Medical College suspensions 
of the OX19, OX2, and OXK strains of Proteus, The 
following observations appear to us to be important. 

OX19 suspensions were often agglutinated in low titres in 
the non-typhus series. The commonest titre obtained was 
1 in 50, and very little variation was observed ; in only one 
instance was the titre above 1 in 50. ; 

The control sera showed only slight variations in the 
agglutination reactions against the OX2 strain, The highest 
titre recorded with this suspension was | in 250, and this was 
seen three times in the series, accompanied on each occasion 
by a parallel rise in titre of OXK suspensions. 

he greatest variations in the control series occurred in the 
agglutination reactions with the OXK suspensions. Here 
the variation was from 1 in 25 to 1 in 415, 1 in 50 being the 
most frequent result. The titre of 1 in 415 occurred only 
once, in a case of enteric fever. 

In the 4 cases of murine typhus the maximum titre obtained 
with the OX19 suspension was 1 in 1260. This was observed in 
each of the cases, between the 13th and 17th day of the disease. 

In 2 of the 4 cases the presence of the agglutinins in ao 
diagnostic titre (i.e., above the highest figure in the control 
series) was not demonstrable until after the 9th day of the 
disease. 


It is considered therefore that any rise of titre above 1 
in 50 with.OX19 suspénsion is suggestive of typhus, and 
further agglutination tests on the 14th and 21st days of 
the illness must be made before a diagnosis can be 
confirmed or excluded with certainty. Only by this 
means can the — or absence of a rising titre be 
established, and it is on this that the diagnosis, for 
practical purposes, depends. 


SUMMARY 


Four cases of endemic murine typhus are described. 

A table comparing the Weil-Felix reactions in’ these 
4 cases with those in a series of non-typhus pyrexial 
cases shows that a rise in titre above 1 in 50 with OX19 
suspension suggests typhus, and a rising titre subse- 
quently confirms the diagnosis. 

We wish to thank Brigadier R. A. Hepple, OBE, AMS, 
for permission to publish these cases. 





ADDITIONAL BENEFITS FROM THE IRISH NHI Society. 
—Early last year the National Health Insurance Society 
of Ireland was given statutory authority to provide a 
number of additional benefits. The only benefits then 
provided were for sickness, disablement, and maternity. 
A scheme has now been approved by the Minister which 
includes dental benefit, optical benefit, specialist benefit, 
medical and surgical appliances, and hospital and 
sanatorium benefit. During the past few weekssatisfactory 
proposals have been made for the provision of most of 
these. services. Considerable difficulty has been en- 
countered, however, in arranging for hospital benefit. 
The society has, it is understood, made agreements with 
the local (rate-supported) hospitals, but many of the 
voluntary hospitals have raised objections. _The society 
offered a weekly payment of two guineas per patient while 
in hospital to cover mainten&nce and treatment. This 
— has been criticised by the governors of several 
of the hospitals as inadequate for maintenance, while the 
members of the honorary staffs resent the sale of their 
services. Several conferences have taken place but so far 
no agreement has been reached, and in the meantime the 
hospital benefit has been held up. Some members of the 
honorary staffs also protest that the proposals of the 
society will increase the power of the Department of 
Local Government and Public Health, which they hold 
is already excessive if the -voluntary character of the 
hospitals is to be preserved. Exploitation of the staffs 
by public authorities has gone as far as it can, they 
consider, unless the staffs are to be remunerated. 
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Application of Absorption Spectra to the Study of 
Vitamins, Hormones and Enzymes 
(2nd ed.) R. A. Morton, DSc, FIC, lecturer in the depart- 
ment of chemistry, University of Liverpool. London : 
Adam Hilger.’ Pp. 226. 28s. 3 
ABSORPTION spectroscopy has been a welcome aid to 
the many workers who have recently advanced our 
knowledge of vitamins and hormones, as appears in this 
rewritten and enlarged edition of Dr. Morton’s textbook. 
He deals with notation and apparatus in a short pre- 
liminary chapter, discusses the chromophoric groups of 
simple substances, and gives a detailed account of the 
spectroscopic properties of the sterol group. This vast 
family of substances, including members so divergent 
as cholesterol, the D vitamins, and the numerous sex 
hormones, has been frugally derived by nature from 
minor modifications and attachments to a single mole- 
cular skeleton, cyclo-pentano-perhydro-phenanthrene. 
A chapter is devoted to carotenoids and vitamin A 
covering their chemical, physical, and physiological 
preperties, vitamin A in milk, visual purple and low 
intensity vision, human requirements of the vitamin, its 
international standardisation, and the analytical prob- 
lems it presents. He also deals with vitamin E and anti- 
oxidants, vitamin C and vitamin P, the vitamin-B com- 
plex, purine and pyrimidine derivatives and proteins. 
Finally he comes te one of the most fascinating aspects 
of biochemical research—the relation between enzymes 
and vitamins. He shows that riboflavin, a member of 





the vitamin B, group, is the prosthetic group of War-. 


burg’s so-called ‘‘ yellow enzyme’”’; that the anti- 
pellagra vitamin, nicotinamide, another member of this 
group, forms part of a co-enzyme to enzymes, effecting 
hydrogen transfer, while vitamin B, acts as a co-enzyme 
to carboxylase. Diagrams display side by side the 
structural formule and absorption spectra of the. sub- 
stances under discussion. The author’s tendency to 
digress on topics only indirectly related to absorption 
spectroscopy adds to the interest, for he shows against 
a general background the special points of attack against 
which the services of spectroscopy have been so success 
fully applied. 


Medical Progress Annual 

Vol. III. Editor: R. N. Nyx, ‘MD, managing editor, 

New England Journal of Medicine. London: Bailliére, 

Tindall and Cox. Pp. 678. 27s. 6d. 

THESE 52 articles on recent. advances in diagnosis 
and treatment were originally published during the year 
1941 in the journal which Dr. Nye edits. Such books 
are apt to fall between two stools, being neither suffici- 
ently detailed for the specialist nor sufficiently general 
for the practitioner, but in this one specialist articles and 
summaries on general topics are well mixed. The 
standard of teaching, too, is high. H. L. Blumgart 


‘ writes illuminatingly on chemotherapy in heart disease 


and the false diagnosis of heart- disease, W. Salter 
reviews clinical blood chemistry in general practice, C. 
Janeway considers serological tests, and there are useful 
articles on nutrition, surgical shock, obstetrics, physio- 
therapy, and neurosurgery, as well as chapters on such 
special subjects as aviation medicine, hypothermia and 
iso-immunisation. Besides being a pleasure to read 
this book is a useful addition to-a reference library. 


Advances in Enzymology and Related Subjects 
Editors: F. F. Norp, C. H. WerkMan. London: Imperia 
Book Company. Vol. I, pp. 433; Il, pp. 374. 33s. each. 
Dr. Nord was joint editor of the valuable publication 

Ergebnisse der Enzymforschung, which was published in 

Leipzig each year from 1932 onwards, so it is not sur- 

=. that this new publication resembles the former 
th in format and in scope. It will provide annually 

a series of reviews on various topics, by experts in: the 

United States and other countries, who have themselves 

contributed original research to the subject under con- 

sideration. Among the subjects covered by this first 
volume -are protein structure (H. B. Bull, USA); 

Physikalisch-chemische Gesichtspunkte zum Problem 

der Virusaktivitat (L. Holzapfel, Germany) ;_ specificity 

of proteinases (M. Bergmann and J. S. Fruton, USA) ; 


REVIEWS OF BOOKS 


[yan. 30, 1943 


Untersuchung enzymatischer Prozesse in der lebenden 
Pflanze (A. L. Kurssanov, USSR); Die Verdauung bei 
niederen Vertebraten (H. J. Vonk, Holland). The second 
volume includes articles on bacteriophages (M. Delbriick, 
USA); proteolytic enzymes (M. Bergmann, USA) ; 
the chemistry of tea-fermentation (E. A. Houghton 
Roberts, India) ; reciprocal integration of carbohydrate 
and fat catabolism (E. J. Witzemann, USA); the chemis- 
try and physiology of vitamin K (H. Dam, Denmark), 
andthe adrenal cortical hormones (J. J. Pfiffner, USA). 
With such diversity of authorship and of subject, uneven- 
ness is inevitable, but the contributors to the first. two 
volumes have maintained a nice balance between critical 
appreciation and thoroughness. The editors are justified 
in hoping that the publication will be of service to 
investigators ; it will also be useful to practising doctors 
who. have reason to appreciate the truth of the tag that 
living matter is just one enzyme system after another. 


Textbook of Midwifery 

(11th ed.) R. W. Jonnstong, MD Edin, FRCOG. London : 

A. and C, Black. Pp. 524. 252, 

In this edition of his deservedly popular textbook 
Professor Johnstone adds to the account of Barcroft 
and Barron’s work on the onset of respiration at birth, 
and gives a useful key diagram to the X-ray pictures of 
the foetal circulation. Some curious anomalies are still 
to be found in the text. The only operative treatment 
mentioned for fibroids which prevent delivery by the 
natural route is cesarean hysterectomy, and he still 
advocates inhalational anesthesia for cesarean section. 
The chapter dealing with placenta previa is still somewhat 
inadequate. In the tenth edition the author insisted that 
expectant treatment was never justifiable, but he is 
now willing to grant that it is permissible provided the 
patient is in hospital. However, he still advocates that 
suspected cases should be examined under general 
anesthesia with the operator’s entire hand in the vaginal 
canal—a procedure which must surely involve some — 
unnecessary risk. Methods of treatment in placenta 
previa are described rather superficially for a textbook 
of this calibre. No reference is made to the high foetal 
mortality associated with “ plugging with the half 
breech,” a manceuvre rarely indicated in modern hospital 
practice. In a series of 679 cases of placenta previa 
seen during seventeen years at the Royal Maternity 
Hospitals and the Simpson Pavilion in Edinburgh he 
found the maternal mortality to be 4-8% and the gross 
foetal mortality 62-5%. These figures are reasonable, 
but with modern methods a far lowér maternal mortality- 
rate can now be obtained. The book as a whole is lucid, 
readable, presents its subject in good perspective and 
maintains a high position among other works of its kind. 


Food, Health, Vitamins 

(9th ed.) R. H. A. PrrwmeEr, DSc Lond, Viotet G. PLmmer. 

London: Longmans, Green. Pp. 196. 7s. 6d. 

Tuts book has run through nine editions since it first 
appeared in 1925. A little care would increase its 
utility. Cow’s milk and green vegetables are the chief 
sources of calcium, we are told ; but greens are not, in 
fact, to be relied on for calcium. Soya beans are men- 
tioned as having long been used by the Chinese and 
Japanese as a source of complete protein ; yet Aykroyd 
could obtain no incre growth in mission school- 
children in India by adding soya flour to their diet, 
whereas with dried skimmed milk he could. Dry seeds 
such as peas, beans and lentils, we are told, contain as 
much protein as lean beef; true, but we are not as hens 
who eat their pulses raw. Stewed beefsteak has 30% 
protein, boiled haricots no more than 6°6. Such state- 
ments must mislead the unwary. The later portions of 
the book are better than the earlier. 


A Bibliography of Aviation Medicine 

E. C. Horr; J. F. Futton. London: Bailliére. Pp. 237. $4. 

THIs is a comprehensive and up-to-date list of books, 
pamphlets and articles covering all aspects of medicine 
in relation to flying. It has been prepared for the 
committee of aviation medicine of the National Research 
Council of America, with the objectof completeness rather 
than of critical selection. It is accurate and fully 
documented ; and the arrangement of titles under subjects 
and authors make obscure references easy to find. 
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PROPAMIDINE AND WOUNDS 

Tue therapeutic properties of the diamidine com- 
pounds were first discovered by Kixc, Louriz and 
YORKE,’ who started from the clue that ‘ Synthalin’ 
(a guanidine compound) was actively trypanocidal. 
Further work by A. J. Ewmns and his colleagues led 
to the production of a large number of substances, of 
which the three most active are diamidino-stilbene 
(stilbamidine), diamidino-diphenoxy-pentane (pent- 
amidine) and diamidino-diphenoxy-propane (prop 
amidine). These compounds have been found to be 
curative for a variety of protozoal infections such as 
kala-azar (for which they will possibly replace the 
antimonials previously used), sleeping sickness, and 
babesiasis of animals; in addition they exert a 
limited activity against malaria in monkeys and in 
man. More recently, the scope of these compounds 
has been extended by the discovery that they possess 
also @ strong bacteriostatic: action, first described 
last year by FutteR.* Their antibacterial action has 
been studied intensively in the laboratories of May 
and Baker Ltd.; and as a result of this work one of 
the compounds, propamidine, was considered to show 
promise as a wound antiseptic. This impression 
is well confirmed in a series of four papers, printed in 
our present issue, recounting the clinical application 
of propamidine under a variety of conditions. It is 
applied to the wound or burn, in a jelly or cetyl- 
alcohol preparation, on alternate days for ten days, 
This treatment is effective in removing streptococci 
from the wound; often but not always it removes 
staphylococci; it has little action against proteus or 
pyoeyanea. In the concentration suggested (0-1%) 
no harm is done to granulation tissue nor is phago- 
cytosis lessened ; higher concentrations may however 
cause local necrosis and irritation of the adjacent skin. 
The antibacterial action is not inhibited by pus or by 
p-aminobenzoic acid, and it is not affected by the 
presence of sulphonamide resistance. Judging by the 
clinical- results the compound has been of striking 
value both in treating old infected wounds and in 
dressing fresh burns. The chief weakness noted to 
date is the failure to control infection with proteus or 
pyocyanea which, although mainly saprophytic, may 
give enough trouble to hinder skin grafting. 

The extent to which absorption of the drug may 
occur from the wound into the general circulation is 
at present unknown, sihce no method of estimating 
small concentrations of propamidine is available. 
That absorption is limited and spread over.a consider- 
able period is made probable by the work of Hawking, 
Henry and their collaborators*‘ on the related com- 
pound stilbamidine, whose presence is betrayed by its 
fluorescence. Stilbamidine, when introduced_into the 
body, is stored particularly in the liver and kidney, 
much is absorbed by the red blood-cells, and about 
10% of the dose injected is excreted in the urine during 
pe first three days ; probably propamidine follows a 

: ee pret... M. and_Yorke, W. Ann. trop. Med. Parasit. 

. Faller, A 4) “plochem. J. 1942, 36, 548. 


- Hawking, F. and Smiles, J. Ann. trop. 
{. Henry, A. J. and Grindley, D.N. Ibi 





Med. Parasit. 1941, 35, 45. 
» 1942, 36, 102. 


similar course. No general ta toxic effects are recorded i in 
the present series of papers, Judging by experiments 


' with mice and streptococci* propamidine and its simi- 


lars seem unlikely to exert a therapeutic effect upon 
bacterial infections when administered systemically 
by intravenous injection. After injection (tolerated 
dose about 2 mg. per kg.) of the drug for sleeping 
sickness, immediate collapse has occurred, resembling 
histamine shock but soon passing off; after pent- 
amidine violent itching may occur (Lourte 5). Late 
toxic effects have been rare, but in animals degenera- 
tion of the liver and kidneys have been observed ; 
Napier and Gupta * have reported several cases of 
neuritis in the trigeminal nerve. Such symptoms are 
not likely to occur when propamidine is applied locally 
by the technique described above unless very large 
areas are treated, but the possibility should be borne 
in mind. The whole investigation so far has been a 


. pretty piece of teamwork and further progress will be 


followed with zest. 
CRIPPLING DISEASES 


Any disease or disorder which leads to incapacity 
could be called a crippling disease—a patient’s capacity 
for work might be limited by cardiac, pulmonary 
or renal disorder—but the term is conveniently 
restricted to disablement of the locomotor system. 
Among the more important causes are the chronic 
rheumatic diseases, including rheumatoid arthritis, 
osteo-arthritis and non-articular rheumatism affecting 
the fibrous tissues and muscles, ligaments, nerves and 
the capsules of the joints. The size of the problem 
they create has often been noted ; probably no single 
medical disorder leads to greater suffering to the 
patient, or.loss of efficiency and cost to the country. 
It has been estimated that more than a million patients 
in England consult their doctors annually because of 
the chronic rheumatic diseases, and that a sixth of the 
total invalidity of the insured population is due to this 
cause. The cost, in England and Wales, is at least 
£20,000,000 annually. Davipson and DvuTHIE”’ in- 
vestigated the incidence of the rheumatic diseases in 
the north-east of Scotland and calculated that in the 
whole -country at least 300,000 persons annually 
required medical treatment. Most of the patients 
were suffering from non-articular rheumatism, but 
many thousands were incapacitated by more serious 
ferms of arthritis. This finding is confirmed in the 
official publications of the Department of Health for 
Scotland, which state that 14°, of the total invalidity 
of persons insured under the NHI Act was due to 
rheumatism, and that 50,000 insured persons in 
Scotland were totally incapacitated every year, the 
average period éf incapacity being 60 days. Three 
million working days were lost annually because of the 
ravages of the chronic rheumatic diseases, and the 
annual economic loss to Scotland was estimated at 
£3,000,000, with resulting misery to patients and 
dependents. 

No official attempt has been made so far to tackle 
the problem, and it was in the hope of stimulating 
the ‘official conscience that the Empire Rheumatism 
Council published in 1940 a plan for national action,’ 
which sets out simply a few facts about causation and 


.. Lourio, F. M. ‘Thid, 1942, 36, 113. 
: Napier, L. KE. and Gu ta, P. C. 8. Indian Med. Gaz. 1942, 77, 71. 
’ Davidson, L. 8. P. J. R. Inst. Publ. Hlth Hyg. 1940, 3, 245. 


> Rheumatism: A Plan for National Action. London, 1940. 











a 


146— THE tapons} 





THE DYSEN TERY CARRIER 


(san. 30, 1043 


~ 





the limited facilities for treatment available and 
concludes with a general plan for the control of this 
group of disorders. The monograph has stimulated 
medical thought and in eighteen months has had to 
be reprinted three times. But it must not be over- 
looked that other diseases and disorders causing 
incapacity of the locomotor system deserve attention 
in any national scheme. Crippling may result from 
congenital defects, birth injuries, acquired postural 
disorders, trauma including fractures, and infective 
diseases such as tuberculosis and ‘poliomyelitis. 
Treatment of crippling due to this group has in the 
past been left in the charge of the orthopedic surgeon, 
whereas treatment of the rheumatic diseases has been 
mainly i in the hands of the physician. In the future 
it is to be hoped that compartments will disappear 
and that teams of surgeons and physicians trained 
in the investigation and treatment of diseases of the 
locomotor system will work together. 
specialising in the chronic rheumatic diseases realises 
théhelp he receives from his orthopedic colleagues 
in the control of spasm, pain and swelling of the joints 
by means of properly applied plaster splints, traction 
and manipulation. These orthopedic measures are 
an important advance in treatment. Buf if the 
orthopedic surgeon is to obtain the best results, he 
must have sound medical advisers who will help him 
to recognise and correct malnutrition, anemia or 
hidden infection. Economic advantage will follow 
the joint use of clinics, equipment and technical staff 
which form the background of both the medical and 
surgical treatment of the crippling diseases. 

The importance. of such codperation has been 
recognised by the Scottish Orthopedic Council, the 
British Orthopedic Association and the Empire 
Rheumatism Council; the last two bodies have 
recently issued a joint memorandum * on the subject. 
The basic features of their plan is to establish in each 
medical region of the country one or more base 
hospitals for the treatment of the crippling diseases. 
These would be staffed jointly by orthopedic surgeons 
and physicians trained in the diagnosis, prevention 
and treatment of the crippling diseases. Special 
hospitals are required, these bodies consider, because 
the treatment of the crippling diseases calls for a long 
period in hospital. Moreover, until large numbers of 
such patients are congregated in a single institution 
under controlled .conditions no satisfactory advange 
in the discovery of causal factors or of the value of 
various therapeutic measures can be expected. At 
the periphery of the, medical regions diagnostic centres 
with limited facilities for treating outpatients would 
be established. These centres would be visited at 
regular intervals by the specialist staff of the base 
hospital, who would diagnose the type of disease and 
decide whether the patient should be treated at the 
base hospital, the peripheral outpatient clinic, or in 
the patient’s home. The family doctors in the region 
would be consulted and by securing their interest, and 
by giving postgraduate instruction on the spot, the 
first step towards successful treatment would have 
been made—namely, early diagnosis. 

It is to be hoped that the joint standing advisory 
committee which the Empire Rheumatism Council 





9. Obtainable frome the soquotesion of the joint committee, 
Nomen pener, FRCS, The Princess beth Othe pestis 

Hospital, Bere Bore, Exeter and Sir Frank Fox, 106, 
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and the British ‘Orthopedic Association have now set 
up will formulate a comprehensive scheme for the 
prevention and control of crippling diseases acceptable 
to the Ministry of Health and the Department of 
Health of Scotland, so that it can be incorporated 
forthwith in the postwar national medical service. 


THE DYSENTERY CARRIER 


In bacillary dysentery the infection is confined to 
the bowel without as a rule any systemic spread, 
and when the dysentery bacilli continue to be excreted 
after the patient is clinically well the organisms are 
presumably living on the bowel mucosa or in unhealed 
ulcers. FarrLEy’s! experience with the sigmoidoscope 
that the dysentery ulcer may be present when there is 
no clinical evidence of it is confirmed by BREWER? 
who recommends a prolonged and intensive course of 
sulphaguanidine for such cases. Even so, the many 
mild Flexner and Sonne infections indicate that the 
convalescent carrier state must often occur without 
any persisting lesion in the mucosa, and this belief is 
supported by the commonness of symptomless carriers 
among contacts of clinically infected cases. Unlike 
the systemic enteric infections, persistence of the 
carrier state for more than 6 months is rare in bacillary 
dysentery, and when it happens is probably always 
associated with ulceration of the bowel and inter- 
mittent diarrhoea so that the case is really one of 
chronic dysentery. But if “chronic dysentery 
carrier” is a misnomer, convalescent carriers are 
common enough, and more than half the clinically 
infected cases may still be excreting the organism 
3-4 weeks after onset. In the contact carrier 
infectivity is more evanescent, although a few cases are 
persistently positive for weeks. When infection 
attacks a community the brunt of it falls on the 
younger children, and both clinical cases and carriers 
become much less common in the older age-groups ; 
should subsequent outbreaks develop in the same 
community, the incidence of clinical infection is 
much less than in the original epidemic. For example, 
in one institution, 48 (22%) of the 220 originally 
infected cases had clinical symptoms, but only 3 
(4%) of 76 cases subsequently attacked.* Thus 
dysentery may be endemic in an institution with a 
high carrier-rate but few clinical cases until there is 
a large admission of new patients when the infection 
flares up again—a not uncommon happening in 
mental hospitals. 

As the spread of dysentery is mostly by contact 
from cases and carriers, the detection and control of 
the unsuspected convalescent and contact carriers is 
a matter of prime importance. Detection has been 
greatly facilitated by the introduction of the desoxy- 
cholate-citrate agar,‘ and in searching for carriers 
with this medium a specimen of faces is probably 
preferable to the rectal swab, for there is little risk 
of the relatively scanty dysentery bacilli being masked 
by the profuse coliform flora. In yourig children, 
however, it may be more convenient to use the rectal 
swab ; and, provided the specimen is kept moist, there 
is no great urgency in getting it to the laboratory, 
for both Flexner and Sonne bacilli remain alive in 
1. Fairley, N. H. Lancet, 1942, 2, 648. 

2. Brewer, A. E. Brit. med. J. 1943, i, 36. 


3. Hardy, A. V., Shapiro, R. L., Chant, H. and Siegel, M. Publ. 
Hlth Rep., Wash. "942, 57, 1079. 





+ 4, Hynes, M. J. Path, Baet. 1942, 54, 193. 
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feces for some days in temperate climates. Once 
detected, control of the carrier is best effected by 
his being kept in isolation until 3 consecutive negative 
cultures have been obtained, although doubts on the 
reliability of this criterion of cure have recently. 
arisen in the case of Sonne carriers.’ Intermittency 
of excretion is possibly favoured by the preventable 
tendency to constipation after mild dysentery, and 
where a positive culture is obtained after a number 
of negatives, the possibility of reinfection must 
always beexcluded. In Flexner infections 3 negative 
cultures seem to be sufficiently reliable and in all 
cases of dysentery this criterion of cure should 
probably be accepted, unless the child is being returned 
to an institution when 4-6 negatives may be required. 
But many mildly infected cases and symptomless 
carriers are never detected, and so facilities for wash- 
ing the hands after.use of the water-closet must be 
more generally provided and the need for doing so 
instilled by propaganda in the public mind. For- 
tunately, we have in the new intestinal antiseptic, 
sulphaguanidine, a drug which can be confidently 
expected both to prevent the carrier state after a 
clinical attack and to cure it when it develops,*? 
provided the infection is due to one of the Flexner 
group of organisms. Results have been’much less 
satisfactory in Sonne dysentery, though larger doses— 
2-3 g. three times a day for children—than are often 
used should be given from the onset of symptoms. 
Succinyl sulphathiazole (sulphasuxidine) may prove 
more useful here ; it acts apparently by the liberation 
of sulphathiazole, and large doses are safely tolerated 
since only about 5% of it is absorbed. Sulphathiazole 
itself, like sulehomoaiiiien and sulphadiazine, is 
beneficial in the acute case of dysentery, and stools 
may give negative cultures while the patient is on the 
drug, but when treatment is stopped fecal cultures 
may again become positive* Thus, although in 
vitro and in mice these absorbable drugs seem to be 
the most powerfully active against the intestinal 
bactéria,*® best results for the cure of the dysentery 
carrier are likely to be got from drugs like sulpha- 
guanidine and sulphasuxidine which remain in the gut 
to attack the organisms in situ. 


AIR POLLUTION FROM MOUTH AND NOSE 

Ir was once widely believed that the air contained 
small devils—the Little Men of our peripatetic 
correspondents—which flew into the mouth in un- 
guarded moments and caused trouble. Coughing 
and sneezing were believed to be effective aids to their 
removal, and when so expelled they flew about until 
the next victim came along. In the last 40 years 
bacteriologists from FLteeE onwards have shown this 
belief to be only too true, though for “ devils ’’sone 
must read “‘ bacteria ’’ and “ virus icles.” Our 
knowledge of such air-borne infection has advanced 
considerably owing to improved methods of sampling 
air for bacteria devised by WELLS and others, and to 
the development of flash photography by EpczrTon 
and its application by JENNISON to the study of coughs 
and sneezes. The symposium Aerobiology™” contains 
‘mer: publ. Hlth Lab. Ser. 1942, 1, 2. 


Es fiom. BSS iid, ine i3. 
Hardy, A. V., Watt, J., Peterson, J. and Schlosser, E. Publ. 
H Hep. Wash. 194g, 57, 529. 


Jannet, H , Leibovitz A: and Deutsch, J. V. J. Amer. med. Ass. 


wit? 42, 46, 1 

J. Bait. Johns Hopk. Hosp. 1942, 71, 213. 
pron Washington, American Association for 
Advancement of Science, ‘1942, p. 106. 
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an admirable summary by Jen ENNISON of his work with 
flash photography. The photographs include selec- 
tions from a cine-film of a sneeze taken at 700 frames 
per second. This impressive technical achievement 
shows that the process of expulsion of droplets lasts 
about 4 sec. and that the droplets cease to be visible 
after about } sec. Other photographs have given 
some idea of the large numbers of droplets emitted in 
sneezing and of their velocity and trajectory. Studies 
here and in America ™ have shown that of the numer- 
ous bacteria-carrying (and probably virus-carrying) 
particles emitted by a sneeze, perhaps 20,000 may 
travel for 3 ft. in a nearly horizontal line, and so may 
immediately infect another person. About 100,000 
such particles are likely to remain suspended in the 
air for a minute or more. Of these as many as 4000 
may still be floating around in a viable (and presum- 
ably infective) condition half an hour after the sneeze. 

The dangers of scattering infection by sneezing and 
coughing are thus very real, and are now becoming 
recognised, but it is less widely known that most 
people—if not all—emit infected droplets in ordinary 
conversation. JENNISON shows a photograph of a 
subject enunciating the letter “f’’ which makes a 
germ-conscious reader reflect on the advantages of life 
in a Trappist monastery. He adds, “‘ While the 
number of droplets resulting from ordinary conversa- 
tion is small—perhaps a few dozen for a consonant or 
word—in loud talking the numbers may be of the 
same order of magnitude as in strenuous coughing, that 
is a few hundreds.” The velocity of some of these 
droplets approaches that of sneeze droplets. Hence 
they travel directly to a distance of several feet from 
the speaker. Gorpon’s studies in our own House of 
Commons in 1906, and more recent work in the United 
States, have shown to what long distances such 
particles may travel after expulsion. 

No wonder, then, that respiratory infections are 
the most prevalent of diseases. For in our present 
code of manners little exception is taken to the prac- 
tices which obviously spread respiratory infection. 
Most people think it proper to attend work with a 
heavy cold without wearing a mask, refraining from 
talking, or evén warning people with whom they 
converse. They thus pollute the air freely, although a 
similar pollution of water-supplies would be considered 
disgusting. There has been a change of public 
opinion about spitting ; it is time for another about 
other ways of polluting the air. The proper use of a 
handkerchief when sneezing or coughing must be . 
considered really important. We must learn to 
respect people who wear a mask when they come to 
work with a cold, instead of laughing at them ; the 
ideal alternative—to stay at home for the first three 
days of an acute cold—is not often practicable these 
days. But we should take pride not as at present in 
the heroism with which we ignore our colds, but in 
being so careful with speech and handkerchiefs that 
other people do not catch them. Such changes can 
be brought about in time. The Ministry of Health 
poster campaign, ‘‘ Coughs and sneezes spread diseases. 
Trap the germs in your handkerchief,” made a begin- 
ning; Arthur Askey’s film on sneezing helped. 
Doctors and schoolteachers can now do more than any- 
one to keep public opinion moving in the right direction. 


11. Wells, W. F. J. industr. Hyg. 1935, 17, 253; Bourdillon 
ae a Lidwell, O. M. and Lovelock, 5. E: Brit,'med. J. 1942, 
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An notations 


FLUORINE AND THE PARATHYROIDS 

Tue Allied occupation has drawn attention to the 
economically important phosphate zones of North Africa. 
The rock phosphates there are highly valuable fertilisers, 
but they are deleterious as phosphorus supplements for 
animals because they are rich in fluorine. Darmous, 
the endemic fluorosis found among man and animals born 
or long resident in those regions, has been graphically por- 
trayed by Gaud and Charnot.t During the last few years 
surveys? have proved that mild endemic fluorosis is 
common in the British Isles. Spira suggests without 
experimental basis that symptoms of fluorine intoxica- 
tion are due to a direct effect of this halogen on the 
parathyroids. He points to the association of the para- 
thyroids with epithelial structures—dental enamel, nail, 
hair and so on—but these glands are principally con- 
cerned with calcium and phosphorus balance and hence 
with bone metabolism. The concentration in which 
fluorine is found in blood and tissues in endemic fluorosis 
is ‘ifiore likely to upset the cycle of intimate chemical 
changes involved in ealcification.? Direct observations 
on pigs fed with toxic doses of fluorine showed little 
or no abnormality of the parathyroids, though other 
organs, notably the kidneys, were severely damaged.* 
The story of mottled teeth is now an old one ; workers in 
different countries’ have more recently studied the 
important skeletal changes brought about by endemic 
fluorosis, which may be crippling. There is evidence 
that the general nutritional status largely modifies the 
effects of fluorine,* and animal experiments’? have demon- 
strated that high calcium intakes reduce the retention of 
injected fluorine. 


THE KENNY METHOD IN POLIOMYELITIS 

Tue claims of Miss Elizabeth Kenny, an Australian 
nursing sister, to have developed a new technique in the 
treatment of poliomyelitis were investigated some years 
ago by an: Australian medical committee ® and in 1938 
by a committee appointed by the London County 
Council. Both these bodies considered that though her 
methods were of value there was nothing original in her 
principles ; and it was thought that as good results would 
be obtained by orthodox methods energetically applied. 
Since 1920 Miss Kenny has been working at the Univer- 
sity of Minnesota and her results have been assessed by a 
committee invited to serve by Mr. Basil O’Connor, 
president of the National Foundation for Infantile 
Paralysis. This committee, composed of men who at 
the outset were sceptical of the value of the method, has 
very largely reversed the opinion of the two former 
committees. In reporting the conelusions of the 
members,** Dr. F. H. Krusen tells how Dr. Miland Knapp, 
head of the department of physical therapy at Minnesota 
University, was frankly puzzled by Miss Kenny’s use of 
terms at the outset, and had not been able to follow her 
when she talked of ‘“‘ spasms,’’ ‘‘ incoérdination ’’ and 
‘* mental ‘alienation.’’ These three, however, are now 
regarded by the workers at Minneapolis as the three 
major symptoms of early poliomyelitis. This entails a 


1, Gaud, M.and Charnot, A. 6 Off. int. Hyg. publ. 1938, 30, ny 

2: Murray, M. M. and Wilson, D. C, Lancet, 1942, i, 98.’ Spira, L 
Ibid, p. 649; J. Hyg. Cand, 1943, 4 2, 500. 

2, Robison, R. and Rose A. H Biochem. J. 1934, 28, 684. 
so 3 oie! Warwick, F. B. and Gutman, E. B. Science, 

4. Kick, C. oo. Bethke, R. Edgington, B. Hs .. Wilder, 0. H. M., 
Record, B B. Wilder, W., Hill, d Chase, 8. W 
Bulletin 5 & et Siation, Ohio, 1935. 

5. Short, H. a * “‘McRobert, B 


T. W. “= Nayar, 
AG S. M. Ind. J. med. Res. oigs7, a6 553. Ockerse, T. S. Afr. 
J. 1941, 15, 261. Kemp, .F. H., Murray, M. M, and 
Wilson, 1 D. Pw Lancet, 1942, ii, 93. 
. Pundit, Raghavachari, I. N. 8., Subba Rao, D. and 
"iceishianiart, Vv nd. J. med. Hes. 1940, 28, 533, 
J. Nutrit. 1941, 22, 91. 
~ 4 Ibid, 1938, fi, 957. 





Lawrenz, M. and Mitchell, H. H 
1938, i wat and 855. 


; Lane 
‘ayo Clin. 1942, 17, 449. 


2 a 


pacsaenr, in the usual conception of the disease. The 
muscular spasm covers @ group of symptoms including 
fibrillary twitchings, hyper-irritability to stretching and 
a more or less tonic contraction in the muscle-fibres 
which often can only be overcome by considerable foree. 
This has been observed by other workers outside the 
Minneapolis group. The spasm affects chiefly the 
hamstrings (100% of cases in the Minneapolis General 
Hospital), the quadriceps, the back and neck muscles, 
the gastrocnemii, pectorals, muscles of respiration and the 
biceps brachii; it can be demonstrated and photo- 
graphed. The incoérdination is described as being of 
two types: that due to a spread of motor impulses 
intended for one muscle to other muscles or muscle 
groups; and ineffectual contraction within the muscle 
itself, instead of a codrdinated rhythmic contraction 
acting on the insertion. Substitution movements pre- 
duced by the first type result in abnormal patterns of 
motion. The mental alienation—an unattractive term 
which no-one has been able to better—is described as an 
inability to produce a voluntary purposeful movement 
in a muscle in spite of the fact that the nerve paths are 
intact ; they distinguish this physiological block from 
the organic interruption resulting from destruction of 
anterior horn cells by the disease. It comes about, they 
think, when a muscle is pulled beyond its normal resting 
length by an opponent in spasm; when an attempt to 
contract the alienated muscle causes pain in its affected 
opponent; when spasm and its results in an affected 
muscle are so severe that it acts as a brake on its un- 
affected opponent ; and when changes in the nervous 
system, not amounting to destruction of cells or fibres, 
interfere with normal neuromuscular action. Dr. 
Krusen finds this unusual conception difficult to accept ; 
he gives as an example-the idea that in foot-drop the 
affected muscle is the gastrocnemius, which is in spasm, 
while the dorsiflexors are mentally alienated ; when the 
spasm is relieved by the Kenny methed of treatment and 
mental awareness of the dorsiflexors established by 
re-education, the foot-drop disappears ; and some of the 
Minneapolis observers have seen this happen in 48 hours. 
Treatment is by hot packs to the muscles in spasm ; 
passive movement, even in the early stages, to the range 
which can be achieved without pain; re-education of 
mentally alienated groups; and the entire absence of 
splints. The results have led the foundation’s committee 
on research for the prevention and treatment of after- 
effects to conclude that during the early stage of the dis- 
ease the time during which pain, tenderness and spasm are 
present is greatly reduced, and that contractures caused by 
mus¢le shortening are prevented by the Kenny method. 
Dr. Krusen himself has seen no contractures, malalign- 
ments or spinal curvatures attributable to contractures 
after this treatment; there are of course such after- 
effects as flail limbs and Trendelenburg limps due to 
hervous damage beyond repair. The Minneapolis workers 
believe that the prognosis for a given muscle can be 
assessed by placing it slightly on the stretch and stimu- 
lating it by moving the joint back and forth; if it 
responds to the extent of making it possible to follow the 
tendon from the insertion to the belly recovery may be 
expected ; “‘ loss of tendon ’’—that is, complete loss of 
muscular tone—probably indicates permanent loss of 
function. 

In comparing the Kenny method of treatment with 
those hitherto in vogue it may be wise to distinguish 
between theory and practice. Miss Kenny advocates the 
application of hot packs throughout the day, at least 
every two hours, sometimes every 15 minutes, to muscles 
which are in spasm. Passive movement is begun early 
and is soon followed by re-education. The demands 
on the nursing staff are obviously exacting, and probably 
if this concentrated attention was available from the 
beginning of the illness in every case the results of treat- 
ment would be much better than they often are. It is 
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likely, however, that immobilisation by splinting is an 
imperfect biological method of preventing the stretching 
of paralysed muscles, and that the influence of muscular 
pain has not been properly appreciated. It may well be 
that advances in physical therapy springing from Miss 
Kenny’s enthusiasm will outlast her theory and 
terminology. 
THE HOWELL-JOLLY BODIES 

Tue Howell-Jolly bodies are small refractile granules 
about ly in diameter that are sometimes found in red 
blood-cells ; they are usually eccentrically placed and 
may be single or multiple. They have not attracted 
much attention, in spite of their cheerful name ; they are 
classed with Cabot’s rings and other nuclear remnants, 
and hematological textbooks still find them a place on 
their colour-plates. They have however a long history, 
and in continental literature particularly they are associ- 
ated with the spleen. Some 30 years ago, Howell-Jolly 
bodies were noticed in the red cells after splenectomy, 
and have been reported to persist in the blood for as long 
as 11 years after; they have also been noted in the blood- 
cells of patients who were afterwards found to have 
atrophic spleens. This connexion between the Howell- 
Jolly bodies and atrophy of the spleen has recently been 
reviewed by Boveri. The number of published cases he 
quotes is small; he describes two cases of his own—in 
only one was the atrophy of the spleen confirmed at 
autopsy—and gives a few facts about 7 more cases found 
among hematological records covering 5 years; in 5 of 
these the state of the spleen was not known, in the remain- 
ing 2 it was fibrotic but not atrophied. The evidence 
thus obtained is admitted by Boveri to be poor, but a few 
interesting facts emerge. Nearly all the patients had 
disturbed absorption from the alimentary tract, such as 
achlorhydria or excess fat in the stools; and such 
disturbances have been linked—again by continental 
writers—with atrophy of the spleen. They are only 
really significant if they persist in the red cells of patients 
who are not anemic, in whom the proportion of affected 
cells is of the order of 1-5 per 1000; if the patient is 
anzemic, there should be many affected cells—5% have 
been found after splenectomy—and they should persist 
at the 1-5 per 1000 rate even if the anemia is suceessfully 
treated. In these circumstances a diagnosis of atrophy 
of the spleen may be made, and this seems to be specialiy 
true of cases of non-tropical sprue. There is no evidence 
that Howell-Jolly bodies always connote a disorder of 
the spleen. Except as a help to complete the patho- 
logical picture, the knowledge that a patient’s spleen is 
atrophied is neither thrilling nor helpful; nevertheless, 
since Boveri has reminded us that they have some 
significance, it is likely that the Howell-Jolly bodies will 
continue to be allowed their quiet corner in the colour- 
plate and their few propitiatory lines in the textbook. 


BATTLE WOUND§ OF THE HEAD 

One of the most useful functions of specialised surgical 
units in war is to formulate a policy for the guidance of 
the general surgeon who under war conditions must be 
prepared to treat all types of wound. Major Miller, ? who 
was in command of a neurosurgical unit in the Middle 
East, tells the general surgeon exactly what he wants to 
know about the treatment of gunshot wounds of the 
head, He points out that the practice of leaving battle 
wounds unsutured has no place in head wounds. All 
head wounds should be treated by scrupulous debride- 
ment and closure. In the Western Desert this could be 
successfully carried out even three or four days after 
the injury. ‘‘ Nothing is more fraught with danger,” 
he says, ‘‘ than partial interference with such wounds in 
forward field units from which an early and exhausting 
evacuation will have to be made.” The surgeon who has 


to deal properly with the wound must have a suction 
apparatus which provides the only way to keep the 
operation field clear : a foot-pump suction apparatus, at 
least, should be available for every surgical team. 
Cushing clips should be provided, for electrosurgical 
apparatus is rarely available. ‘ Pentothal Sodium’ as 
a preliminary anesthetic allows thorough shaving and 
cleaning of the scalp, the operation being then continued 
under local anzsthesia. Thorough excision of the weund 
is essential. The scalp flaps are freely mobilised to 
facilitate closure; bone edges are excised by sharp 
rongeur forceps; soiled dura is removed with scissors, 
hemorrhage being controlled by silver slips or an under- 
running suture. When no endotherm is available the 
red-hot tip of a probe is useful to seal small bleeding 
points on the dura. The brain wound is cleaned by 
irrigation and gentile suction until a clear field is obtained. 
Artery forceps are of course never applied to the brain, 
and swabbing is avoided except for the application of a 
small moist wool slab to bleeding points. Hemorrhage 
from venous sinuses is controlled by a ‘“‘ stamp” of 
temporal muscle. Deep foreign bodies are left severely 
alone, and only those which can be gently dislodged are 
removed. Glancing gunshot wounds may cause local 
contusions of the underlying brain with resulting 
temporary hemiplegia. Thisis sometimes misinterpreted 
as @ sign of intracranial hemorrhage requiring operation, 
but in these glancing wounds there is usually no impair- 
ment of consciousness and this serves to exclude pro- 
gressive cerebral compression requiring surgical relief. 
The sulphonamides have greatly reduced the risk of 
meningitis and brain abscess. Regular examination of 
the cerebrospinal fluid is performed in cases of infection. 
The fluid intake must be well maintained, if necessary by 
intravenous infusion. There is usually little or no con- 
cussion of the brain as a whole, and treatment consists 
essentially in dealing witff the area of local injury to the 
scalp, skull and brain. 


HOME TREATMENT OF PNEUMONIA 

THE Boston Dispensary, which has been running since 
1796, provides a free pneumonia service for poor patients. 
The aim is to give them treatment in their own homes, 
so lessening the burden on overcrowded hospitals, and 
avoiding the psychological disturbance of moving them 
from familiar surroundings, the risks of transport in 
ambulance, and possible delays in starting treatment. 
Against these advantages may be set poor homes and 
inadequate nursing and the possible lack of medical 
equipment or of immediate medical attention in an emer- 
gency. Rosenthal, MacColl and Pratt, in a report 
of 132 cases treated by the dispensary staff, suggest that 
with the proper use of sulphonamides the death-rate of 
patients treated at home may be as low or lower than 
that of patients in hospital. During the winter of 
1940-41 four physicians undertook treatment and the 
patients ranged in age from 2 months to 86 years, 17% 
of them being above the age of 50. As a rule treatment 
could be started within 48 hours of the onset of the illness 
and the usual initial delays over hospital admission were 
of course eliminated. In all cases the sputum was 
examined, pneumococci being found in 53%; blood- 
counts were done and the urine examined regularly. 
Sulphathiazole was given by mouth, an initial dose of 
4 g. being taken in the presence of the physician. The 
average total dosage given was 37 g. for adults, and 12 g. 
for children. For patients not showing pneumococci 
in the sputum the average dose was 23 g. for adults and 
10 g. for children. The temperature dropped to normal 
in about 48 hours in almost all cases and the average 
duration of sulphathiazole treatment was 4 days for 
adults and 3-6 days for children. A low white-cell count 
was not regarded as a contra-indication to the treatment, 





1. Boveri, R. M. Guy’s Hosp. Rep. 1942, 91, 81. 
2. Miller, D. Med. neon 1942, ii, 207. 
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and there were no serious toxic symptoms; a rash was 
seen in two patients, gross hematuria in one, and red 
cells found in the urine of a few. 

In addition to sulphonamides, patients were instructed 
to take 3 quarts of fluid daily; but no oxygen, digitalis 
or artificial stimulants were employed at ali. The 
response of infants and children to treatment at home 
was specially good and absence of the emotional strain 
of being taken away to hospital seemed to be of real 
benefit. No direct control over the administration of 
sulphathiazole was possible, and nursing was largely 
in the hands of the patients’ relatives with the help of 
the community health (district) nurse ; but it was found 
that family or parental coéperation was good and 
treatment was well carried out. The mortality-rate 
among these 132 patients was 3-8%, a figure which, 
though of little significance by itself, suggests that home 
treatment was as successful as that in hospital. Before 
the use of sulphonamides, the mortality of pneumonia 
in patients over 50 years of age was in the region of 50%. 
A comparison of the death-rates before the introduction 
of-chemotherapy has been lately published by Lubsen 
in” Amsterdam ?; in his cases, studied over the years 
1930-38 and treated symptomatically in hospital, the 
mean fatality-rate was 14-3% (8-2% for patients under 50 
years old and 43-5% for those over 50 years). In 
America mortality-rates were in the neighbourhood of 
20-30% for all types. In Lubsen’s cases the fatality- 
rate was lower the earlier the admission to hospital, 
and he suggests that the results are worse in the region 
of Utrecht, for example, because patients had to be 
brought long distances to hospital. All reports emphasise 
the importance of early and adequate sulphonamide 
treatment. The Boston experiment shows that such 
treatment given to the patient in his own home produces 
good results even with unskilled nursing. Complica- 
tions and toxic effects were ffw, and the mortality-rate 
was less than a third of the lowest recorded in the 
presulphonamide era. : 


AGE AND MASS RADIOGRAPHY 
Tue South Australian branch of the British Medical 
Association has recently discussed the proposal of the 
civic authorities of Adelaide for a mass radiography 
survey of 30,000 school-children. Dr. D. R. W. Cowan 
described the scheme as a waste of time and money owing 
to the rarity of pulmonary tuberculosis in the age-groups 
involved. He also pointed out that an X-ray survey 
could never replace careful history taking and physical 
examination, especially in children in whom the common 
chronic chest diseases produce little if any change 
sufficient to cast a shadow on the screen. Although 
other speakers mentioned the occasional occurrence in 
childhood of lesions of adult type and also the advan- 
tages of getting the population into the habit of under- 
going periodic medical examination, the impression 
remains that the results of mass radiography in children 
are unlikely at present to justify the labour and expense 
involved. It might even give parents a sense.of false 
security, since one normal film does not exclude the chance 
that the child has already been infected, or give any 
_ indication about susceptibility. In the control of tuber- 
culosis in childhood, more valuable information can 
probably be obtained.by extensive Mantoux testing than 
by radiography, though Mantoux-positive contacts 
should of course be examined with X rays. The 
discussion may well make us pause and consider how we 
in Great Britain are to make the best use of the relatively 
small number of miniature radiography sets soon to be 
available. Trail, investigating the incidence of tuber- 
culosis in the RAF found: in the under-20 age-group, 
active disease in 0-16% and inactive in 0-09% ; in the 
20-24 age-group active disease in 0-35% and inactive 
in 0-36% ; over the age of 25 the numbers examined 
2. Lubsen, N. Acte med. scand. 1942,.110, 465. 





were smaller, and the incidence about 0-1% active and 
1-0% inactive. Since the first signs of tuberculosis 
appear at different ages in different people, it is obviously 
impossible to pick on any one age for radiological survey 
that will give a satisfactory answer to the problem. 
The Committee on Tuberculosis in War-time (HMSO, 
1942) regard routine periodic mass radiography as the 
best method of controlling pulmonary tuberculosis. 
With this ideal and with the practical conclusion of 
the committee that in the limitations of war-time certain 
groups should be given priority it is difficult to disagree. 
Among these groups selected as being particularly 
important are;:- the Services; men and particularly 
women entering war industries; nurses and medical 
students ; and merchant seamen. If these recommenda- 
tions are followed there would be no risk of our limited 
facilities not being usefully employed. 


CARE OF WOMEN IN INDIA 

THE Countess of Dufferin’s Fund in 1888 started to 
provide medicai relief by their own sex for the women of 
India, then living closely secluded lives ; this relatively 
small fund is now concerned mainly with the granting of 
scholarships to women studying at medical colleges in 
different parts of India. The Women’s Medical Service 
is supported by an annual contribution from the Govern- 
ment of India together with certain grants received from 
provincial governments, and its object is to supply well- 
qualified medical women to various Indian women’s 
hospitals. The annual report! of the two organisations 
shows that at the end of 1941 the strength of the service 
was 48 members—a miserably small number considering 
the vast area to be served. Only 17 of them were of 
non-Indian domicile ; many are employed on the staff 
of the Lady Hardinge Medical College, Delhi, a central 
training centre for Indian women seeking higher medical 
qualifications. The hospitals to which members of the 
WMS are appointed outside Delhi are under the control 
of provincial authorities. This report shows that the 
financial condition of hospitals in such areas is often 
unsatisfactory. Pupil nurses are expected to live on a 
mere pittance and the nursing staff and equipment are 
not up to modern requirements. The blackout imposes 
an additional burden on those working in a high tem- 
perature associated with great humidity. Despite such 
discouraging conditions the members of the WMS are 
able to report the treatment of large numbers of medical, 
surgical and gynecological cases, and an increasing 
emphasis on antenatal work and pediatrics: Many of 
these doctors are placed at hospitals distant from any 
up-to-date medical centre and the council of the WMS 
has arranged for them a postgraduate conference at 
Delhi, with opportunities of meeting other women 
doctors and discussing medical problems. During the 
year under review two new women’s hospitals, staffed by 
members of the WMS, have been opened—a well-equipped 
building at Cawnpore, and a second at Quetta which has 
been built, to replace the former hospital destroyed by 
an earthquake, in a manner to withstand further shocks. 
At Jubbulpore in the Central Provinces a fine hospital is 
in course of construction, and at Calcutta a modern 
nurses’ home is being attached to the large women’s 
hospital in order to meet the nursing needs of recent 
ward extensions. The greatest difficulty hospitals have 
had to face is the shortage of sisters and staff nurses 
owing to demands of the Army. There are as yet only 
5000 trained nurses in the whole of India, compared with 
105,000 in Great Britain alone and many of the Indian 
nurses have been trained at small poorly equipped hos- 
pitals and possess little in the way of educational quali- 
fications. It is difficult to find sisters qualified to teach 
pupil nurses. There is great need for a central College of 
1. Annual Rapest of the National Association for Suppl Medical 
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Nursing where Indian sisters might obtain special train- 
ing in administrative and sister tutor’s work. In spite 
of the gradual breaking down of purdah customs it is to 
women’s hospitals and women doctors that Indian 
women turn for medical relief in increasing numbers, 
and their need must be met. 


ABSENTEEISM IN INDUSTRY 


THE loss of industrial production caused by absenteeism 
cannot be solved by making demands on a dwindling 
supply of man-power. It can only be met by concen- 
trating on the problem itself with a view to reducing it 
to the unavoidable minimum. This is made clear in a 
recent Ministry of Labour pamphlet (The Problem of 
Absenteeism, P.L. 106/1942, September, 1942) which 
points out that persistent lateness and absence from work 
without reasonable excuse are an offence against the 
law in the case of employment scheduled under the 
Essential Work Orders, but that the solution of the 
problem will net be found by exercising external powers 
of discipline and punishment. The difficulties which 
workers have to face in war-time, and the sacrifices they 
are making, must be taken into consideration. The 
pamphlet mentions the chief causes of absence from 
work, stresses the importance of assessing absenteeism 
numerically and indicates ways of dealing with absentees. 
It presents a method for recording the extent of 
absenteeism subdivided under headings, and provides a 
model form for such records. Absenteeism is commonly, 
though crudely, divided into involuntary (including 
sickness and accidents) and voluntary (including lateness 
and absence without reason). The present pamphlet is 
mainly. concerned with the voluntary variety, and will 
doubtless be useful in providing information on which 
individual action in a given factory can be based. There 
is, however, danger that the picture of absenteeism will 
be distorted in the minds of industrialists by the 
emphasis laid on ‘‘ psychological causes,” under which 
the pamphlet includes lack of interest and lack of a 
sense of urgency. The greater part—about two-thirds— 
of absenteeism is due to sickness and accidents, not to 
voluntary causes, and the tendency of recent ministerial 
pronouncements has been to emphasise this fact. 
Unfortunately the present pamphlet passes over sickness 
in a few lines, merely saying that if it is persistently high 
the firm should take steps to analyse diseases or conditions 
possibly responsible ; it does not state what steps are to 
be taken and provides no effective scheme of analysis. 
In the model form sickness is not subdivided by cause, 
and sickness and accidents are even grouped together ; 
the subdivision of sickness into certified and uncertified, 
shown in the monthly summary, has no counterpart in 
the basic form from which the summary is to be obtained. 
A further general criticism is that entries under the 
various headings of absenteeism are in hours and include 
lost overtime and late arrival. This is a case of the best 
being the enemy of the good, for while such detail may be 
theoretically desirable and comprehensive, the recording 
by days instead of hours (ignoring overtime) would have 
been simpler and would have involved far less clerical 
work. It is true that lateness could not be measured 
thus, but would it not be adequate to record the number 
of times late—i.e., consistent lateness—instead of the 
exact number of hours lost ? 

The present pamphlet represents an advance in 
stimulating and helping employers to log and analyse 
certain types of absence, chiefly of the voluntary type. 
What is needed now is to impress on them the relation of 
health to production, and the predominant importance 
of sickness and accidents as factors in lost time, by 
producing a simple scheme for recording and analysing 
sickness and accident absence to dovetail into. the 
present scheme. We may hope that the recently 
reconstituted Industrial Health Research Board will 
undertake this task of social medicine for which its 


research experience makes it pre-eminently suitable. 
It is essential that any scheme should be presented in 
such a form that the implications will be clear to joint 
production committees and not merely addressed to 
employers ; guarding the health front is the concern of 
workers and managements alike. 


JOHN BURNS AND SOCIAL MEDICINE 


Tue death of John Burns last Sunday in the mellow- 
ness of years recalls a great address which he gave 
almost thirty’ years ago. The occasion was the 17th 
International Congress of Medicine in London and it fell 
to the president of the Local Government Board to 
review the relationship between medicine and public 
health. It was the closing meeting of the congress and 
“* Honest John,” presenting himself as an artisan turned 
cabinet minister, began by thanking the medical pro- 
fession in the name of his fellow working men (‘“ the men 
who work in the pit, the factory, the mill’) for the 
care they bestowed on the lowly and the weak. He 
had a special word for the branch of work in which 
research and scientific diagnosis are commingled and 
foresaw the day when every doctor should have the 
opportunity of utilising for every patient the means of 
accurate diagnosis which medical science provides. The 
time, he said, was coming—it had already partially 
come—when the family doctor will be engaged in advising 
as to means for preventing disease, in dissuading from 
habits inimical to health, in preventing overwork or 
laziness (“‘ both serious enemies of mankind”), in 
reporting external conditions, whether of work or leisure, 
needing to be amended, and still more often in discovering 
the early symptoms of illness which if neglected may 
produce serious disease, and in securing the removal of 
their cause. 

Sir WILLIAM SAVAGE and Mr. CLAUDE FRANKAU have 
been appointed by the Nuffield Trust to survey the 
hospital services of East Anglia. This area includes the 
Soke of Peterkorough, the Isle of Ely, and the counties 
of Cambridge, Huntingdon, Suffolk, Norfolk and probably 
Bedford. 

RoyaL COLLEGE oF PHYSICIANS oF LoNDON.—This 
year’s lectures at the college include: Feb. 9 and 11, 
Prof. M. Greenwood, FRS, medical statisticians from 
Petty to Farr (Fitz-Patrick lectures); Feb. 23 and 25, 
Dr. S. A. Henry, the health of the factory worker in 
war-time (Milroy lectures); March 4, 9 and 11, Prof. 
R. V. Christie, emphysema (Goulstonian lectures) ; 
March 16 and 18, Dr. Geoffrey Evans, arteriosclerotic 
disease (Lumleian lectures); March 23 and 25, Prof. G. W. 
Pickering, the circulation in arterial hypertension (Oliver- 
Sharpey lectures); May 25 and 27, Air-Commodore C. P. 
Symonds, flying stress (Croonian lectures); Nov. 4, Dr. 
J. W. Brown, the interauricular septal defect (Bradshaw 
lecture) ; Nov. 16, Prof. L. G. Parsons, the prevention 
of neo: disease and neonatal death (Charles West 
lecture). The lectures will be given at the College, Pall 
oo oa S.W.1, on the Tuesdays and Thursdays stated 
at 2.15 PM. 





HeattuH EDUCATION AND VENEREAL DisEasEs.—The Central 
Council for Health Education will hold_a conference on this 
subject at BMA House, Tavistock Square, London, W.C.1, 
on Feb. 26. The Minister of Health and the Archbishop of 
Canterbury will speak at the morning session which begins 
at 11 am, and at the afternoon session the speakers will 
include Lord Winster, Dr. T. O. Garland and Dr. €. Hamilton 
Wilkie. Further information may be had from the secretary 
of the council, Tavistock House, Tavistock Square, W.C.1. 


Bucxston Browne Prizz.—The council of the Harveian 
Society of London announce that the subject of the Buckston 
Browne prize essay for 1943-44 will be the use and abuse 
of sulphonamides. The essay must be sent to the treasurer 
of the society, 14, Devonshire Street, W.1, by Oct. 1, 1944. 
The prize consists of a cheque for £100 and a medal, and is 
open to graduates of universities of this country and of the 
Dominions. 
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and there were no serious toxic symptoms; a rash was 
seen in two patients, gross hematuria in one, and red 
cells found in the urine of a few. 

In addition to sulphonamides, patients were instructed 
to take 3 quarts of fluid daily ; but no oxygen, digitalis 
or artificial stimulants were employed at all. The 
response of infants and children to treatment at home 
was specially good and absence of the emotional strain 
of being taken away to hospital seemed to be of real 
benefit. No direct control over the administration of 
sulphathiazole was possible, and nursing was largely 
in the hands of the patients’ relatives with the help of 
the community health (district) nurse ; but it was found 
that family or parental coéperation was good and 
treatment was well carried out. The mortality-rate 
among these 132 patients was 3-8%, a figure which, 
though of little significance by itself, suggests that home 
treatment was as successful as that in hospital. Before 

. the use of sulphonamides, the mortality of pneumonia 
in patients over 50 years of age was in the region of 50%. 
A comparison of the death-rates before the introduction 

~of chemotherapy has been lately published by Lubsen 
~jin- Amsterdam ?; in his cases, studied over the years 
1930-38 and treated symptomatically in hospital, the 
mean fatality-rate was 14-3% (8-2% for patients under 50 
years old and 43-5% for those over 50 years). In 
America mortality-rates were in the neighbourhood of 
20-30% for all types. In Lubsen’s cases the fatality- 
rate was lower the earlier the admission to hospital, 
and he suggests that the results are worse in the region 
of Utrecht, for example, because patients had to be 
brought long distances to hospital. All reports emphasise 
the importance of early and adequate sulphonamide 
treatment. The Boston experiment shows that such 
treatment given to the patient in his own home produces 
good results even with unskilled nursing. Complica- 
tions and toxic effects were ffw, and the mortality-rate 
was less than a third of the lowest recorded in the 
presulphonamide era. : 


AGE AND MASS RADIOGRAPHY 
Tue South Australian branch of the British Medical 
Association has recently discussed the proposal of the 
civic authorities of Adelaide for a mass radiography 
survey of 30,000 school-children. Dr. D. R. W. Cowan 
described the scheme as a waste of time and money owing 
to the rarity of pulmonary tuberculosis in the age-groups 
involved. He also pointed out that an X-ray survey 
could never replace careful history taking and physical 
examination, especially in children in whom the common 
chronic chest diseases. produce little if any change 
sufficient to cast a shadow on the screen. Although 
other speakers mentioned the occasional occurrence in 
childhood of lesions of adult type and also the advan- 
tages of getting tlie population into the habit of under- 
going periodic medical examination, the impression 
remains that the results of mass radiography in children 
are unlikely at present to justify the labour and expense 
involved. It might even give parents a sense of false 
security, since one normal film does not exclude the chance 
that the child has already been infected, or give any 
_ indication about susceptibility. In the control of tuber- 
culosis in childhood, more valuable information can 
probably be obtained.by extensive Mantoux testing than 
by radiography, though Mantoux-positive contacts 
should of course be examined with X rays. The 
discussion may well make us pause and consider how we 
in Great Britain are to make the best use of the relatively 
small number of miniature radiography sets soon to be 
available. Trail, investigating the incidence of tuber- 
culosis in the RAF found: in the under-20 age-group, 
active disease in 0:16% and inactive in 0-09% ; in the 
20-24 age-group active disease in 0-35% and inactive 
in 0-36% ; over the age of 25 the numbers examined 
2. Lubsen, N. Acta med, scand, 1942, 110, 465. 





were smaller, and the incidence about 0-1% active and 
1-0% inactive. Since the first signs of tuberculosis 
appear at different ages in different people, it is obviously 
impossible to pick on any one age for radiological survey 
that will give a satisfactory answer to the problem. 
The Committee on Tuberculosis in War-time (HMSO, 
1942) regard routine periodic mass radiography as the 
best method of controlling pulmonary tuberculosis. 
With this ideal and with the practical conclusion of 
the committee that in the limitations of war-time certain 
groups should be given priority it is difficult to disagree. 
Among these groups selected as being particularly 
important are:- the Services; men and particularly 
women entering war industries; nurses and medical 
students ; and merchant seamen. If these recommenda. 
tions are followed there would be no risk of our limited 
facilities not being usefully employed. 


CARE OF WOMEN IN INDIA 

Tue Countess of Dufferin’s Fund in 1888 started to 
provide medica! relief by their own sex for the women of 
India, then living closely secluded lives ; this relatively 
small fund is now concerned mainly with the granting of 
scholarships to women studying at medical colleges in 
different parts of India. The Women’s Medical Service 
is supported by an annual contribution from the Govern- 
ment of India together with certain grants received from 
provincial governments, and its object is to supply well- 
qualified medical women to various Indian women’s 
hospitals. The annual report + of the two organisations 
shows that at the end of 1941 the strength of the service 
was 48 members—a miserably small number considering 
the vast area to be served. Only 17 of them were of 
non-Indian domicile; many are employed on the staff 
of the Lady Hardinge Medical College, Delhi, a central 
training centre for Indian women seeking higher medical 
qualifications. The hospitals to which members of the 
WMS are appointed outside Delhi are under the control 
of provincial authorities. This report shows that the 
financial condition of hospitals in such areas is often 
unsatisfactory. Pupil nurses are expected to live on a 
mere pittance and the nursing staff and equipment are 
not up to modern requirements. The blackout imposes 
an additional burden on those working in a high tem- 
perature associated with great humidity. Despite such 
discouraging conditions the members of the WMS are 
able to report the treatment of large numbers of medical, 
surgical and gynecological cases, and an increasing 
emphasis on antenatal work and pediatrics: Many of 
these doctors are placed at hospitals distant from any 
up-to-date medical centre and the council of the WMS 
has arranged for them a postgraduate conference at 
Delhi, with opportunities of meeting other women 
doctors and discussing medical problems. During the 
year under review two new women’s hospitals, staffed by 
members of the WMS, have been opened—a well-equipped 
building at Cawnpore, and a second at Quetta which has 
been built, to replace the former hospital destroyed by 
an earthquake, in a manner to withstand further shocks. 
At Jubbulpore in the Central Provinces a fine hospital is 
in course of construction, and at Caleutta a modern 
nurses’ home is being attached to the large women’s 
hospital in order to meet the nursing needs of recent 
ward extensions. The greatest difficulty hospitals have 
had to face is the shortage of sisters and staff nurses 
owing to demands of the Army. There are as yet only 
5000 trained nurses in the whole of India, compared with 
105,000 in Great Britain alone and many of the Indian 
nurses have been trained at small poorly equipped hos- 
pitals and possess little in the way of educational quali- 
fications. It is difficult to find sisters qualified to teach 
pupil nurses. There is great need for a central College of 





1. Annual Report of the National Association for Suppl Medical 
Aid by Women to the Women of India including the Women’s 
Medical Service. 1941. Government of India Press. 
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Nursing where Indian sisters might obtain special train- 
ing in administrative and sister tutor’s work. In spite 
of the gradual breaking down of purdah customs it is to 
women’s hospitals and women doctors that Indian 
women turn for medical relief in increasing numbers, 
and their need must be met. 


ABSENTEEISM IN INDUSTRY 


THE loss of industrial production caused by absenteeism 
cannot be solved by making demands on a dwindling 
supply of man-power. It can only be met by concen- 
trating on the problem itself with a view to reducing it 
to the unavoidable minimum. This is made clear in a 
recent Ministry of Labour pamphlet (The Problem of 
Absenteeism, P.L. 106/1942, September, 1942) which 
points out that persistent lateness and absence from work 
without reasonable excuse are an offence against the 
law in the case of employment. scheduled under the 
Essential Work Orders, but that the solution of the 
problem will not be found by exercising external powers 
of discipline and punishment. The difficulties which 
workers have to face in war-time, and the sacrifices they 
are making, must be taken into consideration. The 
pamphlet mentions the chief causes of absence from 
work, stresses the importance of assessing absenteeism 
numerically and indicates ways of dealing with absentees. 
It presents a method for recording the extent of 
absenteeism subdivided under headings, and provides a 
model form for such records. Absenteeism is commonly, 
though crudely, divided into involuntary (including 
sickness and accidents) and voluntary (including lateness 
and absence without reason). The present pamphlet is 
mainly. concerned with the voluntary variety, and will 
doubtless be useful in providing information on which 
individual action in a given factory can be based. There 
is, however, danger that the picture of absenteeism will 
be distorted in the minds of industrialists by the 
emphasis laid on ‘‘ psychological causes,” under which 
the pamphlet includes lack of interest and lack of a 
sense of urgency. The greater part—about two-thirds— 
of absenteeism is due to sickness and accidents, not to 
voluntary causes, and the tendency of recent ministerial 
pronouncements has been to emphasise this fact. 
Unfortunately the present pamphlet passes over sickness 
in a few lines, merely saying that if it is persistently high 
the firm should take steps to analyse diseases or conditions 
possibly responsible ; it does not state what steps are to 
be taken and provides no effective scheme of analysis. 
In the model form sickness is not subdivided by cause, 
and sickness and accidents are even grouped together ; 
the subdivision of sickness into certified and uncertified, 
shown in the monthly summary, has no counterpart in 
the basic form from which the summary is to be obtained. 
A further general criticism is that entries under the 
various headings of absenteeism are in hours and include 
lost overtime and late arrival. This is a case of the best 
being the enemy of the good, for while such detail may be 
theoretieally desirable and comprehensive, the recording 
by days instead of hours (ignoring overtime) would have 
been simpler and would have involved far less clerical 
work. It is true that lateness could not be measured 
thus, but would it not be adequate to record the number 
of times late—i.e., consistent lateness—instead of the 
exact number of hours lost ? 

The present pamphlet represents an advance in 
stimulating and helping employers to log and analyse 
certain types of absence, chiefly of the voluntary type. 
What is needed now is to impress on them the relation of 
health to production, and the predominant importance 
of sickness and accidents as factors in lost time, by 
producing a simple scheme for recording and analysing 
sickness and accident absence to dovetail into the 
present scheme. We may hope that the recently 
reconstituted Industrial Health Research Board will 
undertake this task of social medicine for which its 


research experience makes it pre-eminently suitable. 
It is essential that any scheme should be presented in 
such a form that the implications will be clear to joint 
production committees and not merely addressed to 
employers ; guarding the health front is the concern of 
workers and managements alike. 








JOHN BURNS AND SOCIAL MEDICINE 


THE death of John Burns last Sunday in the mellow- 
ness of years recalls a great address which he gave 
almost thirty years ago. The occasion was the 17th 
International Congress of Medicine in London and it fell 
to the president of the Local Government Board to 
review the relationship between medicine and public 
health. It was the closing meeting of the congress and 
“‘ Honest John,” presenting himself as an artisan turned 
cabinet minister, began by thanking the medical pro- 
fession in the name of his fellow working men (“ the men 
who work in the pit, the factory, the mill’) for the 
care they bestowed on the lowly and the weak. He 
had a special word for the branch of work in which 
research and scientific diagnosis are commingled and 
foresaw the day when every doctor should have the 
opportunity of utilising for every patient the means of 
accurate diagnosis which medical science provides. The 
time, he said, was coming—it had already partially 
come—when the family doctor will be engaged in advising 
as to means for preventing disease, in dissuading from 
habits inimical to health, in preventing overwork or 
laziness (“‘ both serious enemies of mankind”), in 
reporting external conditions, whether of work or leisure, 
needing to be amended, and still more often in discovering 
the early symptoms of illness which if neglected may 
produce serious disease, and in securing the removal of 
their cause. , 


Sir WILLIAM SavaGE and Mr. CLAUDE FRANKAU have 
been appointed by the Nuffield Trust to survey the 
hospital services of East Anglia. This area includes the 
Soke of Peterhorough, the Isle of Ely, and the counties 
of Cambridge, Huntingdon, Suffolk, Norfolk and probably 
Bedford. 

RoyaL COLLEGE OF PHYSICIANS oF LoNDON.—This 
year’s lectures at the college include: Feb. 9 and 11, 
Prof. M. Greenwood, FRS, medical statisticians from 
Petty to Farr (Fitz-Patrick lectures); Feb. 23 and 25, 
Dr. S. A. Henry, the health of the factory worker in 
war-time (Milroy lectures); March 4, 9 and 11, Prof. 
R. V. Christie, emphysema (Goulstonian lectures) ; 
March 16 and 18, Dr. Geoffrey Evans, arteriosclerotic 
disease (Lumleian lectures); March 23 and 25, Prof. G. W. 
Pickering, the circulation in arterial hypertension (Oliver- 
Sharpey lectures); May 25 and 27, Air-Commodore C. P. 
Symonds, flying stress (Croonian lectures); Nov. 4, Dr. 
J. W. Brown, the interauricular septal defect (Bradshaw 
lecture) ; Nov. 16, Prof. L. G. Parsons, the prevention 
of neonatal disease and neonatal death (Charles West 
lecture). The lectures will be given at the College, Pall 
— East, S.W.1, on the Tuesdays and Thursdays stated 
at 2.15 PM. 








Heattu Epvucarion AND VENEREAL DisEAsEs.—The Central 
Council for Health Education will hold a conference on this 
subject at BMA House, Tavistock Square, London, W.C.1, 
on Feb. 26. The Minister of Health and the Archbishop of 
Canterbury will speak at the morning session which begins 
at 11 am, and at the afternoon session the speakers will 
include Lord Winster, Dr. T. O. Garland and Dr. €. Hamilton 
Wilkie. Further information may be had from the secretary 
of the council, Tavistock House, Tavistock Square, W.C.1. 


Bucxston Browne Prizz.—The council of the Harveian 
Society of London announce that the subject of the Buckston 
Browne prize essay for 1943-44 will be the use and abuse 
of sulphonamides. The essay must be sent to the treasurer 
of the society, 14, Devonshire Street, W.1, by Oct. 1, 1944. 
The prize consists of a cheque for £100 and a medal, and is 
open to graduates of universities of this country and of the 
Dominions. 
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Saacsal Articles 


LAY OR MEDICAL HEAD 


HospI!tTaL administration has develo on two separ- 
ate lines: non-medical superintendents or house- 
governors are usually in charge of voluntary hospitals, 
while medical superintendents control municipal hos- 
pitals. The historical reason for this is that voluntary 
hospitals, having medical committees, needed a compet- 
ent administrator to run the business side of the hospital, 
whereas municipal hospitals with lay visiting com- 
mittees needed a doctor to take charge of the day-to-day 
administration of the hospital. Medical superintendents 
in fact delegate a great deal of the non-medical technical 
work to the hospital steward, clerk and engineer ; while 
the matron, being in charge of the nursing staff, usually 
has considerable say in the running of the wards. And 
whereas the director of a voluntary hospital is captain 
of an isolated ship, the municipal hospital is one of 
several under the same local authority, and sails as it 
were in convoy, the medical superintendent acting mainly 
on instructions from an admiral in the county offices. 
The Medical Superintendents Society debated this 
quéstion at BMA House on Saturday, Jan. 16, but as 
most of the speakers were either medical or lay super- 
intendents there was bound to be some special pleading. 

Thus Mr. F. A. Lyon (Seamen’s Hospital) thought it 
a waste of skilled medical men if promotion to the highest 
posts forced them to become administrators rather than 
clinicians, since the average medical superintendent has 
not had time to study all sections of hospital management, 
and may approach problems with a certain bias; whereas a 
competent lay administrator, he thought, was less likely to 
have a prejudiced view.—Dr. J. B. Cook (West Middlesex 
Hospital), on the other hand, considered that hgspital 

inistration was just as definite a part of medicine 
as public health. There are some problems—for example 
the common one of consultants arriving two hours late— 
* which he held could only be tackled by a medical man, 
the layman being too easily hoodwinked. Since he has 
the assistance of a steward who does much of the work 
of a house governor, the superintendent should have time 
to keep up to date in medicine and to coérdinate the work 
of his medical staff—Mr. J. R. Gruirrrra (Princess 
Beatrice Hospital) believed that a hospital superintend- 
ent should be properly qualified in administration, and 
(quoting Dr. Johnson’s ‘‘ Must he who drives fat cattle 
himself be fat ? ’’) he doubted whether there were really 
any situations which could be dealt with only by a 
medical superintendent. He did not think that dual con- 
trol—medical superintendent and lay manager—would 
work in practice, nor the suggested triumvirate of super- 
intendent, matron and steward. There must be one 
captain, but there should also be a team, and he believed 
that the solution was for a properly trained administrator 
(medical or non-medical) to run the unit in close touch 
with a committee representing the managers and elected 
representatives of all sections of the staff.—Dr. S. J. 
Firts (Brighton Municipal Hospital) thought a medical 
superintendent was the only person in a position to keep 
in touch with the whole staff ; and since treatment was 
the core of all hospital work the person at the head should 
be medically qualified. Reverting to the nautical, he 
mentioned that a ship at sea has a sailor as captain ; but 
a later speaker suggested that hospitals were more like 
ships at anchor with harbour facilities at hand. 

Mr. W. McApam Ecctxs, FRCS (chairman of the 
International Hospitals Association), suggested that all 
the staff of a hospital should be represented on one or 
other of three councils—medical, nursing and lay—and 
each of these should have a corresponding head, respons- 
ible to a specially trained superintendent who might be a 
medical man or woman, or might be a layman with suffici- 
ent relevant medical knowledge, but who would in any 
case hold a special degree in hospital administration of 
university standard. He mentioned that such staff 
councils have already been set up in some hospitals with 
considerable success.—Mr. H. J. MoCurrica, FROS 
(Royal Sussex County Hospital), found medical super- 
intendents dictatorial and the hierarchic set-up of most 
municipal hospitals hampering to clinicians.—Dr. HORACE 
JOULES (Central Midtilesex County Hospital) retorted on 
him as a backwoodsman; nothing like that, said he, 





es 
‘by the matron. 


existed in a modern progressive municipal hospital. He 
agreed with the idea of setting up of medical committees, 
Such committees should extend through the whole staff, 
ially among the nurses who were too often dominated 
He suggested that hospitals could best 
be run by a trinity of heads of departments with a 
representative ‘‘ production committee ” to cdérdinate 
them.—Voluntary hospitals, Prof. H. P. Hmsworrs 
(University College Hospital) said, haveshownthat medical 
staffs will work well without supervision if free to develop 
their keenness and initiative; but there is alwaysadifferent 
angle between the views of the superintendent, as 
supervisor, and the medical officers. _He thought that 
Middlesex county attracted medical staff because their 
medical superintendents exercised so little control over 
them ; a later speaker suggested it was because the pay 
was better.—Dr. A. G. MaITtaAnp-Jonzs (Region V1I) 
did not think it mattered whether hospital administrators 
were medical or lay provided they were the most suitable 
persons for the job.—Mr. Lees Reap (Guy’s Hospital) 
pointed out that dual control by a doctor and a layman 
worked in practice at his hospital, and suggested that in a 
municipal hospital conflict was less likely to arise between 
the heads of departments than between the medical 
superintendent and the central authority. 

Most of the speakers were medical men, so that it was 
hardly to be expected that a unanimous prognosis would 
be achieved ; but it was significant that two main points 
were stressed: that whether medical or lay, man or 
woman, the hospital administrator should be a specialist 
in that profession ; and that the remnants of any auto- 
cratic power he might still possess should be dispersed 
by the setting up of hospital staff committees. 


DOWN TO FIRST PRINCIPLES 


THe British Medical Students Association at their 
first congress, held in December, made it clear that the 
principle of preventive medicine has taken deep root in 
the minds of coming doctors. Prof. J. A. RYLE who 
spoke on the social obligations of medicine was thus 
preaching to the converted, but he stirred them by 
offering some practical lines of approach. Their teachers, 
he reminded them, required them to know the look of the 
damaged valves in mitral stenosis, and to recognise 4 
presystolic murmur; but how often did these same 
teachers point out that there were 200,000 cases of 
rheumatic heart disease in England and Wales, or that 
10,000 people died of it yearly—a preventable disease ? 
Town life and poverty are its godparents; and it is, 
he said, a problem to tackle not only in the ward 
but in the field. The same environment operates to 
spread and maintain tuberculosis. With universal 
pasteurisation of milk two or three thousand lives could 


- be saved yearly and nearly all joint and gland tuber- 


culosis in children could be abolished : and here we make 
a sorry contrast with America, Germany, Scandinavia 
and most of our own Dominions. He talked of peptic 
ulcers and of teaching which still hovers about the old 
controversy over surgical and medical methods in 
treatment, but never asks why people in modern civilised 
communities are so afflicted. Peptic ulcer has been a big 
problem in the Forces ; and about half the ulcers found 
in Service men have been present since their civilian days. 
Those affected are in the 20-50 age-period—the working 
life, when responsibilities are heaviest. Surely, he said, 
this disease needs a social rather than an individual 
attack ; and so do fatigue states and neurosis. _Their 
treatment is not by bottles of medicine or even perhaps 
by psychotherapy ; most of them are probably related 
in some way to industrial conditions and these must be 
the study of the doctor of the future. 

Professor Ryle’s audience had no doubt that he was 
right, and the questions catapulted at him were almost 
entirely concerned with how to carry out his suggestions. 
He might have replied with the White Queen ‘* Ah, that 
is so hard that I fear I’m unable!’’ but instead he did 
what could be done just now to indicate ways of bridging 
the gulf between principle and practice. Students might 
codéperate in social surveys, and perhaps the medical 
officers of health would be glad to help them. They 
might make their own case-notes full reports on the 
home and industrial life of the patient. They might 
give up a day at their next congress to listening to 
experts on tuberculosis, housing and nutrition.. To the 
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modest student who asked whether the medical curri- 
culum might not contain afew lectures on social medicine 
he replied warmly that he would not be contented for 
a moment with ‘“‘ a few lectures’’: he wanted to see the 
social aspect of medicine an integral part of the curri- 
culum from its earliest stage. Some students wished 
forthwith to join in the job of educating the public in 
the care of health by giving lectures in factories; but 
he reminded them that the most important job of the 
medical student was to get himself properly educated 
before he taught others, After all, it is in the hands of 
these newcomers to make the world in which they can 
put their principles into practice. 


PROPHYLAXIS OF ACUTE SPECIFIC FEVERS 


Ln the spring quarter our children’s wards and hospitals 
are robbed of their efficiency by the acute specific fevers. 
Dr. DoNALD. PATERSON, who as president took the chair 
at the section of disease in children of the Royal Society 
of Medicine on Jan. 22, counted whooping-cough as the 
meanest (in the American sense) of these invaders because 
it lasted solong. Dr. E. H. R. Harries (North Eastern 
Hospital) suggested that the older methods of prophy- 
laxis must be used until modern methods had been fully 
tried and standardised. The first step in prevention, he 
considers, is to provide a satisfactory environment : 
housing, m space, water-supply and sewage dis- 
posal must all be taken into account; abundant. safe 
milk, and the education of parents and teachers, will help 
us to raise children who can resist infection, and make it 
possible to postpone the age of attack. In Glasgow, it 
has been shown that among children of preschool age 
living in a poor environment there is a greater incidence of 
measles, and of complications such as bronchopneumonia, 
than among children living in well-to-do homes. Diph- 
theria and scarlet fever have both been shown to have an 
earlier and greater incidence among children living in a 
crowded environment. The child’s environment up to 
school age is that of its parents; the schoolboy may 
bring an infection home to younger children, or hand it 
round his dormitory at school. Early diagnosis may be 
impossible because the doctor is summoned late, or 
difficult because signs are equivocal. Dr. Harries would 
like the doctor to be able to notify suspicious cases to 
the medical officer of health, and have them transferred 
to hospital until the diagnosis becomes clear—an opinion 
in which he was warmly supported by Dr. Paterson. 
So far isolation has been recognised only as a curative 
measure but it is really a means of control. A bed in an 
isolation hospital used late is a bed wasted. These 
hospitals, he said, can no longer function efficiently 
without first-class laboratory assistance and this is 
increasing with the development of the emergency 
laboratory service. Probably periods in hospital can 
safely be shortened. He mentioned that when he first 
reduced the period of isolation for scarlet fever to 3 weeks 
he used to get abusive letters from parents for letting 
children out too soon; now, ten years later, he gets 
abused for keeping them in too long, so it is evidently 
possible to educate public opinion in these things. 
Unfortunately the public still cling to the belief that a 
patient is infectious as long as he is peeling. It is rare, 
however, to. get a positive culture of hemolytic strepto- 
cocci from the throat when the child is due for release ; 
but the longer a patient is kept in hospital the more 
likely he is to become responsible for secondary cases, 
be: ‘ause he often picks up a new type of secondary infec- 

and carries it outside. Whooping- 

cough rarely gives a positive culture of the Bordet- 
Gengou bacillus four weeks after the onset of the whoop, 
thus bearing out the opinion of the older physicians, who 
knew nothing of the bacillus, about the period of infec- 
tivity. In diphtheria release cultures are the rule, and it 
is usual to insist on three negative cultures before the 
patient is discharged ; but probably two negative 

~ renee are sufficient. In enteric infections and bacillary 


mtery 
spurious : a patient who is free from infection may get a 


fresh infection if allowed to remain in hospital in the 
pen er of carriers. At the end of isolation of a fever case, 
ring cleaning of the room suffices; school 
Goon and dispersal of contacts have gone by the board, 
and daily inspection is being substituted. There may 
be carriers among contacts, of course, or among the school 
staff. He classified members of the school community 
as: safe immune; unsafe susceptible; and dangerous 
(carriers). Schick and Dick negative contacts can be 
released at once, and carriers and susceptibles should be 
immunised. In diphtheria, passive and active immuni- 
sation can be combined. Passive immunity for scarlet 
fever rarely lasts longer than 15 days, and should be 
reserved for Dick-positive cases, who should also be 
isolated. Active immunisation for scarlet fever is still 
unsatisfactory, and he thinks the game is seldom worth 
the candle. Active immunisation against measles by 
means ‘of intranasal virus is being tried in America ; 
passive immunity can be achieved with convalescent 
serum and parents’ whole blood. There is some risk of 
hepatitis and jaundice if blood other than a parent’s is 
. An objection is that the amount of blood injected 
has to be large-——30 c.cm.—and produces a hematoma. 
Dr. Harries deprecates the routine use of sulphonamides 
in the acute specific fevers because of the risk of agranulo- 
cytosis. They are valuable in bronchopneumonia after 
measles because they lessen the urgent need for sero- 
prophylaxis. The available supply of serum might be 
kept for young children, he considers. The results of pro- 
phylactic serum in chickenpox and mumps have been 
disappointing. Convalescent serum is useful for infants 
exposed to whooping-cough. 

Dr. A. W. Downie showed that the incidence of per- 
tussis and diphtheria is about the same though the 
death-rate from diphtheriais higher. Inoculation against 
whooping-cough with simple suspensions of dead Hamo- 
philus pertussis has been tried. In the United States it is 
usual to give 8000 million organisms by 3 or 4 injections 
at 3-7 day intervals. Lately Dr. Downie had been giving 
smaller doses in 2 injections at a month’s interval, 
combined with diphtheria prophylactic. The response 
to the component parts of the combined antigen has been 
just as good as. the response to either separately. He 
quoted Bell’s figures to test the reliability of this vaccine : 
of 493 inoculated, 51 developed whooping-cough (an 
incidence of 10:3%); of 432 controls 150 (34-7%) 
developed it. In measles, chickenpox and mumps, 
Bell found that the incidence of infection among those 
inoculated was the same as among controls. Passive 
immunisation to whooping-cough can be achieved by 
giving adult or convalescent serum. Lately experiments 
have been made in America with hyperimmune serum, 
obtained by giving courses of pertussis inoculations over 
several years to people who have already had the disease. 
In one American experiment such hyperimmune serum 
was given to 44 subjects who had been exposed to 
infection ; only 11 developed pertussis, and several of 
the cases were mild or very mild, and none worse than 
moderately severe. He thinks the use of vaccines might 
be considered for young children (aged a month or more) so 
as to reduce the incidence and severity of pertussis in the 
very young; contacts might receive convalescent serum 
in addition. Dr. Kk. E. Smrrs, medical officer to Rugby 
School, pointed out that the average boy is almost certain 
to get: measles and chickenpox and likely to get whooping- 
cough. There is now no quarantine for whooping-cough, 
mumps, scarlet fever, measles or chickenpox at Rugby. 
He showed that when the accepted quarantine period 
was enforced for 128 boys, in one epidemic, 2615 days 
were wasted, and only 2 got the infection. If those who 
had had a previous attack had been excluded 1336 days 
would have been lost. Resistance is probably improved 
when boys are in good health; and in his experience 
measles was not a catarrhal ‘disease if the mucous 
membranes were healthy. In treating Sonne dysentery 
he sends boys back to school when. they are clinically 
cured, after warning them carefully about washing their 
hands after using the water-closet. When he imm 
the school against diphtheria, a preliminary Schick test 
showed 440: (82%) to be positive and 97 negative, On 
retesting 210 of these, 14 to 44 years later, he found only 
15. (7%) still positive. Good nourishment, healthy 
mucous membranes, and the absence of rickets are far 
more effective in preventing infection, he believes, than 





154 THE LANCET] 


SCOTLAND 


[vaw. 30, 1943 





artificial methods. Dr. PATERSON doubted whether it 
would be wise to do away with quarantine for hospital 
wards, though he agreed that much of the mumbojumbo 
might be dispensed with in schools. He had advised a 
school matron who had to look after 500 girls to invite 
the pupils to put out their tongues at her as they filed 
out from dinner: those whose tongues were at all furred 
were to wait and have their temperatures taken. By 
this simple device she had been able to net nearly all the 
infectious cases early. 

Dr. A. T. Smwey remarked that Dr. Smith’s Rugby 
boys were selected. The incidence of diphtheria is much 
higher in LCC schools, especially in the younger group ; 
and among those under the age of 6 there are 10% of 
carriers of virulent diphtheria. Dick testing, he thought, 
does not repay the trouble it gives, because it only takes 
account of the erythrogenic factor. Children with 
throat infections of the right type of organism can act as 
carriers. We are only just beginning to get a pool of 
measles serum ; he thought it would be especially useful 
for infants, with whom it is a difficult matter sometimes to 
get 30 c.cm. of whole blood into one, two, or even more 
buttocks. He had given up trying to immunise children 
on.admission to hospital, he said, in favour of the plan of 
admitting them to small units or single-bedded rooms. 
Dr. Donatp Court asked whether immunisation for 
whooping-cough should be repeated after a period. 
Some general practitioners, he said, were giving up 
Schick testing after the first immunisation for diphtheria 
and instead giving an extra shot of toxoid. Dr. PATERSON 
mentioned some attempts to inoculate against whooping- 
cough at Great Ormond Street, in 1922 and 1935. 
Different vaccines were used but the results were not 
impressive in either case. He advocated the establish- 
ment of an official committee to try out vaccines and 
order useless ones to be withdrawn from the market. 
Dr. W. H. Brapuey described the difficulties which 
prevented the medical officer of health from learning 
early that a batch of vaccine was defective. Rumours 
would gradually leak back to him from general practi- 
tioners using it that the product was no good. Inasimi 
way, the practitioners were not aware of the stocks of 
measles serum supplied by the government to labora- 
tories all over the country. There is evidently good 
reason to find ways of reinforcing contacts between the 
MOH and the general practitioner. Dr. R. A. O'BRIEN 
said that the remedy for the useless commercial brands 
of vaccines on the market was a change in what the 
Americans call the English ‘‘ lovely law of libel.” Dr. 
ELAINE FIELD wani to be able to send infectious 
children more readily from her wards into fever hospitals ; 
at present she often has to sendthem home. Dr. HARRIES 
in replying mentioned that fever nurses, who were con- 
tinually ex to infection, should be immunised as 
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FITNESS CENTRE FOR MINERS 

Gleneagles Hotel was taken over by the Department 
of Health for Scotland soon after the beginning of the 
war and converted into an emergency hospital. During 
the last three years it has dealt with over 10,000 patients. 
Part of the building will continue to function as a hos- 
pital and the whole can rapidly revert to this function, 
but about two-thirds of the accommodation has now been 
set aside as a fitness centre for miners with the object of 
restoring sick and injured men to working standards as 
quickly as possible. About 200 men can be accom- 
modated but the scheme is to be pursued slowly at first. 
In s i of the new centre recently Dr. Andrew 
Davidson, chief medical officer to the Department of 
Health, said that the present coal situation lent urgency 
to the problem of refitting miners for work. habilita- 
tion has hitherto been associated with accidents and 
injuries, but a comprehensive service should take account 
of other sick ple and care for both medical and sur- 
gical cases. Easasanten should prove a choice for 
the centre because it offers opportunities for the recovery 
of health outdoors as well as indoors. . Rehabilitation is 
a branch of social medicine ; to be successful, he said, it 
must achieve three things : it must provide medical and 
s cal skill of the highest order, i to ensure a 


tient’s physical recovery; it must preserve and 


evelop those qualities of initiative and will to recover 


found in nearly all patients at the start of their illness 
but so often lost during treatment ; and it must establish 
a close link with the social and industrial background to 
which each patient returns after treatment. Specialists 
in surgery and medicine are to be stationed at Gleneagles, 
and include the professor of surgery at St. Andrews 
University and the orthopedic surgeon of the Depart- 
ment of Health, from the orthopedic centre at Larbert. 
A team of experts in remedial exercises, massage and 
occupational be have been appointed. Occupa- 
tional therapy will be supervised by a Canadian woman 
surgeon. Mr. William Struth, manager of the Rangers 
Football Club, is to give part-time help. Dr. Davidson 
feels that Gleneagles will provide the necessary mental 
tonic to patients ; the swimming pool and gymnasium 
of the hotel will be used in treatment and more gym- 
nasium accommodation is being provided, equipped on 
modern lines ; there will-be recreation rooms, a library 
and a canteen under the auspices of the YMCA. Enter- 
tainments, to be held twice weekly, are being planned 
with the help of the Miners elfare Commission, 
Experts on mining will help to assess a man’s fitness for 
a particular occupation or advise what type of work he 
should be recommended for, and will try to keep in touch 
with the men when they go back to work. Treatment 
will be free and the Miners Welfare Commission has 
agreed to refund rail fares to the centre and to provide 
the cost of occasional weekends at home. This scheme 
is a part—an important one—of the wide plan for the 
maintenance or restoration of health of war-workers. 
Many EMS hospitals in Scotland have set aside a propor- 
tion of their bed accommodation for the investigation 
and treatment of war-workers whose health has 
worsened. 





Infectious Disease in England and Wales 
WEEK ENDED JAN. 16 


Notifications.—The following cases of infectious disease 
were notified during the week : smalipox,0 ; scarlet fever, 
1957 ; whooping-cough, 1504; diphtheria, 764; para- 
typhoid, 5; typhoid, 4; measles (excluding rubella), 
12,323; pneumonia (primary or influenzal), 1194; 
puerperal pyrexia, 159; cerebrospinal fever, 96; 
poliomyelitis, 8; polio-encephalitis, 0; encephalitis 
lethargica, 2; dysentery, 96; ophthalmia neonatorum, 
87. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Jan. 6 was 2116, including scarlet 
fever, 643 ; diphtheria, 279; measles, 464 ; whooping-cough, 200; 
enteritis, 94; chicken-pox, 90; erysipelas, 31; mumps, 44; 
poliomyelitis, 3; dysentery, 30 ; cerebrospinal fever, 12 ; puerperal 
sepsis, 15 ; enteric fevers, 10 ; german measles, 9. 

Deaths.—In 126 great towns there were no deaths from 
scarlet fever, 1 (0) from an enteric fever, 16 (0) from 
measles, 10 (0) from whooping-cough, 27 (0) from diph- 
theria, 41 (3) from diarrhoea and enteritis under two 
years, and 89 (4) from influenza. The figures in paren- 
theses are those for London itself. 

Crosby reported the fatal case of enteric fever.. Sunderland had 
10 deaths from influenza, Birmingham 9, Wolverhampton 6, no 
other great town more than 5. ‘ 

The number of stillbirths notified during the week was 
238 (corresponding to a rate of 35 per thousand total 
births), including 28 in London. 





Fimst-Aip IN INpDIA.—A little pamphlet prepared 
under the direction of the Director of Medical Services in 
India (First Aid on Active Service. Simla. Pp. 23) aims at 
teaching first-aid simply to soldiers, and it should succeed. 
Whoever wrote it has a fresh outlook; he discards 
without compunction traditional methods in first-aid 
teaching where they seem tg be unsuitable for the con- 
ditions of modern war. The distinction between arterial 
and venous bleeding is replaced by a distinction between 
capillary bleeding and bleeding from large vessels. Pres- 
sure points are not taught. The case of fractures is 
simplified and the treatment of shock is welldone. There 
are two small errors—one in the amount of salt required 
to make saline, and the other in the position of the-hands 
in Schafer’s artificial respiration. In other ¢ this 
is one of the most useful pamphlets of its now 
available. 











THE LJ 


A Run 
THEY 
few mor 
popular 
the wor 
war wor 
defence, 
of the | 
ments g 
educatio 
if man j 
and here 
will it ts 
that this 
archy ? 
intereste 
the app 
shows th 
to the re 
wholly i 
Fascisity 
world, 
continue 
isation o 
it would 
Swat an 
limited 1 
amount 
especiall: 
there is 1 
conceive 
bulk of 
necessary 
educatio: 
years, fo 
ledgable 
elementa 
history, 
spent in 
shopping 
mine, fac 
should St 
sea 3; exe 
must eax 
their LC 
which th 
hereditaz 
the gene 
British J 
monstros 
next leay 
the Law | 
Soul Cen 


\s yo 
dentist v 
about tre 
25 playiz 


i the mou 


four fron 
pushed t: 
into the | 
the mate 
his mout 
night ma: 
These tee 
they wer 
course of 
other ren 
operation 
picture ; 

He lost 1 
moreover 
Who kno 
might neo 
might ha’ 
tutor tol 
remained 
what he | 
them all 








CSP RFeABTERSASET AMT eF ESSE ! 


p= 4 
— 


Ser?eeacka 


SERPRA2e tT RRP REER SES || 





THE LANCET] 


IN ENGLAND NOW 


{[Jan. 30, 1943 _ 155 





In England Now 


A Running Commentary by Peripatetic Correspondents 
THEY also plan who only stand and wait, so, having a 
few moments to spare, I think I’ll try my hand at the 
popular pastime and like the curate’s first sermon put 
the world aright. The only thing that can make this 
war worth while will be the emergence of a world state ; 
defence, economics and colonies to be the exclusive field 
of the central government, while the federal govern- 
ments get on with their social security, nutrition and 
education schemes, and other parochialisms. I wonder 
if man is ready for that yet, ready to scrap traditions 
and hereditary loyalties and antagonisms for security ; or 
will it take a few more bloody affrays to convince him 
that this must be the ultimate and logical form of human 
archy ? The bulk of the opposition would be self- 
interested, but, of course, nobly rationalised like that of 
the approved societies to the Beveridge report. History 
shows that even conquered nations contribute something 
to the resultant peace, probably because no side is ever 
wholly in the right or wrong, and I think a spot of 
Fascisity and Nazi-ism will be necessary in our new 
world, It is already being adumbrated by forecasts of 
continued rationing, uniform education for all; national- 
isation of the Iand, and soon. If there is unemployment 
it would be logical to ration work too (‘‘ The Minister of 
Swat announces that work for the next week will be 
limited to 28 coupons of one hour each’’). A certain 
amount of discipline is necessary in modern society, 
especially for the rich and the uneducated. After all 
there is nothing new in this for us ; it would be hard to 
conceive a more Nazi-fied system than our press, the 
bulk of which is, controlled by two or three men. A 
necessary preliminary to any improvement is the better 
education of our legislators. I suggest a course of ten 
years, for they seem to think they are twice as know- 
ledgable as doctors. The first year’s subjects should be 
elementary science, geography, physiology, natural 
history, and economics. The second year should be 
spent in cooking, house-keeping, including bed-making, 
shopping, mending and washing-up, and work in a 
mine, factory, bus, trains, store and sewer. Then they 
should spend a year each on the land, in industry, and at 
sea; exams yearly. During the second five years they 
must earn their living unaided. They can then sit for 
their LCC (Licentiate of College of Candidates) without 
which they can’t stand for Parliament. Of course the 
hereditary principle in the House of Lords, the jest of 
the geneticists, for which not a single soldier in the 
British Army would raise a finger, is a silly medieval 
monstrosity, and should have gone years ago. On my 
next leave I should like to deal with the reformation of 
the Law and the Church, the setting up of Litigation and 
Soul Centres, and (Yes, I dare say you would !—Ed.) 


* * * 


\s you say in your annotation of Jan. 23, every 
dentist who has been long in practice has his stories 
about transplanted teeth. When I was a young man of 
25 playing Rugby football a friend received a kick in 


| the mouth which practically knocked out his upper 


four front teeth. He was carried to the side where I 
pushed the teeth, which were hanging quite loose, back 
into the sockets and applied a fourtail bandage. After 
the match I visited him at his home, took a model of 
his mouth with the front teeth in situ, and sat up all 
night making a splint, which I fixed on Sunday morning. 
These teeth remained in his head for 29 years—in fact, 
they were almost the last teeth to be extracted. In the 
course of time one was crowned, and two root-filled, the 
other remained whole and healthy and apparently the 
operation was a great success. But that is not the whole 
picture; I think these teeth became a focus of infection. 
He lost many of the other teeth from pyorrhcea, and 
moreover although a wealthy man he never married. 
Who knows ? If I had extracted these loose teeth, he 
might not have lost the others from pyorrhea, and 
might have married happily and had a family. My old 
tutor told me of a man who liad been married and 
remained childless for years. He hadn’t many teeth and 
what he had were mostly carious. His dentist cleared 
them all out and made him a full set of dentures. Seven 


years later he brought the teeth back and said that, 
though he had no other complaint to make, since having 
them his family had grown one a year and seven was all 
he could afford. Removal of septic teeth in a woman is 
often, I am sure, a cure for childlessness—the friendly 
societies are well aware that maternity benefit often 
follows dental benefit. And I think there is more in it 
than improved appearance and removal of smell in the 
breath. As Leonard Mackay of Birmingham once asked 
in a paper on focal infection: ‘‘ What doth it profit a 
man if he gain a crown—or a whole mouthful of crowns 
—and lose his own gall-bladder ? ”’ 

x x * 

When I was a final year student I made friends with a 
lift girl in a large dress store. I had an ulterior motive, 
for she operated the fastest lift.in town. I had become 
fascina with the mechanics of that abdominal sensa- 
tion experienced under the action of vertically downward 
acceleration—that sinking feeling. The dynamics seem 
simple, for if a weight X rests on a platform which is 
falling the pressure of X on the platform varies inversely 
with the acceleration. I argued that the abdominal 
viscera are or in part by the pelvic basin and the 
abdominal wall, and in part by the mesentery. During 
downward acceleration the pressure on the pelvis must 
diminish, but since the mass does not alter there must be 
&@ corresponding pull on the mesentery. Neither anato- 
mical nor physiological textbooks provided any ready 
evidence for such sensory mechanism in the human 
mesentery, though it is well known that the cat’s mesen- 
tery is generously studded with paccinian corpuscles. 
But there is nothing like experiment, and the obvious 
test was to stand on one’s head in a descending lift. This 
would eliminate the mesenteric pull and so there should 
be no sinking feeling. Hence the cultivation of the lift 
girl, and believe me, I had to prepare the ground very 
carefully before making any suggestions as I did not want 
to be thought quite daft. Eventually she consented, 
and after many foiled attempts to have the lift to our- 
selves we reached the top floor. I stood on my hands 
and she started the lift. Unfortunately there was a lot 
of glass about the structure which was enclosed in an 
pee grill, and the experiment came under the direct 
observations of the head floor walker, who forgot the 
decorum of his caste and let out a peculiar sound which 
I could only diagnose as a howl compounded of surprise, 
anger and dismay. My co-experimenter pressed the 
safety button bringing the lift and the experiment to a 
sudden stop—just as I thought that I was almost 
convinced. The subsequent explanations to the floor 
walker were difficult, and it was only by the exercise 
of all my forensic talent that I saved the lassie from 
serious trouble. 

Somehow the ignominious conclusion of this 
experiment prevented my repeating it, but there was 
another line of .attack. Necessity dictated a hernio- 
plasty.which the surgeon consented to do under a locat. 
During the operation I had him pull (very gently 
please!) on the mesentery. I certainly felt a sinking 
feeling, but the sensation was confused with some 
degree of pain, and the effect of a quarter of morphia. 
It was personally convincing yet inconclusive. (By 
the way I can think of more pleasant ways of spending 
come an hour or so than having a hernioplasty under a 
ocal.) 

It may be wondered why an incomplete experiment 
and a speculation of this kind should be included in this 
column. It is, however, a topical appeal in its applica- 
tion to aviation physiology. Under modern flying 
conditions the importance of g (gravitational field, if 
you happen to have forgotten your dynamics) is of first 
importance, and a good part of the odd and often 
damaging sensations experienced by pilots of fast 
machines is due to it. It may well be that my specula- 
tion is a familiar matter to the flying physiologues. 
Still, I would like to think it is new to some of them, 
and I contemplate with pleasure the mental picture of 
some senior MO’s in Air Ministry travelling up and down 
the lifts of that building standing on their hands. 


om” * * 
After hearing a boy violinist brilliantly soaring through 
a concerto while grey-bearded conductor and orchestra 
hang on his notes, or after reading J. D. Beresford’s The 
Hampdenshire Wonder, 1 find myself ruminating on the 
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wisdom of the General Medical Council. Pp tT 
there were no restrictions on the age at which medi 
education could be started or qualifications completed, 
then we would have the horror of the medical prodigy. 
We would first learn of him from the enormous bill-boards 
outside the hospital, advertising his coming performance 
(proceeds in aid of the new X-ray block), and from the 
fantastie accounts of his prowess which his publicity 
agent had got into the press. 


Yahoodi Aesculapioff taking London by storm. Fresh 

from New York triumph. Twenty cases of uncertain diagno- 
sis solved in ten minutes by 8-year-old wonder-child. Aescula- 
pioff asked for patella hammer at age of 2. At 3 passed 
2nd MB with gold medal and diagnosed his mother as 
pernicious anemia, Aged 8, had acquired all possible medical 
degrees, and amazed the Royal College of Physicians by de- 
scribing a disease unknown to Professor Parkes-Weber. 
Then there would be the humiliation of attending his 
demonstrations. Like other prodigies he would be com- 
pletely childish outside his subject, and would have to be 
accompanied by his father. ‘‘ Now, sonny, let me hold 
your Teddy-bear while you look at this man: these 
doctors want you to tell them what is wrong with him. 
Sister, can you bring a chair for him to stand on, and 
we'll give him a nice new puff-puff if he’s good, won’t 
we?” “Oh, Daddy, his blood-pwessure’s dweadfully 
low and I fink vere’s a weeny bit of pigmentation in the 
mouf vey haven’t seen. What is ve blood sodium and 
potassium?” ‘‘ Say‘ please,’ sonny .. . that’s right.” 
‘* Daddy ” (bursting into tears), ‘‘ Vey haven’t done ve 
17-keto-steroids in his wee-wee: booh hoo, I want to go 
home.’’ Wouldn’t it be abominable ? Let those who 
wish to lower the age of qualification be careful. 


* * * 


TO MY DAUGHTER’S APPENDIX 
Vestigial relic of a bygone age 
Ere apes had tried, and failed, to walk erect like me, 
When cellulose was all the dietetic rage, 
And steak and chips had not appeared for tea. 
In those far distant days, what was your measure ? 
How did your lining membrane then appear ? 
What enzymes met, in simple pleasure, 
The grassy food that entered in your sphere ? 
That was the heyday of your powers ; 
Those were the times your arrows of desire 
Traversed at will the grasses, shrubs and flowers 
By peristalsis sent from regions higher. 
But now, from icy North to sunny South Sea strand, 
Dwindled and shrunk to but a thready tube, 
Serving alone to mark the cecal band, 
You vainly writhe, poor undigesting boob ! 
The sport of surgeons, target of their knife, 
Inflamed, obstructed, sometimes black 
From unsuspected gangrene ; so your life 
And ours may twine to ruin and to wrack. 
Cannot you get you gone in: embryo ? 
Be like the notochord—no ill to adult man. 
Vestigialise yourself away for good, and so 
Fulfil in part the great developmental plan. 


* * * 


I am always interested to know why people take on 
the jobs they do. No doubt economic necessity furnishes 
the usual answer. But what prompts a man to become 
a dental spittoon-maker, for instance ? I asked an old 
friend and fellow GP what decided him to take up 
medicine. He smiled ruefully before replying. ‘ Well, 
it’s rather funny, and in a way rather pathetic,” he said. 
“As you know I was always pas idle as a boy—lI 
didn’t like work much. So I thought I’d choose a 
job where I could take a holiday whenever I felt like it. 
And I picked on this !”’ 


* * * 


How could the Lancet allow St. Denis! to claim credit 
for Mme du Deffand’s remark. It was to the ecclesiastic 
who claimed credit for St. Denis in transporting his head 
in his hands such a long way that the lady said ‘‘ dans des 
telles affaires ce n’est que le premier pas qui coiite.”’ 
I think apology should be made to the lady: I’m sure 
St. Denis would. wish it. 





1. Lancet, Jan. 16, p. 81. 





Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


A NEW Royal Warrant for retired pay and pensions of 
persons in the military forces and the Tomlinson report 
on the rehabilitation and resettlement of disabled persons 
have been published during the last few days. Add these 
to the Beveridge report and we get an indication of the 
increasing attention likely to be paid to the medical side 
of social security in the future. 

The House of Commons this last week have been occu- 

ied with a general statement on the war delivered by 
Mr. Attlee as Deputy Prime Minister and by two days 
obscured in the mystery of a secret debate on man 
wer and woman power. The Workmen’s Compensation 
ill, which was held up because of differences in the 
trade-union movement, is to be passed very shortly and 
the Government are asking for the passage in three days 
of the Minister of Town and Country Planning Bill, 
which may greatly affect the whole policy of post-war 
reconstruction. 

We are speeding up on the home front and although 
the House of Commons found no time for it the House 
of Lords last week discussed war pensions and rehabil/ta- 
tion. Lord Nathan said 1943 might well be a year of 
heavy casualties and we should provide for even more 
than in the last war. There are still about 400,000 
war pensioners from the last war but no close estimate 
can be made of what there will be when the shooting 
war ceases this time. What was not mentioned in ‘he 
debate was the great improvement in methods of medical 
and surgical treatment on the field and at base hospitals, 
in this war as compared with the last. A large propor- 
tion of all casualties are not only being kept alive but 
restored to normal function. And this is often true of 
severe injuries. The House of Lords referred to rehabili- 
tation beginning when hospital treatment was finished 
and chronologically that is true. But the principles of 
rehabilitation have invaded the hospital and the preven- 
tion of the deterioration of disabilities has, under Army 
auspices, received attention in three centres at Kingston, 
Skegness and Dunblane. These war experiments are 
noted in the Tomlinson report and with the Clyde basin 
scheme merit study and imitation. ; 

The medical problems to be faced at the time of the 
armistice will come up for debate before long. We have 
had a foretaste of them in North Africa, where lack of food 
and clothing among the civilian population compels 
attention even in the rising tide of battle. But reliable 
reports from France, Greece and other parts of the con- 
tinent make it clear that the problem of starvation and 
disease in Europe will be more widespread than in 1918. 
That is not to say that disease will necessarily be greater 
or get out of control, although that may happen. 
Typhus, though it has spread far westwards in Germany, 
has abated in Spain and other areas and is more suscept- 
ible now to both prevention and treatment. But with 
partial famine conditions so widespread the shape of 
epidemic things to come can hardjy be predicted with 
accuracy, which is an additional and urgent reason {or 
finishing off the war in 1943. 


QUESTION TIME 
Ingredients of the National Loaf 

Mr. W. MaBanz, replying to a question, stated that apart 
from yeast, salt, and the various improvers which are the 
recognised adjuncts of bread-baking, the permitted ingredients 
of national flour for making the present national loaf are wheat 
flour of 85% extraction, imported white flour, oats products, 
barley, rye, milk powder, and calcium, in the’ proportions 
authorised, In addition the baker may use a proportion of 
white flour as permitted in article 20 of the Flour Order, 1943, 
and potatoes and potato flour as-permitted in the Bread (Con- 
trol and Maximum Prices) Order, 1943. The composition of 
national flour and consequently of national bread is not, and 
will not be, standardised over the whole country, but the best 
possible use is being and will continue to be made of home- 
grown cereals having regard to the point of supply and the 
need for the maximum economy oftransport. The proportios 
of diluents, although it may vary slightly in different areas, 

does not at present in general exceed 5%. 
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The decision to fortify national flour with dried milk, he 
added, was taken with the approval of the Minister of Health. 
The preliminary experimental work was carried out under the 
direction of the scientific and technical officers of the ministry 
with the advice and assistance of officers with experience of 
both the flour milling and baking industries. 


No Immediate Bread Rationing 
Mr. Masane informed Mr. R. W. SorENnsEN that while the 
ininister is anxious that home-produced foods (especially 
potatoes) should, whenever practicable, be consumed in the 
place of imported foods (especially wheat), there is no present 
intention of rationing bread. 


Ingredients of Food Substitutes 

Sir ALFRED ‘Knox asked thé Minister of Health if he would 
issue an order under the Food and Drugs Act, 1938, requiring 
the ingredients of food substitutes to be stated on the outside 
of the container in which they were: offered for sale.—Mr. 
E. Brown replied: I am in consultation with the Minister of 
Food upon the subject of measures to deal with the labelling 
and description of food, but I am not yet in a position to make 
any further statement. 


Mines Medical Service 

Mr. JAMES GRIFFITHS asked the Minister of Fuel and Power 
what progress had been made with the establishment of a 
medical service in the regions.—Major LLoyp GEORGE replied : 
A selected number of candidates from the long list of appli- 
cants for regional posts in the mines medical service are being 
interviewed this week and appointments will be made as soon 
as possible. Meanwhile, the Miners Welfare Commission, in 
‘consultation with the Ministry of Health and the district 
welfare committees, has been engaged in the search for suitable 
buildings for miners’ rehabilitation centres. A centre in 
Scotland to accommodate 200 miners was opened on Jan. 11, 
and the rehabilitation centre at Berry Hill has-been taken 
over by the Miners Welfare Commission from the Mutual 
Indemnity Company. Negotiations are in progress for the 
acquisition of buildings elsewhere and good progress is being 
made generally in the other work involved in setting up centres 
to cover all the chief coalfields. 

Mr. Ruys Daves: Is the Minister aware that he can be 
congratulated upon finding so many doctors for this purpose 


. when the Minister of Pensions declares that he is unable to 


find doctors for his pensions tribunals ?%—Dr. HapEN GUEST : 
How many doctors are being appointed ?—Major Luoyp 
GEORGE: I think eight will be appointed in the regions and 
one at headquarters—nine altogether. 


Doctors for Pensions Appeal Tribunals 

Sir Lzeonarp Lyzz# asked the Minister of Pensions the 
number of doctors required to enable the s ted ap 
tribunals to operate ; and what was the latest date on which 
the British Medical Association was asked for advice.— 
Sir W. Womerstzey replied: Including the additional 
appointments which would have to be made to my own staff, it 
is estimated that between 35 and 55 whole-time doctors 
would be required for the purpose in question. The British 
Medical Association was last consulted on Nov. 27, 1942, 


Medical Referees 

Miss I. Warp asked the Minister of Labour whether he 
would consider appointing independent medical referees to 
whom application could be made for a decision where there 
was @ difference of opinion between a panel doctor and a works 
doctor on the physical ability of a worker to continue in 
em ployment.—Mr. E. BEvIN replied: After consultation with 
the British Medical Association and local medical war com- 
mittees, I have appointed independent médical referees who, 
among other things, examine workers who seek permission on 
medical grounds to leave employment: which is scheduled 
under an Essential Work Order but cannot produce satis- 
factory medical evidence. I am arranging also for these 
medical referees to examine workers in certain circumstances 
where the employers wish to discharge them on medical 
grounds. 

Protection of Panel Practices 

_ Sir Ernest GRAHAM-LITTLE asked the Minister of Health 
if he would investigate the case in which the County of Loffilon 
Insurance Committee had informedinsured persons that, in the 
absence of their own doctor and of any specified locum tenens, 
they could not. obtain treatment from a NHI practitioner 
who was not a member of the protection of practices scheme 


conducted by the British Medical Association; and was he 
aware that some i had had to wait some months 
before getting treatment from the practitioner of their choice 
and had in the meantime had to pay private fees for medical 
attention near their homes.—Mr. E. Brown replied: I am 
informed that insured persons on the lists of absentee prac- 
titioners who are participants in the London Protection of 
Practices Scheme are not directed to go to any particular 
doctor, but are informed that they can apply to other par- 
ticipating doctors the nearer of whom are named. Doctors 
who participate in the scheme and are on service have agreed 
to accept other participating doctors as their deputies during 
absence, and the ations provide that an insured person on 
the list of a practitioner who has appointed a deputy can 
transfer to another practitioner only at the end of a quarter 
and after a prescribed length of notice, except where the 
former practitioner agrees to an earlier transfer. 


Assessments for Deafness 

Mr. T. J. Brooxs asked the Minister of Pensions whether he 
proposed to take any action to remove the disparity between 
the assessments for deafness in great war and new war cases. — 
Sir W. Womerstezy replied; I have decided that application 
may be made for a great war assessment for deafness to be 
revised on the basis of the new war assessment. Each 
applicant will be medically examined and, if his present degree 
of disablement arising from his great war service would 
warrant an increased assessment under the provisions for the 
present war, an increased award will be male on the basis of 
that assessment with effect from the date of application. 


Artificial Limbs for Housewives 

Miss Warp asked the Minister of Health if he would state 
the qualifying conditions under which a housewife might 
share in the arrangements which extended the facilities of 
Ministry of Pensions hospitals and limb fitting services to 
certain classes of civilians who suffered amputations.— 
Mr. E. Brown replied: A housewife is subject to the same 
conditions as other persons under the recently extended war- 
time scheme for the provision of artificial limbs on a con- 
tributory basis to those who suffer amputation from any cause. 
The principal condition is that the woman must be certified to 
be capable, if supplied with an artificial limb, of carrying on 
her duties as a housewife. 


Hospital Treatment of Cancer Cases 

Mr. T. E. Harvey asked the Minister of Health whether, in 
view of the fact that free maintenance in hospital has been 
extended to tuberculous patients and of the importance of 
encouraging sufferers from cancer to seek early treatment, a 
similar provision could be made in their case.—Mr. Brown 
replied: The distinction in regard to payment for hospital 
treatment, between infectious diseases (of which tuberculosis 
is one) and non-infectious diseases (of which cancer is one) is a 
matter of statutory requirement. In deciding whether any 
charge should be made in an individual case of the latter type 
local authorities are authorised to have regard to the financial 
circumstances of the individual and I have no reason to sup- 
pose that individuals are deterred from undertaking treat- 
ment by any difficulties on this account. 

Vaccination Deaths 

Six deaths were registered in England and Wales during 
1941 in respect of which the causes were certified as vaccina- 
tion, vaccinia or other sequelz of vaccination. The sexes and 
ages of the deceased were three males aged 5 months, 19 
years and 30 years, and three females aged 9 weeks, 5 months 
and 2 years. In addition, inquiries resulted in one other 
death certified as due to meningo-encephalitis being classed to 
vaccinia. The deceased was a male aged 29 years. (Mr. 
Brown replying to Mr. A. EDwArps.) 


Doctors for African Colonies 

Mr. Harvey asked the Secretary of State for the Colonies 
whether, in view of the urgent need for an increase in the 
medical services in the African colonies, he would consider 
creating scholarships to enable students from these colonies 
to acquire professional training in medicine in this country ; 
and whether the Colonial Welfare and Development Fund 
was available for this purpose.—Mr. OLIveER STANLEY 
replied: I agree that some action ofthis kind will be necessary 
in order to strengthen the medical services in the African 
Colonies. I should certainly be prepared:to consider making 
a@ scheme under the Colonial Development and Welfare Act 
to finance any practicable measures which may be devised. 
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Mr. Harvey: Is the Minister aware that the United 
Africa Company has already provided two scholarships of 
£300 a year for four years in Nigeria and the Gold Coast, and 
could not that example be followed by the Government ?— 
Mr. Stantey: That is so, but I think the matter requires 
great consideration.—-Mr. SorRENSEN’:: Could the Minister 
not see also that any Africans trained in medicine in this 
country have the same status when practising in their own 
country as any appointments which are British? Mr. 
StantEy: That is another question. 


Colonial Medical Service 


Wing-Commander N. J. Hunsert asked the Minister what 
steps were being taken for ensuring that an adequate number 
of doctors were recruited for the Colonial Medical Service dur- 
ing the war.—Mr. Staniey replied: Under arrangements 
made with the Central Medical War Committee a sufficient 
number of suitable candidates has hitherto been forthcoming 


to fill declared vacancies for medical officers in the service. A 
scheme for the building-up of a reserve of medical officers is 
under consideration. 


Medical Service in Jamaica 

Mr. Davin ApAms asked the Minister whether he is aware 
of the discontent and numerous resignations of doctors from 
the public hospitals and services of Jamaica, petitions of 
nurses against mism ment resulting in overwork and 
under-payment and the alleged neglect of patients and in. 
ability of hospitals to give proper attention to serious cases ; 
and will be accede to the public demand for an impartial and 
comprehensive inquiry with a view to remedying the griev. 
ances and inefficiency in these services ?—Mr. STANLEY: I am 
aware that some dissatisfaction exists in the Jamaica govern. 
ment medical service. I understand that the pay conditions 
in that service have been investigated by the local public 
service committee, and I am awaiting its report with the 
governor’s recommendations. 





Letters to the Editor 


REHABILITATION 

Sir,—The Tomlinson report rightly emphasises that 
rehabilitation in its widest sense is a continuous process, 
partly in medical and partly in social and industrial 
spheres. But as a matter of administrative convenience 
its authors suggest a distinction between ‘‘ medical ”’ 
and ‘ post-hospital’’ rehabilitation which is a little 
disquieting. It is undoubtedly true that hospital treat- 
ment has too often been aimed at the disease rather than 
the patient, with the result that many have been dis- 
charged from hospital in no fit state to return to work. 
So long as this continues to be so, the problem at the 
post-hospital stage must be correspondingly serious and 
extensive, and it is very necessary that it should have 
more attention than hitherto. 

But the report seems to me to contain signs of an 
excessive swing of the pendulum away from the medical 
side of rehabilitation. While it recognises the necessity 
for coéperation between health and industrial services 
throughout the whole process, it contemplates that in the 
ae yen medical advice porn Aaa — 
on call, rather in a supervisory capaeity. e, i 
recognises that heart cases may demand special care in 
the selection of employment—sometimes under sheltered 
conditions—and that medical supervision may be needed 
for them ; but it does not think that full-time medical 
supervision will be necessary at Fitness Centres, though 
it believes that these centres should be linked with a 
hospital for the benefit of individuals requiring special 
examination or treatment, and that medical advice should 
be made available ‘‘ as required.’”’ There is obvious 
danger in having a potentially over-zealous lay super- 
visor to decide whether or not medical advice will be 
useful in any particular case. To be successful, the whole 
process of rehabilitation should be based upon skilled and 
continuing medical evaluation of the needs of the 
patients, and any failure to recognise this fact is liable 
to cause trouble later—especially perhaps in medical as 
distinct from surgical cases. The term ‘“‘ post-medical 

rehabilitation,’’ used in the Beveridge report, strikes me 
as particularly unfortunate. 

As for the special qualifications required by doctors 
undertaking such work, it is perhaps worth considering 
whether the subject should not be regarded as part of 
the wider problem of industrial health. Instead of 
holding a diploma in rehabilitation it might be better 
for them to acquire a diploma in industrial health ; for 
to be really useful a specialist in this field of medicine 
must be familiar with many interrelations of health 

eand work. 

Finally, may I refer to one other topic not mentioned 
in your leading article? In general the difficulties of 
disabled men increase with age, and it is all the more 
important on that account te ascertain disability, and 
institute constructive action, at the earliest possible 
moment. Surely any outline of post-war policy for the 


care of the disabled should have had much to say on 
provision for early ascertainment, for it has been the 
experience of Scandinavian countries that the secret of 
successful rehabilitation of the disabled in civil life lies 
in this early approach. Denmark had for some years 


before the war a successful system of notification of 
“ invalidity,” and potential invalidity, and a Government 
department charged with the welfare of the disabled. It 
is unjustifiable to leave a physically handicapped child 
to gravitate at school-leaving age from the care of an 
education authority to public assistance. 

The proposals of the Tomlinson Committee mark a 
notable advance. Their call for the immediate creation 
of a coérdinating committee to formulate machinery is 
timely. Breadth of vision and approach must be pre- 
served ; to allow sound proposals ‘‘ to be whittled down 
by the mere fear of action on a scale commensurate with 
the need is to miss a great opportunity.’ While it is 
doubtless correct, as the committee say, that their pro- 
posals are capable of standing alone without reference 


‘to the other provisions of the Beveridge report, there is 


much to be said for regarding rehabilitation not as a 
self-contained entity but as an essential of the 
wider pattern of social welfare. Rehabilitation is indeed 
an essential complement to health services, and one from 
which medicine cannot be divorced. Nemo. 


“PEDIATRIC GYNECOLOGY ” 
Sir,—In your kindly treatment of my text (Lancet, 


Aug. 15, 1942, p. 188) one slight misunderstanding seems: 


to have arisen. It seems, the review suggests, that 
American workers have been disappointed with sulphon- 
amides giyen by mouth. But I would point to the state- 
ment on page 143 as follows: ‘‘ Oral medication with 
sulfathiazole or sulfapyridine is now confidently advanced 
as the best treatment of vaginal infection in infants and 
children ’’?; and again on pagé 145, “ Granted equal 
results on a firmly established basis, the swing to chemo- 
therapy should be immediate and complete.”’ I am 
writing to fortify the impression which I meant to give 
to the effect that, other things being equal, the present 
treatment of election is by sulfathiazole by mouth. 


Portland, Ore. Goopricn C. SCHAUFFLER. 


INGUINAL HERNIA 

Sir,—The present treatment.of inguinal hernia, as 
shown by recent articles and correspondence, is far from 
satisfactory. ‘This would seem to be due quite often to 
many surgeons not being interested or patient enough to 
make the ‘‘ longer effort ’’ and pay the “ greater atten- 
tion to detail’? mentioned by Mr. Harold Dodd. It is 
still put on the end of the list as one for the HS! While 
not sufficiently spectacular and exciting to attract the 
interest of students, it causes discomfort and invalidism 
for the victims. In most cases a satisfactory operation 
and rapid return to work are vitally important, and each 
recurrence makes these more difficult to achieve. | 
would go further than Brigadier Edwards and say that 
any distorting operation in any subject at any age 
increases the risk of recurrence. gement or dis- 
tortion of the musculature under tension will, by prevent- 
ing normal action, weaken rather than strengthen the 
region. 

Dealing carefully with the sac and adding some extra 
suport is the only satisfactory method. Repair of the 
transversalis fascia may be worth while, but it is a flimsy 
layer at best, and unlikely if unsupported to stand up to 
even a good cough. As the musculature has failed to 
prevent a hernia developing in the preformed sac, I feel 
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that it is inadequate to prevent a recurrence, even after 
removal of the sac. Some support must be added, but 
fascial strips or flaps are bad as they rarely remain alive, 
are often inadequate, usually cause a bulky lumpy wound, 
and always leave a weakness elsewhere for fresh hernia- 
tion—robbing Peter to pay Paul! Twisted silk is not 
always tolerated, but floss silk is most satisfactory 
provided it is properly prepared and sepsis avoided. 
Important points to be observed are : 

1. Careful skin preparation the day before and again 
immediately before operation, on a par with an orthopedic 

2. Careful application of tetra-towels so that the surface to 
be uppermost during operation does not touch the skin during 
application. 

3. Gentle handling of tissues with scrupulous hemostasis. 

4. Swabbing the wound and skin with proflavine before 
closing, in order to remove organisms brought to the surface 
by sweating during the operation. 

5. When much silk is used for large recurrent hernias, 
sulphanilamide powder is left in the wound. 

6. Firm pressure over the dressing with a spica bandage, 
and firm support for the scrotum for at least a fortnight to 
prevent effusion of blood or cedema. 


Since adopting these precautions in a large series of cases 
I have had no “ silk intolerance ’’ and no recurrénce. 
Even if the former occur it is merely an inconvenience ; 
recurrence of the hernia might well be a tragedy. 

The Ogilvie type of silk repair operation must be per- 
formed with minute attention to detail, which makes it a 
somewhat long and tedious job for the impatient surgeon. 
Speed impresses students, but it should be tempered with 
care and gentle handling, for with the wide choice of 
modern anzesthesia there is no place for slick, slapdash 
surgery. Let us aim at the thorough execution of quick 
methods, remembering that we are handling living tissue. 

Mr. Dodd condemns fixation of the neck of the sac as 
trying to improve on nature’s arrangement, yet indulges 
in far more drastic rearrangement which alters the design 
of the whole region. Whilé a ‘‘ snug apposition ’’ may 
be obtained in atonic anzsthetised muscles, how they will 
strain to regain nature’s arrangement later on! To 
restore as closely as possible to normal is the way to get 
the best results. ; 

Graduated exercises in bed after operation are import- 
ant for rapid convalescence ; I begin in the first week 
and get patients back to full work in seven to eight weeks 
at most from operation. As there is no distortion and no 
sut under tension,.there is no risk of recurrence from 
resumption of too early function. Gradually increasing 
muscular activity of the whole body, short of producing 
pain, can do nothing but good. By this means we can 
prevent the pot-belly with its attendant ills and avoid 
the abdominal belt. This should be reserved for in- 
operable hernias or incurably weak muscles, not used 
for neglected or lazy. muscles which will never improve 
if a. belt does their job for them. Abdominal rehabilita- 
tion stimulates the morale which is so essential for a 
cure. High morale is incompatible with a pot-belly ! 


Mount Vernon Hospital, Northwood. ALAN SHORTER. 


PROFLAVINE OLEATE DRESSINGS FOR BURNS 


Sir,—From the experiences of Muir and Porritt with 
burns in mobile warfare repo: in Muir’s article and 
your leader of Jan. 2, we note: (a) that nine out of ten 
burns arrived late and septic (Porritt); (6) that ‘‘ the 
use of tannic-acid jelly as a first-aid ing is now 
generally deprecated,’ for ‘‘ tanning methods .. . are 
as a rule unsuitable in the forward area unless optimum 
facilities are present and adequate time for careful 
cleansing ’’; and (c) that ‘‘ treatment by moist dressings 
is difficult where long lines of evacuation are. present 
and some form of sulphonamide vaseline ing has 
much to commend it ’’ (Muir); but there is the danger 
of severe reaction following sulphanilamide absorption, 
especially after burns (Porritt). 

Our short experience of the use of new emollient 
proflavine dressings suggests that they are applicable as 
first-aid measures for the second-degree burns of mobile 
warfare as they conform to the requirements mentioned 
by Muir and Porritt. The severe reaction attending the 
use of sulphonamide vaseline dressings over very large 
areas is avoided, while adequate oral and limited local 


treatment with sulphonamides is not precluded. If the 
dressings do not become soaked in pus they can be left 
until they drop off, but if infection occurs they are easily 
removed and renewed. They are excellent as a pre- 
paration for skin-grafting, and for the earlier and more 
extensive dressing a proflavine-vaseline gauze roll can 
be speedily applied. Since proflavine seems to have no 
inhibitory action on fibroblastic activity and epithelialisa- 
tion in the healing process (Lancet, 1942, ii, 527) when so 
used, these are excellent depét-dressings. of that anti- 
septic. The dressings have yielded results equal to those 
obtained with proflavine in the buffered isotonic water- 
phase of the oil-in-water emulsions used for infected 
burns during the past 24 years (see our paper, Ibid, 
1942, i, 347). A report on these new emollient proflavine 
applieations with ‘case-records of the last year is in 
preparation. We have used a non-irritant synthetic 
detergent for cleansing, but adequate cleansing of burns 
sustained in forward areas is not always possible. 

Cleansing.—For cleansing the burned area and marginal 
skin we use a warm 10% watery solution of ‘ Sulphonated 
Lorol Liquid TA’ (Romsheim and Moore), preceded and 
followed by warm normal saline. The shock-increasing 
effects of spirit and ether soaps are thus avoided and the 
cleansing or detergent effect of these and of ordinary yellow 
soap and water are far surpassed by this synthetic detergent 
(SLLTA). The commercial product is a 50% solution in 
water of triethanolamine lauryl sulphate mixed with smaller 
percentages of homologous alkyl sulphates and sodium 
sulphate formed in situ. SLLTA is miscible in all proportions 
with water and serum and has usually a pH of about 6-6-5. 
It removes the transient bacteria and reduces the resident 
ones; in infected burns, it allows pus, small sloughs and 
crusts to be easily removed. We have not found it to possess 
(in vitro) the exceedingly powerful and rapid antiseptic 
qualities of the cationic detergents ‘CTAB’ or ‘ Zephiran’ ; 
but the antiseptic qualities of these detergents are at a discount 
in the presence of the serous exudate of burned areas initially 
and of granulating areas later, for they are sensitive to protein 
(Albert, Ibid, 1942, ii, 632) and do not sterilise infected 
granulations (Barnes, Ibid, 1942, ii, 531). As a cleansing 
agent SLLTA is probably better than CTAB or zephiran 
because it is more surface-active. 

Marginal skin is always treated with triple dye, for the 
undamaged skin margins form a common source of auto- 
infection in war burns (Ibid, 1942, ii, 664). Crystal violet 
and brilliant green are more rapidly bacteriostatic and 
bactericidal than proflavine. The resident bacteria, first 
reduced by cleansing, are much further reduced by the triple 
dye treatment, while the remainder are effectively dealt with 
by the relatively slower acting preflavine of the depdét- 
dressing. 

Proflavine oleate preparations. 

‘1. Proflavine oleate 1% in liquid paraffin 40 
Cod-liver oil ah nd vw .. 30 
Yellow soft paraffin .. - 30 parts. 
(In hot climates, hard paraffin, q.s.) 

2. Proflavine oleate 1% in liquid paraffin 60 
Yellow soft paraffin .. bea 40 parts. 

These bases are easily prepared and conveniently used 
as in tullegras, with curtain net of 2-3 mm. mesh, cut 
up into pieces 4 in. square and 4 x 8 in., contained in 
tape-sealedstins and sterilised. They are equally suited 
for similar incorporation in a wide gauze roll. Applica- 
tion is simple and further dressing may either be free or 
in plaster in the case of limb burns. The dressings are 
left undisturbed as long as possible, until healing is 
complete or until infection is manifest, when 10% 
sulphonated lorol liquid TA is very helpful in cleansing 
before fresh application. 

Most of our cases have been infected burns a few days 
old, and the technique described, using the second 
preparation of proflavine oleate, very occasionally 
combined with simultaneous local and/or oral .admini- 
stration of sulphathiazole, has proved effective. Results 
in the smaller number of cases treated with the proflavine 
oleate cod-liver oil preparation as a first-aid and final 
dressing have been better than expected and this leads 
us to suggest it for use in the field as a first-aid dressing, 
after the maximum possible preliminary cleansing. If 
this cleansing is minimal or absent, then resulting 
infection would be expected to be reduced in degree and 
incidence when compared with the results reported with 
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tanning methods in desert war burns (00% infected), = 
the proflavine will continue to diffuse from the de 
dressing and yield a concentration of about 0-2-0- 5% 
during the 2—4 days period of evacuation. 

R. M. Heaere. 
E. M. ABBOTT. 


Wakefield. 
Obituary 


WILLIAM ARBUTHNOT LANE 
BT, CB, MS LOND, FRCS 


Sir Wm. Arbuthnot Lane, consulting surgeon to Guy’s 
Hospital and the Hospital for Sick Children, Great 
Ormond Street, died at his London: home on Jan. 16 
in his 87th year. C. H. Fagge, presenting Lane’s portrait 
to Guy’s on behalf of his old house-surgeons, hailed him 
as a man of great originality 
of ideas, of unusual mechanical 
sense and of remarkable tech- 
nical dexterity. Indeed_ he 
was a great surgeon because! 
of his superb craftsmanship ; 
he had been as a student an 
admirer of Arthur Durham, 
and this was the aspect of 
surgery that appealed to him. 
It also appealed to his fellows, 
for we are told of a private 
medical dinner, at which nearly 
all the guests were surgeons, 
and they all agreed that Lane 
was the man they would choose 
to operate on them. ‘‘ No-one 
who saw him operate,’’ writes 
H. M. M. W.., “‘ can ever forget. the superlative magic of 
his Es B an and when the Mayo brothers came from 
America they described that technique as the finest in 
Europe. Everything with him seemed so easy, he was 
never at aloss. I remember saying to him once ‘ When 
@ surgeon does a difficult operation one says how 
wonderfully he did it, but when you operate one says 
how easy it looks.’ ”’ 

Lane was born at Fort George, Inverness, in 1856, the 
son of Brigade-Surgeon Benjamin Lane, LRCSI, and was 
educated at Stanley House, Bridge of Allan. He quali- 
fied from Guy’s when he was only 21 and less than ten 

years later was appointed surgeon to Great Ormond 
Street and a few years later to “oo staff of Guy’s. 
he first Lag ualified he was demonstrator of anatomy with 
his life-long friend Hale-White, and together they 
published observations of their work in the dissecting- 
room, ially how occupations influenced the 
skeleton. His first surgical innovation was to excise a 
piece of rib when treating an empyema, his next was to 
operate for cleft palate early in life, but he soon became 
known for his practice of screwing or plating every 
fracture of a long bone when accurate apposition of the 
fragments could not be obtained by other means. He 
was satisfied only with perfection—his skill and patience 
in dealing with a comminuted fracture of the femur were 
amazing—and his Operative Treatment of Fractures (2nd 
ed. 1914) is a matchless record of 22 years —- of 
this method. And these results, be if remembered, were 
achieved without mechanical table or apparatus, only a 
relay of powerful dressers to overcome muscular spasm. 
In all his operative work he practised strict asepsis with a 
rigorous no-touch technique. In the early years of this 
century he began to put forward the view that most of the 
ills of the flesh were due to faulty emptying of the colon 
and consequent absorption of toxins. For this chronic 
stasis he found an explanation in the mechanics of the 
large bowel where it crosses the brim of the pelyis on the 
left side. Here in early life the bowel was apt to develop 
a kink, accentuated by the erect attitude and by the 
overloading of the colon above with unsuitable food and 
over-frequent meals. But this was only the last of a 
series of kinks in the alimentary canal for the relief of 
which he devised measures set out with missionary 
fervour in his Operative Treatment of Chronic Constipation 
(1909). The retort that the kink was in his own mind 
was always met with perfect good humour and the 
witness of lives saved or brightened ; later he founded 
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the New Health Society to support his hygienic gospel. 
During the last war he was inevitably attracted to the 
new science of plastic surgery. He served as a colonel in 
the AMS and founded at Sidcup a special hospital for the 
treatment of facial injuries. 

Lane was interested in his craft rather than his 
profession. He was for instance a teacher but not an 
examiner, and he attended societies only to address 
them. He inspired his students with enthusiasm and 
devotion, but he gave them dogmatic statements rather 
than reasoned expositions. He gave his patients meti- 
culous care and exacted—with courtesy—punctuality 
and attention to detail from his assistants. His loyalty 
was unswerving and he remained true to his friends— 
and to his own ideas. Speaking at his memorial service 
in Guy’s chapel on Jan. 21, Mr. E. G. Slesinger said: 
** Lane would follow the line he had laid down for himself, 
utterly uninfluenced by opposition or criticism. Indeed, 
he thrived on opposition, and I have often heard him 
say what a blessing it was to have enemies, because their 
opposition was so stimulating. He himself was a hard 
hitting and vigorous opponent on any matter of profes- 
sional controversy, but personally he was the most 
kind-hearted and gentle of men, loyal to a degree to 
those who had gained his affection.” 

Lane married in 1884 Miss Charlotte Briscoe and they 
had three daughters and a son who succeeds to the 
baronetcy awarded to his father in 1913. On her decease 
he married in 1935 Miss Jane Mutch. 


JAMES LANGFORD BROWNRIGG MACFARLANE 
MRCS; SURGEON LIEUTENANT RNVR 


James MacFarlane, who was killed in action during 
December while serving in HMS Achates, went to school 
at Dean Close, Cheltenham, and began his medical 
vareer as a student at St. Mary’s Hospital, Paddington, 
where he qualified during 1941. 

He started his clinical work as 
ENT house-surgeon at Park 
Prewett Hospital, where — he 
proved as efficient in his duties as * 
he had been popular among his 
fellow students. His colleagues 
there remember his successful 
efforts to make the Christmas 
of 1941 as cheerful as possible for 
everyone—he was a keen musician 
and played the cello—and one of 
them writes: ‘‘ When Macfarlane 
went to join the Navy in following 
February he left a g ep among the residents which was 
never completely fill and we were always glad to see 
him again whenever he visited us while on leave. He 
came down to Park Prewett only a few weeks before he 
met his death, and appeared as cheerful and as keen on 
his new life as ever.”” Shortly after joining the Navy lie 
became engaged to Miss.Mollie Sargeant of Skegness. 
He was 28 years of age. 





DAVID WALTON FELL 
MB LOND; LIEUTENANT RA MC 


Lieutenant David Fell, who has died in North Africa 
at the age of 27, was the third son of Dr. A. Nolan Fell 
of Colchester. "He was educated at Haileybury and, 
joining his elder brother at St. 
Mary’s Hospital, qualified in 1938, 
taking his London MB the same 
year. After holding a house 
appointment at St. Mary’s he en- 
tered. the EMS and spent over two 
years as surgical registrar at St. 
Bernard’s Hospital, Southall. He 
joined the RAMC in February of 
last year. He married Miss Peggy 
White of ‘Chiswick and leaves 
her with a young son. G. H.O. 0. 
writes: ‘‘ David was as delightful 
and cheerful in his leisure as he 
was reliable and efficient at his work. His. zest and 
enthusiasm stimulated all with whom he came in contact 
and his joie de vivre, combined with the personal interest 
he felt for those under his. care, reflected itself. in the 
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confidence he inspired. Surgery was slways his main 
love, but he had many other interests. He had a’ wide 
knowledge of the arts, more especially music and litera- 
ture; he represented his hospital at rugger and swim- 
ming, and he was never happier than when spending a 
yachting holiday on the East Goast.’’ 


CLINICAL INSTINCT IN DIAGNOSIS 


S. Watson SMITH, MD EDIN, FRCP 
CONSULTING PHYSICIAN, ROYAL VICTORIA AND WEST HANTS 
HOSPITAL, BOURNEMOUTH 
**What act proves all its thought had been?” 


In those engaged in the practice of clinical medicine 
there is an attribute d and applied subconsciously’ 
by the few rather than by the many which has been 
termed clinical instinct—a quality characterised by a 
retentive, responsive memory with an untsual mobility 
of intellect, being the fruit of unapparent painstaking, 
The words “ tact,’ ‘instinct,’ “ intuition’? do not 
define the quality ; in fact, the definition does not. come 
veady to hand; but it is embraced b Xenophon’s 
translated description of the almost indefinable kind of 
quickness and rightness of perception possessed by 
Socrates, an amazing quality he termed “ tact,’’ shown 
by this wisest of men in all circumstances and situations, 
believed by Socrates himself to be the result of divine 
inspiration and guidance. Here itis: ‘a quick exercise 
of judgment, informed by knowledge 6f the subject, 
trained by experience, and inferring from cause to effect 
without consciousness of the process.”’ 

This faculty of clinical instinct is looked upon among 
clinicians as a right and valuable possession, being 
utilised in diagnosis, though made use of too in the art 
of prognosis. Those who have acquired skill in its use 
are usually old to the ways of clinical medicine, who have 

rofited by experience and by previous error: it is not 
ound except in the thinker, being rare as the practice 
of thinking itself ; the fortunate possessor is the physician 
who can see with the seeing, understanding eye. How- 
ever, it is a talent which, unless exercised, can become 
stunted and withered. He who would acquire it must 
have a something more than experience. Walter 
Bagehot wrote: ‘to a great experience one thing is 
essential, an iencing nature.... Some occasions 
come to all men ; but to many they are of little use, and 
to some they are none.’’ And this is true: one comes 
across those who profit more by experience in a few years 
than others do in a } meee life-time. 

Seldom is the faculty to be found in other than the daily 
bedside worker among doctors. The merely clever may, 
mistakenly, seem to have it, being apt and ready at the 
guess diagnosis ; but, failing to see the wood for the 
trees, will achieve a due medical humility and skill only 
if | ~Sanggeand by past misinterpretations. 

practitioner gifted with this accomplishment is 
alive and quick-thinking, has a wide knowledge of his 
subject, laboriously acquired and sifted, and a good 
memory for individual, similar cases seen: he has the 
happy knack of bringing an unprejudiced mind fresh to 
any new problem, refusing to approach it in any narrow 
sense or to countenance irrelevancy ; but addressing 
himself to the problem in hand with a logical mind, 
riveted upon the subject, working with speed and con- 
centration, keeping a proper sense of mental perspective. 
To quote from William Hazlitt’s Table Talk: “ reason 
anit adalat, when at their height, return into a kind 
of instinct.”’ 

It has been said that first impressions are often right ; 
they are certainly the clearest and most lasting; in 
clinical practice, they seem to linger round some one or 
other symptom or physical sign, not necessarily a 
prominent or leading one, enabling a provisional diagnosis 
to be made, more often than not to be confirmed by 
subsequent findings. Perhaps the sense most made use 
of-here is that of sight : a knowledge of appearances that 
accompany disease is indispensable to it; im fact, 
clinical instinct can be acquired and cultivated by the 
exercise of intellect and memory stimulated by the 
pictorial art, of which more use ought to be made in 
medical literature and practice than it presently is. The 
mind’s eye is daily of help at the bedside as well as in the 
onsulting-room, offering suggestion or information in a 
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flash to be utilised in reasoning by logical induction from 
one or other presenting symptom or sign, then by 
deduction, so to lay the foundation of a correct diagnosis. 
It is the rule that, other things being equal, the good 
logician is the better diagnostician. 

Although a presenting sign may mean more to one 
clinician than to another, there are several which come 
to mind as signalising particular diseases, such as: the 
petechiz of acute infective endocarditis, and the Osler’s 
nodes that characterise the subacute form of the disease ; 
the characteristic, periodic temperature of the Pel- 
Ebstein type of lymphadenoma; the few rose-pink 
papules which, when present, constitute the distinctive 
eruption of typhoid fever; the collapsed eyeball of 
diabetic coma ; the telangiectasia of the face in coarse 
hepatic cirrhosis ; the rigid, expressionless, greasy face 
of parkinsonism—these to mention only a few examples 
of picked signs that speak volumes. 

But, of course, the possession of clinical instinct is 
not enough: method and order in examination that is at 
the same time speedy and complete is of the very essence 
of success in diagnosis. 


Notes and News 
TRAFFIC IN BABIES 


Ir seems that babies are being bandied about rather 
freely just now, and the National Children Adoption 
Association has for some time taken a serious view of 
practices which are gaining currency. In the Times of 
Aug. 10 last year, Lady Caldecote, chairman of the 
association, drew attention to the mushroom’ adoption 
agencies springing up since the outbreak of war, many 
of which were promoting indiscriminate and hasty 
adoptions ; an article appearing in the next day’s issue 
quoted evidence justifying this uneasiness. A case was 
mentioned in which an adoption society appealed for 
funds in a letter inviting people to attend the annual 
meeting without giving any place or date, or enclosing 
a financial statement. The president and founders, 
whose names appeared on the letter head, were all dead; 
and recipients were asked to send a donation if they could 
not attend the meeting. Cases have also been known 
where advertisements offering babies for adoption have 
appeared, and when replies have come in the advertiser 
has set about finding the babiés. It is perhaps significant 
that women with young children, whether their own or 
adopted, escape the call-up. Many babies offered for ° 
adoption are illegitimate, and the mother after the first 
impulsive action may wish to have her child back. She 
may fancy that because she has filled in a form for an 
adoption society she has no right to it ; whereas, in fact, 
no-one has a legal right to take a child from its mother 
until a court order has been made, Lately the National 
Council for the Unmarried Mother and her Child has also 
expressed concern about casual adoptions, and has 
protested against adoptions arranged by private people 
such as doctors, midwives, nurses, health visitors and 
workers in citizens’ advice bureaus. The council feel 
that though these people may be full of goodwill they 
have not had enough experience in choosing appropriate 
homes. This seems a less serious menace, however, than 
the possibility of traffic in unwanted children for gain, 
which the Adoption Association fears. Under the Adop- 
tion of Children (Regulation) Act 1939, which should 
have been put into force in 1940, it would have been 
an offence for any body of people to arrange adoptions 
unless it had been registered ; and notices advertising 
adoptions would have been prohibited. The act now 
in force prohibits money being given or received by the 
parties to the adoption, but there is nothing to prevent a 
third party, who has arranged the adoption, from getting 
payment, An obvious safeguard seems to be to put the 
new act into force as soon as possible. In the House of 
Lords last week Lord Davies asked that this should be 
done, but the Earl of Munster pleaded the need to econo- 
mise administrative staff at the present time. 


rd 





The fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 
paper should not be taken as an indication that they are 
necessarily available for export. 
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Dr. T. Witson Panay pws published a call book of 
verses with the title of The Spirit of ‘ This England.’ 
They are not, as one might fear from such a title, con- 
cerned with guns and grimness, but are fanciful, gentle 
and often graceful, preoccupied with the ‘natural 
beauties of seashore and countryside. The peaceful 
spirit which they breathe can probably be more fairly 
attributed to Dr. Parry than to this England just now ; 
but he is to be congratulated on keeping intact his deep 
feeling for what England was and will be again. 





University of Oxford 


The Rockefeller Foundation has given the University 
£1200 for biochemical investigations of penicillin under the 
direction of Prof. H. W. Florey. The foundation has also 
made a further grant of £3500 towards the initial equipment 
of the nutritional survey. 


University of Cambridge 


On Jan. 22 the following degrees were conferred : 
MD.—H. H. Bayley and C. W. C. Karran (by proxy). 
ne a? — —aA. E. Howarth, A. D. Barlow, J. F. Carter- 


- D. Se » R. N. Jones, T. G. Loosemore, R. Slack. 
_ i. sti 3 aS KF. Mason, W. N. Coombes, R. K. Reid, J. H. Simp. 
son,*R: N ’ ‘Ticehurst, W. H. Trethowan, O. B. Appleyard, N. A. 


Campbell, dc din Me 


liyns, R. V. 
Connell, P. H. N. 


ae 3 F. Neil, D. W. 


Peters, } Ang Rogers, M. C, 
H. Griffiths, M. C, 


Mundie, B. P. Webber, J. H.C. Phillips, A. P. H. Randle, W. A. dos 
Santos, A G, Harrold, A.@. Richards. P. F. ans F. W. Blackla , 
K. Douglas, H. L. mente H. Jolly, M. G, 


KE, 
Stoker and’ BY C. Welshman (by proxy) ; . Baron and J. V. 


T. Gostling (in person). 


National University of Ireland 


At recent examinations at University College, Cork, the 
following were successful : 


B. J. O'Driscoll. - 
FINAL EXAMINATION FOR MB, B CH, BAO 
F. D. Thomas, K. V. J. Kearney, W. P. F. Kearney, P. J. Galvin 
with first-class honours); A. J. Beckett, Eugene Breen, John 
urke, Thomas Burke, M, F. oy, M. J. Collins, P. F. Corkery, 
M. Cosgrave, D. J. Dinan, R. J. Fitzgerald, Rose MacaAuliffe, 
Michael ol McCarthy, M. B. Millerick, Denis neg D. Morrissey, 
D. Murphy, Cornelius O’Brien, Mec sameng ay a Maureen 
O'Drisenll: git. Ollivere, John ‘Osborne; H J. O’Shea, R. F. 
O’Sulivan, Eileen M. Ring, J. R. Ryan, D. Xi. Sheehan, W. J. 
Shinkwin, M. J. Twomey, and Mary T. Woods. ; 


DPH 
Abina T. O’Connor. 
Thomas McCracken. 


MD 


DPM 


Society of Apothecaries of London 

At a recent meeting of the court of assistants, with Sir 
Stanley Woodwark, the master, presiding, Brigadier Harold 
Clifford Edwards, examiner, and Alison George Selborne 
Bailey, licentiate, were admitted to the freedom of the society 
by redemption. Ralph Jordan Dodds was bound apprentice 
to Prof. E. C. Dodds for seven years. 

The diploma of the society was granted to the following: 
J. A. Dryden, C, E. P. Grocott, E. R. Jones, E. E. Lieber, 
M. V. Matthew, W. C. Salter, C. E. C. Wells, R. A. Bush, 
and L. N. Yhap. 


RAF Awards 


The following awards to officers of the medical branch of 
the RAF were made in connexion with the New Year honour 
list : 

OBE—Wing-Commander D. M. Wallace. 

AFC.—Flight-Lieutenant B. J. O. Winfield. 


Mentioned in Despatches.—Air-Commodore T. J. Kelly, Group- 
Captain R. W. White, Wing-Cemmanders H. D. Brinton, G. P. 
O’Connell, L. C. Palmer-Jones, H. Penman, A. A. RS sccnmseyg 
H. H.S. Brown, E: W. R. Fairley, eee eee J.B — ny 
R. G. E aehenane H. J. Riley, A. W nm, EK, O. Evans, J. 
wi Grayling, G * 2 G. oa J R. ” O*Dowd, 


B. Gray unn 
» E “Polson, C. G. Rob, E. Whitby, Medical Officer (rela- 
tive Satiadion Leader) —_ A.C. Gillan, Flight-Lieutenants J. R. 
Caldwell, T. M. Prossor, P. J. Blaxl na H. F. 


and, P. 
Finzel, J. KE. La Frenais, A. J. Nimmo, W. L. Price, A > Bie Smith; 


C. E. Waterman, and O. T. Brown. 


Royal Society of Medicine 


The section of orthopedics of this society will hold a 
meeting on Tuesday, Feb. 2, at 2 pm, when short papers will 
be read.. Prof. Royal Whitman will speak on the emancipa- 
tion of orthopedic surgery, Mr. A. S. Blundell Bankart on 
spinal arthritis and sciatica, Mr. B H. Burns on diastasis of 
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the lower tibiofibular joint, and.Mr. W. Sayle Creer on mdidified 
subtaloid arthrodesis. Afterwards Mr. K. H. Pridie. will 
show a coloured film of fractures of the shaft of the femur. 
On Feb. 3, at 2.30 pm, at the section of history of medicine, 
Dr. H. P. Bayon will deliver a paper on disease as a determin. 
ing factor in warfare. At the same hour the sections of 
surgery and urology will hold a joint discussion on non-specific 
epididymitis when the openers are to be Mr. E. G. Slesinger, 
Mr. Donald McGavin and Mr. R. H. ©. B. Robinson. At 
10.30 am, on Feb. 5, at the section of otology, Dr. Martha 
Henning, Mr. A. W. G. Ewing, PhD, and Mrs. Irene Ewing 
will open a discussion on deaf-mutism. There will be a 
clinico-pathological meeting at the section of laryngology at 
2.15 pm on the same day, and at 2.30 pM, at the section of 
anesthetics, Colonel B. C. Leech, will describe RCAMC 


‘anesthetic experiences among the Dieppe casualties. 


Prisoners of War 


The following RAMC officers have been posted as prisoners 
of war: Lieut.-colonel Cyril Armstrong, MBE, MB DURE. ; 
Captain A. E. Brewer, macs ; WS/Captain A. H. R. Coombes, 
macs ; and Major H. M. Marks, mp sypNEyY. Captain E. D. 
H. Williams, MB LOND., previously missing at Singapore, is now 
reported tobe a prisoner in Malaya. 


VITAMINS FOR THE UNDER Fives.—Dr. Tyrer’s letter last 
week (p. 126) was written before the announcement by the 
Ministry of Food of a greatly simplified procedure for obtain. 
ing vitamins, which meets his point about special coupons in 
green ration books. 





Appointments 





BARSBY, BERYL, MD LOND., DCH: temp. physician to the East Haim 
Memorial eee 

CURTIS, ALAN, FRCSE : ecient superintendent at Hex- 
ham Hospital, ‘Nortizumber! and 

GrppEs, J. E., mp GLasG.: chief clinical TO for Birmingham anid 
medical pnd tree vo of Yardley Green Road Sanatorium. 

GIBSON, ROBERT, MD GLASG., DPM : dopa medical superintendent 
at the Derbyshire Mental Hospi Mickleover. 

VANES, FATHIA, MRCS : temp. asst. MO for Surrey. 


Births, Marriages a and Deaths — 


BIRTHS 


ConTE-MENDOzA.—On Jan. 20, at Guildford, the wife of Dr. H. 
Conte-Mendoza—a son. 

DawEs.—On Jan. 17, at Wotton-under-Edge, the wife of Dr. W. A. 
Dawes—a daughter. 

Harrison.—On Jan, 21, at Wie. the wife of Dr. L. T. Harrison 
—a son. 

LEAKEY.—On Jan. 2, at Nairobi, the wife of Dr. L. 8S. B. Leakey— 
a daughter. 

MYLECHREEST.—On Jan. 21, at Ambleside, the wife of Captain W. 
H. Mylechreest, RaMc—a daughter. 

SamBROooOK,—On Jan. 15, at Gloucester, the wife of Mr. Denys 
Sambrook, FRCS—a son. 


MARRIAGES . 


SucnHET—JARCHE.—On Jan. 23, in London, Jack Suchet, MRCs, to 
Joan Patricia Jarché. 


DEATHS 


AUSTEN, enim Jan.22, at Aldeburgh, Harold William Colmer Austen, 
MD Li 

POE Soma ma Jan. 18, at Eltham Hill, London, S8.E.9, Donald 
Buchanan, MD ABERD., FRCSE, DPH, of Earsary, Isle of Barra. 

CouPLAND.—On Jan. 22, in London, William Henry Coupland: 
LRCPE, late medical superintendent, Royal Albert Asylum: 
Lancaster, aged 73. 

JEUDWINE.—Or Jan. 22, at Eastcote, Middlesex, Wilfrid Wynne 

Jeudwine, CMG, MD CAMB., FRCSE, lieut.-colonel IMs retd. 

Keay.—On Jan. 21, at Beaminster, John Keay, CBE, MD GLASG., 
FRCPE, aged 83. 

MAcNIsH.—On Jan. 21, at ~ sgmpeae n, North Wales, David MacNish, 
MD EDIN., J.P., aged 8 

PaRRY.—On ‘Friday, Jan. +* 
Henry Parry, FRCSE, F s 

Watts.—On Jan. 23, at Broadstairs, Alexander Minter Watts, 
MD DURH., DPH. 

WHINTERBOTHAM.—On Jan, 18, at Eastbourne, Lauriston Leonard 
ee Mkcs, formerly of South Lambeth Road, aged 

oe 








at Putney Heath, 8.W.15, Robert 


WooLis.—On Jan. 21, in London, Richard Curzon Woolls, MRCs, 
agede29. 
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DIAGNOSIS AND THE PATIENT 


LesLIE COLE, MD CAMB, FRCP 
PHYSICIAN TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


To some doctors the war brought a sabbatical year ; 
a chance to review past work at leisure from fresh sur- 
roundings with the hope of many years of active practice 
still ahead; a chance to take stock, read and’ make 
fresh plans. 

When I qualified 20 years ago I felt disappointed with 
the results of medical treatment. In a medical ward 
few patients seemed’ likely to benefit from it, and’ the 
most that could be hoped for the majority was that they 
might struggle on, sympatheti supported but never 
actively helped’ by doctors. Medicine then seemed to 
consist of endless a — examining and.investigat- 
ing, until eventu diagnosis was made; and then 
nothing’ very erm batty of it. Cémparatively little 
was said’ about treatment, either then or later, and the 
diagnosis seemed to be the goal! A short time before 
Sir Clifford Allbutt had told us that if as doctors we were 
right in 70% of our diagnoses we might consider ourselves 
fortunate. This, with little to: do at the end of it, 
seemed a bleak outlook. 

Such a view was absurd; but it contained a grain of 
truth ; and' we do- well to remember that whatever the 
interest of medicine its practical aim is to: help: patients 
to the uttermost. With the advances of the last 20 
years I still wonder how far diagnostic methods are 
rightly applied, how far the patient gets full benefit from 
the elaborate: machinery of diagnosis, and whether there 
are general reasons why treatment is not as good as it 
might. be. 


RELATION OF DIAGNOSIS TO TREATMENT 


Treatment depends on diagnosis ; for if a doctor does 
not know what. his + eres is suffering from. he: will be 
lucky if he treats him correctly.. To make a wr enon 
which is a basis for treatment it is: necessary to gain 
exaet. knowledge not only of the pathological processes 
at work but also of the patient himself and his environ- 
ment. Only after studying these three together can 
appropriate treatment be given. 

The methods: available are: history-taking, clinical 
examination. and. special investigation—usually in. this 
order. The history provides the only direct evidence 
of how and under what conditions an illnesshas developed, 
and should therefore be careful and detailed. The actual 
state of a lesion may be more accurately shown either by 
special methods or by clinical examination. Both should 
be used, but the clinical first. Parkinson! has shown 
that clinical estimates. of the size of the heart are often 
proved by X rays to be wrong, On the other hand, clinical 
methods. often find disease which is missed by other 
methods. A carcinoma low down in the rectum may be 
found by the finger and missed by barium enema. The 
most that can. be said of any special investigation is that 
it is a valuable and often essential: addition.to a complete 
clinical. study. Special. investigations. are confined to 
some particular aspect, function, or organ of the body 


and their results must finally be interpreted in relation. 


tv the whole patient and his environment. 

Ppeccaniesy since any information, however trivial 

ee irrelevant, may prove useful, it might be 
an if all possible investigations were done on 
every. nethent re of symptoms. This line of 
approach is most nearly followed in. America, where many 
investigations, such. as. blood-counts, and blood-sugar 
and X-ray examinations, may be made before the patient 
has been fully investigated. clinically. Naturally this 
procedure will sometimes yield unexpected and valuable 
findings. But even if it were looked on as the ideal it 
would be difficult to carry out: in the hospitals of this 
country and impossible in private practice ; and so here 
special investigations are to those suggested by 
clinical examination, After such examination a aoetor 
has: to decide in difficult cases what special tests are 
necessary and whether the trouble and discomfort 
involved are likely to be justified. Such decisions are 
among the most important he ever has to make and they 
are- ly important when special investigations 


1. Parkinson, J. Lancet, 1936; i, 1337. 
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have to be restricted to essentials. Before he asks for 
an investigation he should always carefully consider, on 
the basis of his clinical findings, exactly how it will help 
him.to help his-patient. Reasons for the same test differ 
in different cases and it is worth keeping in mind the 
common occasions for special tests. These are : 


1. To confirm and record an almost certain clinical diag- 
nosis—e.g., blood-count in clinical pernicious ansimia, blood- 
sugar estimation in clinical diabetes, barium meal in typical 
peptic ulcer. 

2. To control progress and treatment.—e.g., occult-blood 
tests after hematemesis from gastric ulcer: 

3. As a guide to prognosis only—e.g., blood-urea in severe 
chronic nephritis. 

4. To make a, diagnosis when the clinical signs are in- 
adequate—e.g., radiography of chest in 4 patient losing 
weight. 

5. To reassure a nervous patient—e.g., barium meal in 
nervous dyspepsia. 

6. For the physician’s scientific interest—e.g., liver-function 
tests in carcinoma of liver. 

7. At. the patient’s or relations’ request—e.g., electro- 
cardiogram in supposed cardiac disease. 

The same test may be usedefor different reasons in the 
same disease: In typical clinical pernicious anzwmia a 
full. blood-count is desirable to confirm the diagnosis 
before the clinical signs are masked by treatment ; 
because a time may come when the original diagnosis 
is doubted—perhaps when the patient is seen by another 
doctor—and lack of definite evidence may lead to 
cessation: of treatment and relapse. In less typical cases 
a full blood-count will be necessary for actual diagnosis. 
If the blood-count is inconclusive, other investigations 
such as fractional test-meal, reticulocyte-count after 
liver treatment, occult-blood tests on stools, and radio- 
graphy of stomach may be needed for confirmation. 
The importance of these ancillaries varies: with a 
classical clinical picture and blood-count they are 
superfluous for diagnosis, but. where the- diagnosis is 
uncertain any one of them may provide the decisive 
evidence on which treatment depends. Special in- 
vestigations may also be required to assess progress and 
control treatment. The need for these varies according 
to clinical progress. For example, in a case of pernicious 
anzmia in which the clinical response to liver therapy 
has been good and the full blood-count has become 
normal, regular observation of the hemoglobin and red- . 
cell count will suffice provided no abnormal signs. or 

ptoms develop and these readings remain normal ; 
but if clinical progress is not perfectly satisfactory, or 
if these readings become subnormal, then other investiga- 
tions are desirable. 


CLINICAL AND TECHNICAL EVIDENCE 

With the growth in number and efficiency of technical 
methods, clinical methods of investigation have been 
driven into the background. They are less systematic- 
ally made and less carefully considered. The idea is 
prevalent that clinical evidence must be less important 
than that obtained by technical methods. This is often 
but by no means always so. A patient with a clinical 
history suggestive of duodenal ulcer culminating in a 
definite melena should be diagnosed and treated as 
having a duodenal ulcer, even if radiography a few weeks 
afterwards shows no evidence of one. 

To many accuracy in diagnosis is synonymous with* 
multiplicity of special investigations. These are de- 
manded without much regard for the clinical findings 
and the results are given undue weight in the final 
diagnosis. The frequency of requests for unnecessarily 
elaborate investigations shows failure to appreciate the 
real significance of special methods. Most workers in 
laboratories and special departments of large hospitals 
will confirm this. If a patient has a history suggestive 
of diabefes mellitus and large quantities of sugar are 
found in the urine, it is unnecessary to ask for a complete 
fee atbary eeag—e curve, which will yield no more useful 
i tion than that gained by a single blood-sugar 

taken 2 hours after a dose of glucose or a carbo- 

hydrate meal. The tolerance curve is required rather 

for recognising the mild cases in which a single blood- 

sugar may not reveal the abnormality. It is often for- 

gotten, too, that. the results of tests may be modified 
F 
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by, previous treatment ; thus Himsworth ? has shown that 
catbohydrate tolerance may be reduced by starvation or 
limitation of carbohydrate. 

Taken by themselves, special investigations give about 
as reliable an idea of the state of a patient as the pro- 
nouncements of a politician give of the state of his 
country. Results can be correctly interpreted only in 
the clinical context. For example, a blood-sugar reading 
of 0-3% has a different clinical significance in a boy of 
18 and a man of 58, in a fat man and a thin man, in a 
man with pneumonja and a man without, and so on. 
To appreciate the clinical significance of the reading it 
must be considered with the whole clinical findings and 
the combination then compared with other patients who 
are as nearly as possible clinically and biochemically 
similar. In the interpretation of any test, factors are 
introduced which cannot be as accurately controlled as 
the test itself, and when these increase there comes a 
point when the test ceases to be trustworthy because the 
potential sources of error are too great. As a further 
example, consider the estimation of basal metabolism by 
means of the Douglas bag. The normal for the patient 
__ may be well outside the accepted average, but how much 
_ is H6tknown. The various conditions which alter basal 
metabolism are not clearlyedefined, true basal conditions 
and normal breathing are difficult to obtain and the gas 
analysis itself gives scope for error. Allowing for all 
these possible sources of error in technique and inter- 
pretation, it is clear that a single test can have only very 
limited value, although this. will increase as the clinical 
conditions under which it is done are made more stringent 
and the technical errors reduced to a minimum. In 
intelligence tests errors are even more difficult to control 
and interpretation is correspondingly less reliable. 

The rigging of a sailing ship is designed to combine 
the maximum reliability with the greatest simplicity, 
and in all the complications of medical diagnosis this ideal 
should be kept in sight. 


“EXPLAINING TO THE PATIENT 


A part of diagnosis which makes for success or failure 
in treatment is the interpretation conveyed to the patient. 
His future mental attitude to his complaint, whether he 
has organic disease or not, depends largely on how this 
is done. A patient with a gastric ulcer suffers from its 
physical effects, such as pain, inability to take food, and 
loss of blood. But in addition he is affected—to a 
greater or lesser extent according to his nervous make-up 
—by the knowledge that he has an ulcer. This nervous 
factor varies greatly in different people under different 
conditions and may account for anything up to 100% of 
their disability. In a man who is working at a job he 
likes a gastric ulcer may cause only mild indigestion. 
But if the same man spends six months under conditions 
of unhappiness or boredom it may cause severe pain and 
vomiting. 

The extent to. which the functional element develops 
depends to begin with on the method of approach and 
management by the physician. It is the same or more 
so with patients who have functional troubles only : 
the fears that are often the basis of their symptoms can 
be banished if they are dealt with in the right way, 
especially at the outset. Patients know that the 
di is is based on the examination ; and many have 
great faith in the powers of special diagnostic aids such 

eas X rays, cardiograms or blood examinations. It 
follows that the more thorough an examination, the more 
extensive the investigations, the greater can be the 
influence of the final summing-up. There is perhaps no 
part of treatment in which serious mistakes are more 
commonly made or harder to set right. It is difficult to 
formulate rules as to what a patient should be told, and 
still more how he should be told ; but the question, is 
too often lightly dismissed and is worth considering from 
a general aspect. ‘ 

With reservations, the aim should be to tell the truth, 
or at least as much as is-compatible with comfort and 
hope. This should be done with conviction and without 
hesitation, and to do this the physician must have 
confidence in himself. True confidence is based on 
knowledge ; so this is the first essential. Lack of self- 
confidence in a doctor is communicated to his patient 


2. Himsworth, H. P. Clinical Sci. 1935, ii, 67. 
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in the same way as nervousness in a rider is communicated 
to his horse. The results in both cases are often 
disastrous. To admit that every patient should, within 
limits, be told the truth is only a beginning. Sometimes 
the literal truth can be told only in scientific language 
unintelligible to those with no knowledge of medicine— 
and it is a mixed blessing that these are getting fewer. 
Here the facts must be expressed in altered and simplified 
terms adjusted to the understanding and capacity of the 
patient, and this may .be extremely difficult. 

The second aim should be to tell a patient nothing 
that is likely to frighten him either directly or by evasion. 
Very little is ever gained by doing this; and yet it is 
perhaps the cause of more distress and illness than all 
the other mistakes in medicine and surgery put together. 
Patients. are frightened in many ways, occasionally 
deliberately, sometimes by mere thoughtlessness or 
clumsy expression but most often by half-truths, hints 
or even silence. The realisation that a patient should 
not be frightened, combined with a clear explanation of 
the facts, will prevent much unhappiness. 

A careful history and elinical examination are important 
not only for diagnosis but because they give a doctor an 
opportunity to know and understand his patient and by 
their very thoroughness establish confidence. The 
weight the patient attaches toany subsequent pronounce- 
ment depends on this confidence, and, it follows that a 
casual and ill-expressed opinion given with the weight 
of a thorough examination behind it may be more 
harmful than if the examination itself had been casual. 
Similarly, a correct opinion given without an examina- 
tion to back it up is often looked on with suspicion or 
ignored. ; 

An only child was taken to a physician because he was 
backward. As the child was taken into the room the physi- 
cian said: ‘‘ Your child is a mongol. He will be happy and 
fond of music but will always be backward.” The parents 
left incredulous and angry, and very soon found another 
physician who after a thorough examination gave an incorrect 
and hopeful prognosis and suggested a line of treatment. 
The first was right, the second was believed because his 
manner of approach was the right one. 

Pitfalls increase with the use of more elaborate means 
of diagnosis such as X rays; for to the lay mind such 
procedures carry a suggestion of infallibility and so have 
@ greater potential power either for truth or to mislead 
if they are not explained. The answers given by in- 
vestigations of this kind are often indefinite, and if it is 
mishandled an uncertain result has immense power to 
raise doubt and create anxiety. An indefinite deformity 
of a duodenal cap may be worse than an ulcer if badly 
interpreted to a patient of an anxious temperament, 
and the dangers of allowing patients to know that they 
have a slightly raised blood-pressure or a movable 
kidney are well known. That findings by special 
methods are often mishandled and wrongly interpreted 
is shown by the fact that patients often consult physicians 
not for signs or symptoms but because they wish to know 
whether their T wave is still inverted, whether the basal 
metabolism is keeping normal or whether radiologically 
their stomach is too low and slow in emptying. It may 
be argued that such patients would be introspective 
anyway and that whether their attention is focused on an 
inverted T wave or a full sensation in the stomach does 
not matter very much. Introspection is however a habit 
which with many might be avoided altogether, if their 
troubles were clearly explained to them at the time a 
diagnosis is made; and an inverted T wave is merely. 
another trouble. If in the first instance the idea con- 
veyed is wrong, it may take root and be difficult to 
eradicate later. These arguments can suitably be 
illustrated in relation to disorders of the cardiovasculat 
system. 

THE PATIENT AND HIS HEART 


Physically the- heart can be looked on as the most 
important organ of the body and it symbolises the 
emotions of courage and love. Because of its pre- 
eminence in the mind of man any suggestion of weakness 
or disease is liable to evoke a PA A yenstle t response, 
as general practitioners and heart specialists are well 
aware. In consulting practice it is a common finding 
that patients with supposed heart disease or “‘ heart ” 
symptoms have no. detectable organic disease. 
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Imaginary heart trouble-—The many symptoms not of 
cardiac origin which are commonly referred to the heart 
include pain or discomfort due to fibrositis or dyspepsia, 
alteration in the cardiac rate or rhythm, and symptoms 
such as breathlessness, fainting attacks or general weak- 
ness. The state of mind in which the patient thinks 
about his heart, and consciously or unconsciously refers 
his symptoms to it, may arise in various ways; but thé 
underlying cause is fear—often subconscious and 
induced by indefinite statements, casual contact with 
illness in others, unwise reading or foolish conversation. 
Such indefinite statements are sometimes made by a 
doctor, perhaps because he himself is not certain whether 
the heart is healthy and wants to cover himself against 
having given a clean bill of health to a person with heart 
disease. He says to the patient: ‘ no, nothing much, 
but go a bit slow”; or “a slight murmur, take it 
easy ;’?; or ‘‘ no actual disease but just a little dilated ”’ ; 
or (that most masterly of all specifics) ‘‘ don’t do too 
much.” Sometimes he may be more definite and admit 
“* slight trouble ’’ and stop ‘‘ violent games ” ;. sometimes 
he is merely (to the patient significantly) silent. Such 
pronouncements have one thing in common—that they 
are vague and leave nervous patients with an uncomfort- 
able sense of doubt which tends to increase. Sometimes 
the weight of further medical opinion is added when the 
patient consults another doctor. He may explain that he 
has been told that his heart is slightly weak and may again 
fail to receive any certain reassurance or confirmation. 
Gradually he adjusts himself to the idea that he is a man 
with a ‘“‘ weak heart ’’ and he leads a quieter life than he 
would do normally—perhaps even an invalid life. His 
loss of happiness and efficiency depends on his tempera- 
ment and environment, but it may be very great. 

Emotional concomitants of organic disease.—When the 

heart is in fact diseased the same problems have to be 
dealt with, but they are often more difficult. The patient 
must for his own sake be warned that he has heart 
trouble, and this knowledge if not imparted in the right 
way can induce additional or accentuated symptoms. 
In some people these may be out of all proportion to 
the actual disease and nfay lead, if they are not recog- 
nised and controlled, to needless curtailment of activities. 
To prevent these secondary nervous effects the diagnosis 
must be properly expounded and in doing this the same 
principles should be observed as in purely functional 
cases. When the diagnosis has been made it is important 
to explain, in language which the patient can understand, 
what the trouble is caused by, how severe it is, what is 
likely to be its effect and what line of treatment is neces- 
sary, and to do this without frightening him. Obviously, 
certain reservations will sometimes be inevitable. When 
the outlook is very bad it is nearly always unwise to tell 
the whole truth, and it should be restricted to what is 
essential for welfare and if possible to encouragement. 
In describing the condition there are certain common 
medical terms which should be avoided or carefully 
explained because for many patients they have become 
charged with fear—‘ polarised,’’ as Wendell Holmes has 
put it. These include “ ina,’ “valvular disease,” 
“ failure’’ and even “DAH.” Patients when they know 
that they have heart trouble are often secretly afraid of 
sudden death ; if this is suspected, an assurance that it is 
highly improbable often lifts a weight of anxiety. In 
others, particularly the old, it is wiser not to mention the 
heart at all unless trouble is already suspected there, 
when frankness may be best. Some examples will make 
this clearer. 


If a patient has angina of effort, anxiety is often best 
allayed by saying that the blood-supply to the heart_is not as 
good as it ought to be, and that, because of this, pain comes 
on when activity is too great. He is told therefore to look 
on,the pain as a signal to rest and afterwards to take things 
more easily. If the word ‘“ angina’”’ is mentioned, a simple 
explanation of its meaning is invariably required. When 
justifiable, reassurance that it is likely to be relieved by 
treatment should also be given, and the final emphasis should 
be on details of regime and treatment. The word “ angina,” 
because of its associations in the lay mind, should be avoided, 
and even such a term as “ angina innocens’’ is dangerous, 
The patient is more likely to be alarmed by the “ angina ” 
than reassured by the ‘‘innocens.”’ In, valvular disease and 
failure the explanation that symptoms arise from some 
weakness of the heart muscle usually causes less anxiety. It 


may be advisable to explain that breathlessness on exertian is 
caused by some weakness of the heart muscle and that it is a 
signal to do less. In old people with increasing breathlessness 
due to myocardial degeneration it is often unnecessary to 
mention the heart specifically, merely telling the patient that 
he is not as young as he was and must do less in the future, 
Exact instructions should then follow. Ifthe patient mentions 
the heart, it may suffice to say that while there is no actual 
disease the organ is not as young as it was. . 
Explanations have to be adapted to different patients 
according to their fortitude and intelligence, and manage- 
ment on these lines will often prevent anxiety and abolish 
fears which may be more disabling than the disease 
itself. 

High blood-pressure is another condition which 
induces anxiety. To many it is better not to mention 
blood-pressure at all, and whenever in a routine examina- 
tion the pressure is taken and found to be normal it is 
sensible to tell the patient so, When it is only slightly 
raised it may be well to say nothing about it unless 
management and treatment make this essential. When 
definite hypertonia is present this should not be made too 
much of, and figures should not be given to the patient. 
It is sometimes an advantage to explain that blood- 
pressure varies in different people under different condi- 
tions and that some feel their best only when it is raised. 
Emphasis should not be laid on the importance of 
reducing pressure. but rather on the particular regime 
advised and the fulfilment of instructions. It is often 
wise to tell a patient that his blood-pressure is likely to 
remain raised with the assurance that this in itself need 
not worry him if he obeys certain rules. If he is allowed 
to become interested in actual figures he may become a 
slave to the sphygmomanometer and drift into a vicious 
circle of increasing anxiety and increasing blood-pressure 
—a circle that is difficult to break. Discussions with 
patients as to what is a normal blood-pressure should be 
avoided, for competition by the patient with a hypo- 
thetical normal is highly undesirable. ‘‘ Low blood- 
pressure ”’ can almost always be dismissed by reassurance 
plus appropriate general treatment. By sympathetic 
management on these lines many of the terrors and in- 
hibitions which make life a‘burden to the “ blood- 
pressure ” patient may be laid. The sooner he can be 
educated to take a matter-of-fact attitude to his disease 
the less will be his disability and the happier and more 
useful his life. 

Residual disability.—The third group of cardiac 
patients who need special consideration are those who 
have had organic heart disease which has become 
quiescent. Examples of such‘are: rheumatic carditis, 
pericarditis and coronary thrombosis. In some the 
residual damage may be so slight that the cardiac reserve 
is hardly affected ; in others the patient can live an 
active life if he is careful to avoid extremes of effort. 
It is important to tell such patients clearly the capabili- 
ties of their hearts and to let them know whether they 
have any remaining weakness and to what extent they 
must limit their activities. They should be told what 
precautions to take to avoid a recurrence of active 
trouble, such as avoiding damp and infections if they 
have had rheumatic fever.. It should be made clear to 
them within what bounds they may regard their hearts 
as normal and may live like other people. When this 
is not done they go through life full of vague fears and 
self-imposed restrictions. For introspective patients 
neglect of such simple instructions may be disastrous ; 
for although the heart has recovered completely they 
remain invalids. The longer unnecessary restrictions 
are allowed to continue after a heart has become normal 
or almost normal the more difficult is return to activity. 
In time physical capabilities become fixed within the 
limits imposed and the mental outlook is focused on 
illness rather than health. This state sometimes 
develops because it is not fully realised that the state 
of profound physical weakness which follows a severe 
heart illness, particularly. in older people, can only be 
recovered from slowly. Confidence and muscle tone 
are at a low ebb, and only persistent reassurance, com- 
bined with a sufficiently gradual re-education of the 

whole—muscular. and circulatory system, can restore 
mental and bodily health. If the pace is too quick 
relapse may follow ; and the reason for such relapse is 
not always recognised The following is an example 
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of organic heart disease with superimposed functional 
symptoms : . 

A man of 41 who worked as a baker had a coronary throm- 

bosis and was treated by rest in bed for 2 months ; 3 months 
after the attack he started to work again but found that it 
made him so breathless that he could not manage it. For 
the next 5 years he complained of breathlessness on exertion 
and did no work at all. At the end of this period, as the 
symptoms persisted, he was thoroughly examined and no 
objective evidence of cardiac disgase could be found; the 
heart was normal in size radiologically and the electrocardio- 
gram was normal. He was very worried about his heart, 
which he regarded as severely and permanently damaged, and 
he had all the classical symptoms of effort-syndrome, With 
reassurance and graduated exercises he responded well, s0 
that in a few months he was able to walk several miles without 
difficulty. 
In this case the weakness and breathlessness on exertion 
whcn the patient first tried to get up led to the fear that 
his heart was still damaged and that he would not be 
able to get back to work. If he had been reassured and 
moved on more slowly he would probably have been 
back «at. work within 6 months of the attack. After 5 
years not only was it harder to restore confidence but 
his job had gone. 

Abnormal pulses.—A fourth group comprises those 
with cardiac irregularities but no other symptoms or 
signs of cardiac disease. These include: extrasystoles, 
paroxysmal tachycardia, and fibrillation. They require 
careful management, for they have a natural tendency 
to get anxious about their hearts and to imagine some- 
thing seriously wrong. The problem is not made easier 
by the fact that paroxysmal tachycardia and fibrillation 
are often associated with organic disease, their actual 
relation to it not being quite clear. Cowan * has expressed 
the view that many of these irregularities do not indieate 
.organic disease, and it is more and more widely recognised 
that they may be produced by external influences acting 
indirectly through nervous or chemical action on a heart 
which is itself quite healthy. 

Before Mackenzie differentiated the various forms of 
cardiac arrhythmia, sinus arrhythmia and extrasystoles 
were regarded as evidence of heart disease and restric- 
tions were imposed for them. Since then, however, it 
has gradually been realised that paroxysmal tachycardia 
and fibrillation can occur in otherwise normal hearts, and 
that provided care is taken during an attack the heart is 
not permanently affected. When the subject of such 
attacks, after thorough examination and observation, 
shows no evidence of organic disease it is important to 
tell him that there is no reason to suppose that he has 
heart disease. In such patients a thorough history, 
general clinic examination, cardiogram and radiography 
are usually necessary—the sooner after the onset the 
better—and in some cases these should be followed by a 
period of observation before a final opinion is given. 
The final view should then be explained clearly to the 
patient so that no doubts are left in his mind. Such 
conditions have beén compared to neuromuscular 
incoérdination in other organs—for example, in stam- 
mering ‘and nervous frequency of micturition—and these 
views may sometimes be passed on to the patient with 
advantage. Reassurance should be. combined with 
emphasis on any steps necessary to reduce the frequency 
of attacks. Management on these lines, especially in 
the early stages, may prevent much secondary anxiety 
and disability. 


CONCLUSION 

Accurate diagnosis is essential, not only because it is 
the only basis from which to treat organic or functional 
disease but also because the knowledge that a diagnosis 
is correct is the only foundation from which a doctor can 
speak with confidence and conviction. . All the processes 
involved in making a diagnosis are a part of treatment, 
because the explanation of what is done and found can 
influence a patient’s attitude to his illness. Further, 
while investigations are being made mutual under- 
standing should be established and the doctor should gain 
a knowledge of his tient’s psychological make-up 
which prevents his making mistakes when he givés his 
final opinion. #s ; 


3. Cowan, J. Brit. Heart J. 1989, 1, 3. 








_The answer to my initial question—how far are 
rightly applied ?—may now be 


as follows. (1) It is too often forgotten that 
special investigations reveal only a certain aspect of an 
organ 'or test a certain function, and that results 


cannot be correctly except in relation to the 
whole ient and his environment. (2) The reasons 
for ing special investigations, the conditions under 
which they are made and the discomfort (relative. to 
possible benefit) they cause to the patient are insuffici- 
ently considered. (3) Not enough allowance is made 
for the variation in significance of the same test in 
different people. (4) Reliance is too often placed on 
special investigations when clinical findings are more 
important. (5) The results of special investigations are 
allowed to become a source of anxiety. 

The complexity and interest of special diagnostic 
methods has led to emphasis on the technical rathen than 
the human side of medicine and the patient as a human 
being is apt to be left in the background. Most important 
of all, it is commonly forgotten that when the diagnosis 
is made its appropriate explanation and interpretation 
to the patient determine his future mental attitude to his 
health or disease—the state of mind that favours success 
on the one hand or failure on the other. Doubts should 


be dispelled before they have time to become anxieties. - 


Such statements are platitudes; but the machinery 
of diagnosis has. become so complicated that the simple 
needs of the patient, as a person, are obscured. A sense 
of proportion in medicine was never more needed, never 
more difficult to acquire, and never harder to retain than 
it is today. 


ORCHIDECTOMY IN CANCER CF 


PROSTATE 


T. J. D. LANE, MD DUBL 
SURGEON TO THE MEATH HOSPITAL AND COUNTY DUBLIN 
INFIRMARY 


As long ago as 1893 White claimed that castration 
had a beneficial effect in prostatic obstruction. Though 
his work was confirmed by Cabot (1896) it was rapidly 
overshadowed by the development of suprapubic 
prostatectomy by Fuller (1895) and Freyer (1900). In 
recent times hormone therapy has been used in the treat- 
ment of prostatic disease with spectacular effects in 
carcinoma of the gland. Herrold (1941) and others 
have used synthetic cestrogen; Munger (1941), radio- 
logical castration; and Huggins and his colleagues (1941b), 
doubie orchidectomy. - 

Huggins bases his work on the fact noted by Kutscher 


. and Wolbergs (1935) that a phosphatase which manifests 


its maximum activity at pH 5 is present in prostatic 
tissue in larger amounts than any phosphatase in any 
other tissue. Examination of sections of prostatic 
cancers for acid phosphatase showed large amounts of 
the enzyme in the malignant epithelium. Moreover, 
since the growth of normal prostatic epithelium is 
influenced by male sex-hormone, it seems reasonable to 
expect that the cancer cell developed from it may be 
similarly influenced. The readiest and surest way of 
shutting off the supply of hormone is obviously by 
castration. 

On this theoretical basis Huggins and his colleagues 
(1941b) employed double orchidectomy on a series of 21 
patients suffering from advanced prostatic cancer ; 
many of these patients, they found, improved consider- 
ably in general health, and in some the prostate became 
normal or improved in consistence and mobility ; there 
was striking and rapid relief from pain due to secondary 
growths in bone. A fall in the acid phosphatase content 
of the blood was noted and radiography of the bone 
lesions suggested retrogression. Injection of testosterone 

ionate caused.an increase of pain and an increase 
of the acid phosphatase of the serum. — Insufficient time 
had elapsed for the permanence of benefit te be evaluated. 


RESULTS ATTAINED 


I now have 6 months’ experience of the effects of 
castration in 23 cases of carcinoma of the prostate, many 
of them advanced but not all with metastases. My 
excuse for early publication is the extraordinary immedi- 
ate benefits of the operation. The relief from severe pain 
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due to metastases is rapid—often co on within a 
day or a complete. In a consid le proportion 
of cases, consistence and mobility of the prostate are 
apparently restored to normal or much improved. The 
i benefited. Blood acid-phos- 
phatase estimations, made by Prof. W. J. E. Jessop, 
readings ranging from 23 to 77-5 units per 
100: c.cm. in rene with X-ray evidence of bone 
tastases series of patients were all suffering 
from urinary retention which was relieved by a Gershom 
Thompson punch resection. Many of the tissues 
obtained at operation were high on Broder’s scale. 


Complete failures were encountered in 2. Both patients 
were over 60, both had retention and hard, fixed, nodular 
prostates, the entire gland being involved ; neither had bone 
metastases. At cystoscopy in both cases the trigone was 
partially involved. On rectal examination the lesion, in 
each case, seemed to be a primary prostatic carcinoma, but 
cystoscopy suggested that it might really be a vesical cancer 
involving the prostate. Punch resection was used to relieve 
obstruction and histological examination showed the tissue 
removed to be malignant. Double orchidectomy was carried 
out. No benefit resulted from castration in either patient. 


_ A second review of. the slides suggested that in.case 1 the 


carcinema was of bladder origin. In case 2 the malignant 
foci. had not the appearance of bladder carcinoma, the cells 
ing to form pseudo-acini; but the malignant areas were 
somewhat unlike ordinary prostatic carcinoma. Case | has 
just completed a course of deep X-ray treatment by Dr. J. A. 
Geraghty ; case 2 went rapidly downhill and died within 6 
weeks of orchidectomy, the liver presenting evidence of 
secondary deposits a fortnight before death. 
Possibly these cancers arose from the epitheli lining 
the prostatic ducts, or more probably from. the sub- 
mucosal glands of Albarron. 

Case 3.—This patient had widespread bone involvement, 
the right acetabulum being particularly severely affected. 
He suffered badly from pain and had persistent flexion 
deformity of his hip. Orchidectomy gave rapid relief; free 
movement was restored to the right hip in a few weeks, and 
in 2 months X rays showed unequivocal evidence of retro- 
gression and repair. 

The fact that the blood phosphatase is raised in 
carcinoma of the prostate with metastases simplifies the 
correct interpretation of osteoblastic and osteoclastic 
changes in the pelvic bones and lumbar spines of men of 
cancer age. Post-orchidectomy estimation of the blood 
phosphatase is likely to prove useful in the management 
of these cases. uggins and his colleagues (1941la) 
suggest that when the acid phosphatase of serum does not 
reach a low level after castration, androgens are pre- 
sumably being —— outside the testis in significant 
amounts; and they regard this as an indication for 
cestrogen” therapy. Experience is still too short to 
decide whether the changes are permanent ; they con- 
sider at present ‘‘ that the elimination of the androgens 
does not cure prostatic cancer,’’ but reviewing their 18 
months experience of orchidectomy in 21 cases of 
advanced cancer of the prostate (Huggins et al. 1941b) 
they claim that surviving cases have fared better than 
would have been possible by any other means. 


CONCLUSIONS 

Six months’ experience in 23 cases strongly confirms 
the claims advanced by Huggins and his associates as 
to the immediate beneficial effects of orchidectomy in 
cancer of the prostate. Whether treatment with 
cestrogen alone prove equally effective, whether we 
will be able to dispense with punch resection in all 
cases suffering from obstruction, ea whether the benefits 
of orchidectomy are permanent, remains to be decided: 

I wish to thank Dr. Gershom Thompson, Dr. Geraghty, 
Professor Jessop and Prof. John McGrath for their help. 
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SOCIAL EFFECTS OF NEUROSIS 


AUBREY LEWIS, MD ADELAIDE, FRCP 


CLINICAL DIRECTOR AND LECTURER IN PSYCHIATRY TO THE 
MAUDSLEY HOSPITAL 


Tue Army discharges some neurotic soldiers who are 
no longer of use to it. Im the civilian community, which 
then receives them again, they should be of at least as 
much use and as healthy as they were before they joined 
the Army. It has been doubtful whether this is so. 
The following inquiry, carried out between March, 1941, 
and June, 1942; was designed to. find out what had 
become of a group of such ex-soldiers. 

It concerns 120 soldiers treated in a neurosis centre, 
who had to be discharged from the Army by a medical 
board under para. 390 (XVI) KR 1940. All of the men 
had their home in London; they were selected solely 
on this account so that a personal visit could be paid 
to ascertain how they were getting on. Their ages 
ranged between 18 and 51. The average age was 27; 29 
of the men were over 30, including 10 who were over 40 
years of age. The visits were paid by competent 
psychiatric social workers (mostly students in training), 
and the findings discussed in each case with the writer 
and with Miss Margaret Ashdown, MA, the mental 
health tutor. The interval since discharge from the 
Army was in no case less than 4 months or more than 12 ; 
the average interval was 64 months. The points on 
which specific information was sought in each case 
were: nature of present job ; number of changes of 
job; delay before getting work; total duration of 
unemployment ; health and-medical treatment ; domestic 
relations (to family). AH of these were compared with 
pre-enlistment data obtained from the man’s medical 
records. 

The preservice occupations ranged from pedlar or 
casual unskilled labourer to pharmacist, lawyer, senior 
civil servant. The occupational groups were represented 
as follows: professional and managerial 8; clerical 
and sales 20 ; domestic and personal service 13 ; Regular 
Army 5; skilled 17; semiskilled 37; unskilled 20. 
The civilian occupational record of 36 men had not been 
satisfactory, as judged by unduly frequent changes of 
occupation or much unemployment. If there had been 
more than 10 changes of employment in the last 5 years 
before enlistment, or if the man had spent athogethier 
9 months or longer out of work during the last 7 years, 
it was considered unsatisfactory ; but there were many 
special cases (e.g., a refugee who had been interned 
before joining the Pioneer Corps) and the criteria were 
therefore not applied rigidly. 

When the inquiry was made 15 of the men were un- 
employed ; (1 of these had become a voluntary patient 
in a mental hospital); 11 had been unemployed ever 
since they left hospital. The total duration of un- 
employment for the whole group was 273 months 
(average 2-3 months: standard deviation 2:2), which 
was a third of the total period (801 months) since they 
were discharged. For 147 of these unemployed months, 
26 men were responsible. In other words, a third of the 
potential working period for this group has not been 
utilised ; and 22% of the men account for 55% of the loss. 
These 26 mén had been investigated at the same interval 
after discharge as the rest of the group ; the total period 
since discharge was in their case 185 months—i.e:, 23% 
of the total period for the whole group, corresponding 
closely to their numerical proportion. Their responsi- 
bility for so much of the tnemployment in the whole 
group is therefore not a fallacious inference in a selected 
froup who had been “ at risk ’’ for longer than the rest. 

eir age-distribution did not differ materially from that 
of the whole- group. Only 9 of them had an unsatis- 
factory previous occupational record—no higher a 

roportion than was found in the whole group of 120. 
ere was, indeed, no common factor detectable, except 
that a majority of the 26 had shown pronounced -hypo- 
chondriacal psychopathy before their enlistment. For 
years, often since childhood, they had been excessively 
concerned about their physical health: in some cases 
their hearts, in others their lungs or their stomach had 
been the object of solicitude and fear. They had, to 
use the current phrase, been prone to “ psychosomatic 
ilness.”’ This is ilustrated by the greater proportion 
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of patients with ‘“‘ effort syndrome ”’ among them than 
there were in the whole group of 120 men. 

The average interval between leaving hospital and 
starting work was 1-3 menths (standard deviation 1-3) : 
only 33 men had started work during the 4 weeks they 
were on military pay after discharge from the hospital, 
and 24 had not obtained employment within the first 
3 months after discharge ; 38 had returned to the same 
employer and the same job as before enlistment : these 
resumed work promptly on discharge ; 16 had gone back 
to the same sort of work as before, but under a different 
employer. 

n all, 53 were now earning less than before enlistment. 
In a few the descent in earning capacity was emphatic ; 
thus a tobacconist who had built up and owned a flourish- 
ing little business now ‘“‘ pottered round for an hour or 
two in the afternoons ”’ ; in most cases the man who had 
formerly earned between £3 and £6 a week had sunk to 
three-quarters or half of his previous income. Of 105 
men who were employed at the time of inquiry 44 were 
doing only very light or partial work (e.g., taking 2 or 3 
days off a week), and the commonest occupations among 
these were as messenger, handyman, sweeper, cleaner, 
~porter; 7 of them were working for a relative (father or 
-father-in-law). Several patients were leading an idle 
life, getting up about midday as a rule and putting in 
only 2-3 hours of desultory work. 

The remainder has continued at much the same level 
as before enlistment, sometimes benefiting, in the semi- 
skilled and skilled trades, by the rise in wage rates. A 
few had taken less skilled work than formerly (from 
French polisher to odd job man in hotel) without any 
fall in income, but in most cases where there had been an 
economic descent there was an industrial descent too. 
As compared with the proportions already quoted, there 
are now 4 in the professional and managerial occupations; 
19 clerical and sales ; 14 personal and domestic service ; 
7 in ARP; 14 skilled ; 25 semiskilled ; 22 unskilled ; 
15 unemployed. 

There are other measures of social adequacy besides 
work, but it is more difficult to inquire about them: An 
investigator cannot knock at the door and ask whether 
the taney has been illtreating his wife, neglecting his 
children, drinking, or committing crimes. It says a 
great deal for the tact and training of the psychiatric 
social workers who conducted the follow-up inquiries, 
that without prying or giving offence they did sometimes 
obtain information of this kind. There were 39 patients 
whom one could not call socially satisfactory, apart from 
their work record; the commonest defect consisted in 
violent outbursts of temper or constant irritability 
which made it difficult to live in the same house with the 
man (e.g., ‘‘ he seldom goes out now, very irritable in the 
house,” ‘*‘ he gets very irritable, nagging and morose ; 
he picks up plates to throw them at his wife, is sorry for 
it, but says he can’t help it ; is often ‘ hateful’ to his four 
young children ’’). Two of the patients are vagrants 
now, living chiefly by scarcely concealed begging ; 

another has been s ing, even from his own family, 
and has been in the hands of the police. 

The health of these men after discharge has an obvious 
bearing on their social adjustment. Almost all of them 
still had some neurotic symptoms at the time of 
the inquiry, but these were aes trivial: Sixty-two 
seemed worse than before their enlistment; either. 
they had been apparently free from neurosis then or 
their s toms had been less severe. Because of the 
method of inquiry and the nature of neurosis, however, 
these figures are not necessarily to be taken at face value. 
Since leaving the Army 63 had attended a general 
practitioner for their neurosis, but only 15 had been to 
a hospital, though they live in London which is relatively 
well provided with psychiatric outpatient.clinics. In a 
few instances it seemed that psychiatric considerations 
had not weighed sufficiently.in the medical advice 
su uently given to the patient: thus an anxious 
hypochondriac with effort s e was ‘‘ soon after 
discharge kept in bed 3 weeks by his doctor for heart 
trouble.” This man had been self-supporting before 
enlistment, but now his work consists in handing tools 
to other men, receiving only a few shillings a week for 
it. Another who was treated for postconcussive symp- 


toms was not allowed by .his doctor to take up work 
for 6 months after his discharge from the Army. 


Some 


of these patients, of course, are not disposed to accept 
medical advice, unless it accords with their own 
inclinations. 

In many eases the likelihood that the patient’s illness 
would lead to such a social situation as he is in after 
discharge, had been plain: the chronic hypochondriac, 
the constitutional psychopath, the postmeningitis invalid , 
the hysteric whose compensation claims for an accident 
it had taken two years to settle before this war—in 
them the diagnosis was relevant to the social outcome. 
But the chief purpose of this inquiry was to ascertain 
some of the effects of neurotic illness, not to analyse the 
multiple causes leading to these social effeets. It may be 
said here that the word “ neurotic ’’ is used throughout 
this paper as a convenient epithet to describe men whose 
mental disturbance is in the main unlikely to demand 
treatment in a mental hospital in the immediate future ; 
many of the men exhibited, as do some of the population 
of any neurosis centre, an affective disorder in which the 
endogenous constitutional causes were as prominent, or 
more prominent, than the recent environmental ones, and 
in some men the Lame g any 4 of later melancholia had to 
be taken into account in the remote prognosis. 


POSTAL INQUIRIES 

Since conditions in London may not be comparabl 
with those im other of the country, a separat« 
inquiry was made by letter about the subsequent histor) 
of 95 men who were discharged from the Army betwee! 
Dee. 18, 1941, and March 26, 1942, to homes outside th« 
London area. This postal method is of course less 
satisfactory than a personal visit and the information 
is less reliable, but it can be a serviceable check. The 
personal hand-written letter from Miss Freeman-Browne 
(one of the psychiatric social workers of the hospital) 
was answered by 67; in the letter she referred to the 
interview she had had with them to discuss plans for 
their future the day before they left hospital, and asked 
them about their work and health. Of the 67 who 
answered the inquiry, 51 said they were now more or 
less satisfactorily at work ; 25 of these had returned to 
their former employment ; 7 men*wrote that they had 
jobs but were unsettled and thinking of changing; 4 con- 
sidered their work was too heavy for them ; 1 was doing 
only a part-time job, and 4 were unemployed. Fifteen 
complained that their health was not good, they had 
been under medical treatment,; 8 on the other hand 
stated they were in better health and happier than ever 
before. Particulars were later obtained about 11 of the 
28 who had not answered the inquiry ; 3 of these have 

through a Government training centre; 4 returned 
forthwith to their former employment; 9 are now at 
work, though 3 of these are doing only light work. 

A further postal inquity was made, addressed to the 
labour exchanges of the districts to which another group 
of men had returned. When the military board at the 
hospital has decided that a man must be discharged from 
the Army on medical grounds, an official from the nearby 
employment exchange sees him at the hospital and 
completes a form on which the psychiatrist has also 
entered particulars and recommendations ; the form is 
then sent to the employment exchange nearest the man’s 
home. It seemed likely therefore that the postal 
inquiry would be more productive than if it had been 
sent before this procedure of riotification was instituted. 
To 97 inquiries about men discharged between April 2 
and May 7, 1942, 66-replies were received ; 31 of these 
men had returned to their former employment, thoug) 
2 of them later changed their jobs ; 5 others have take: 
up their old occupation under a different employer ; and 
23 more are at work, making in all 59 who are employed : 
4 have left the district or are otherwise beyond the ken 
of the employment exc e, another is in hospital, 
1 is at a training centre, a third is unemployed. 


DISCUSSION 

What has been found is not a salutary state of affairs. 
If the investigation had been limited to postal inquiry, 2 
fairly reassuring picture would have been disclosed, bu‘ 
postal inquiries are often specious and deceptive when 
used for a psychiatric follow-up. The far more reliable 
home inquiry by psychiatric social workers showed « 
disturbing situation. The men had gone downhill as « 
group: they were less. usefully employedthan before, 
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earning less, less contented, less tolerable to live with, 
less healthy. 

There were among them some—rather more than a 
quarter of the group—whose occupational record had 
been poor before enlistment. These were mostly un- 
stable men of psychopathic predisposition, and it might 
seem proper to assume that they would have more than 
the usual difficulty in adjusting themselves again to their 
responsibilities and difficulties as civilians. But the 
difficulties in the way of getting employment are now 
much less than before ; there has been a conspicuous fall 
in the amount of unemployment since the beginning of 
the war. The number of men aged 18 years or over who 
were wholly unemployed in August, 1939, was 730,000 ; 
and of those temporarily unemployed 129, 000 ; there 
were also 52,000 unemployed casual workers. The 
corresponding ‘figures for June, 1942, were 54,000, 2000, 
and 3000. The weighted average wage-rate for July, 
1942, expressed as a percentage of that £0 tor August, 1939, 
was 130 (Bowley 1942): for London occupations it 
would appear to have been between 120 and 125. Although 
the rise in employment (and presumably in ease of 
obtaining employment) as well as in wage-rates and 
weekly earnings was not quite so high as this during the 
period covered by the investigation, it is certain that if 
the patients were then earning less and drifting into 
lower-grade occupations than before the war, it was not 
the state of the labour market that compelled this 
descent. Changes in the men themselves were responsible. 

They were as a group men predisposed to neurotic 
illness with its social consequences ; the changes in their 
environment and way of life enforced by military service 
led to the overt.exhibition of what had previously been 
only neurotic tendencies or to the aggravation of their 
previous neurotic symptoms. Whatever views one may 
have about the moral worth or character of some of these 
psychopathic men, it is clearly inept to suppose that 
their neurosis has simply been a device to evade un- 
welcome duties, and that it must therefore disappear 
when they are sure they are absolved from such duties. 
Megeover, apart from the distressful state in which many 
of them are, they upset their families (as has been found 
in this inquiry), and impoverish the community by their 
reduced capacity. Prevention and remedy are therefore 
called for unless these disorders are past mending. 

Prevention, as a practical war-time measure, would 
consist in avoiding as far as possible the enlistment of 
men whose previous history, and condition at the time 
of initial medical examination, indicate that they are 
very unlikely on psychiatrie grounds to be useful soldiers. 
This is not easy, and it would be a mistake to shut out 
from the Army every man with pronounced neurotic 
tendencies or even bor gram since some such men make 
valuable soldiers ; but there are many (represented in 


_ this series, of 120 by the men with decidedly unsatis- 


factory records in work and health, in social and personal 
adjustment) who could be spotted as decidedly unsuitable 
by any instructed doctor to whom the facts were dis- 
closed. It is not merely a question of saving,the Army 
the trouble of giving a training that proves fruitless ; 
the ensuing cusreveren of the man’s neurotic attributes 
may impair his health and*his social adjustment for a 
long time after recognition of his military uselessness. has 
brought about his discharge from the Army. 

What can be done while he is in the Army to prevent 
and to remedy neurotic illness needs no discussion here ; 
it is common knowledge that many effective measures 
to this end have been introduced. Moreover, in neurosis 
centres. and psychiatric hospitals the social and voca- 
tional aspects of treatment receive as much attention 
as the more obviously bsychological ones. Most of the 
men in the Army who have neurotic symptoms are hot 
discharged as unfit, they continue to perform their 
nilitary duty. e “‘ category E”’ cases here investi- 
gated from an neurosis centre represent only a 
minority of the soldiers treated there ; but still they are 
not a negligible: minority. 

What can be done after the man. hes-been ‘discharged 
from the Army ? He can receive further treatment in 
an EMS neurosis centre if this is considered necessary 
in order to restore him to his pre-enlistment level of 
health. In many of these men, however, further hospital 
care would be useless or harmful. They must re-enter 
civilian industry and resume family life; their success 


in doing so will have an important effect on their health, 
as was seen in an earlier study (Galloway 1937). It 
is easier to remember that illness can prevent work than 
that work can prevent neurotic illness—if only the work 
is well chosen. This is one of the major problems of 
psychiatric rehabilitation. The Joint Parliamentary 
Secretary to the Ministry of Labour has lately said 
(Hansard, Oct. 22, 1942): ‘ all diseases which lead to 
disability —and there are many—nust be brought under 
review if the picture [of rehabilitation] is to be complete. 

- ‘In consultation with the medical experts, they 
[the social and industrial experts] should determine 
whether the patient can return to his former occupation, 
and if not what other kind of occupation would ensure 
his making the greatest contribution in the field of 
productive effort ’’—and, he might have added, ensure 
the man’s mental health, as far as may be. The chief 
difficulty, however, is one that was often apparent in the 
eases here studied. ‘One of the difficulties about 
rehabilitation in wartime is that manpower is at a 
premium, and economic circumstances are such that 
the individual can obtain a job, whether he is fit or net, 
and the consequence is that he will perhaps take on a 
job which is not suitable to him.’’ The unsuitability 
of the job may even consist in its being beneath his 
powers: he could do better at something different but 
more difficult. 

The present arrangements sponsored by the Ministry 
of Labour, the Ministry of Pensions and the Ministry of 
Health provide for coéperation between doctor and 
employment exchange officer in arranging training for 
the handicapped when they wish it, and in helping their 
return to suitable work. These arrangements are a 
remarkable advance, but they apply too exclusively to 
the phase just after departure from hospital: There is 
much less possibility of collaboration between psychiatrist 
and employment exchange officer once the patient has 
been put into his first civilian job after discharge ; there 
may then be no psychiatrist at hand to consult, and the 
EMS psychiatrist who treated the man in the neurosis 
centre is hundreds of miles away. Sometimes the 
general practitioner may be in a position to give valuable 
guidance, but in the series of cases here reported the 
doctor had not, as far as could be ascertained, usually 
taken an active part in advising on the industrial and 
social problems involved in the man’s treatment. 

The improved medical and Thdustrial arrangements 
for rehabilitation, and the readiness with which a man can . 
now get employment of some sort however handicapped 
he may be, probably account for an improvement in the 
state of affairs disclosed by the follow-up at different 
periods since it was begun. The findings in August, 
1941, were more unsatisfactory than later on. By that 
time 60 of the 120 men had been visited. The duration 
of unemployment in the group was then half the period 
of potential employment since discharge from hospital ; 
13 of the 60 were unemployed, and only 12 had been in 
constant employment since leaving hospital; 30 were 

loyed at a lower occupational or economic level than 
before enlistment ; only 21 could be regarded as socially 
satisfactory. As the figures for the whole 120 show, 
the social condition of discharged neurotic soldiers has 
improved since then, and if any credence is to be given 
to the results of the postal inquiry is still improving. 
It is still far from satisfactory, but further development 
of the arrangements for coéperation between psychiatric 
and social, especially industrial,’ agencies would be likely 
to perons about further improvement. 
riate occupation is not, of course, the only 
wae improving or maintaining the mental health 
of Gites men, any more than their occupational level 
is the only criterion of whether their neurosis is. still 
troublesome. The occupational level has been used for 
the latter purpose here because it has proved the best 
objective guide as to the social effects of the men’s 
neurotic illness (Lewis 1935); and suitably selected 
occupation can be a more potent: factor than psycho- 
therapy or drugs in furthering mental health. Good 
advice cannot be given about a suitable occupation unless 
the adviser considers the whole of the man’s psycho- 
logical and social situation: the tangled skein of causes’ 
that led to his illness; the financial, domestie or sexual 
aspects of his life; his present wishes, interests and 
necessities. In short, treatment will be appropriate to 
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the individual, and not limited to a single remedy. But 
of all the remedies and ne ae méasures, occupa- 
tional adjustment will, under present conditions and for 
such a group, be the most ‘potent, critical and urgent, 

both from the standpoint of the individual’s well-being and 
vf the community’s needs. These are hardly separable, 
since the satisfactions of the individual depend in some 
measure on his knowledge of the part he is playing in 
serving the needs of the community. Considerations 
of this sort, hitherto more familiar to students of in- 
dustrial psychology than to doctors, have lately become 
matters for public discussion. ‘‘ In wartime almost 
everybody can rely upon having the elementary social 
satisfaction, which no insurance payments were able to 
give the unemployed, of taking a useful part in the 
activities of his social group. . As in so many social 
problems, the economic factors, because they are tangible 
and easy to formulate, create a screen which masks 
subtler psychological preoccupations ” (Times, Nov. 19, 

1942). The working conditions, both material and 
i toe which are good for normal healthy workers 
(Viteles 1933, Wyatt and Langdon 1937, Collier 1940, 

_Roethlisberger and Dickson 1939) are those which benefit 
the neurotic worker too; but the penalties for ignoring 
the sound principles of industrial psychology are more 
quickly and plainly made evident in the men with 
neurotic alte or po ere These principles can best 
be put into effect when the doctor (especially the psychia- 
trist), and the occupational adviser or administrator 
(especially the officer of the employment exchange and 
the personnel manager), work in conjunction making 
the most of the necessarily limited facilities at present 
for appropriate placement or transfer of workers. ~ 


SUMMARY 

A series of 120 soldiers discharged from the Army on 
account of feurotic illness were investigated by personal 

visits to their homes, which were in London. The 
average interval since their discharge into civilian life 
was 64 months 

Their pre-service occupations had been: professional 
and managerial 8; clerical and sales 20; domestic and 
personal service 13; — Army 5; skilled 17; 
semiskilled 37 ; unskilled 2 

Their occupations at the ‘time of the, inquiry were 
professional and managerial 4; clerical and sales 19; 

domestic and personal sérvice 14; ARP 7; skilled 14; 
semiskilled 25 ; unskilled 22 ; 15 were unemployed. 

Of the 15 unemployed, 11 had done no work at all 
since leaving the hospital. The total duration of 
unemployment for the whole group was a third of the 
total period since their discharge; part of this was 
accounted for by the period of 1 month on pay which is 
allowed to category E men after leaving hospital; 22% 
of the men were responsible for 55% of the total duration 
of unemployment of the whole group ; 24 of the men had 
not obtained any work within the first 3 months after 
discharge. 

In spite of the general rise in wage-rates and earnings, 
53 of the men are now earning less than they did before 
enlistment. 

Of the 105 in employment, 44 are doing only light or 
desultory work. 

There was evidence that 39 patients were socially 
unsatisfactory otherwise than in their occupations ; 
they had been guilty of minor delinquency or were 
inordinately irritable and quarrelsome. 

Their relatives considered 58 men to be in as good health 
as before enlistment ; 63 had attended a general practi- 
tioner since discharge ; 15 had been to a hospital. 

An inquiry by letter was sent to another group of men 
discharged from the Army on account of neurosis whose 
homes were in the Provinces or in Wales. To 95 inquiries 
there were 67 answers; 4 wrote that they were un- 
employed, and 12 that their work was not satisfactory 
The other 51 are working ; 15 of these reported that thesr 
health was not good, and 8 that they were in better 

’ health than ever. 

A postal inquiry on the same lines was sent to the 
labour exchanges of the districts to which 97 ex-soldiers 
with homes elsewhere than in London, had returned ; 
66 replies were received ; 59 of the men are at work. 

The number of men who returned to the same sort of 
work under the same employer is high in all three groups. 


' typical scurvy are given ; 





Of the 120 Londoners, 39 did this ; of the 67 in the Pro- 
vinces who replied to a personal letter, 25; and of the 
66 reported on by the labour exchange, 31. 
Comparison of the findings at different periods between 
March, 1941, and June, 1942, shows that the proportion 
of these men who could be classed as socially satisfactory 
since discharge had risen. In August, 1941, when 
inquiries had been made about 60 of the 120 men, 22% 
were unemployed, and only 35% could be classed as 
socially satisfactory in respect of work and otherwise ; 
by June, 1942, when the whole 120 had been visited, the 
corresponding figures were 12% and 50%. Such per- 
centages cannot be used for exact comparison because 
of the somewhat arbitrary nature of any judgment as 
to whether a man is socially satisfactory, but they show 
a decided trend, here attributed to the increasing 
demand for labour, and to the introduction of an official 
scheme of rehabilitation in which the doctor and the 
employment exchange can coéperate in all cases. 
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ERYTHROPOIESIS IN SCURVY 


M. C. G. ISRAELS, MSC, MD MANC; MRCP 
FLIGHT-LIEUTENANT RAFVR 


AN2MIA is a classical feature of scurvy, but the changes 
in the bone-marrow that accompany this anemia are less 
well known. The standard textbooks describe the 
bone-marrow as hypoplastic or fibrotic, and Harris 
(1927-28), in a full description of the morbid anatomy 
of infantile scurvy-rickets, described formation of a 
gelatinous marrow with failure of normal erythropoiesis. 
Mettier, Minot and Townsend 930) examined the 
marrow obtained by sternal biopsy in an adult patient 
with typical scurvy; before treatment they found a 
moderate hyperplasia with scattered small groups of 
erythroblasts and no fibrosis ; after treatment Sellulari 
was not much changed, but there were more erythroblasts 
and mitotic figures were seen among them. This 
observation was interpreted by Witts (1932) as suggesting 
that ascorbic acid (vitamin C) was one of the factors 
important for proper maturation of red blood-cells from 
normoblasts. Parsons and Smallwood (1935) disagreed ; 
they argued that increased mitosis indicated merely 
increased production rather than maturation, and in their 


opinion slowing down of the whole process of erythro- - 


poiesis was the cardinal feature of scurvy ; but they did 
not support this thesis by describing any observations of 
their own on the marrow changes. Jennings and 
Glazebrook (1938) carried out sternal punctures on two 
cases of typical adult scurvy ; in one the marrow picture 
was complicated by the coincidence of pernicious 
anzmia, in the other patient there were 18% of erythro- 
blasts of various - » Which is within normal limits. 
They did not mention the cellularity of the marrow nor 
did they repeat the panptares after treatment. In the 
present paper the results obtained on three patients with 
blood-counts and sternal 
marrow punctures were carried out before treatment. 
and the time when the patients were excreting not less 

than 50% of a test oral dose of ascorbic acid within 2+ 

hours was taken as a convenient point for repetition of 
these investigations. 


CASE-RECORDS 


Case 1.—A commercial traveller, aged 57, was admitted to 
hospital on April 27, 1941, complaining of extensive and 
persistent oe and disability of the left ankle following 4 

i 8 weeks previously. He also had had for about 
10 days swollen and bleeding gums and a foul taste in the 
mouth. On examination the gums were swollen and purple ; 
the teeth carious, blackened and loose. complexion wes 
sallow and mucous membranes pale. The region of the, left 
ankle-joint was swollen, tender and discoloured; there 
was @ purpuric rash. on the leg from knee to ankle. and 4 


















~ a 


V Aaslen| 












2aER a BO Tww evr ”-™ ~ 


neo 


Bd 


yes 
ess 
the 
rris 
my 


the 
ient 


; of 
rity 


ting 
‘tors 
‘rom 
srely 
their 
y did 
ms of 

and 
. two 


cture 
icious 


w nor 


ment. 
ot less 


ion of 


tted to 
ve and 


; about 


p. and & 





THE LANCET] 


FLIGHT-LIEUT. ISRABLS: ERYTHROPOIESIS IN SCURVY 


(ren. 6, 1943 171 





BLOOD AND BONE-MARROW COUNTS IN SCURVY 
Differential counts represent percentages of total nucleated cells 
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CASE 1 OASE 2 CASE 3 
_- | Treatment | Treatment Treatment 
| Before | After Before | After | Before | After 
BLOOD | 
cells * | 3-050 | 4-600) 3-160 | 4-320 4-010 4-420 
Heemogiobin | $7 90 ~~ | «66 86 | 82 
Colour-index | 0-95 | 0-95 | 1:06 |. 1-00} 0-87 | 0-93 
White cells | 5200 | 7200 | 5600 | 5600 | 8300 | 5400 
Polymorphs % 61-0 (610 | 53-0 60-0 0 |62-5 
Eosinophils % 15 | 25 | 1-5 3-0 15) | «0 
phils%- .. | 0 } 0. | 0 | 10 0 | 0 
Lymphocytes % (35-0 (31:0 | 39-5 |31-0 24:0 | 33-5 
Monocytes % .. | 2-5 55 | 60 | 50 | 35 | 40 
(cells % | | 
Heemocytoblasts 0 08 | 0 | 0 | 0 | 0 
Pro-erythro 0 18 | O06 | 16 2-4 | 32 
Normoblasts (total)| 7-4 41:0 | 20 (332 (394 | 446 
arly .. a ee 3-4 | 0 | 50 | 24 | 28 
Intermediate 36 (20-2 | 1-4 |19-0 | 22-0 | 29-0 
ate .. 2-8 | 17-4 0-6 | 92 | 15-0 | 12-8 
Polymorphs 56-0 20-0 (56-6 |212 15-2 | 20-0 
Eosinophils 10 | 2-0 0-6 18 1-6 1-0 
phils -- | O4 | O02 | 06 | O4 | 06 | 0 
Metamyelocytes.. | 3-4 (140 (13-4 (16-0 [12-2 [12-4 
Myelocytes () | 24 j120 | 26 liso | 15-2 | 12-6 
Myeloblasts 16. | O08 | 0 | 10 0-6 0-6 
| | | 
phocytes 26-0 | 42 (226 | 96 | 82 | 32 
ma cells 12 | 24 | 06 | 1:2 3-6 2-4 
Monocytes 0-6 O8 | 04 | 0 1-0 0 
Cellularity Dim. | Enee, | Dim reve Norm. | Norm 


* Millions per c.mm., t Per cent. Haldane. 
No megaloblasts seen in any specimen. 
“ After treatment ” indicates ascorbic acid given to the point 
where about oe of a test oral dose was excreted within 24 hours. 
Nomenclaturg of marrow cells according to Israéls (1941). 


¢ Per c.mm. 


similarly distributed rash was also present on the right leg. 
Nothing specially unusual was found on examination of the 
heart, lungs, abdomen or central nervous system. His diet 
consisted mainly of puddings, eggs and bacon ; no vegetables 
or fruit had been taken for at least 12 months: 

The urinary excretion of ascorbic acid was very small and 
the blood ascorbic acid was less than 0-1 mg. per 100 c.cm. 
Ascorbic acid was given by mouth and 6500 mg. was needed 
to rise the urinary excretion to 50% and the blood ascorbic 
acid to 2 mg. per 100 c.cm. The blood-count showed a 
normocytic anemia and the sternal marrow.was hypoplastic, 
the erythroblasts and granulocytes being particularly de- 
pressed. After treatment with ascorbic acid the anemia 
disa ; there was greatly increased activity of the 
erythropoietic marrow, many normoblasts were now t 
and ‘quite a few showed early hemoglobinisation. Figures 
are ‘given in the table. No iron or liver was given with the 
ascorbic acid. The clinical signs and symptoms rapidly 
cleared, except for the ankle which remained stiff and vether 
painful for some weeks. 


CasE 2.—A worker in a rubber factory, aged 47, had noticed 
pain and swelling of his right ankle for about 10 weeks before 
coming to hospital. Two weeks later a dark-blue patch 

appeared on the inner side of the left. knee which spread round 
the joint ; movement of the joint became painful. Further 
discoloured areas appeared on the left thigh and leg and also on 
the right leg. There was no affection of the mouth. His 
appetite was good but he had always disliked fresh fruit and 
vegetables ; in 1930 he had “ gastritis’ and since then had 
restricted his diet. His work was carried on in a hot and 
dusty atmosphere, but he took little alcohol. On examination 
the left lower limb showed ecchymoses of varying size all over 
from the gluteal fold to the ankle; the left knee was dis- 
coloured and swollen and movement was painful. The right 
ankle was swollen and tender and the skin over it was reddish ; 
there was a large ecchymosis on the outer side of the right 
knee. The gums were unaffected 

The urinary excretion of ascorbic acid was very small and 
the blood ascorbic acid was 0-15 mg. per 100 c.cm. ; an oral 
dose of 5500 mg. ascorbic acid was needed before exeretion 
eat iat AO, ered Aedilned aieesaitie oaid wean then: 1 mg. per 
100 ¢.cm. Se een eran Sai e Savetant 
the marrow was less cellular than normal, erythroblasts were 
particularly depressed. After treatment with ascorbic acid 


the anemia improved rapidly and the marrow regained its 
normal cellularity, considerable erythropoietic activity being 
visible. Figures are given in the table. No iron or liver 
treatment was given. The clinical signs and symptoms also 
rapidly improved, though some residual pain in the affected 
joints persisted for some weeks. 


Case 3.—A capworker, aged 66, was sent by his panel 
doctor on account of bruising and a hemorrhagic rash on the 
legs which had been getting worse for 6 weeks ; the right knee 
in particular was swollen.and painful. On examination both 
legs showed petéchie and ecchymoses; the right knee was 
discoloured and swollen posteriorly, and movement was 
painful. The gums were swollen and discoloured and there 
were a few hemorrhagic spots; the remaining teeth were 
carious and dirty. The skin of the lower abdomen showed 
typical follicular hyperkeratosis. He was rather pale. No 
exceptional signs were found in the other systems. His diet 
consisted chiefly of bread, tea, margarine and his meat ration ; 
he lived mostly alone and had no facilities for proper cooking. 

The urinary excretion of ascorbic acid was very small and 
the blood ascorbic acid was 0-08 mg. per 100 c.cm. For 
saturation to 50% excretion point 3200 mg. of ascorbic acid 
was required, and the blood ascorbic acid was then 1:85 mg. 
per 100 c.ecm. The blood-count showed a mild microcytic 
anzmia, and in this patient the bone-marrow was practically 
normal ; cellularity was not diminished and normoblasts were 
39-4%. Treatment with ascorbic acid was followed by 
increased hzmoglobin in the blood ; the marrow became more 
cellular, and although the proportion of normoblasts was not 
significantly increased there were signs of enhanced erythro- 
poietic activity such as,the presence of many mitotic figures 
and early hzmoglobinisation. Figures are in the table. 
After treatment the hemorrhages soon faded, the hyper- 
keratosis disappeared, and the general condition improved. 
A niaintenance dose of 50 mg. ascorbic acid was given daily ; 
no iron or liver was given at any time. 


DISCUSSION 

In two of the patients the marrow showed the dimin- 
ished cellularity and failure of erythropoiesis classically 
associated with scurvy ; case 3 showed changes resem- 
bling the patient of Mettier and others (1930). The 
erythroblasts showed no evidence of failure of maturation 
at any particular stage of development such as distortion 
or failure of hemoglobinisation ; in cases 1 and 2 they . 
were simply fewer than usual. The marrow in the 
recovery phase presented the usual picture of response 
to loss of blood-cells. It is difficult to eliminate failure 
of maturation, but evidently it is not a primary cause of 
the anzmia of scurvy ; as Parsons and Smallwood (1935) 
said, slowing down of erythropoiesis is the main factor. 

That lack of ascorbic acid in the diet may eventually 
lead to depression of erythropoiesis and consequent 
anzmia should be borne in mind, especially under present 
conditions of dietary restriction. Recent work has justi- 
fiably drawn attention to the increased incidence of 
anzmia, particularly among pregnant women, and inade- 
quacy of iron in the diet has been suggested as the cause 
(Kay and Alston 1941,.and see Lancet, 1942 and 1943). 
Present-day diets, particularly in winter, are also deficient 
in ascorbic acid ; the evidence given here shows that this 
may well be a contributory cause of this anemia, and 
ascorbic acid should be given to any patient whose 
anzemia does not respond satisfactorily to iron. 


SUMMARY 

The bone-marrow changes in three cases of scurvy with 
anzmia, before and after ascorbic acid treatment, are 
described. In two patients there was evidence of dimin- 
ished erythropoiesis, in the third erythropoiesis was not 
significantly abnormal. 

r ascorbic acid treatment the marrow showed 
increased erythropoiesis in all the patients. The 
anemia also rapidly improved without any specific 
anti-anzemic treatment. 

The effect of ascorbic acid deficiency seems to be more 
a depression of a ager wane gees than a failure of maturation 
at any particular 

The possible aaietion of the pasnent shortage of ascorbic 
acid in the diet to the increased ineidence of anzmia is 
mentioned. 


I am indebted to the Director-General of Medical Services, 
RAF, for permission to publish this paper. This work was 
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carried out in the Department of Clinical Investigation and 
Research, University and Royal Infirmary, Manchester, and 
the patients studied were under the care of Dr. John F. 
Wilkinson, the director. I am grateful to Dr. G. Kohn for 
the ascorbic acid determinations, 
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BONE AND JOINT INJURIES * 


R. WATSON-JONES, MCHORTH LPOOL, FRCS 
ORTHOPEDIC SURGEON, LIVERPOOL ROYAL INFIRMARY 


By the impetus of war, promoting the development of 
surgery and of medicine, more suffering has been saved 
than was inflicted by all the wars of history. In pre- 
Listerian days a compound fracture was no less deadly 
than bubonic plague ; and since that day, despite increas- 
ing violence, vespite the multiplicity of wounds and the 
gravity of contamination, the mortality of compound 
fractures has been steadily reduced by the development 
of surgical skill to 70 or 80% in the early months of the 
last world war, to 10% in the concluding months of that 
war, to a fraction of 1% in the recent Spanish war, and a 
similar proportion in the war upon which we are now 
engaged. Notonly lives but limbs aresaved. Dominique 
Jean Larrey who died in 1842 is reported to have 
amputated 200 limbs in a single day: the casualty 
surgeon of 1943 is unlikely to amputate so many in, the 
whole of his surgical career. No limb is amputated 
unless there is irretrievable destruction of the main blood- 
vessels. In a series of Royal Air Force base hospitals 
the incidence of late amputation for spreading infection, 
gas gangrene, secondary hemorrhage and other sequel 
of wound infection was 0-1%—one amputation per 1000 
severe limb injuries including infected wounds and com- 
pound fractures. , 

Gas gangrene has almost disappeared from the infection 
of wounds, and I do not hesitate to predict that, when 
the organisation of casualty services is so perfected that 
every wound is excised within a few hours, it will dis- 
appear altogether. In a series of 600 casualties from a 
recent action treated in Canadian base hospitals in the 
South there was an average time-interval of 31 hours 
between wounding and surgical inte?vention ; and gas 
gangrene was recognised on admission in 2:2% of cases ; 
but there was not a single instance of postoperative gas 
gangrene in cases submitted to wound excision and 

’ debridement. In my experience of casualty surgery in 
bombed cities, where despite the gravity of crushing and 
explosive injuries most wounds can be treated within a 
few hours, I have yet to see my first civilian case of gas 
gangrene in this war. 

Not only are livés saved, not only are limbs saved, but 
function is saved. The malunion and non-union which 
were so common in former years have almost disap ; 
Pseudarthrosis will soon be deleted from the list of 
complications of fractures. \ It is true that the principle 
of complete and continuous immobilisation has recently 
been subjected to another attack. Nevertheless, whether 
you agree with me in securing as complete an immobilisa- 
tion as ible, or whether you accept a sort of homceo- 

athic doctrine that whereas much movement is bad, 

ittle movement is good, there can be but one answer to 
the question ‘‘ How long should this fracture be immobil- 
ised ? ” and the answer is ‘‘ Until the fracture is united.” 
Every fracture with an ossifiable medium between the 
fragments will unite if it is immobilised long enough— 
and this applies to closed’ fractures, open fractures and 
~infected fractures. Infection is a cause of slow union, 
but not of non-union. In a consecutive series of 500 


fractures of the shafts of the femur and tibia recently — 


treated by many surgeons in RAF hospitals, despite a 
high incidence of contaminated inféeted and grossly 
comminuted fractures, there was not a single case of 
established non-union. 


* Extracts from the John Burns lecture delivered before the Glasgow 
Faculty on Jan. 13, to appear in full in the Glasgow Medical Journal, 











The control of infection-is within sight, and the day 
may not be far distant when a chemotherapeutic agent is 
available for eyery pathogenic organism, including, | 
trust, the tubercle bacillus and the viruses of polio- 
myelitis, influenza and other infections. In the treat- 
ment of shock, hemorrhage and the crush syndrome and 
the practice of blood and plasma transfusion, great pro- 
gress has been made. Pioneer work in the treatment of 
burns recently developed in this city is already gaining 
reseenition. Operative technique and manual dexterity 
which Professor Illingworth described only two months 
ago, in a most exeellent textbook, as “ the hallmark of 
surgical craftsmanship’’ has gained impetus from 
metallurgical research adapted to the internal fixation 
of fractures and the technique of bone grafting, Casualty 
and accident services are being organised—and the cities 
of Scotland may yet gain a lead over the ¢apital city of 
England. Rehabilitation, reconditioning and vocationa! 
retraining are being developed. Never was surgery mor 
full of promise ; never was there greater hope of futur 
progress ; never since the days of Hippocrates could « 
young surgeon say with greater conviction ‘‘ this is the 
age I would have chosen.” ‘ 


DANGERS OF TOURNIQUETS 


** More limbs and lives have been lost by the improper use 
of the tourniquet than have been saved by its proper use.” 


In teaching first-aid workers, hours are devoted to a 
consideration of pressure points and tourniquets.. Yet 
if a tourniquet is not applied tightly enough, the veins 
are obstructed but not the arteries; we all have memories 
of operating on limbs when the tourniquet has slipped. 
and gaining relief from hzmorrhage for the first time 
when the tourniquet was removed. I have vivid recol- 
lections of a child who for this reason almost bled to 
death ; the tourniquet had been far more perilous than 
the wound. On the other hand if the unfortunate am- 
butance worker applies the tourniquet too tightly he is 
more than likely to cause traumatic arterial spasm and 
gangrene. It is not enough to remove:the tourniquet 
at intervals, for if spasm is once induced it continues 
whether the tourniquet is removed or not and many 
cases of ischemic contracture and gangrene have been 
recorded. The danger arises from the force with which 
the tourniquet is applied, just as much as the length of 
time that it is in position, and how is the inexperienced 
ambulance worker to judge with precision between the 
danger of applying a tourniquet too tightly and the stil! 
greater danger of not applying it tightly. enough ? 
There is yet another danger: the defence of the wound 
against infection, and particularly against anaerobic 
infection, depends upon the vitality, the blood-supply 
and the oxygenation of tissues; if wounds alread) 
devitalised are completely cut off from their blood- 
supply for half an hour or more they are rendered 
anaerobic, they become a suitable medium for the growth 
of anaerobic organisms, and a vicious circle is set: up— 

infection, tension, devitalisation, therefore more infection, 
more tension and so on. 

The dangers associated with the application of tour- 
niquets by amateurs are so real that I suggest re- 
consideration of the question as to whether tourniquets 
are ever necessary in first-aid treatment. John Hunter 
gave us the answer: ‘“‘ An amputation below the knee in 
most cases would not kiH by its hemorrhage even if left 
to itself.””. When he divided the blood-vessels in the 
thigh of a boar bleeding ceased before the - anima! 
weakened. After exposure of the posterior tibial artery 
of a dog, he found the vessel so contracted as to prevent 
the blood from passing through, and when divided the 
blood only oozed from the orifice. Hunter’s experi- 
mental work was the first recognition of segmentary 
spasm of arteries—or as it was subsequently called Kroh’s 
arterial spasm or ‘‘ stupeur arterielle ’’—the reflex vaso- 
constriction which protects against rapid and complete 
exsanguination. Animals do not bleed to death from 
complete division of an artery ; neither does man. I 
the last war Makins recorded cases of large arteries 
severed by_ bullets without external hemorrhage or 
hematoma formation. In this war an airman’s foot 
was severed by the propeller blade of an aircraft and 
with no tourniquet having been applied he was admitted 
to hospital in excellent condition having suffered little 
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loss of blood. A commando soldier: under training 
sustained a severe hyperextension ‘strain of, the knee 
and complained of tearing pain in the popliteal space; 
operation disclosed a complete rupture of the artery with 
little more than an ounce of bl in surrounding tissues. 
A few weeks ago F. W. Holdsworth reported two cases of 
avulsioneof the whole upper limb including the clavicle 
and scapula in which there was no arterial bleeding. 

A completely severed artery is controlled by traumatic 
arterial spasm even more effectively than it is controlled 
by a tourniquet. The only danger of continued hemor- 
rhage is from a partly severed vessel where the hole 
cannot be sealed by spasm ; but it can be sealed by firm 
pressure over the wound. There can be no doubt that 
limbs and lives are being destroyed by leaving tourniquets 
in the hands of: unskilled first-aid workers. . Let us 
remove tourniquets from first-aid equipment, and teach 
ambulance men the methods of pressure bandaging. 


WOUND EXCISION 


“* Behold, a sower went forth to sow. And it came 

to pass as he sowed that some fell on stony ground, 

where it had not much earth. And when the sun was 

up, because it had no root, it withered away. And 

other fell on good ground and sprang up and brought 

forth some thirty, some sixty and some an hundred.” 
The seed was equally sown—it was the soil that was 
important; and so it is. with a wound. The stony 
ground in which the seed cannot take root is the wound 
with vascular pulsating walls of living cells from which all 
foreign matter and dead tissue has been excised. Such a 
wound is aerobic for the tissues are oxygenated with their 
own blood-supply, and gas gangrene bacilli cannot survive. 
An essential step is the free division of deep fascia in order 
to permit su uent swelling of muscles without 
strangulation and ischemia ; and in no circumstances is 
it permissible to suture fascia, muscles, periosteum or 
other deep layers of the wound. Similarly—with the 
very few exceptions of sucking wounds of the chest, open 
wounds of the brain and some penetrating wounds of 
joints—the skin should not be sutured. Only two 
purposes are served by suture of the skin ; to occlude the 
wound and prevent secondary infection ; and to gain a 
neater scar. Occlusivn can be secured no less effectively 
and much more safely by a plaster cast. -_The neatness 
of the scar is to be balanced against the risks of infection : 
tension within a sutured wound causes spreading infec- 
tion, possibly gas gangrene, amputation or death. Is 
any surgeon justified in‘gambling when the stakes are a 
neat scar:against an amputated limb? It is no part of 
the technique to pack the wound with gauze: pack is an 
unfortunate word, implying a degree of pressure far in 
excess of that with which ‘‘ one holds the hand of a 
lady when one ts her ’’—the estimate originally made 
by Gamgge, and quoted with such gallantry by Trueta. 
Gauze is lightly laid between the walls of the wound, the 
skin is protected with soft paraffin, and plaster is applied. 
The experience of Gamgee of Birmingham, Winnett Orr 
of Nebraska, Trueta of Barcelona, and many other 
surgeons who have employed this method for over ten 
years has contributed to the safety and success of the 


‘closed plaster vaseline gauze technique. 


REHABILITATION 


* This is the greatest error in the treatment of sickness, 

that there are physicians for the body and physicians 

for the soul, and yet the two are one and indivisible.” 
The principle of rehabilitation was thus enunciated 
2000 years ago by Plato. Rehabilitation is not the 
specialty of physiotherapists, electrotherapists or occupa- 
tional therapists; it is not the specialty of physical 
training instructors or medical gymnasts; still less 
is it the specialty of a newly created body of experts which 
will surely arise if the Royal Colfeges misguidedly accept 
the recent Tomlinson recommendation and institute 
diplomas in. rehabilitation. It is true that masseuses, 
occupational therapists and physieal training instructors 
as well as physicians, specialists and surgeons must be 
trained. But they must be trained to treat the whole 
Jisability and not just part of it. Take, for example, the 
application of rehabilitation toe the treatment of bone and 
joint injuries, which I have been advocating for nearly 
ten years the deliberations. of British Medical 
Association, es Union Congress, British .Orthopzdic 


Association and many other fracture and rehabilitation 
committees. We were.content to treat the fracture, and 
expected the patient in his ignorance to treat the wasted 
muscle and stiff joint, though he had no medical training 
to discriminate between the pain of a stretching adhesion 
which called for exercise, and the pain of an unexpected 
complication which called for rest; a patient who had 
broken his leg was discharged from hospital as ‘‘ cured ”’ 
when no-one had any idea whether he could run, whether 
he had learnt to jump, or whether he could climb stairs. 
It is astonishing that so little attempt was made to 
explain to a patient the nature of his disability and to 
relieve his natural fears and misgivings. Physical 
treatment was but half compteted ; psychological treat- 
ment was wholly neglected. And when a patient drew 
the paper obvious conclusion that there was a 
residual and permanent disability, and turned to the 
only refuge he knew—the refuge of litigation and lump 
sum settlement—we blamed him and called him a 
malingerer. Was there ever greater injustice ? Malin- 
gerers are made, not born. Malingering is a complication 
of fracture treatment no less certainly under the control 
of the surgeon than mal-union and non-union. But 
though a part of the technique of rehabilitation is to 
teach the patient to walk, run and jump, and to arrange 
for active exercises, graduated stresses, occupational 
activities, games and recreations the frinciple is more 
profound. John Buchan put it in these words: “‘ It is not 
enough to have specialists for psychological diseases 
and specialists for physical diseases ; the same man must 
in a sense be both. A good doctor should be, and indeed 
always has been, something of a psychologist.’’ A good 
nurse, a good masseuse, a good medical gymnast is also 
something of a psychologist ; the whole team is trained 
in rehabilitation. We must not perpetuate the 2000 
year old error—we must not separate rehabilitation from 
medicine and surgery. Above all we must not train 
“* rehabilitationists.’” When the surgeon himself, with 
the aid of every member of his team, gives the patient 
confidence, explains his problems, anticipates his fears, 
reassures his mind, and completes his treatment, then he 
becomes a physician of the body and the soul. He leaves 
the ranks of ‘‘ physicians doomed to the practice of 
surgery ”’ ; he joins the ranks of surgeons dedicated to the 
practice of medicine of the soul. 


SECONDARY AGRANULOCYTIC ANGINA 


C. McGIBBoNn 
M B LPOOL 
ASSISTANT DERMATOLO- 
GIST TO THE CORPORA- 
TION OF LIVERPOOL 


F. Giyn-HvuGueEs, MD troor 


SENIOR DERMATOLOGIST TO THE CORPORA- 
TION 4ND SENIOR HONORARY DERMATOLO- 
GIST TO THE RADIUM INSTITUTE AND THE 
HOSPITAL FOR SKIN DISEASES, LIVERPOOL 


In agranulocytic angina there is considerable decrease 
in the number of granulocytes circulating in the blood- 
stream, associated with a severe throat infection in a 
patient who is gravely ill. A primary and a secondary 
type of this disease have been described, the primary 
being of unknown etiology and the secondary being due 
to some known poison, such as; the sulphonamide or 
neoarsphenamine group of drugs. The case described 
here developed during a course of antisyphilitic treat- 
ment with neoarsphenamine and bismuth and was 
ascribed to the toxic effect of the arsenical drug on the 
leucopoietic tissues. 


CASE-HISTORY 


A previously healthy young man of 24 presented himself 
with a papulosquamous syphilide of 2 weeks’ duration. He 
gave neither history nor evidence of a primary sore, but the 
Wassermann reaction of the blood was strongly positive. 
The rash was considered to be of the early secondary type. 
Treatment consisted of alternating doses of 0-3 and 0-45 g. 
of neoarsphenamine, with bismuth 0-1 g., injected at intervals 
of 3 and 4 days respectively. The arsenic was dissolved in 
10 c.cm. of 10% sodium thiosulphate. No ill effect was 
observed until the eighth injection when the patient developed 
a “cold”; 2 days later he complained of a sore throat. The 
tonsils were large, there was a mild pyrexia and he was given 
aspirin, gr. 20 three times daily, potassium chlorate and 
myrrh as a gargle, and kaolin poultice locally. Since his 

*eondition remained good he was given a ninth injection, after 
which he complained of imacoamniat alysphagia. The tempera- 
ture rose to 102° F., but fell to normal next day, while the 
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tonsils remained large but clean. His -clinical condition 
improved and it was decided to give the tenth injection. 
He then complained of headache, vomiting and cough and 
there was an exacerbation of th symptoms. Examination 
now revealed a grey slough on the right tonsil. The gums 
were normal, there was no cervical adenitis, nor evidence of 
general lymphadenopathy, the spleen was not enlarged, and 
the liver seemed normal on palpation. The temperature was 
now 103-6° F. A raiséd respiration-rate and a few scattered 
rhonchi were the only chest findings. A specimen of urine 
contained a small amount of albumin, occasional red cells 
and granular casts. The cliniéal condition, however, had 
deteriorated rapidly and the outstanding symptom appeared 
to be extreme exhaustion. White count: 3000 per c.mm., 


WHITE CELLS: 2000 7000 8000 PER CMM. 
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consisting of 2270 small mononuclears, 120 large mononuclears 
and 600 polymorphs per c.mm. Agranulocytosis was 
diagnosed. 

Blood-transfusion -was given immediately: 1000 c.cm,. of 
citrated bottled whole blood was transfused.within about 
3 hours of bleeding. The same evening 10 c.cm. of sodium 
pentose nucleotide was given and next morning a white 
count showed that the total leucocytes had dropped to 2000, 
polymorphs 350, large mononuclears 40, and small mono- 
nuclears 1600 per c.mm. The clinical condition, however, 
was much more encouraging. The temperature had fallen 
to 101° F., the pulse was less full and less rapid, and the 
patient was definitely brighter and less exhausted. Sodium 
pentose nucleotide 10 c.cm. was given three times that day. 
Next day an effort was made to determine if there was any 
fluctuation in numbers of white cells during the day.’ Counts 
were made in the morning, at- midday and in the late after- 
noon. Total count in the morning: 2600; falling at midday 
to 2400 and in the afternoon to 2000; throughout the day, 
the polymorphs remained at approximately 500. A watch 
was kept for immature white cells, but none was seen and the 
polymorphs were mainly of the three- and four-lobed type. 
As the temperature had once again.risen to 103-6° F. the dose 
of sodium ‘pentose nucleotide was increased to 50 c.cm. daily 
and 2 cicm. of ‘Anahemin’ (BDH) was added. Next 
morning showed a remarkable change. The patient was 
bright and the pulse calm. The throat condition was much 
easier and the temperature fell to normal during the next 
12 hours. White count: 7000, with 3600 polymorphs; a 
high percentage of one- and two-lobed polymorphs, but still 
no immature cells. Again there was a slight fali in count, to 
6000 cells, towards evening. The urine still contained a 
trace of albumin, and hyaline and granular casts. Similar 
white-cell counts were obtained on the fourth day, except 
that the polymorphs were of the three- and four-lobed variety. 
Sodium pentose nucleotide 20 c.cm. only, was given for a 
further day, and no more injections. On the seventh day 
the polymorphs were 7000 and the total count 10,000. During 
the next few days the polymorphs gradually fell until they 
were stabilised at 4000 with a total white count of 7000 
perc.mm. The patient was sent to a convalescent home for 
@ fortnight. On his return a few weeks later he reported that 
he was perfectly well and is performing his full duties as a 
seaman. / 

DISCUSSION 

It may be argued that it was unwise to continue 

treatment after it was evident that the administration 


of arsenic was at least some reaction. The 

ptoms were not severe in the beginning, however, 
and could fairly be ascribed 'to a common cold. Further 
it was essential that the course of arsenical therapy 
should not be interrupted except for symptoms more 
serious than those exhibited by the patient. In our 
experience interruption of this first course of arsenic may 
be disastrous, in spite of efficient treatment later, since 
the patient may remain Wassermann-fast. In view of 
the experience derived from this case it. seems advisable 
that, despite the prevalence of hospital throat, routine 
white-cell counts should be done on every patient who 
exhibits throat symptoms during a course of arsenical 
therapy. 

Blood-transfusion in the treatment of agranulocytosis 
has been criticised on the grounds that a lowering of 
white-cell count may follow the transfusion, as happened 
in this case, but the blood given had been withdrawn 
from the donor some 3-5 hours earlier, and it seems 
reasonable to suggest that the granulocytes had lost their 
motility during this time and were rapidly disintegrated 
when they re-entered the blood-stream. Moreover, 
presumably the most mature white cells in withdrawn 
blood are already near the end of their life-history. 
The further decrease in white cells on the day after the 
transfusion may thus have been relative only and not 
absolute. Certainly the rapid downhill progress of the 
patient was arrested and there was an undoubted 
improvement in his general condition within a few hours 
of the transfusion. Our experience with sodium pentose 
nucleotide agrees with that of other workers. There was 
a definite reaction, shown by dyspnoea and perspiration, 
but it was transient and required no treatment except 
reassurance. 

Cooke-Arneth counts performed on the blood before. 
during and after treatment gave interesting results. 
Before treatment there was a considerable shift to the 
right—an ‘exceedingly unusual finding. Treadgold 


(1920) noticed that a slight shift to the right was com- - 


moner than was supposed by either Arneth (1904) or 
Cooke (1914). He found it in some cases of leprosy, 
ankylostomiasis and dysentery, ,and occasionally im 
syphilis. In none of his cases was the shift nearly so 
definite as in the case under discussion. It seems 
probable that except in cases where the formation of 
young polymorphs is prevented a considerable shift to 
the right can never occur. Here, then, is an exceptional 
case where a severe toxemia was not reflected in the 
Arneth count. During treatment, the count showed a 
shift to the left although the patient was improving in 
health—an apparent anomaly. After treatment there 
was a slight shift to the right as the leucopoietic tissues 
recovered and the count returned to normal (see figure). 
It was important to consider the future administration 
of antisyphilitic remedies in this patient. If nulo- 
cytosis had not arisen the patient would have received 
a second similar course of treatment after 3 months rest, 
and a third course after 6 months interval. The further 
administration of arsenic in the form of neoarsphenamine 
would obviously have been attended by grave risk. 
Goldberg (1939) describes a case of agranulocytic angina 
in a pregnant woman during a course of neoarsphenamine 
therapy ; it was essential for her to receive arsenic in some 
form to prevent the transmission of syphilis to the foetus. 
He successfully instituted a course of ‘ Mapharside ’ 
therapy 3 days after the white count returned to normal. 
In view of the additional risk of pregnancy in con- 
junction with the a is and the successful 
institution of mapharside therapy it seemed justifiable 
to proceed with this form of arsenic in our own case at 
a later date, and in fact he has since had twelve injec- 
tions of mapharside in bi-weekly dosages of 0-04 g. and 
0-06 g. White counts have been done twice weekly, and 
remained constant at 7000. Further treatment was given 
in hospital where his blood-picture could be carefully 
followed. Some English observers have not been im- 
pressed with the value of mapharside, but in our experi- 
ence it has been successfully exhibited in cases with a 
recent history of arsenical dermatitis and jaundice. 


SUMMARY 
In a case of agranulocytosis arising during neoarsphen- 
amine administration recovery followed treatment wit) 
blood-transfusion and sodium pentose nucleotide. 
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1e White-cell counts should be carried out in all patients a zone of high pressure develops in front of this missile it 
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er It is suggested that ulocytosis in patients under- greater or lesser extent a zone of high pressure is produced 
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CANNON-SHELL INJURIES 


RoGER SMITH, M B LPOOL 5 
RESIDENT SURGICAL OFFICER, ROYAL SUSSEX COUNTY HOSPITAL 


CANNON-SHELL injuries are likely to form a high per- 
centage of the total casualties admitted after a raid by 
low-flying aeroplanes. The precise action and a 
of some types of cannon shell are unknown, but speaking 
generally four types are used—high-explosive, incendiary, 
armour-piercing, and tracer shells, all consisting of a 
nose-piece surrounding a charge of explosive with a metal 
cap fitting over the base (see figure). The details vary with 
the type of shell. 
The bore of a 
cannon shell is 
- about 1 in. and its 
velocity in the 
neighbourhood .of 
3000 feet per sec. 
Such a missile is 
likely to cause a 
host of different injuries, but with at least two exceptions 
they are similar to those found in casualties from bombing 
raids. The degree of penetration and destruction of 
tissue from high-explosive shell fragments after impact 
does not differ from that caused wd bomb shrapnel. All 
limb wounds are likely to show either gross comminution 
of bone or severance of nerves and vessels, or both, owing 
to the'size of the shell. Results in direct hits of abdomen, 

horax and chest cannot be predicted. 
THEORIES OF BEHAVIOUR OF SHELLS 

One exceptional type cf injury caused by cannon fire 
is described as a theoretical possibility in the etiology of 
a dangerous form Pi pramtretns wound. . The aluminium 
cap at the base of the cannon-shell, fitting over the end 
of the nose-piece, has been found in the tissues as a foreign 
body in 5 casualties resulting from ‘‘ hit and run ’’ raids, 
After disintegration of the nose-piece the cap continues 
to go forward with considerable velocity as shown by its 
depth of penetration into the tissues. The term,“ dis- 
integration of the nose-piece ’’ covers fragmentation on 
impact and self disintegration of the tracer type of shell. 
Between the moment of disintegration of the shell and 
impact. with the body, the cap takes the form of a flat 
disc-like missile with no stream-lining, carrying before it 
therefore a zone of compressed air and the remnants of 
the recently exploded charge between it and the nose- 
piece. The cap, on impact with a clothed limb for 
instance, may carry in clothes to the greatest depth, 
then gunpowder and air under pressure, the cap itself 
acting as a plug and preventing the escape of air back 
along the track. In 4 of the 5 cases so far seen removal 
of this plug has been followed by a small cloud of smoke 
smelling strongly of gunpowder, and deeper exploration 
has revealed pieces of clothing. Thisis only seen, of course, 
when the wound has not been through and through and 
when the missile has hit a clothed portion of the body. 

This.eonception ef air bemg carried in under pressure 
i In the first place it is su 
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CHARGE OF POWDER 


has been criticised. ested that 
disintegration of the nose-piece, icularly if explosive, 
would tend to drive the cap kwards. The exact 


mechanism whereby the cap becomes a free object is not 
certain and some types of cannon-shell may carry only 
a' small explosive charge if any at all. With the exceed- 
ingly high muzzle velocity the cap would still have a for- 
ward movement even if deflected from its initial path. 


Apart from this, its depth of penetration is a measure of 


its resultant forward velocity. Again, it is held that if 


This may be so ; smoke is carried in and it is conceivable 
that a small central column of air is pushed in by the cap 
in addition. Two of the casualties had entrance wounds 
which were unduly large, gaping and out of proportion 
to the size of the cap, suggesting a bursting as the initial 
break in continuity of the skin. They resembled in some 
ways the wounds caused at a much lower velocity by the 
wadding of an ordinary blank cartridge. 

The zone of high pressure is due entirely to the shape 
of the cap, and naturally is not found to the same extent 
in the thin tapered machine-gun bullet, fragments of 
bomb shrapnel or pieces of glass.. The cap is made more 
dangerous still by its high velocity, jagged*rim and the 
presence of the recently explodéd powder in front. When 
it finally comes to rest in the tissues, the condition at the 
site of lodgmeat is one of air and gunpowder plugged in 
by the cap and partially surrounded in its deepest aspect 
by skin organisms, dirty clothing and contused muscle. 
Unfortunately with this particular weapon experimental 
wounds (which could be examined by X rays for air in 
the tissues) cannot be inflicted. 

CASES DISCUSSED 

Once the missile has come to rest, the dangerous poten- 
tialities of this type of wound are obvious. In addition 
to damage to vital structures the air carried and plugged 
in by the cap decompresses itself into the tissues. Muscle 
planes opened up by the missile are infiltrated by the air, 
either as an intramuscular “ blast ’’ or as a slow leak. A 
condition of interstitial surgical emphysema arises, and _ 
in some cases later an anaerobically infected surgical 
emphysema, a result of infection from particles of cloth- 
ing and skin organisma driven in at the time of impact. 
A case will illustrate this point. 

Case 1.—A labourer, aged 72, was hit ‘‘ by cannon fire ”’ 
in the outer side of his right leg. The foreign body, on 
removal found to be a cannon-shell cap, traversed the calf 
and ended up deep in the calf muscles behind the inner side 
of the tibia. An X ray taken 1} hours after the injury revealed 
the foreign body and bubbles of air in the tissues; the air was 
distal to the site of lodgment of the cap in the calf, was 
bounded on the inner side by the deep fascia and had been 
forced, partly by muscular contractions, into the muscle 
planes for at léast 24 in. up and down the leg. Removal of 
the foreign body was followed by an ooze of smoke from the 
entrance wound. In the depths of the track were several 
small pieces of trouser. The track, particularly in the first 
inch, was discoloured with powder. The wound was excised 
and the track irrigated with hydrogen péroxide ; prophylactic 
ATS and sulphanilamide were given. For the first few days 
the wound was quiet, but gas gangrene developed in all the 
muscle groups of the calf after 5 days. 

The gas gangrene may well have had its origin in the 
infected surgical emphysema produced by the entry of 
the missile and the subsequent leak of the high-pressure 
zone into the muscles, over a short period, the anaerobes 
being carried well clear of the area of devitalised muscles 
included in the excision. As in other wounds the dan- 
gerous areas (those where dispersion could be widest) 
would be the legs, thighs and buttocks. If events follow 
this course, treatment of the wound is needed urgently. 
It should be excised earlier than wounds from other 
missiles ; the deepest part of the track should be most 
widely excised with incision of the skin surface nearest 
to. the foreign body. Where the entrance wounds. are 
perpendicular to the surface in buttocks.or shoulders, 
the entry wound should be prolonged and excision should 
include the widest limit the air in the tissues. The 
affected limb should be moved as little as possible before 
operation so as to delay dispersal of the air. 

The second type of cmengreenel injury is that due to 
an unexploded shell embedding itself in the tissues. . The 
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injury is a curiosity but aor unique. In addition to the 

pr = ertain behaviour of the shell, its size and velocity is 
sufficient to cause extensive injury. The removal of 
this particular t of foreign body is imperative, which 
is not the case with most others. There is of course a 
possibility of phosphorus contamination from the incen- 
diary type of shell. Presumably if a blunt-nosed, truly 
high-explosive shell is present it must be a dud ; other- 
wise it would disintegrate on impact with the body. 
Only very hard impact will — the sharp-nosed 
armour-piercing type, so that the danger of their removal 
is negligible. The blunt- and sharp-nosed kinds can 
easily be differentiated by X rays. In the case described 
below the armour-piercing shell entered the base (i.e., cap) 
first, and its point had ‘not therefore met any resistance 
from the limb. 

CasEe 2.—-A man was admitted to hospital with injuries to 
the right leg, a result of cannon-shell fire. The shell had 
passed through an open window into the room in which he 
-was sheltering. Examination of the leg half an hour later 
show ed an entrance wound 1 in. wide, 3} in. shove the patella 
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Paychology: of Early Childhood 
C. W. VALENTINE, professor of education in the University 
of Birmingham. London: Methuen. Pp. 547. 22s. 6d. 
THOSE whose teaching is the direct outcome of their 
clinical observation put us deeply in their debt. Valen- 
tine not only has a keen eye for detail, but has subjugated 
his parental feelings to the extent of making a series of 


unbiased studies of the mental and physical growth of his. 


ownchildren. Fortunately for everybody, the five subjects 
remained active; varied in their responses, and eagerly 
intelligent in spite of being used as clinical material 
so early and for so long. The result, in the author’s 
words, ‘‘ seeks to deal with the very foundation of child 
psychology,’”’ and will rank with the studies of Stern, 
Gesell, Piaget and Isaacs. The work is perhaps more 
catholic in scope than others, and considers standards of 
development, as well as the personal and tempera- 
mental variations shown by the different children. 
Valentine’s views, however, are somewhat uncompromis- 
ingly anti-Freudian, and in some parts he yields unduly 
to his desire to impose acailemic and scientifie criteria on 
material which will hardly bear it, Freudian views are 
stated almost naively and at their face value, and an 
attempt is made to refute them on a scientific basis 
from the replies of 16 friends to a questionnaire ; these 
replies, though not lacking in clinical interest have little 
scientific value. -The book throws little new light on the 
variety of emotional response in early childhood, but. the 
careful and minute observation of the details of develop- 
ment are exceedingly valuable. The healthy child is 
seen in line with other young animals, experimenting 
with mind and body, gradually building up a series of 
responses, which in time form the pattern of individual 
behaviour. The extent to which personality is a mosaic 
of such patterns is probably far greater than the inter- 
pretive schools of psychology would have us think; 

hence, this work will remain a standard of reference likely 
to survive many fashions in the philosophy of childhood. 


Short History of Cardiology 
James B. HERRICK, emeritus professor of medicine, Rush 
Medical College, Chicago. London: Bailliére, Tindall and 
Cox. Pp. 258. 19s. : 
Tuis labour of love by the doyen of American cardio- 
logy is welcome ; Professor Herrick, now in his eighty- 
second year, has produced no impersonal list of facts but 
a careful judicial survey of the development of cardiology 
from the days of Harvey to the end of last century. 
Mainly composed of sketches of the outstanding contri- 
butors to the subject, it concludes with chapters on the 
development of our wledge’ of inflammation of the 
heart, affections of the Ynyocardium, syphilis of the heart 
and aorta, and the coronary artery and its diseases ; 
the last of these is the miost illuminating of all. Through- 
out the work his'sense of proportion leads him to assess 
the work of different men in relation to the medical 
background of the day and the contributions of their 
contemporaries. Such outstanding cardiologists as 
Wenckebach, Vaquez, Mackenzie and Allbutt perhaps 


rhe 


ry the anterior or aspect of the right thigh, with no exit sichibia.. 
A large hard object was felt on the inner side of the knee lying 
superficially, and was at first thought to be a piece of shrapnel 
or a fragment of the internal condyle of the femur, There 
was no fluid in the joint and a probable diagnosis of eompound 
supracondylar fracture was made. A preoperative ray 
showed the shell lying across the lower end of the femur, clear 
of the fernoral vessels; it had entered the limb base first. 
At operation the suprapatellar pouch was found to have been 
opened and the quadriceps tern across. The pointed end of 
the shell was seen, and it was lifted out nose first. The wound 
was then treated on the usual lines and no ill effects resulted. 


This shell was not of the blunt-nosed type ;' it — - 
smooth grey steel nose-piece and aluminium cap. 
dimensions were 82 mm. by 20 mm. The cap was 
indented in the centre by the detonation at the p was 
of the cannon, and the nose-piece was intact. 


I wish to thank Mr. G. W. Beresford for permission to pub- 
lish this case and Mr, J. R. H. Turton for permission to quote 
the first case, 








deserved fuller treatment: the rather sketchy chapter 
on the period before Harvey might have been omitted 
in their favour. But the medical historian, the cardio- 
logist and the general physician will all find much to 
captivate them in this short history, the inevitable 
defect of which is that it does not pay sufficient tribute 
to the work of J. B. Herrick. 


1942 Year Book of Radiology 

Editors: C. A.:Waters, MD; W. B. Firor, MD; I. A 

Kaptan, MD. Chicago: Year Book Publishers ; London : 

H. K. Lewis. Pp. 496. 30s. 

Tue only effeet of war on the 1942 Year Book is the 
absence of Continental abstracts. The size has not been 
reduced and the quality maintains the old high standard. 
A selection of abstracts on intervertebral disc rupture 
and war fractures is timely. In the chest section all the 
important work on mass radiography is represented and 
new advances in medical knowledge—such as the 
relationship between thymic tumours and myasthenia 
gtavis—find a prominent place. The gastro-intestinal 
section has many abstracts on the vexed question of 
the radiological diagnosis of gastritis and duodenitis. 
Gutierrez’s superbly illustrated paper on solitary cysts 
of the kidney takes pride of place m the genito-urinary 
section and the editors have not stinted themselves on 
illustrations. Dr. Kaplan contributes his usual intro- 
duction to the therapy section, in itself a reliable guide 
to the year’s work on radiotherapy. There are some 
notable papers on the use of cyclotron-produced radio- 
active phosphorus, P**, for the treatment of leukemias, 
lymphosarcoma and bone tumours. Radiation treat- 
ment of acute infections is given prominence and the 
promising work of Huggins, Hodges and Balch on the 
effect of orchidectomy on prostatic metastases (men- 
tioned in our leader columns) is the subject of 3 long 
abstracts. This is the tenth issue and radiologists will be 
glad to know that a consolidated index of all ten volumes 
has appeared in America and should be available heresoon. 


Introduction to Clinical Perimetry 

(4th ed.) H. M. Traquar, MD Edin.,.FRCSE. London: 

Henry Kimpton. Pp. 332. 30s. 

A NEW edition of this work appears every four years 
and it has always taken its place as the ultimate reference 
book on its subject.. The value of an examination of the 
visual fields was only slowly grasped by neu ns, 
but the days are now gone when aii their patients were 
sent to the eye department for perimetry. Much of this 
is now performed by the neurosurgeon himself, and he 
could have no better guide than Traquair. He gives a 
pms soa account, and his rich experience is illustrated by 
carefully condensed and selected case-reports. The 
reader will be seriously mjsled only once—by the title: 
this book is much more than an introduction. Traquair 
discusses cases of sinus disease sent to the oculist for 
examination of visual fields because a contracture of the 
field or an enlarged blind spot is seeped to be confirma- 
tory evidence of such disease ; he hints that such 
defects do not result from disease of the sinuses. He 
would have had the support and even the grateful thanks 
of most ophthalmotogiita had he said so outright. 
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JEL ONET Ss TR Tr P. (Petroleum-Jelly Gauze Dressing—tulle gras) 


--.in continuous 8-yard lengths 


We have pleasure in announcing the introduction of Continuous Jelonet 
Strip in 8-yard lengths. Price to medical profession—6/3d. per tin. 
Jelonet is also available in cut pieces, 36 in a tin, medical price 4/-. 
Jelonet is indicated for skin grafts, compound fractures, lacerated wounds, 
. burns, etc., as a non-adherent dressing to promote granulation. 


The open-mesh and even impregnation encourages free discharge. 
‘There is minimum trauma to the granulations. because Jelonet does not 
adhere to or become entangled with them. 


Jelonet is sterilized ready for use. 


SPECIAL PRICES TO HOSPITALS 
Made by the makers of ‘Elastoplast’ and ‘Cellona,’ T. J. Smith & Nephew Litd., HULL 











17 





































THE LANCET GENERAL ADVERTISER (Fes. 6, 1043 


a aanemeeen — 


‘POLLACCINE? |. 


For the Prophylaxis of Hayfever rs 








¢ ioe ote 
Immunization against grass pollen toxin, the specific a 
causative agent in hayfever, is best accomplished by rai 
. a long succession of prophylactic injections commenc- — 
_ ing early in the year and continued until a few days : 
* prior to the commencement of the hayfever season. th 
ex 
Provided a sufficiently high dose is reached, patients ati 
previously highly sensitive to grass pollen can pass - 
through the hayfever season with <r immunity - 
from symptoms. < 
. 0 
The frequency of inoculations will depend upon the _ ho 
time available. When injections are not commenced ; . 
until late in March, a dose will have to be given every is 
day. If treatment is delayed until May, as many as ; sex 


ing 
three injections daily may be necessary. the 
For patients who experience only. mild attacks of a 
hayfever, amelioration of the symptoms during the. be 
summer months can often be secured by far fewer ger 
inoculations than are required for the complete < 
desensitization of severe cases. ' an 
the 

e obs 

‘Pollaccine’ is an extract of grass pollen , 
prepared in the Laboratories of the Inocula- pred 

tion Department (Founder, Sir A. E. Wright, he 

M.D., F.R.S.) of St. Mary’s Hospital, London, ad 

W.2, and is considered to be polyvalent for Hi: 

the pollen of all grasses. sev 

fro: 

SOLE AGENTS: dis 

Cas 

PARKE, DAVIS & CO. : | ope 
50, Beak St., London, W.1 of; 

Inc. U.S.A., Liability Lid, ab 
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PROSTATIC CANCER AND CASTRATION 

Amone the many difficulties in treating cancer of 
the prostate are its insidious onset, the anatomical 
obstacles to radical extirpation, and its high resistance 
to X rays. Lately Huaerns' in Chicago has advo- 
cated castration in these cases, especially when meta- 
stases are present in the bones. The operation is 
not claimed as a cure, but is said to relieve pain and 
perhaps to retard tumour growth. The claim is 
rational and based on physiological knowledge, 
apart from case-histories, and is supported by other 
surgeons,? including LANe# in this issue. 

About 150 years ago Jonn Hunter pointed out 
that the prostate owes its activity and perhaps its 
existence to the testicles, removal of which causes 
atrophy of the gland. Furthermore it is recognised 
that cancer cells may be sufficiently differentiated to 
produce hormones like those naturally formed in 
health or to respond to hormonal stimulation in the 
same way as normal cells; the prostate exemplifies 
both these propositions. In response to testicular 
hormones the healthy adult prostate forms consider- 
able amounts of acid phosphatase*; so also do the 
osseous metastases of prostatic cancer,4 and there 
is apt to be an excess of acid phosphatase in the 
serum of patients with disseminated cancer originat- 
ing in the prostate. After castration of these patients 
the acid phosphatase of the serum often falls.* -More- 
over there is evidence that the secretory activity of 
prostatic metastases, like that of the normal prostate, 
is stimulated by androgen’ and inhibited by cestro- 
gen.*® It seems almost certain, if in fact the tumour 
cells are secretory as they often appear to be, that 
castration would cause a diminution of their activity 
and a consequent retarded growth or shrinkage of 
the tumour; this may explain the relief of pain 
observed in nearly all of 109 reported cases. 

A rational surgical procedure in treating cancer is 
not always a successful one. At the end of last 
century Sir Grorce Beatson, rightly assuming that 
the cause of mammary cancer lay in .the ovaries, 
advocated oéphorectomy_as an ameliorative measure. 
His suggestion was followed enthusiastically by 
several surgeons who reported considerable benefits 
from the operation, but further experience brought 
disappointment and the operation was soon discarded. 
Castration for the cure of benign enlargement of the 
prostate—a simple, rational and successful remedy— 
died in its infancy, partly because of the rise in favour 
of suprapubic prostatectomy, but much more because 
a baseless rumour sped round the world to the effect 


. Huggins, C. Ann. Surg. 1942, 115, - 
and Verm: nooten, V 


1 
2. Neate’ Cc. H. . New Engl. J. Med. 1942, 


3. Kutscher, W. and eee &- Hi ate pk Z. 1935, 236, 237 ; 
tman, A. B. and Gutman, E. b. Proe Soc. exp. Biol, N.Y. 


4. Gut sae", 48 Be .» Sproul, E. E. and Gutman, A.B. Amer. J. Cancer, 
. B. and eae S BE. B. J. clin. Invest. 1938, 17, 473. 
O:, ween) Tig ts aaa C. V. Arch. Surg. 1941, 
, Scott, W. W. and Hodges, C. V. J. 

Urol. 1981, eT. 


. Huggins, C and Hodges, C. V. Cancer Res. 1941, 1, 293. 
. Herrold, R. D. J. Urol. 1941, 45, 1016. 
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that castration was apt to cause mental deterioration. 
The operation as now practised for the relief of 
prostatic cancer will doubtless dispel this pernicious 
myth, and that in itself will be an important gain. 
It may be hoped, also, that this time experience will 
justify the early optimism. Occasionally sterilisation 
by X rays has been suggested as though it were an 
alternative to castration. Such a proposal is fallacious, 
for though a sterilising dose of X rays applied to the 
testes will arrest spermatogenesis it will not materially 
affect the production of gonadal hormones by the 
interstitial cells. 


THE NEUROTIC EX-SOLDIER 


Soorat medicine, when jt lately ceased to be a 
Cinderella, became for a time rather like the Sleeping 
Beauty, lauded but not roused. It is evident, how- 
ever, that this stage is past, and that several princes 
share the honour of waking her. Neurosis being the 
very type and paradigm of social illness, psychiatry 
was one of them, and, in an article elsewhere in 
this issue, the necessity is stressed for keeping a social 
eye on the neurotic when he is called from one station 
of war-time life to another, much more familiar to 
him, which he calls Civvy Street, and in which he 
might be expected to be as little incapacitated by 
illness as he was before he left it. The ex-civilian 
who has been a soldier for a time and then reverts 
to being a civilian because of his poor mental health 
does not cease to be an important medical and social 
problem when he ceases to be a useful soldier: it is 
fortunate that the organisation of our health services 
makes continuity of treatment possible whatever 
clothes and responsibilities he carries. It is evident 
however from the results of Dr. AuBREyY Lmwis’s 
inquiry, that the continuity of this treatment is not 
as good as might be wished. It is true that half 
the men had attended a general practitioner since’ 
their discharge from the Army, but it is asking too 
much of the general practitioner to expect him to be 
able to/give the skilled guidance so many of these 
men need if they are to become healthy working 
members of the community. He may not be 
acquainted, for example, with the principles ‘now 
governing the treatment of “effort syndrome ” 
and may therefore unwittingly—and in accordance 
with the teaching he himself received—prolong a 
patient’s invalidism; or, even worse, revive an 
invalidism which expert treatment had spirited away. 
The interim training and rehabilitation schemes for 
disabled men concerted between the Ministry of 
Labour, the Ministry of Health and the Ministry 
of Pensions amount to a practical exercise in social 
medicine or medical sociology, rich with implications 
and already of proven value, but of necessity not 
accessible to the general practitioner as it is to the 
hospital physician—in this case the EMS psychiatrist. 
There is room, as the findings in this inquiry suggest, 
for an extension of the rehabilitation scheme, so that 
when a neurotic man has left hospital he may still 
be able to receive expert guidance, and his local 
employment exchange also may have the advice of 
the psychiatrist in dealing with any further prob- 
lems of industrial adjustment that he may present 
owing to his neurotic difficulties. Facilities for 
vocational therapy while the men are still in the 
neurosis centre or in an intermediate rehabilitation 
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centre would also be invalueble, particularly in 
recommending appropriate placement. It is how- 
ever churlish to remark unduly on the present, 
deficiencies of a scheme which presents a notable 
advance in the codrdination of industrial and 
medical services. . 

The employment and health of the men investi- 
gated do not lend any colour to the belief that neurosis 
in soldiers is a medical euphemism for dodging 
military service, and that therefore the symptoms 
will disappear when the dodge has worked. These 
men are worse off in health and status than they 
were before enlistment. It would be easy, but 
mistaken, to conclude that the change is due simply 
to their military service. Their pre-enlistment 
record was to a large extent their prewar record : 
and, although the market for labour is now wide open, 
it is not always skilled labour that is most in demand, 
nor are the general conditions under which the 
“vivilian has to live so easy that one can properly 
“assumé them to be negligible in assessing the causes 
of an ex-soldier’s present disabilities. The war has 
brought with it many stresses unknown in peace- 
time: some of the neurotically predisposed men are 
now less fit than before 1939, as much because of 
these extra burdens as because of the hardships of 
military service and the disruption of the routing of 
their lives—especially of their jobs and homes— 
which entry into military service entailed. Some 
psychopathic men indeed benefit by living -under 
Army discipline and are apt to go to pieces when 
thrown on their own resources as civilians; but 
they are few compared with the number of those 
concerning whom summary arbiters mistakenly 
declare that ‘‘ the Army will make a man of him.” 

The interests of the individual can in some contexts 
be set against the interests of the community, but 
certainly not here. Health and working capacity 
will go together—will indeed be dependent on each 
other, reciprocal agents. If neurotic illness makes 
a man undertake unsuitable work, or makes his work 
unsuitable for him, his neurosis will thereby be 
fostered or aggravated ; but neurosis is due to, and 
can be remedied by, other influences than the purely 
occupational, just as the choice or allocation of a 
man’s job is determined in these days by much else 
besides the ideal requirements for his talent and 
idiosyncrasy. It isin settling the nice balance. of 
these factors that the skill of the doctor and the 
experience and judgment of social agencies can most 
happily be shown, conjoined in a good example of 
social medicine. 


ARTIFICIAL RESPIRATION 


Since the beginning of the war men and women 
who deem themselves competent to stay hemorrhage 
and revive the apparently drowned have multiplied 
exceedingly ; general practitioners whose connexion 
with formal teaching ended when they ceased to be 
students now find themselves in the local chair of 
traumatic surgery and emergency medicine, and their 
students, whether drawn from the ranks of the 
British Red Cross, the St. John Ambulance or the 
local’ Civil Defence bodies share a strong taste for 
dogma. In the field of artificial respiration the 
method of Schafer has steadily gained ground, since 
it can be done single-handed and with no apparatus 





ARTIFICIAL RESPIRATION 
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ans the first- niles bed: Jearned 
the method all he requires, in order to pragtise it, 


or improvisation. 


is a suitably asphyxiated individual. GrsBEns' 
produces an old bone of contention in the shape of 
figures from various authorities purporting to show 
the superiority of either the Schafer or the Sylvester 
method. ‘ He concludes that the results, which are 
certainly discordant, depend on the nationality of 
the observer, and points out the importance of having 
a method for use at sea which is above suspicion. 
Many men who ought to survive die after only a 
short immersion. 

It has long been known? that hyperventilation, 
which by removing carbon dioxide causes apnoea in 
the normal subject, also renders the chest resistant 
to ventilation by Schafer’s and possibly other methods. 
A similar involuntary rigidity might conceivably arise 
from other causes. In conjunction with variations 
in the build of the subject and the technique of the 
operator, this might account for widely different 
results on different occasions. While GrBBENs states 
that such a loss of elasticity is in fact apparent in 
drowned men, LOUGHEED, JANES and Hatt ® actually 
found in drowning dogs that, after a preliminary rise, 
the blood-CO, surprisingly fell. Occasional breathing, 
as might result from the struggles of a victim bringing 
him intermittently to the surface, enhanced the 
CO,-deficiency whose cause was not definitely estab- 
lished. The condition was well known to YANDELL 
HENDERSON, who called it acarbia and regarded it as 
a potent factor in the onset of circulatory failure.‘ 
The value of 5-7°% CO, in making artificial respiration 
easier, in preserving a normal CO, level in the body, 
and in stimulating the respiratory centre is now 
recognised, and it should be wuppiied in oxygen as 
soon as possible. 

But this does not solve the problem of how to begin. 
Drowning (or any other form of asphyxia) is as acute 
an emergency as a spurting artery : a 6-minute delay 
produces an 80% increase in the death-rate. GiBBENS 
has Schafer artificial respirationstarted the minute the 
patient is out of the water and transfers him to Eve’s 
as soon as occasion permits. It is now some ten 
years since Eve first described® his gravity method 
of actuating the inert diaphragm. He used the 
weight of the abdominal viscera to move the dia- 
phragm by rocking the casualty on a stretcher through 
a total angle of 60° at the rate of 12 double rocks 
a minute, but 90° rock at first assists lung drainage. 
Schafer’s method, carried Out by brawny mariners, 
in the grip of altruism, entails for the patient a risk 
of fractured ribs and ruptured liver. Eve’s method, 
GIBBENS believes, produces greater lung ventilation 
for less effort ; it can be applied even when the chest 
has been severely damaged. All the materials re- 
quired are: a plane to which the patient can be 
a fulcrum high enough to allow a 50° 
angle with the horizontal; a stop to prevent the 
plane skidding on the fulcrum. Such things are more 
readily ayailable on board ship than on bomb sites 
though they can readily be contrived with a stretcher 
and a suitable mass of debris. GriBBENS has done well 
to revive interest in Eve's method; and for once the 





. Gibbens, G. H. Brit. med. J. 1942, ii 
: Henderson, ¥. J. Amer. med. Ass. ayry 2, 1133. 

Loug heed, D. D. W; ; Janes, J. M. and Halil, @: E, Canad. med. Ass. 
m Hondevosn, ¥. 29 7r. med. Ass. 1934, 103, 750. 
. Eve, F. C. Laneet, Abe, ii, 995. 
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medical officer may slake the first-aider’s thirst for 
dogma. Schafer’s is the method in an emergency, 
say for a patient asphyxiated by coal gas from a 
ruptured main ; it is literally first-aid, and may be 
continued in the ambulance if necessary. On arrival 
at hospital and on shipboard the method of Eve has 
a valuable place in treatment, which GIBBENS is not 
alone in insisting should continue -after drowning 
until rigor mortis has set in, a difficult feat with the 
older methods. : 


Annotations 
PERIPHERAL NERVE TESTING 

Some bad habits have wormed their way into the 
general surgeon’s examination of peripheral nerves. 
Selected muscle-movement “trick ’’ tests have come to 
be extensively used for deciding on nerve integrity : 
thus if the extended fingers can firmly grasp a thin 
envelope the ulnar nerve is declared sound ; if the wrist 
or ankle can be actively extended that rules out radial 
or anterior tibial nerve damage ; and the characteristic 
‘* policeman’s tip ” position clinches the diagnosis of an 
Erb’s or upper trunk brachial plexus lesion. Attempts 
are rarely made to examine muscle after muscle in the 
order of their supply from the branches of the suspected 
damaged nerve. Where a more detailed muscle report 
is considered necessary, the patient is usually referred 
to the massage department for electrical muscle reactions, 
and the surgeon often does not realise how difficult it is to 
record these reliably. A valuable memo,’ prepared for the 
Medical Research Council’s nerve injuries committee by 
the department of surgery, Edinburgh University, urges 
that as far as possible each muscle should havé its action 
separately tested, and not only must the weak and the 
paralysed muscles be charted but also those with full 
power. The memo suggests a simple system for recording 


’ the state of each muscle : 0 = no contraction ; 1 = flicker 


or trace of contraction; 2 — active movement, with 
gravity eliminated; 3 = active “movement against 
gravity ; 4 = active movement against gravity and 
resistance ; and 5 = normal power. It lays stress on 
the importance of both looking for and feeling the con- 
traction of any accessible muscle that is being tested— 
a thing that few examiners of peripheral nerves do— 
and nearly sixty photographs demonstrate the most 
generally useful methods of testing individual muscles. 
A businesslike way of examining muscle function and 
recording the findings is particularly valuable in gunshot 
injuries, which are commonly multiple, so that the exact 
site of the nerve lesion is difficult to determine. Nor 
is the examiner at a special peripheral nerve centre to be 
regarded as a sort of nerve-damage diviner. The assess- 
ment of the ¢ase and the decision where to explore will 
be based on the records of the previous examinations. 
Often the patient is transferred to the special centre 
only after many months ; adequate records may then 
tell that the muscle now working was formerly paralysed, 
and this will be an important bit of evidence in deciding 
on the need for exploration. 

The memo points out that a cold limb does not move 
freely, and that ‘“‘numb with cold” is no layman’s 
exaggeration. Sensation is often poorly tested. It 
cannot be hurried, nor can pin prodding be continued for 
long without -wearying the patient (not to mentiofi 
the examiner); 20 minutes is about the maximum 
session that most can endure. The patient must be 
warm and if he be of the sons of Esau the hairs must be 
shaved ; the cotton-wool wisp should be used for light 
touch, and a fine needle to test pinprick. Sensation 
should be tested from the anesthetic to the sensitive 


1. Aids to the Investigation of Peripheral Nerve Injuries. MRC 
War Mem No.7. 1942. Pp. 48. HM Stationery Office. 2s. 
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area and the stimuli should not follow each other too 
closely. An accurate guide to the extent of anwsthesia 
ean often be obtained by giving the patient a pin and 
asking him to mark it out on himself. The loss of 
sensation to be expected in the different major nerve 
lesions is illustrated in the memo by twenty charts. 


INTERPRETATION OF THE SCHICK TEST 

Schick ' himself regarded the presence in the circula- 
ting blood of at least 1/30 unit of antitoxin (AT) per 
¢.cm, as necessary to afford protection against an attack 
of clinical diphtheria, and adjusted the amount of toxin 
(1/50 mld) in his test accordingly. But Parish and 
Wright*? showed that a negative reaction—that is, 
Schick-immunity—-was consistent with as little as 
0-002 unit AT per c.cm.; and, as Phair® has pointed out, 
it is now established that the theoretical threshold 
between positive and negative Schick reactions is about 
0-01 unit AT per c.cm. or less. Negative reactors 
contract clinical diphtheria only very occasionally and 
Phair shows that this may happen to individuals possess- 
ing more than 0-01 unit AT per c.em. Such occasional 
discrepancies may be found in any large series of observa- 
tions and give rise to doubts about the value of the 
test, Phair has therefore investigated the sources, 
extent and commonness of error. He reminds us that, 
whereas the blood sample is usually taken when the 
test is done, the reading of the test is not madé until 
several days later. Many years ago “Glenny and 
Siidmersen * showed that the amount of AT produced 
hy a primary stimulus is small compared with that 
resulting from a secondary stimulus; and it is well 
recognised that the antitoxin produced. by a primary 
stimulus tends in time to be lost wholly or in part, but 
(as O’Brien ® demonstrated in 1926) may be restored by 
the tiny secondary antigenic stimulus provided by a 
Schick test. Thus, a negative test, says Phair, may 
reflect not only the presence of appreciable amounts of 


. circulating AT but also in some degree the ability to 


mobilise this antibody ; the test thus measures a dynamic 
rather than a static situation. ~ 

. Phair has clarified this particular point by the analysis 
of three geries of observations. Series A (1934) comprised 
165 adults and children chosen and tested by Van Volken- 
burgh and Frobisher without reference to previous 


‘ antigenic experience ; the control dilutions consisted of 


heated toxin only and blood specimens were obtained 
at the time of the tests. Accepting 0:01 unit AT as the 


- threshold and correlating titrations with tests, the tests 


were found to be correct in 152 out of 165 (92-1%). Series 
B (1939) comprised 3 groups: 45 white adult male 
students ; 106 coloured children (aged 6 months to 
20 years) in an orphanage; and 65 white children in 
another orphanage—a total of 216 adults and children. 
All receiyed 4 intranasal instillations of concentrated 
formol-toxoid (FT) and a month later Schick tests were 
done and controlled with both heated toxin and diluted 
toxoid, blood samples being taken at the same time as the 
tests. The FT provided a recent specific antigenic 
stimulus and augmented the AT titre before the tests 
and titrations were done. Adopting the same AT 
threshold, the test proved correct in 207 out of 216 
(95-8%). Consideration of the results in series A and B 
showed that the test can differentiate with fair accuracy 
those without demonstrable AT at the time of the test 
since 85-2% and 89-2% of those with less than 0-0025 
(1/400) unit and 74-32% and 84-6% of those with less 
than 0-01 unit gave a positive or pseudo-positive reaction. 
The more complete correlation between test and titre 
in series B suggested the possible importance of antigenic 
history or immunity status and therefore series C (1940) 
1. Schick, B. Miinch. med. W schr. 1908, 55, 504; Ibid, 1913, 60, 2608. 
2. Parish, H. J. and Wright, J. Lancet, 1938, i, 882. 

3. Phair, J. J. Amer. J. Hyg. 1942, 36, 283. 

4. . ; -J.J.Hyg., Camb, 1921, 20, 176. 
5. O’Brien, R. A. J. Path. Bact. 1926, 29, 320. 
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comprising 99 patients in a hospital for crippled children 
was arranged. These children, whose average period of 
hospitalisation was 8-5 months, had had no recent 
opportunity to receive any natural or artificial antigenic 
stimulus either in hospital or in their homes, and thus 
there had been ample time for the AT content of the 
serum to reach a stable level. Tests (with heated toxin 
controls only) and bleedings were done at the same time 
and additional blood samples were obtained on the 

@# 3rd, 7th (day of reading of test) and 30th days. AT 
titrations in positive or pseudo-positive reactors tallied 
in 91-7%—a figure, Phair remarks, not essentially 
different from that obtained in series A and B. . On 
the other hand, when he came to analyse the negative 
and pseudo-negative reactors he discovered that 23-8% 
had less than 0-01 unit AT and were thus “ expected ”’ 
positive reactors ; but the subsequent titrations carried 
out 3, 7 and 30 days later showed that 17-5%, 14-3% and 
finally only 10% of the original negative reactors possessed 
less than 0-01 unit AT perc.cm. The antigenic stimulus 
of the Schick test had reduced the disparity from 23-8% 

~to 140%. Similar augmentation of AT was observed 

“among most of the negative reactors in the series, some 
children reacting strongly, others moderately and a few 
(3-3%) not at all. 

These observations, Phair concludes, provide ample 
confirmation of the value of the Schick test, especially in 
the field ; it distinguishes nearly all those who are with- 
out demonstfable AT and who can rapidly mobilise this 
antibody if given a minute stimulus; there is a high 
degree of correlation between a negative reaction and 
actual or potential capacity to produce AT. A positive 
reaction indicates both lack of AT and inability to pro- 
duce it if exposed to a minimal stimulus. Phair con- 
siders that some defence mechanism other than the 
production of AT determines whether or not the strain 
of C. diphtheria is successful in its invasion attempt. 
In infants and young children a positive test indicates 
susceptibility ; in adults who have had repeated 
exposures it indicates deficient circulating AT or 
an inefficient antibody mechanism, but not necessarily 
susceptibility to clinical attack; the antibacterial 
mechanism may be effective enough to suppress invasion, 
or if invasion occurs immediate antibody response, 
although not great, may be sufficient to prevent the 
clinical symptoms of the specific toxemia. The ageing 
aphorism of Glenny and his colleagues ® is still valid : 
‘The Schick test does not divide the population into 


black and white but rather into those darker or lighter - 


than a certain shade of grey.” 


DIET OF THE TUBERCULOUS PATIENT 

SIncE it became the fashion to weigh tuberculous 
patients, a gain in weight has been accepted as a sign of 
progress, and to promote this, gain in weight it became 
customary to encourage patients to eat prodigious 
amounts of food. Before the war this was relatively 
easy, but the onset of rationing made things ,more 
difficult because it limited sugar and fat and restricted 
the amounts of tasty meats that could be served. People 
could still eat as much as they liked but the patients did 
not like the food enough to eat as much as before. Day,’ 
who writes scientific papers in a style which is all his 
own, has described the dietetic ventures and adventures 
of the Mundesley Sanatorium since rationing was intro- 
duced. The cut in sugar stopped the normal gains in 
weight. The patients were begged to eat more bread 
and they responded for a time, but soon got tired of it. 
The situation was saved (so far as that sanatorium was 
concerned) by the provision of extra sugar to be used for 
an experiment in dietary therapeutics. It was found 
that the patients could be made to gain weight if the 
necessary supplies of sugar were available, and exceed- 





¢. a >A. T., Allen, K. and O’Brien. R. A. Lancet, 1921, i, 1236. 
+ Day, 


- Tubercle, 1942, 23, 215. 





ingly good results were obtained when insulin was given 
as well, as an aperitif. The gain in weight has not been 
Day’s only criterion of progress, and one of his most 
interesting findings has been that an improvement in 
the sedimentin index parallels the gain in weight. He 
considers that carbohydrate, particularly sugar, is 
actually the best supplement for these tuberculous 
patjents : fats he thinks would not be so good. If this 
work is confirmed, and particularly if it is extended 
to include other yardsticks of progress, its importance 
will be considerable. Unfortunately these studies take 
a long time and few physicians interested in treatment 
will be minded to carry out the necessary contro! 
experiments. 


FEAR AND ANXIETY AT TOBRUK 

In describing their experiences with some two hundred 
men in a neurosis clinic in Tobruk between May and 
August, 1941, Cooper and Sinclair! of the Australian 
Army Medical Corps, emphasise the importance of the 
experience of fear. In their opinion, this experience is 
more important in the production of neurotic breakdown 
than is constitutional instability, of which they found 
abundant evidence, or physical exhaustion. Only two of 
their patients were diagnosed as suffering from states of 
exhaustion, although many of the men were debilitated 
by such-conditions as dysentery. With the exception 
of the men manning the anti-aircraft defences and the 
harbour facilities, the degree of strain was about the 
same for all in the fortress area. There was little move- 
ment of troops; food-supplies were always good, and 
vitamins B and C were added to the diet. No mention 
is made of loss of weight, which often results from strain 
and anxiety, and it may be that the physical factor is 
somewhat underestimated. Cooper and Sinclair draw a 
distinction between “fear states”? and ‘“ anxiety 
states.’ In the former there is an exaggerated réaction 
to fear, but the fear itself is not unfounded, nor based on 
retrospective stimuli. At the first warning of an air-raid 
these patients would run for cover. 
they became pale; they had extreme, often audible, 
tachycardia, profuse sweating, pronounced tremor, 
repeated yawning. Desire to micturate was common ; 
involuntary micturition oceurred. At other times than 
during the raids somatic manifestations of anxiety were 
almost absent. These patients were treated differently 
from those diagnosed as anxiety states. Every effort 
was made to treat them asa non-medical problem. Their 
medical cards were labelled ‘fear state,” to prevent 
the diagnosis, like that of ‘‘ shell-shock,” from being 
taken as a badge of honour. They were returned to 
front-line duties after treatment; and in the event of 
repeated breakdown their medical officers were instructed 
to evacuate them, if necessary, through non-medical 
channels. In fact, after a week or two of rest, 859% were 
able to carry on satisfactorily. The results of treatment 
were nearly as good in those diagnosed as suffering from 
anxiety state and hysteria. The distinction between fear 
and anxiety, made in this way, is probably unreal, 
though it may have some practical use. Most people 
who have had experience of bombing become aware of 
some disturbance of visceral sensations when they hear 
the swish of a falling bomb. If examined at such a 
moment, they would probably exhibit alteration of the 
pulse and other somatic signs of anxiety. For the 
translation of such a condition to a “‘ fear state,” all that 
® required is an unusual degree of timidity or of auto- 
nomic instability or a diminished power of self-control. 
Repeated subjection to stress may reinforce the response 
or gradually abolish it. If reinforcement occurs, the 
symptoms become more severe ; they are released more 
easily, eventually by stimuli merely resembling the 
appropriate ones ; they last longer, eventually persisting 
into quiet periods. We then have the typical picture 

1. Cooper, E. L. and Sinclair, A. J. M. Med. J. Aust. 1942, ii, 73. 
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of the anxiety state, but the character of the response has 
remained the same throughout. It is likely that the 
differences between fear states, anxiety states, and 
normality rest on a different balance between individual 
sucseptibility, gravity and duration of experience, and 
power of self-control. One would expect that fear states 
would be almost unknown in seasoned troops, where 
anxiety states might still be common. Anxiety neurosis, 
as ordinarily considered, needs time for its development ; 
and there is often an element of conflict, in that the 
patient has forced himself to carry on when circum- 
stances were almost too ‘much for his powers of resistance. 


SULPHUR METABOLISM AND CHLOROFORM 
POISONING © 

At Rochester G. H. Whipple has been working for 
some time on the ‘production and metabolism of plasma 
proteins, and in a recent review of part of this work’ 
we noted that dogs which had been depleted of plasma 
proteins were abnormally susceptible to chloroform 
poisoning and that the administration of methionene 
protected them. Further work has now appeared on this 
subject * which indicates that the methionene can confer 
protection even when given up to 4 hours after the chloro- 
form. On examining the protocols it is evident that 
some liver damage followed the administration of the 
chloroform, but instead of the condition progressing to a 
fatal issue the icteric index began to fall after about 72 
hours and the animals recovered. In trying to take this 
matter a little further, Miller and Whipple determined the 
nitrogen and sulphur in the livers and muscles of normal 
dogs and of dogs which had been depleted of plasma 
proteins. The nitrogen-sulphur ratio in 8 normal dogs 
averaged 11-6; in 3 protein-depleted dogs 14:3. It is 
suggested that the protein depletion removed more 
sulphur than nitrogen from the liver and that this 
deficiency of sulphur was the cause of the chloroform 
susceptibility. The shortage of sulphur was made good 
by the methionene. This is substantiated by the state- 
ment that after methionene had been administered the 
nitrogen-sulphur ratio in the liver of 2 dogs was found to 
be 8-4 and 11-3. It is a pity that the authors did not use 
more animals for this important work, for mongrel dogs 
must vary quite widely among themselves. Chloroform 
must be a rare cause now Of liver injury in man, and there 
is no evidence from this work that methionene will 
protect a normal liver against chloroform ; but liver 
da: is an industrial hazard of some importance and 
it thave far-reaching medical, economic and political 
importance if it were to be shown that a high protein 
diet prevented, for instance, TNT poisoning. Recent 
work on rats suggests that this may indeed be the case.* 
Miller and Whipple have also found that newborn and 
foetal animals have livers which are much more resistant 
to chloroform poisoning than those of adults. These 
resistant foetal livers have normal nitrogen -sulphur 
ratios, so that probably some other mechanism is respon- 
sible for their capacity to tolerate chloroform. 


SALAZOPYRIN AND SOME SIDE-ISSUES 


THE sulphonamides are effeetive in the specific forms 
of acute arthritis due to susceptible organisms, such as 
the hemolytic streptococcus, meningococeus and gono- 
coecus, but are useless or even harmful in rheumatic 
fever ; on the other hand, the salicylates are so successful 
in controlling the arthritis of rheumatic fever that their 
failure questions the diagnosis. With a lack of success 
which was to be expected both sulphonamides and sali- 
cylates have been empirically employed in non‘specific 
chronic arthritis. Margolis and Eisenstein ‘ gave sulph- 
1, Lancet, 1942, ii, 491. 

2. Miller, L. L. and Whipple, G. H. J. exp. Med. 1942, 76, 421. 
3. Himsworth, H. P. and Glynn, L. E. Clin. Sci. 1942, 4, 421. 


4. Margolis, H. M. and Eisenstein, V. W. J. Amer. med. Ass. 1940, 
114, 1429. 





anilamide in adequate doses to a small group of divans. 
toid arthritis cases not only without benefit but with 
some disturbing if not serious reactions. They ‘also 
reported that of the 92 replies received to a questionnaire 
sent to the 178 doctors of the American Rheumatism 
Association 44 reported having tried sulphanilamide and 
were almost unanimous in condemning it for the treat- 
ment of rheumatoid arthritis. Coggeshall and Bauer ® 
found that the clinical course of rheumatoid arthritis 
was not affected in 10 patients treated with large doses of 
sulphanilamide, and Hench* reported agranulocytosis 
in one case and chills, fever, prostration and anorexia 
in others, though Shea’ claims satisfactory results in 
early rheumatoid arthritis, and even improvement in 
chronic cases, from injections of *‘ Soluseptasine.’ There 
is no reason to suppose that in rheumatoid arthritis an 
association of sulphonamides with salicylates would be 
more effective than either separately. Yet in Sweden 
Svartz,® after being unsuccessful with salicylate and 
sulphonamide preparations given at the same time,, 
found that salicylazosulphapyridine (‘Salazopyrin ’) 
has a definite value in some active cases. She gave two 
0-5 g. tablets five or six times daily for periods up to 
about four months, with reduction in the sedimentation- 
rate and varying degrees of symptomatic improvement. 
Cases which improved but relapsed responded to a further 
course. The drug had a good effect in some patients in 
whom gold therapy had failed, but no details of the gold 
treatment are given. 

Svartz gives 11 case-reports to illustrate the use of the 
drug in rheumatoid arthritis, and also describes its 
employment in 9 cases of ulcerative colitis. With 
Kaliner, she had already reported exceedingly good 
results with sulphapyridine in ulcerative colitis and 
describes those with salazopyrin as even better. 
During salicylazosulphapyridine meédication varying 
concentrations of sulphapyridine and acetyl sulpha- 
pyridine were found in the blood, the former being usually 
not more than 1—2 mg. per 100c.cm. Any of the unplea- 
sant reactions which the other sulphonamides sometimes 
produce could no doubt result from this one, but in more 
than 200 cases treated with the drug Svartz says that 
nausea and vomiting were rare, and cyanosis (wrongly 
stated to be ‘‘ exceedingly common” with sulpha- 
pyridine) was also rare except when large doses were used. 
Renal complications and irreparable blood changes were 
not observed in this series, though she reports a fatal case 
of agranulocytosis from another hospital. The only 
common toxic manifestations were fever and 
exanthemata. 

Svartz and Kaliner claim to have shown that sulphon- 
amide cyanosis does not depend on the formation of 
methemoglobin or sulphemoglobin but on ‘ the amide 
component of the sulphonamide preparations becoming 
combined with hwmoglobin.” They have decided that 
the crystals deposited in the urinary tract in sulpha- 
pyridine therapy consist not of acetyl sulphapyridine 
but of acetyl sulphapyridine hydrochloride, although the 
existence of such a substance will be questioned by 
chemists ; certainly it is unlikely to occur in the urine. 
Micro-analysis should establish the composition of the 
crystals, or possibly their identity could best be estab- 
lished by crystallographic study. Photographs are 
given to illustrate the crystalline forms of acetyl sulpha- 
pyridine and of its supposed hydrochloride. These 
workers observed that the precipitation of crystals in the 
urinary tract is promoted by a high sodium chloride 
content of the urine, and during sulphonamide treatment 
they put the patients on a low salt diet. For the leuco- 
penia of sulphonamide therapy they prefer injections of 
liver to preparations of nucleic acid, but they seem to be 

geeshall, H. C. and Bauer, W. 1938, 111, 2042. 

» Gosecs P. 8. Ibid, p. 2043. 

Shea, B. ¥. Brit. med. J. 1943, 
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refersinig to the benign form which oceurs and rather 
than the malignant leucopenia which appears from about 
the‘tenth day of sulphonamide therapy onward. Fever 
and a scarlatiniform or morbilliform rash, often appearing 
on the seventh to ninth day ‘of salicylazosulphapyridine 
administration, were thought to be due to sulpha- 
pyridine, as the latter will always produce an eruption 
in a patient who has developed one with salicylazo- 
sulphapyridine. Neither ‘‘ sulphonamide ”’ (presumably 
sulphanilamide) nor sulphathiazole caused an eruption 
in patients sensitised to sulphapyridine, which is contrary 
to the usual experience. They found that hypersensitive 
patients gave negative results to cutaneous tests with 
salicylazosulphapyridine and sulphapyridine, but posi- 
tive ones with aminopyridine, from which they conclude 
that the latter is probably formed from sulphapyridine in 
the body. They noted that the drug rash was benefited 
by calcium and ephedrine or ephetonin (synthetic 
ephedrine), and several patients who developed an 
eruption during salicylazosulphapyridine administration 
had no return of the eruption when the drug was resumed 
“aftet-two weeks on calcium and ephedrine. In this 
“cowitry the use of calcium and ephedrine in manifesta- 
tions of sulphonamide sensitisation has been largely 
confined to conditions such as urticaria and angioneurotic 
cedema which are more typically ‘‘ allergic ’’ in character 
than morbilliform or scarlatiniform rashes.. Thus 
Erskine ® found adrenaline and intravenous calcium 
gluconate effective in his case of cedema of the larynx 
brought on by sulphapyridine in a patient sensitised a 
year previously by sulphanilamide given for lupus 
erythematosus. He has also found ’° that ephedrine may 
help to control severe irritation in any type of rash, especi- 
ally when a pronounced urticarial element is present. 
Svartz has raised some interesting side-issues in her 
papers, but it is doubtful whether she has established a 
prima-facie case for further trial of salicylazosulpha- 
pyridine. 


HEART- DISEASE AND CHILDBIRTH 

MATERNAL mortalities fall steadily, but there is no 
corresponding reduction in maternal deaths from heart 
disease. Hoffman and Jeffers ' find that in Philadelphia 
there were 307,015 live births and 1789 maternal deaths 
in the decade 1931-40; the total maternal death-rate 
fell during this period from 7-9 to 3-1 per 1000 live births, 
whereas the maternal death-rate due to rheumatic heart 
disease remained constant between 0-2 and 0-3 per 1000. 
In New York during more or less the same period Stander ® 
reports 7 maternal deaths from heart disease in 34,353 
consecutive pregnancies; in the 676 mothers with 
known heart disease the death-rate was therefore 10-3 per 
1000 pregnancies, compared with 2-0 per 1000 for all 
obstetric patients. In Glasgow Sheehan and Sutherland * 
found a mortality of 6-3% among pregnant women with 
chronic valvular lesions of the heart. Hoffman and 
Jeffers made a careful study of 61 deaths in their series 
and concluded that more than 20 of them were prevent- 
able. They found that 39 of the 61 deaths were dué to 
cardiac decompensation, 10 to “‘ sudden exitus,” and 9 
to puerperal sepsis; 52 of the patients died after the 
28th week of gestation and 41 after the 35th week. 
Most important of all, perhaps, 48 followed delivery, and 
23 of these occurred in the first 24 hours of the puer- 
perium, compared with only 3 during labour. Most of 
the early puerperal deaths, due to cardiac failure, were 
in patients with seriously damaged hearts ; those with 
less cardiac damage died from delayed congestive failure, 
some unavoidable cardiac accident, or sepsis. Of the 
48 patients dying after delivery—mostly those with 
9. Erskine, D. Brit. J. ven. Dis. 1938, 14, 39. 


10. Brit. med. J. 1939, ii, 104. 
11. aT L. jun. and Jeffers, W. A. Amer. J. med. Sci.1942, 


12. Stander, H. J. Amer. J. Obstet. Gynec. 1942, 44, 714. 
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HEART DISEASE 





AND CHILDBIRTH 








- 6, 1943 
grahbent cardiac damage—83 were iadlinweaa by 
cesarean section. There was only 1 death from sepsis 
after vaginal delivery in contrast to 6 after cesarean 
section. In atmost 95% of Stander’s 676 patients with 
heart disease the lesion _was rheumatic, congenitai 
lesions accounting for 2% and ‘“‘ uncomplicated aortic 
regurgitation ’’ for 3% of the deaths. Basal analgesia 
and local infiltration were used for a large number of his 
patients having either spontaneous or operative delivery, 
and local infiltration anzsthesia was frequently used in 
cases of cesarean section where a general anesthetic was 
contra-indicated. Caesarean section was performed in 
3-6% of patients with heart disease, compared with 2-2°, 
of all obstetric cases; it was performed in nearly half 
the cases with advanced lesions. Therapeutic abortion 
was carried out—almost always before the 4th month 
of pregnancy—in 37 (5-4%) of the cardiac patients and 
spontaneous abortion occurred in 5-1% of them, com- 
pared with an incidence for all obstetric cases of 6-8%. 

The hope for a reduction of the maternal mortality from 
heart disease lies in antenatal supervision. A pregnant 
woman should be carefully examined as early as possible 
in pregnancy to decide whether she has a cardiac lesion. 
If she has, the first decision to be made is whether 
pregnancy should be allowed to continue. If pregnancy 
has already advanced more than three months every 
effort should be made to allow it to go on until the child 
is viable, even though this may involve long rest in bed. 
The pregnant woman with a cardiac lesion who is con- 
sidered fit to continue her pregnancy must be closely 
watched throughout, and admitted to hospital if there is 
any sign of congestive failure (special attention should 
therefore be given to the lungs for evidence of con- 
gestion), or a respiratory or upper respiratory infection 
more serious than a common cold. Sore throats and the 
like are particularly liable to be treated casually, often 
with disastrous results. Over the best way of con- 
ducting the confinement itself there is still no unanimity. 
The high incidence of sepsis among the patients in 
Philadelphia who had cesarean section is significant, 
and Stander notes that fewer and fewer czesarean sections 
have been done in these cases in his clinic during the last 
five years. Mendelson and Pardee™ found that in their 
cases of rheumatic heart disease no serious failure 
supervened if the pulse-rate remained below 110 and the 
respiratory rate below 24 per minute during labour. 
Stander finds’ that rapid digitalisation, with forceps 
delivery as soon as the cervix is fully dilated, is the 
treatment of choice when the threat of heart-failure is 
revealed by a rise above these levels. There is still no 
definite evidence as to the cause of the increased in- 
cidence of heart-failure in the first 24 hours of the 
puerperium, though the sudden flooding of the circulation 
at the time of contraction of the uterus may upset the 
dynamics of the circulation to such an extent that the 
damaged heart is unable to cope with the situation. 
If so, venesection would be rational treatment, and the 
time-honoured application of a tight abdominal binder 
immediately the uterus is evacuated may well help by 
so enhancing the respiratory movements of the chest as 
to improve the venous circulation. 





Sir St CLarR THOMSON died in Edinburgh on Jan. 29 
after an accident. | By his contributions to laryngology, 
his international outlook, his gift for words, and his 
friendliness, he had become one of the personalities of 
British medicine. House-surgeon to Lister in 1883, he 
had survived into a later world which he liked and which 
liked him. 

We regret also to announce the death jn Boston, Mass., 
on Dec. 29 of Dr. ELLIOTT GRAY BRACKETT, editor of the 
Journal of Bone and Joint Surgery, in his 83rd year. He 
had many friends here among the manent of the British 
Orthopedic Association. 


14, Mengcleuy of and Pardee, H. E. B. Amen J. Obstet, Gynec. 
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MEDICAL RELIEF IN EUROPE * 


MELVILLE MACKENZIE, MD, DTM, DPH 
PRINCIPAL REGIONAL MEDICAL OFFICER, MINISTRY OF HEALTH 


THE nation is engaged in its maximum war effort. 
Nevertheless a moment's reflection will show the necessity 
for creating now the organisation required for post-war 
relief. In the three Years following the last war more 
people died from famine and preventable diseases than 
had been killed in the war itself ; and their deaths were 
largely the result of administrative chaos in relief. 

Every day that relief work is delayed after a country 
or part of a country is liberated will be measured in terms 
of human life and suffering. The task is gigantic and 
the machinery, necessarily complex, cannot be ready for 
immediate action unless created in advance. Our 
obligations to the peoples of occupied countries alone 
make urgent action a responsibility which we can dis- 
ch only by thought and careful planning. The lives 
and health of millions in Europe, as well as the physique 
and welfare of a generation to come, depend on oan well 
this preparatory work is done. 

It must be realised that relief cannot wait for an 
armistice, but must follow immediately in the wake of the 
armies as“they liberate a cotintry or part of a country. 
Even superficial consideration of future military possi- 
bilities makes it clear how suddenly such a necessity may 
face us. The problem is clearly no academic one for an 
indefinite future. We also have to bear in mind that 
in the period between the liberation of an area and an 
armistice relief will be particularly difficult. 

Movements of populations, agricultural breakdown, 
transport difficulties, the general economic strain and the 
impairment of public health and medical services have all 
contributed to the terrible medical picture that Europe 
presents teday. Already malnutrition, with such result- 
ing conditions as deprivation diseases and tuberculosis, 
are widespread over large areas. It is estimated that at 
the present time 200 million human beings in Europe 
alone are urgently in need of more food. Typhus fever 
is now epidemic in most of eastern and much of central 
Europe, as well as in Spain and North Africa. _ Malaria, 
too, is increasing. 

Besides medical supplies and food, two salient medical 
needs are eyident. Firstly there is the control of 
epidemics, including typhus fever, malaria, and other 
diseases which may exist in epidemic form, such as 
tuberculosis and dysentery. Secondly, the medical, 
hospital and public health services in each country will 
have to be re-established. A primary difficulty here is 
the sho e of doctors, nurses and midwives which at 
present affects all the occupied countries. A further 
contributory factor is that many universities have been 
closed by the Germans and most potential medical 
students are Serving with the armies. The reorganisation 
of the medical faculties of the universities of Europe will 
be one of the most essential, as it will be one of the most 
far-reaching, pieces of medical relief. It will probably 
involve the feeding and possibly the complete mainten- 
ance over a long period of both professors and students. 

Other special medical problems include maternity and 
child welfare, institutional accommodation for orphan 
children, old persons, epileptics and mental cases, and 
steps to deal with gross overcrowding in the larger cities. 


. OFFICIAL ACTION 
As an outcome of.an Allied Conference held at St. 
James’s Palace in September, 1941, the Inter-Allied 
Committee on Post-War uirements, under the 
chairmanship of Sir Frederick Leith-Ross, was set up 
to enable the Allied governments to collaborate in making 
supplies ‘of food, raw materials and articles of prime 
necessity available in the immediate post-war period for 
the n of countries liberated from the Nazis. On this 
committee fourteen governments are represented—those 
of the United States, the United Kingdom, the Dominions 
and our European Allies—as well as the French National 
Committee. At the same time, an Allied Post-War 
Requirements Bureau was established to assist: govern- 
* Based on the inaugural lect of a 
war-relief workers held by the British Red Cross Society. 








of instruction for 


ments in preparing their estimates of relief requirements, 
to collate and coérdinate these, and to present proposals 
to the committee. The staff of this bureau is provided 
by the Government of the United Kingdom. 

The general work of the Iuter- Allied Committee is carried 
on mainly through technical advisory committees 
composed of experts representing the governments 
concerned. Such committees have now been set up not 
only for medical requirements but also for nutrition, 
agriculture and inland transport. They are thoroughly 
international: the chairman of the nutrition committee 
is an American, that of the inland transport committee 
is Dutch. 

The medical advisory committee, or to give it its full 
title, the Technical Advisory Committee on Medical 
Supplies and Services of the Inter-Allied Committee for 
Post-War Requirements, has the following members :— 

Dr. Melville Mackenzie (United Kingdom) (chairman). 
Belgium and Luxembourg: | Union of South Africa: Col. 

Dr. E. J. Bigwood. P. G. Stock (observer). 
Czechoslovakia : Dr. Skladal. | United Kingdom : Dr. N. M. 
French National Committee: | Goodman. 
Moron g ee yey en United States of America: 
Netherlands: Dr. Van den | Po hs. SER, 


Belt. Yugoslavia: Dr. L. Kojen. 
Norway: Dr. Caspersen. Allied PosttWar Require- 
New Zealand: Lieut.-Col. B. ments Bureau: Mr. J. H. 

Myers. Gorvin. 


Secretaries; Mr. A. C. Mason, Mr. G. H. Clark. Address : 
Allied Post-War «Requirements Bureau, Berkeley Square 
House, London, W.1. 


The work of this medical advisory committee covers 
the whole of Europe. Its ~duties. are to examine the 
schedules of requirements of medical supplies submitted 
to the Inter-Allied Committee, to make recommendations 
on the organisation of medical services during the relief 
period, and to advise on the personnel required. It 
is an official committee whose members represent their 
various governments. But in order that it may obtain 
the best technical advice a number of expert subcom- 
mittées have already been set up and are at work on the 
following subjects: Drug and hospital requirements, 
including those for surgery, radiology, dentistry and 
bacteriology ; tuberculosis ; maternity and child welfare ; 
malaria ; typhus fever; typhoid, dysentery, cholera and 
diphtheria ; and laboratory equipment, including vac- 
cines and serum. Members of these subcommittees sit, 
solely in virtue of their experience and expert know- 
ledge and do not represent either their country or any 
organisation official or voluntary. 


PRIORITIES IN RELIEF 


In preparing estimates for medical relief the time to be 
covered has. been divided into three periods. Firstly, a 
period immediately following the liberation of a country 
or part of a country when hostilities may still be in 
progress and conditions are likely to be chaotic in the 
absence of effective local government, and with great 
refugee movement. At this time shipping and other 
transport will be required for purposes other than relief ; 
consequently the transport of material and personnel will 
have to be reduced to a minimum. Secondly, a longer 
period when transport conditions may be easier and 
governments, local and central, are gettting into the 
saddle. Thirdly, a period which may be defined as the 
period of reconstruction, Whilst it appears likely that 
every enemy-occupied country, even if not the scene of a 
military campaign, must pass through each of these 
stages, it is impossible to say for any one country how 
long each period may last. , 

Medical] estimates are therefore grouped as Priority A. 
B. or C so as to allow of elasticity in their distribution 
under the varying possible conditions in each country 
or part of a country. Thus, in the case of drug require- 
ments a short list of about 50 medicaments has been 
prepared under Priority A. This list comprises drugs 
which may be regarded as essential, even under con- 
ditions of ‘extreme emergency. A second list of 120 
drugs has also been prepared under Priority B. The 
third and final list will be comprehensive of the require- 
ments of each country and will be scheduled as Priority 
C. The subcommittee on drug requirements will next 





184 THE LANCET] 


MEDICINE AND THE LAW 


{ruB, 6, 1943 





proceed to the study of requirements for surgical and 


- other types of hospitals, laboratories, radiology and 


; 


entitled Publie Opinion which infringed the act. 


dentistry. 

Such then is the machine as it at present exists. In 
view of the difficult character of its work, opening up vast 
possibilities in the alleviation of suffering, I feel sure that 
the medical advisory committee can count on the interest 
and sympathy of the medical profession. 


MEDICINE AND THE LAW 
Another Cancer Act Prosecution 


WHEN Parliament forbade advertisements of offers of 
treatment for cancer, in the Cancer Act of 1939, it must 
have had in mind the cruelty and the danger of allowing 
unqualified persons to exploit the hopes and fears of 
patients. Not many prosecutions have hitherto taken 
place under the act, but it is clear that, when proceedings 
are taken, the utmost publicity is desirable. People 
must somehow learn that these advertisements constitute 
a criminal offence. 

At Leicester last month William Peter Vickerstaff 
was charged with publishing. an advertisement in his 
shop window containing an offer to treat persons for 
cancer and also for taking part in publishing a none’ 

e 
advertisements in his window, it was said, contained 
his photograph and a statement that he was the first 
recognised herbalist in the world to cure cancer. The 
booklet, given away free to persons entering the shop, 
mentioned a claim to have cured a Derbyshire man of 
cancer and included such statements as ‘‘ delivered from 
death,’’ ‘‘ a hopeless case ” and ‘“‘ Collier was going to 
die.”” The case was said to have occurred in 1929 and 
the defendant claimed to have effected the cure. For 
the defendant it was stated that, since the act took 
effect, he had refrained from treating cancer, but had 
thought that, as in the past, he was free to publish 
legitimate tributes to his work which could be proved 
and would stand the test of investigation. It was further 
said that the profession of herbalist was unfortunately 
not recognised as within the law in this country—a 
statement difficult to reconcile with the so-called 
Herbalists Charter, the act of Henry VIII ‘ that 
persons, being no common surgeons, may minister 
medicines outward,’”’ and with the concessions so per- 
tinaciously extracted in Parliament when the Pharmacy 
and Medicines Act was under discussion in 1941. The 
bench dismissed the charges against Vickerstaff under 
the Probation of Offenders Act on payment of 15 
guineas costs. The prosecution had stated, ia opening 
the proceedings, that the defendant had been in business 
at the shop for many years and had claimed to cure 
asthma, diabetes and skin diseases by natural methods. 
This claim } pore -meewt related to the period before the 
operation of the Pharmacy and Medicines Act, since the 
act prohibits any advertisement of articles in terms 
calculated to lead to their use for treating diabetes. 

Workmen’s Compensation claimed for Tumour 

Recently at the Stafford county court an applicant 
unsuccessfully claimed compensation for the loss of his 
left leg which had been amputated because of a tumour. 
In 1940 he was kicked by a restive cow while working for 
his employers in demonstrating a milking machine. 
He suffered pain but continued at his work. Three 
months later he was given notice to terminate his 
employment, Subsequently a tumour was discovered 
in his left leg which was amputated below the knee. 
Was this an injury by accident arising out of and in the 
course of his employment ? He claimed that it was. 
His employers repudiated liability on the ground that 
no mention was made ofthe kick from the cow till several 
monthslater. If there had been a report at the time, the 
leg could have been examined. There was apparently 
some medical evidence that the tumour was not due to 
the kick.. ‘The court held that the applicant had not dis- 
charged the burden of proving that the tumour was due to 
the accident as claimed. No award was therefore made. 








Royat Socrery or Arts.—At 1.45 pm on Wednesday, March 
3, Dr. J. D. Robertson will read a paper to this society on 
caleium metabolism in health and disease. The meeting will 


take place at the hall of the society, John Street, Adelphi, 
London, W.C.2. - 


BREAST CANCER AND IRRADIATION 


AT a meeting of the radiological section of the Royal 
Society of Medicine on Jan..15 was discussed the value 
of irradiation in association with surgery in the treatment 
of carcinoma of the breast. Dr. G. E. VILVANDRE, who 
_— last, might well havé voiced his wonder earlier 
that in a civilised country any. such discussion shoul 
today be deemed necessary. It may be that Britis! 
surgeons are more conservative than those of any other 
country; certainly they have been slower than others to 
accept radiology as a part of the routine treatment of 
carcinoma of the breast. r 

Air-Commodore STAMFORD CADE, who opened the 
discussion, pointed out the need to establish a common 
method of assessing the stage of the disease, so that a 
true comparison of result can be made. We must look, 
he said, not only at the acknowledged best, but also at 
the average result of treatment because these represent 
the usual results among the general public. He believed 
that the extent of the disease gives the best basis for 
description, though other variables, such as the age of 
the patient, must be taken into account. In stage 3-— 
the stage of dissemination to neighbouring areas when 
the carcinoma. is generally acknowledged to be inoperabie 
—radiology offers its chief gains, as he was able to show 
from published figures collected from various sources. 
Moreover the. evidence seems to indicate that where 
irradiation can be combined with surgery it has advan- 
tages over surgery alone at all stages ; and this is true 
whether the irradiation is by radium, X rays, or a com- 
bination of the two. He spoke, he said, as one convinced 
of the value of irradiation in spite of the striking result 
obtained by pure surgery in some hands; he regarded 
X rays as a more flexible weapon than radium, but ad- 
mitted a place for both, and uses both in his own practice. 
He holds that radiotherapy is no longer to be regarded as 
an auxiliary method of treating carcinoma of the breast : 
it is as important as surgery and sometimes more 
important. : 

This view of radiotherapy in breast cancer was 
supported by Dr. RoBERT MCWHIRTER from the evidence 
of his own work done in Edinburgh, and by Mr. Joxux 
RICHMOND who derived his statistical evidence from the 
very large number of patients treated at the Mayo Clinic. 
There was no quarrel with this view of the situation 
on the part of the remaining speakers, Air-Commodore 
GEOFFREY KEYNES, Dr. N. 8. ‘Finzi, and Dr. ANTHONY 
GREEN. Dr. Finzi on the technical side emphasised 
the importance of homogeneity of dosage with both 
radium and X rays. Dr. Green demonstrated a neat 
instrument for reinforcing the clinical diagnosis by 
biopsy. This was designed to give an adequate specimen 
for histological examination, while enabling the track 
through which it had been obtained to be sterilised by 
diathermy, and thus avoiding mechanical dissemination 
of the disease. 

In summing up, Air-Commodore CADE said that it 
was still necessary to educate surgeons in the advantages 
of radiotherapy and radiotherapists in the achievements 
of surgery. e two skills are seldom combined in one 
man, This field of therapeutics has too long been the 
scene of competition, between supposedly local schools. 
Resources must be pooled if the unfortunate sufferers 
from one of the commonest forms of malignant disease 
are to have the best chance of survival. 


SCOTTISH HOSPITALS AFTER THE WAR 

THe Edinburgh medical planning study group. 
formed at a general meeting of the profession and 
including representatives of the allied health services. 
has summarised the lessons learnt in a six months’ 
study of postwar problems in a memorandum.  I' 
assumes that the administrative organisation of hos- 
ital. services’ will be on a regional basis, and that 

otland for this purpose will be divided into five regions. 
four being centred on medical schools in associated 
hospitals. All hospitals, cottage hospitals, convalescent 
homes, &c. in the region, including the EMS hospitals. 
will be related to these key hospitals and will work with 
them as a team. All the hospitals in the region will be 
for major administrative purposes under one regional 
controlling authority which will be responsible to a 
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central authority for Scotland. This regional controllin 
authority is designated a regional health authority an 
will consist of representatives of the hospital medical 
staff and general practitioners, the larger local authorities, 
boards of management of hospitals, the nursing services 
and the public. The central. authority to which the 
regional health authorities will be responsible should be 
a statutory body constituted to formulate policy, and 
first to establish and later to correlate the administration 
of the regional health authorities ; it should be respon- 
sible to the Secretary of State for Scotland. The members 
of the body should be nominated by the Secretary of 
State and should include ere of the Depart- 
ment of Health, hospital staffs, medicalofficers of health, 
general practitioners and allied health services. 

The group suggest that with each regional health 
authority should be incorporated four regional councils 
advisory to the regional health authority : 


(1) The hospital advisory council, which should discuss all 
matters of general policy cognate to hospital services and make 
representations to and advise the regional health authority 
onthem. Itshould consist of certain members of the regional 
health authority together with ‘‘ additional’? members 
appointed directly to it by the interests concerned. 

(2) The medical advisory council, which should advise and 
make representations to the régional health authority on 
matters concerning hospital policy and efficiency. All the 
inedical members of the regional health authority should be 
iaembers and additional members should be appointed from 
teaching hospital staffs, other hospitals, university faculties 
of medicine, extra-mural schools, royal medical incorporations, 
medical officers of health and general practitioners. The 
council would set up from its members a medical appointments 


. panel to which local authorities, the boards of management of 


the voluntary hospitals or the medical committees of other 
hospitals desiring to make any appointment to their medical 
staff (other than a house-appointment) would submit the list 
of candidates from which the appointments panel would make 
a recommended selection, the right of final choice being left 
to the body concerned, who would then notify the appoint- 
ments panel of its decision. It is considered that while 
members of the medical staffs would be appointed to individ- 
ual hospitals they could be seconded for certain purposes and 
for a.limited period to other hospitals in the region by the 
regional health authority. The medical advisory council 
would also make recommendations concerning and inaugurate 
schemes for research and the study of statistical information 
in the region and in collaboration with other regions. 

(3) and (4). Domiciliary and nursing advisory councils.— 
The constitution of these would be along the same lines as for 
the other advisory councils, The domiciliary advisory 
council would be appointed when domiciliary medical ser- 
vices become regionally organised, as it is contemplated that in 
future the regional health authority will supervise and admini- 
ster domiciliary services as well as hospital services. The 
nursing advisory council would consist chiefly of members 
of the nursing profession, and would consider the recruitment, 
training and allocation of the n domestic staff and 
make recommendations to the regional health authority. 


The regional health authority should, in the group’s 
opinion, set up a regional medical bureau with an office 
centrally situated. Among other duties it would prepare 
day-to-day information about the vacant beds in each 
hospital and in special departments and would arrange 
for admission of patients in conjunction with the general 
practitioners concerned. It would organise a. regional 
transportation service and arrange for transport of cases 
to and from hospital and the transfer of cases from one 


. hospital to another. 


In the postwar development of a coérdinated hospital 
service the best of the individual characteristics found in 
the voluntary hospitals and in local authority hospitals 
should be retained and developed. In the voluntary 
hospitals the medical staff have had the opportunity of 


.influencing directly and even determining the type and 


character of the work carried out. It appears desirable 
that future hospital service should retain these principles. 
The memorandum recommends that patients be normally 
required to make some payment for hospital services : 
those of low income should pay a compulsory contribu- 
th incomes above a certain 
level should pay either by voluntary insurance or directly 
when availing themselves of hospital services. 


¢ 


The following scale of remuneration of medical staff is 
suggested. 

Whole-time senior appointments: £2000-2500. 

Part-time senior appointments: pro rata, based on a full- 
time salary of £1500—2000. ; 

Whole and part-time appointments other than senior, pro 
rata, based on a full-time salary of £1000—1500 for assistant 
surgeon and physician and £550-900 for clinical assistant and 
tutors. 


Whole-time house-appointments, with board: 


junior 
£100—200 ; senior £250-350. 
Medical superintendents of key hospitals: £1500-2000. 


This figure to be reduced pro rata where there are other 
emoluments such as existing pensions or where house &c. is 
provided. 

The regional health authority should allocate monies 
to the governing bodies of the voluntary hospitals and 
to the local authorities according to the needs of their 
respective hospitals determined on the advice of an 
assessor. ‘ 


oe 
In England Now 

A Running Commentary by Peripatetic Correspondents 
HOT-HOUSE germs are all very well for a living but most 
sage ciggre itch to hunt them in the wild. Caged in a 
ittle pot, fed on dreary synthetics, spread-eagled on a 
bit of glass, what after all can a poor germ do? There 
was an old practitioner who sent us gallon pails of feeces 
but even that gave them only half a chance. So when 
the chief mentioned a typhoid epidemic in Little Cesspool 
we were glad of the prospect of a more equal fight. We 
did the thing in stvle, of course, and with sanitary 
inspectors and water engineers as beaters we made 
straight for the quarry’s.lair. A well in the back-yard of 
the Bull was marked with a big red cross on our charts 
and in the cottages surrounding the Bull lived the 
victims, but when we got there we found that the well 
had been filled in four -years before and we felt rather 
like the dog who nosed our car wheels in the pouring rain. 
Then we remembered what we’d come for. All this talk 
of wells and drains and watercress and shellfish was so 
much poppycock. Eberthella prefers cohabitation with 
fat ladies—cress and fish are only useful alibis. So when 
Mrs. Stoutbody opened the door of No. 5 we knew we 
had Eberthella on the run; for Mrs. Stoutbody had a 
glint in her eye and in her spotless kitchen there was a 
warm sudoriferous aura which we felt: was as it should be. . 
Yes, she’d had typhoid all right—“‘‘ but that were before 
me husbing died 20 year ago, doctor; that couldn’t 
harm me kiddies.’”’ Her kiddies were two evacuees from 
London, clean and bright and the pleasantest little 
fellows you could imagine. We explained that typhoid 
had a pretty shady past, that he might lie low for forty 
years and never reform. Being a sensible lady Mrs. 
Stoutbody \agreed, and she and the little boys bared their 
arms like men and filled our pots and bottles with 
alarming alacrity. Our triumph, we knew, was Complete 
as we shook hands all round and jumped into the car for 
homé. We'd been gloating for five minutes when 
suddenly the chief changed the car gears from top to 
reverse. He looked worried. ‘“ I’d like a cigarette,’’ he 
said, ‘‘ but I’d better not. I’m certain Mrs. Stoutbody’s 
handshake meant at least 100 m.i.d. of Bact. typhosum.”’ 
Heavens alive, and I’d been scratching my lip five 
seconds previously. ‘‘ Let’s get to the nearest hotel,’’ | 
suggested, ‘‘ for a wash and something to eat.’’ But 
the hotel couldn’t serve lunch though the inn-keeper 
pointed to a little café where he thought we might be 
lucky. No, they hadn’t any place where we could wash 
but they’s give us what was left for lunch. We sat down 
gingerly at a long table with ten other people staring 
across and a menu-card that said, soup, steak pie and 
suet pudding. That at least was all right. The soup 
arrived and we gaily set-to; gaily, until I noticed that 
my spoon hadn’t been dried after washing. Yes, I was 
certain a drop of moisture slid down the handle from my 
fingers into the soup. The only comfort, the soup was 
hot but not het enough and the culture would be diluted 
at least 10-. Is to break a piece of bread. 
‘‘ Bread isn’t a bad platinum-loop,” said the chief as I 
tried to spit out the piece I’d already chewed. “ Sorry 
the meat and pudding are done,’’ said the waitress coming 
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to the rescue “ would you like a Cox’s pippin and 
cheese and bread instead?” ‘ Don’t like apples o 

cheese,’’ said the boss, ‘‘ think we’d better be going.” 
We started off in silence, convinced that field work was 
a bit over-rated. Sixty-five hungry miles and no 
cigarettés, but we’d got Eberthella in the bag. Even so 
our gloom deepened. Two ddys later Wilson and Blair 
was clear, there was nothing from the tetrathionate. 
Eberthella had had a day at home. ‘ Thank God for 
Vi,”’ I said to the boss ‘‘ otherwise I’d feel pretty small.”’ 
‘“* Damn Vi, "he answered, “‘ haven’t had a decent Cox 
this year.”’ 

* * * 

I wonder if Dr. Watson ever got tired of hearing 
Holmes blowing the trumpet of his amazing successes, 
and if he retaliated sometimes by recounting some of his 
own “ singular and baffling ’’ cases. Here is a true case 
of mine which I would like to have shown off to Holmes. 

“The Problem of the Groom’s Scalp. Ah! Now 
here is a case which might appeal to you, Holmes. I 
think it was in this casee that all my faculties were 
exercised to their fullest extent, and I still look back on 
the case with satisfaction and regard its ultimate 


menater that after I qualified I went down to do a locum 
in Wales. The house was a dark gaunt building with an 
atmosphere of foreboding about it, The dector’s surgery 
was a dark musty room, and the only medical facilities 
1 could find in it were seventy-nine rubber rings for 
treating prolapse, twenty assorted boxes of eye lamellz, a 
broken curved needle, and a pair of rusty nail pliers. 
Can you wonder that in these gloomy surroundings, and 
with few patients, the time hung heavy on my hands ? ” 
‘* The solution is obvious, my dear Watson ; you should 
have hammered the broken needle into the wall and 
passed the time trying to throw the rubber rings over it 
(keeping the score with eye lamelle).’’ ‘‘ You amaze me, 
Holmes! That is exactly what I did. On the third day. 
the monotony was broken by a telephone message from 
thie squire’s house to say that one of his grooms-had 
received a kick on the scalp, and he was sending him along 
to have it sewn up. You éan imagine my chagrin, my 
dear Hohnes, at suddenly being confronted with such an 
important case.’’ ‘‘ But. where, my dear Watson, is the 
mystery?” ‘‘ Elementary my dear Holmes, the 
mystery was this: How in heaven’s name was I to 
achieve a satisfactory closure of the scalp wound with the 
primitive equipment at my command?” ‘“ And did 
you manage it?’ ‘“ It was really quite a trivial affair, 
Holmes. First of all I pulled out the needle from the 
wall and sharpened it to a crude point on the back door- 
step. I then went upstairs and in the children’s toy- 
cupboard I found an old ukelele from which I removed one 
string (the third, or F sh string if I remember rightly). 
Pausing to collect an old bottle of lysol that I had seen 
in the bathroom, I returned to the surgery ; whereupon, 
cleaning the wound with dilute lysol, I then sewed up the 
wound with the ukelele string, holding the curved 
needle with the nail clippers, which I-also used to cut off 
the ends of catgut.’’ ‘‘ You amaze me, Watson !”’ 
* * * 5 

If my fairy godmother were to tell me I could wish for 
something that the hospital needs badly there would be 
little difficulty in making a quick decision. I should 
wish for a dozen Cinderellas. What a difference a dozen 
able-bodied women to do the dirty and sometimes hard 
domestic jobs would make. For a long time I have 
watched our matron growing an extra furrow on her 
brow. That furrow means the domestic problem. I 
know the exasperation which she feels (but doesn’t 
show) when “higher authority’’ blandly suggests 
steps she might take to overcome the difficulty. She 
explored all those avenues long ago. We were discussing 
one of our domestics this morning. We a she -was 
just better than nothing and so we decided not to sack 
her. Ofcourse we have a handful of good willing helpers, 
who work hard—too hard—and sometimes break down 
because of it. Others come when they can but the 
claims of their private lives often prove too great for 
them to fulfil their obligations to us; and there is no 
holding them. Dirt breedsdisease. Is there a connexion 
between the chronic shortage of domestic helpers and the 
periodical visits which the staphylococcus pays to what 
should be prohibited areas ? A hospital depends on the 
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skill of its medical men and the devotion of the nurses 
for most of its success. But what could they achieve 
without cooks, porters, stokers, maids and secretarial 
staff ? We are all bound in the bundle of hospital life 
together and the whole machine would crash without 
its ground crews. If the chain is only as strong as its 
weakest link, that’ is the link to strengthen. There was 
a young soldier in the wards who had a trivial operation 
and became a case of “ avoidable sepsis.”” If his oppo- 
site female number had been directed, instead of to a 
factory or the ATS, to the ward in which he was a patient 
he might have been back with his unit in six weeks. 
Yes, Cinderella should be told that her job is just as 
important as her“uniformed boy friend’s, and she should 
have a uniform and a little of his discipline. Perhaps 
then she would recognise herself to be doing a job which 
has the respect of the community. And perhaps 
to start with the community ‘leaders, through their 
ministries, might play the fairy godmother. 
* 7: * 

The Lancet’s list of names of those who had been 
successful in an examination for a well-known higher 
degree didn’t include mine; yet it was well worth ‘it, 
for I have at last dispelled that aura of infallibility with 
which I have so long deluded myself and others. It wasn't 
the examination which reyealed my ignorance of niatters 
medical. As soon ‘as I began to study I discovered that I 
had forgotten more than I like to think of since the day 
I passed my finals. As I read there came to me sudden 
flashes of illumination which elucidated cases which in 
the past had sorely troubled me. I know now, for 
example, that I missed a textbook case-of marble-bone 
disease, and that I twice treated infectious mononucleosis 
as acute tonsillitis. For- those patients the ultimate 
result would. still have been the same, but my recent 
reading and new humility may do future ones a bit of 
good. And anyway the examining board is appreciably 
richer for my presence. 

* * * Ae 

AS a result of the transference of our hospital to the 
country I and my colleagues have found it necessary tu 
develop new spare-time occupations. For some of us 
this was no easy matter and time hung heavily on our 
hands until a new registrar arrived and inspired us ali 
with an enthusiasm for Nature Study. Thereafter all 
our spare moments were spent out -of doors watching 
birds, hiding under hedges in hopes of seeing an otter 
fish in the river, or gathering wild flowers. The effects 
of our new mode of life were noticeable indoors, too. 
None of us had time to spare for more than a fleeting 

rusal of Shirer’s Berlin Diary and works of like eminence. 
The staff reading-room was no longer littered with the 
most up-to-date writings concerning The Five Year Plan 
in Russia, State Medicine and other burning questions 
of the day. In their room were to be found British 
Birds, More British Birds, Fauna of the British Isles and 
Wayside Flowers. For the first time in the long history 
of the hospital, shop disappeared from our table talk ; 
instead one or other of my colleagues had always some 
wildly improbable story to tell.of a golden eagle over 
Ramshornfell or of a plover which attacked him when 
he stumbled on its nest. The psychiatrist even man- 
aged to persuade himself that he had seen a seagull carry 
off a lamb and swallow it whole. The radiologist’s con- 


tribution to our studies was a series of flashlight photo- * 


graphs of a few of the more retiring creatures on the 
moor behind the hospital which he obtained by setting 
a sort of trap which when sprung actuated the shutter 
of his camera. When, however, there arose a suspicion 
that some of his photographs were of human animals,. 
and might be of value to blackmailers should they 
reach the hands of such unscrupulous persons, he 
became extremely unpopular. 

Like most of its kind this craze for the outdoor world 
died a natural death when the weather became inclement, 
and I had regarded it as decently interred. Yesterday 
I was sadly disiJlusioned when Sister in Ward 2 told mc’ 
that she had just admitted a patient whom she thought 
should be placed in the ‘‘ Dangerously Ill” list. -She 
produced from a. box at her feet a tiny rabbit she had 
rescued from the clutches of a weasel. As the. poor 
little animal appeared to be suffering from an acute 
anxiety state I suggested that it should be given some 
sedative, and if a suitable donor could be found be 
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transfused first thing in the morning. It must have 
heard of the fate in store for it because it took French 
leave during the night, having first drunk all the night 
nurses’ milk. 

It is not difficult to find accommodation for a baby 
rabbit in hospital but a demand by one of my colle 
for a bed for an orphan lamb found the superintendent 
unprepared. In the end we put it in a laundry basket. 
Our pet quickly adapted itself to its new quarters and 
after a few attempts mastered the art of sucking from a 
feeding-bottle. Our two authorities on infant feeding 
had a violent disagreement as to its probable metabolic 
needs. As both the eminent specialists concerned have 
still to sit their Finals we decided not to leave our patient 
to their tender mercies and instead adopted a trial and 
error method of discovering its real requirements. We 
soon found, however, that no matter how much we offered 
our lamb it baaed for more. Fortunately the shepherd 
found a foster parent for our charge before it had drunk 
all the milk in the hospital. 





Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS M P 
Lord Woolton’s warnings of the urgent need for 


economy with bread are a pointer to the way the world 


is going. Uneasy questions in the House of Commons 
point in the.same direction. Sir-Percy Hurd asked the 
President of the Board of Education what he was 
proposing to local education authorities in order that 
“the oncoming generation ’’ should share in increased 
food production. Mr. Butler said that teacher courses 
were being held in different parts of the country and 
that the production of food and gardening were to be a 
permanent part of school life. Lest we become too 
anxious it is as well to remember that. the Minister of 
Agriculture told us before the last harvest that this 
country was producing two-thirds of our own food. 
And that did not take into account the produce from 
gardens and allotments, which is considerable. This 
year, with a further increase in production, the pro- 
portion of home-grown food will be greater still, and we 
may at least hope to increase the fish available. 
Britain can maintain a fairly good standard of feeding, 
and in view of the falling standard in Europe and the 
certainty of great postwar demands there this is of 
first-class importance. We have long been the bridge- 
head of the war against the Axis—we seem destined to 
become the bridgehead of relief and medical assistance. 
There is starvation to the point of death in many parts 
of Europe, and there is deprivation everywhere except 
in these islands and in one or two other favoured spots. 


_ But the epidemic situation does not appear to be so 


grave as it was at the corresponding period of the last 
war. Typhus has abated in Spain, and although there 
are many foci of infection in Western Europe, carried 
by prisoners or wounded from the Polish-Russian 
endemic zone, they are at present reasonably-controlled. 
Also there is much more in the way of hygiene organisa- 
tion and more provision has been made for preventive 
and remedial treatment. A greater danger than typhus 
perhaps is the possibility of great attacks of malaria, 
for quinine is scarce. But it is not only Europe that 
is short of food. There have been questions about food 
shortage in the West Indies, and Mr. Amery has made 
a statement about the serious shortage in India— 
indeed we are having to send cargoes of whéat to that 
great food-producing country, a serious demand on 
shipping space at this time of intensive U-boat warfare. 
Another claim on shipping space is made by the re 
that minimal amounts of concentrated foods sho be 
sent to Belgium, France and Greece. Greece is already 
Piaget | food. Unoccupied France was receiving relief 
for children until our landing in North Africa brought 
Hitler’s forces down to the Mediterranean. But it 
séems difficult to deny limited shipment of foods to 
France and Belgium to keep children and nursing and 
expectant mothers alive. Little enough can be done, and 
in practice it may not be possible to get the transport, 
or the essential f j 

What the effects of the new mobilisation of man and 
woman power in Germany will be cannot yet be known, 
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but it is unlikely that food production can be increased. 
The condition of Europe at the end of the shooting war 
will be as much a matter of medical concern as of 
military security, and the medical personnel and supply 
problems will be acute. It is hoped that Parliament 
will turn its attention to these matters shortly, for this 
kind of postwar planning cannot be postponed much 


longer. 
QUESTION TIME 
Postwar Famine and Disease 

“Replying to a question, Mr. HarcourRT JOHNSTONE stated 
that the policy of the Government is to arrange in advance for 
the supply of food to any part of Europe as soon as it is 
liberated. -In view of our own food situation, this policy will 
eall for joint action by other United Nations as well as our- 
selves. The machinery needed for this purpose is at present 
under discussion between HM Government and other United 
Nations, and HM Government will do their best to assist 
when, the time comes to the fullest possible extent of their 
resources. While the effectiveness of any relief plan must 
depend on intergovernmental action he anticipated that 
there would also be scope for the activities of voluntary 
organisations and he saw no reason why their coéperation 
should be excluded. 


Food-supplies in Trinidad 

Mr. B. Ritey asked the Secretary of State for the Colonies 
whether he is aware of the grave dissatisfaction in Trinidad 
with the arrangements which exist for dealing with the food 
problem ; and whether consideration has been given by the 
local government to the constructive plan which has been 
submitted to the authorities by the Trinidad and Tébago 
trades union council.—Colonel O. STANLEY: There have been 
shortages of certain supplies, due to circumstances outside the 
control of the local government. The government has made 
every effort to meet the difficulties and I understand the 
situation is now easier. I have no doubt that the government 
of Trinidad will give careful consideration to any constructive 
proposals for the better organisation or distribution of 
supplies which may be laid before it. 


Food Situation in India 

Mr. R. W. Sorenson asked the Secretary of State for India 
whether he has further information respecting the shortage of 
foodstuffs in India; approximately the number who are 
already affected ; and whether the export of grain and food will 
be prohibited immediately, both to provide for the present 
emergency and to build up stores against future dangerous 
contingencies,—Mr, L. C. Amery replied : The government of 
India have published a statement giving as their opinion that 
if hoarded stocks can be got on the market and fairly distri- 
buted there is little danger of the people having to go seriously 
short. There is no famine and no widespread preyalance of 
acute shortage, though a large part of the urban population 
is doubtless affected. The commerce member indeed has 
pointed out that the supplies available are as good as in five 
out of the past ten years. The difficulty is to get them on the 
market and the government of India have announced as 
measures to thAt end the removal of the maximum price for 
wheat, the establishment of a government-purchasing agency 
and arrangements with HM Government for the import of 
substantial shipments of wheat to be sold and distributed 
under government supervision to the final consumers in 
deficiency areas. It is expected that the price of this wheat 
will be less than that prevailing in the free market. The 
government of India have already announced their intention 
to prohibit exports of foodstuffs after March, this delay being 
necessary to allow for alternative sources of supply to be 
arranged for the territories concerned. Exports are, however, 
very small in relation to total supplies and cessation will not 
greatly affect the situation. 


Food Production in Schools 

In answer to a question Mr. R. A. BuTier said that the 
importance of increased food production has frequently been 
brought to the notice of the schools since the beginning of the 
war and teachers’ courses in rural subjects are being held in 
different parts of the country. There has been a noteworthy 
and valuable increase in the number and acreage of school 
gardens both in urban and rural areas and HM inspectors 
take every opportunity of fostering the interest and codpera- 
tion of the schools:in gardening and food production. It is 
my aim to give these activities a permanent place in the life 
of our schools. ; 
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National Loaf : 

Sir E. Granam-Litte asked the Parliamentary Secretary 
to the Ministry of Food whether he was aware that scientific 
opinion was practically unanimous that utilisation of the wheat 
grain raised from 85% to 95%, or even higher, would save 
10%-15% of shipping space and give a more nutritive bread ; 
and whether he would consider the immediate provision of a 

95%-100% extraction of wheat for national bread rather than 
incorporate potato and oatmeal which had not the same 
nutritive value as wheat.—Mr. W. MABane replied: The 
answer to both parts of the question is no. 

Mr. Mapavs further informed Mr. R. Boorusy that oatmeal 
has now been introduced into the national loaf. 


Potato Flour in Bread 

Mr. MaBANE replying to Major C. N. THornton- Kanata 
said: I am advised that there are various methods of produc- 
ing @ satisfactory potato flour. My department has, however, 
been anxious to avoid the construction of extensive new plant, 
and to find ways of utilising existing plant, designed for other 
purposes but having the requisite capacity. Preliminary 
experiments with this ol)ject were commenced at the outbreak 
of war. A fair measure of success has now been attained in 
~large-scale trials. It will be appreciated, however, that the 
—~production of a suitable’ flour is only one of the factors to be 
considered in deciding whether or not to include potato flour 
in bread. He added that provision has already been made 
by the Food Rationing (Special Diets) Advisory Committee 
to investigate the possibility that flour mixtures containing 
potato flour might in certain cases cause allergic manifesta- 
tions. If potato flour were put into bread, arrangements 
would be made to provide a special flour to meet the require- 

ments of any proved cases, 


Hours of Work 

as. Commander A. W. H. James asked the Minister of 
Labour if he was aware that excessive hours were still being 
worked, particularly by women in munitions production ; and 
what steps were being taken to limit hours where medical 
officers reported injury to health.—Mr, E. Brvin replied : 
Inquiries show a widespread tendency to reduce working hours 
in factories where these have been relatively long, and m my 
department’s recent leaflet on the problem of absenteeism 
stress is laid on the importance of planning, so far as reason- 
ably possible, hours of working of. individuals or of sets of 
workers with some regard to their personal circumstances. If 
I were to receive evidence of injury to health due to excessive 
factory hours I should not hesitate to take the matter up with 
the firm concerned.—Wing-Commander James: Is the Mini- 
ster aware that damage to health, particularly among women 
workers, is accruing, and will he press upon medica] officers 
the-need for watching the position ?—Mr. Bevin: I am con- 
stantly in touch with the matter, but I cannot introduce a 
universal regulation of hours owing to the nature of the war 
industries. 

Pregnant Women Workers 

Mr. Q. Hoee asked ‘the Minister of Health whether he was 
satisfied with the steps now taken to protect pregnant women 
engaged in employment in factories; and Whether he was 
prepared to extend the present period in which employment 
was prohibited from one month after delivery to one of one 


month before and six weeks after delivery.—Mr. E. Brown | 


replied: Medical supervision under the Factory Acts is a 
matter for the Ministry of Labour and National Service : 
the prohibition of employment is a matter for legislation, and 
I have no authority to extend thé period determined by 
Parliament. An extension of the prohibition could not, in 
my view, be s without examination of the financial 
provision to be made for the women in question, and recom- 
mendations on this point are contained in the Beveri 
Report which is receiving the consideration of the Govern- 
ment.—Dr. Epitx SUMMERSKILL: Is the Minister aware that 
these women continue to work in ss until they are unfit 
to do so, because they are not eligible for National Health 
Insurance until the last few weeks | pregnancy ?—Mr. Hoee : 
Can we assume that the Government will take active steps to 
deal with this important topic 7—Mr. Brown: Perhaps my 
hon. friend will exercise patience until these examinations are 
completed.—Miss I. Warp: Is the Minister aware that the 
Select Committee on National Expenditure has already made 
@ recommendation on this matter ?— Viscountess reset Will 
the Minister realise that this is a thing that will not wait 
because it affects the health of women and children, which is 
as important as anything else at this stage of the war ?— 
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Mr. Brown : . That osled is vaeongies out in nines 341 of the 
Select Committee’s report.—Viscountess Astor: What is the 
use of a paragraph? Mr. Brown: Paragraphs often lead to 
action. 





Paper for Scientfic Journals 

Mr. E. W. Sat asked the Minister of Supply whether he was 
aware that the amount of paper now available for the produc- 
tion of scientific journals published by the Cambridge Uni- 
versity Press and other similar bodies was down to 30% of 
prewar supplies and might shortly be reduced to 19}% ; and 
whether, since this reduction caused delay of many months 
in the publication of results of research and therefore in their 
practical application, he would review the whole question of 

paper supplies for technical and scientific journals and ensure 
that technological developments essential in the national 
interest were not obstructed.—Sir ANDREW DuNCAN replied : 
The journals of learned societies are treated more favourably 
than periodicals generally, and there is no present intention 
to reduce the quotas. 

Child Adoption 

The Home Secretary informed Miss Warp that it had been 
decided to bring the Child Adoption (1939) Regulation Act into 
operation as soon as the necessary arrangements could be made. 


Treatment under Regulation 33B 

Dr. H. B. Morean asked the Attorney General whether, in 
view of the risks inherent in the modern treatment of syphilis 
by drugs containing arsenic, he had considered the probability 
of action for damages or legal suits against the special practi- 
tioners in connexion with their work under the compulsory 
treatment powers of Regulation 33B and the position if a 
breadwinner died or could prove permanent disability as the 
result of enforced treatment ; and whether legal help would 
be afforded to such individuals in prosecuting claims in forma 
pauperis.—Mr. Brown replied: The construction of the 
regulation is a matter for the courts and not for me to deter- 
mine, but I do not think that a patient who is treated under 
the regulation is in a different position as regards claims against 
the practitioner than a patient who is treated by a practi- 
tioner ‘who has been consulted in the usual way. The rules 
as to proceedings by poor persons will apply to a person who 
desires to bring an action in the High Court in the circum- 
stances assumed as they apply in the case of other actions in 
the High Court. 


Infectious Disease in England and Wales 
WEEK ENDED JAN. 23 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox; 0; scarlet 
fever, 2203 ; whooping-cough, 1841; diphtheria, 998 ; 
paratyphoid, 1; typhoid, 7; measles (exeluding 
rubella), 11,827 ; pneumonia (primary or influenzal), 
1404 ; puerperal pyrexia, 187; cerebrospinal fever, 92; 
poliomyelitis, 3° polio-encephalitis, 0; encephalitis 
lethargica, 2; dysentery,113 ; ophthalmia neonatorum, 
69. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Jan. 13 was 2155, including 
searlet fever, 656 ; diphtheria, 283; measles, 476; whooping- 
cough, 189; enteritis, 107 ; chicken-pox, 94; erysipelas, 35; 
mumps, 36 ; * poliomyelitis, 1 1; dysentery, 46; cerebrospinal fever, 
13; puerperal ow 19; enteric fevers, 11; german measles, 
9; glandular fever, 1 


"Deaths. —In 126 great towns there were no deaths from 
enteric fever, 1 (0) from scarlet fever, 16 (0) from measles, 
12 (1) from whooping-cough, 19 (1) from diphtheria, 
37 (0) from diarrhoea and enteritis under two years, and 
100 (13) from influenza. The figures in parentheses 
= — for London itself. 


rmingham reported 10 deaths from influenza, Sunderland 6, 
South Shields 5, no other great town more than 3. Liygrpoo! 
and Manchester each had 4 fatal cases of diarrhea. 


The number of stillbirths notified during the week was 
249 (corresponding to a rate of 38 per thousand. total 
births), including 17 in 1 London. 








PosruRAL AND REMEDIAi ExeRcises,—A demonstration 
of postural and remedial exercises will be held at the Seymoar 
Hall, Seymour Place, Bryanston Square, London, W.1, on 
Wednesday, March 3, at 6 pm. The RAF film “ Fighting 


. Unarmed”’ will be shown. Admission is free by ticket, 


which may be obtained from the acting secretary of the 
Board of Registration of Medical Auxiliaries, BMA House, 
Tavistock Square, W.C.1. 
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Letters to the Editor 





GMC PROCEDURE 


Str,—It is gratifying that at least one member of the 
medical profession is taking an interest in its domestic 
tribunal. An important reason why the unsatisfactory 
penal procedure of the GMC has not been reformed long 
ago is that practically no member of the profession knows 
or cares anything about it, except those who sit on it 
and those who appear before it. The public know it 
only from occasional brief reports in the lay press. I 
have seen a good deal of the council, and the more I 
see of its penal procedure the less [like it. Every session 
produces at least one case, and usually more, in which I 
feel that the evidence has not justified erasure ; what is 
worse, in many cases when the council has found the 
charges not proved to its satisfaction the doctor ought 
not, I feel, to have been haled before the council on such 
a travesty of evidence. 

I exonerate the council absolutely from ahy suggestion 
of unfairness. Its members are extremely fair, and they 
are guided in their deliberations by a barrister with many 
years’ experience of crimi practice. The root of the 
trouble is the Medical Act 1858, which practically makes 
them into a criminal tribunal without giving them the 
power to bring all the necessary witnesses before them, 
or to administer the oath to those who appear. Your 
medico-legal correspondent seems to suggest, as some 
judges have done, that because the GMC is a domestic 
tribunal it can be fittingly left to find facts on inadequate 
evidence. I have never understood why. To say that 
the GMC is not Concerned to punish doctors is mere 
hair-splitting. It inflicts very severe punishment in 
fact. To my mind it,is scandalous that a doctor should 
be liable to have his name erased after a hearing to 
which he may be unable to bring the witnesses necessary 
to -his defence. ; : 

Doubtless the council protects the interests of the 
public to the extent of removing from the register the 
names of many doctors who have fallen below a proper 
standard of professional integrity. It is not, however; 
in the public interest that doctors should be removed 
from the public service on insufficient evidence, or that 
injustice should appear to be done. Both these evils 
must continue until Parliament gives the GMC power 

summon witnesses, swear them, and award costs 
against unsuccessful complainants. Other reforms are 
desirable but these are really. urgent. 


London, S.W. 19. D. Harcourt KITcHin. 


THE- NURSE WITH TUBERCLE 


Str,—Artificial pneumothorax treatment, introduced 
to England thirty-two years ago by Claude Lillingston, 
was accepted cautiously at first,,but once it found favour 
loosed a torrent of surgical adventure. There are, how- 
ever, backwaters in England now, as your peripatetic 
correspondent told us recently, which hinder our national 
effort against tuberculosis. A nurse who contracted 
phthisis during training had 3} years of active treatment 
at two well-known sanatoria in the London area; she 
was enabled to combine work with her “ cure’’ and 
thus to add a considerable period to her professional 
usefulness. There were ups and downs, but the 
£1000 or so which she cost the country was offset by 
services rendered. Returning home to a rural county 
she found no opportunity for local refills, no part-time 
work of suitable character, no social service such as a 
good almoner’s department provides—nothing but the 
cold comfort of advice to resort to public assistance 
with its unattractive methods and associations. She 
had good reason for regret at leaving London. But why 
such difference ? Eventually Beveridge or Rusheliffe 
may help the financial aspect of such a case, but will not 
meet the loss of a nurse’s service or her distress at 
finding herself useless after years of being a member 
of a team. If those are extra hazards in a nurse’s life, 
is it not time they should be squarely faced and dealt 
with ? The opportunity to give cal Se waka see 
employment is there more clearly than in ps an 
other line, but- there must be encouragement an 
efficient organisation. - 


Mecor Park. EsTHER CARLING. 


TROPICAL. EOSINOPHILIA 

Str,—In 1933 a married woman of 35 was admitted 
to the medical unit to which I was then attached. The 
diagnosis. was bronchial asthma. On clinical and 
radiological examination the characteristics of this disease 
were found with the exception of an eosinophilia of more 
than 70% of a total white count of about 10,000. The 
mystery of the enormous eosinophilia remained un- 
explained. The patient responded fairly well to the 
usual treatment for her chest condition, and the attacks 
of asthma became less common and troublesome, but 
the eosinophilia was unaltered on discharge. There 
were no signs of tuberculosis, and no history of allergic 
reactions in the patient or her family. No filaria were 
found in the urine, feces or sputum. The patient said 
she had passed through a febrile stage when her illness 
started. Her serum Wassermann was strongly and 
repeatedly positive, but any knowledge of syphilitic 
infection was denied. ‘Treatment with neoarsphenamine 
did not seem to influence the condition during the six 
weeks of observation. The patient was an Austrian who 
had followed her husband—also Austrian—to Tahiti 
and spent about, 5 years there. The husband was still 
there and could not be examined. 

London, S.W. Vv. C. MEDVEI, 

Obituary 
ROBERT ARMSTRONG-JONES 
KT, CB E, MD LOND., D SC WALES, FRCP, FRCS 

AT the age of 85, Sir Robert Armstrong-Jones died on 
Jan. 30, at his home in Caernarvon, His work at mental 
hospitals began when he qualified in 1880, and for the 
last ten years of his active medical career he was a Lord 
Chancellor’s visitor in lunacy. 

One of ten children of the Rev. Thomas Jones, he had 
a country upbringing: while at school at Portmadoc he 
had to walk 34 miles night and morning, from his home 
and back. He went to University College, Aberystwyth, 
at 14, and thence to Grove Park School, Wrexham, and 
he had six months in the surgery of a general practitioner 
in Portmadoc. before entering St. Bartholomew’s 
Hospital in 1876. On graduation his first post was at 
Karlswood, and after six years-at Colney Hatch he 
returned to Earlswood as medical superintendent. His 
chief contributions to psychiatric practice were made, 
however, in the 24 years he spent at Claybury Mental 
Hospital, from its opening in 1893. 

Claybury, the first new asylum of the London County 
Council, was also the first municipal mental hospital to 
take private paying patients, and it had the advantage 
of Frederick Mott’s services as pathologist. As superin- 
tendent, Armstrong-Jones interested himself particularly 
in the remedial employment of patients and in the 
teaching of nurses. No London asylum had previously 
undertaken the special training of mental nurses by the 
medical staff, and no LCC nurse had sat for the certificate 
of the Medico-Psychological Association, of which 
Armstrong-Jones became secretary, and later president. 
It was in recognition of his improvement in mental 
nursing that he was made a knight of grace by the Order 
of St. John of Jerusalem. His enthusiasm for occupa- 
tional therapy was equally keen, and the patients at 
Claybury not only engaged in gardening but also, during 
the last war, cut steel shells for Woolwich Arsenal. For 
many years he was well known as a teacher of students, 
at Westminster Hospital, at the West London, and at 
Bart’s. To his colleagues he brought information 
derived from visits to mental hospitals as far afield as 
Italy, Russia, Poland and Tunis. 

Retiring from Claybury in 1916, Armstrong-Jones 
received a knighthood and was soon afterwards appointed 
consulting physician in mental diseases to the London 
Command and later to the Aldershot Command, with the 
rank of lieut.-colonel. For ten years from 1917 he was 
Gresham professor of physic, and in 1921 Lord Birken- 
head alle him one of the three Lord Chancellor’s 
visitors in lunacy. Among his other public appoint- 
ments were those of justice of the peace, deputy lieu- 
tenant for the counties of London and Caernarvon, and, 
in 1929, high sheriff of Caernarvon. He married in 1893 
Margaret Elizabeth, daughter of Sir Owen Roberts, and 
they had a son and two daughters. 
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ISIDOR FISCHER 
MD 


Dr. Fischer, who died at Bristol on Jan. 13th at the 
age of 74, came to this country when Austria was 
occupied by the Germans. Having formerly achieved 
considerable success as a consultant gynecologist in 
Vienna, where he was a Privatdozent at the university, 
he had turned his attention to the history of medicine, 
in particular the history of his specialty and of old 
Viennese medicine. He will be best remembered by his 
useful and thorough ‘‘ Biographical Lexicon of Out- 
standing Doctors of the Last Fifty Years ’’ published at 
Vienna in 1932 and the ‘‘ Eigennamen in der Krank- 
heitsterminologie ’’ (1931), a list with full references to 
the original use of all such personal names as Addison’s 
or Bright’s for special diseases.. Fischer subsequently 
amassed material extending this list to cover the use 
of proper names in every branch of medical literature. 
While living in London during 1939 and 1940 he worked 
assiduously at this compilation at the British Museum, 
the Royal College of Surgeons and the Royal Society 
of Medicine, of which he was elected an honorary fellow. 
Shortly before leaving Vienna he had written a history 
of the Vienna Medical Society, but the Nazis removed 
_his hame from the title-page. He had been for many 
years honorary librarian. of the society, whose library 
became wader his care one of the finest on the Continent. 


_ Notes wind Mews 


CHARMS AND SPELLS 

MEDICINE and magic have not yet dissolved an old 
partnership. In his address on the folklore of children’s 
diseases, given to the Folk-Lore Society on Jan. 20, Dr. J. D. 
Rolleston remarked that the orthodox medical practice of 
one age is apt to become the folk remedy of the next. 

Be Rolleston’s lecture contained much material for 

chological speculation. In what dark cavern of the 

re: nseious mind did all these spells for the cure of 
children get their birth ? Sometimes it seems fairly 
clear. To do something seven times, to whisper an 
invocation thrice, to carry out an intricate rite nine 
times nine days in succession is surely an obsessional 
method of propitiating some sense of personal guilt. 
To pass a child with hernia or whooping-cough through 
a cleft tree—=still done, it seems, in parts of England—is 
evidently a rebirth phantasy, and one can imagine the 
mother’s unconscious attitude: ‘‘ Perhaps after’ all this 
trouble I can have a nice unruptured (or non- coughing) 
child.’”” The same mechanism may be detected in some 
of the examples he quoted of the treatment of infantile 
convulsions ; thus it-+has been common in the past to treat 
this condition by giving part of the placenta or of the 
umbilical cord, remedies that may symbolise return to 
the womb. and a fresh start. The phantasy becomes. 
almost articulate in the words ‘‘ Wherewith I -bear thee 
therewith I heal thee ’’ used in the treatment of thrush 
with genital mucus. The secretions of the body seem 
always to have been given credit for magical properties, 
especially the saliva. ‘ Spit on it for luck ”’ — a long 
tradition behind it. Thus Dr. Rolleston tells of a 
Bohemian charm for skin eruptions in. which three 
circles are drawn round the lesion, and three above it. 
and the operator whispers ‘“‘ Adonai ’’ before spitting 
thrice. on the 4 re Besides being a propitiatory ‘rite 
this probably other symbolic meanings at an 
unconscious level. “It would also be interesting to know 
what lay behind the treatment of enuresis in which the 
child was required to urinate in a newly dug grave. 

The magical mechanism of transferring a disease. te 
someone or something else is common, and is no doubt 
akin to the Fare paseo. 1p mechanism of projecting re- 
sentment. é superstition that venereal disease can 
eured by intercourse with a virgin is. responsible, Dr. 
Rolleston pointed out, for many of the cases of rape of 
young children. Analysis of such beliefs provides 
material for the study of the ee mind. 





The Sact that pea: ini of raw PERRO in sits 
supply owing to war conditions are advertised in this 
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University of Oxford 
In a Congregation held on Jan. 
were confer 


21, the following degrees 


Evasé, A. Re N. Gardner, J. K. Hawkey, A. M. 
‘F. Erskine, D. C. Byron-Moore, G. M. T. Tate, F. E. 
Lodge, Margaret M ers, A H. Schulz, *D. F. Darrow, 
‘Bryan Bevan, *W. B. Matthews, a ¥ Le Quesne, * A. I. Spri 
*E. L. Barr, *C. ardner, *R. T Pratt, M, Strat je. 
*Philip Viasto, *D. J. Arkle and “Constance L. Paedinng 

* In absence. 


University of Cambridge 
The title of the degree of MD has been conferred on Mrs. 
C. M. Hall. 


Royal Cellege of Physicians of London 

A comitia of the college was held on Jan. 28 with Sir Henry 
Tidy, the senior censor, in the chair. The following fellows 
were appointed representatives of the college: Sir Robert 
Hutchison on the Aliens Committee ; Prof. F. R. Fraser on 
the Poisons Board ; and Sir Arthur MacNalty and Prof. J. W. 
MeNee on the Imperial Cancer Research Fund. 

The following candidates having satisfied the censors 
board were admitted to the membership : 

D. S. Cadman, MB CAMB. $ D. R. Cameron, MD st. AND. ; E. D. H. 
Cowen, MB CAMB.; F. C. Deller, Mp ee a on ilfred Fine, MB 
LOND. ; a Vv. Gardner, MB LOND. U. Jackson, MB 
CAMB. S. Lewes, BM OXFD ; D-de la c. Vaccarthy, MD LOND., 
surgeon ph teeeer RNVR ; M. E. MacGregor, MB LOND., surgeon 
lieute; ot RN ; BE. A. Spriggs, RAMC 
and C. Studdert, MB DURH. 

Licences to practise were granted to 221 candidates (197 
men and 24 women) who have passed the final examination 
of the conjoint board, and complied with the by-laws of 
the college. The following are the names of the successful 
candidates : 

J.D Abbott, J. M. Allcock, P. 8S. Allenby, David Annis, Nathan 
Atenatels 3 K. “Artie, F. R. St. C. Assinder,}E ). H. Back, Muriel I. I. 
Baird, Bairs J. F. Baker, As M. Ball, Barnes, 
Joan E. * patter N. r ‘Bartholomew, a Bergmann, Margaret E 
Berry, Isobel P. Beswick, J. W. Bet Waceconaes P. Biggs, P. R. 
Birks, P. L. Master. D. A. er, ‘Cyril Horoda, + P. Bound, 
R. E. ‘Bowers, J. R. Briggs, F. 8. W. Rafesnecoms he, B. Bromfield, 
F, H. Budden, J. D. Buxton, Colin Campion, 8. i. Carey Cr B. 
or W. F. Cavenagh, A. H. Cheshire, J. M. : 

hri H. V. Clarke, R. B. Co Wy we? M.C. Connell, W..D. D. Cooke, 
‘ is "Copp A. K. Cumming, ¥ . Da Cunha, Elisabeth Dalley, 
K. idesin” 


BM OXFD, lieutenant, 


H. Dalrymple, a Davies (died 3.1.43), 
R. G. os Secicd 8S. Davis, J. T. Dawson, : metrius, 
PF. Denton, John Douglas, W. ea Dougies A. H. Drewitt, 
J. A. ison, C. D. Edwards, A, J. Eley, T..H. Elias, F. R. Ellis, 
I.c. W. lish, G, L. Evans, G. M . Evans, € G. Evans, Alianore 
M. C. ral rag a C. Faulkner, - Fenton; P: F. G. 


Fisher, H. T. Foot, Kate Forrest, T. C. Fort, A. R. 
rox, H. * Frampton, Catherine J S. Gauvain, T. *. L. Gethin-Jones, 
8S. Gibbs, R. de_K. Glover, F. J. Goddard, Samuel Goldman. 
Harold Goldstein, ‘Eva 3, Gowen: F. T. Graves, 4:3: Gray, F. W. M, 
Greaves. R. F. Griffith-Evans,.F. D. aes R. W. Griffiths, 
S. D. Gun-Munro, M. J. L. Hassall, P. a A. G. — 
Hicks; Hazel B. ili, J. . Honig, AN. 
A Howells, #. BR. Hudson, i P. Hue, Ww. H. 
Humphreys, R. J pon tag E. patie. Margaret M. Joad, 
E. L. = Kathleen E. J. Vones P Keai <:% argaret fA 4 
H. W. Kennard, R. A. H, Kinch~ E. J+ ing, H. E. Knowles, 
Simon Kramer, Raymond pane. Cc. yy S. Lambert, Kathleen M. 
Lane, P. L. Langton-Lockton,’'H = J. J. w Etang, W. J. Lewis, 
——- Lindner, John ay E. Seder, T . G.. KE, Loosemore, 
M. acess ur, R. Sovitum, Kenneth McGlashan, I. 8. 
Macheod, Nadhok: i ‘J. Markham, B. P. Marmion, A. 8S. 
Mason, C. a; Mother R. H. ee D. G. Maurice, 8. R. Mawson, 
F. 8. Mellows, Jessica am € R. Moffat, P. A. G. Monro, R. 


Moolan-Feroze, H. oore, Re ie Morris, | oR & Mortimer, 
M. F. Morton, J. R. Napier G. K. Needham, C. T. Newnham, 
R.D. Nicholson, —— i Noble. Rhona M, Oliver, H. B. F. Ordish, 
L. R. B. Par 2 : Parkin, P. R. P. tes a J. r< Pegg, 
co. J. Perks, D. J. Petit Lewis psi R. B. Raffle, A. J. H. 
net, G. 8. ham R. M. Redwood. W. T. Rees-Jones, 


. M. ‘A. Risvi, J. A. eee .M. ee, 
. Robson, Eric Roebuck, John Ronchetti, "P. I. Rose, A. 
Lame Paul Row ntree, I. A 4. Hex Daren. T.J: isang A. P.S. ah cg 
H. T. Sears, Josif Sebel, J. Shaw, G. N. Shone, Mohan 
_ %. G. Sita, B. F. Smalthora E. S. O. Smith, F. M. Smith, 
T. Smith, V. 0. G. Smyth, Paul Solnik, E.’M. 
Re Steiner, D. “as H. Stone. hy amin Sullivan, F. R. Sutton, 
N. W. Tatte rpc a Ww: i eroeee Thomas, M. V.P.T 
J. D. Thompso Ww. ompson, Dorothy H. Thorne, 
Tomlinson, Edith M. M. ee Joan D. Trethowan, W. H. Trethowan, 
G. Cc. Turner, L. R. Twentyman, Elizabeth Tylden, F. L.A. 
Vyse, Eric Waddington, I. R. Waters, Geoffrey Watkin- 
~~ mreb, J. AT. Vest, A. WN. Whiteside, D. H. J. Williams, 
oO. Wi ohn H. A. G. Winter, and Celestina M. Xavier. 
Diplomas were granted, jointly with the Royal College of 
Surgeons, to the Benge =, 
DPH.—M. 2 lair, 8. D. Elek, L: 
Jepheott, N.J.8 femeee B. F, O’F lynn, T 
and A. E. Tinkler. e 


Diplomas in anesthetics were also granted to the gpeeuye 
named in the report of the meeting of the Royal Colle, 
Surgeons in our issue of Dec. 19, and in psychological medicine 
and in laryngology and otology to those named in our issue 
of Jan. 23. 


Vernon. ¢ x 


Eg Franklin, Alexander 
. G. Osler, B. F, Russell, 
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University of Edinburgh 

At a graduation held on Jan. 21 the following degrees were 
conferred : 

MD—*J. W. B . *R. F. Dawson, *O. 8S. Gibbs, *N. 8. 
Gordon, William t and tJ, A. F. Roberts. 

MB, Ch B.—H, T. G. Strawbridge (with honesre) 5 P. H. L. 
.R, M-: A. Caldwell-Nichols, E, M. 
, HS etty, D. H. Clark, *W. A. L. 
ham, Helen W. Currie, K. J.. R. 

Edgar, G. M. Falconer, E. O. Fear, 
w. Grant, D. R. Gunn, Kaare G 


M Fi » os ee 4 un- 
: e, D. W. Huish, W. H. Hunter, R. B. Huston, 
B. O. Jeffrey, D. R. Kerr, W. A. E. Kerr, A, D. M, .R.P.T. 
King, W. T. ie, D. W. Livingstone, D. G. M‘Connell, A. C. 
Macdonaid, Evel: E. M‘Guinness, e : 
M‘ ‘ M‘Lean, C. W. Mi > a M —— A. R. 
Milson, N. R. K. Mitchell, Ian weree es, me id, P. M. 
Roemmele, E; B. Ross, W. T. Scott, OC. W. Shearer, I. B. Sim, Iqbal 
ra, A. 8. Smith, C. R. Strother-Stewart, R. 8. Sunderland, 
A. R, Sutherland, J. A, Tulloch, G. A. 8S. W J Watson, 


, G._A. 8S. Wallace, J. L. 
A.W. Williams, Lena W. Williams, H. D. Wilson and A. F. Young. 
MB, Ch B, of the Polish School of Medicine.—Henryk Drobinski, 
T. W. Drozdowski, F. J. Kuciel, W. S. Kulesza, Tadeusz Markiewic, 
kK. J. Parkita, S. J. Rydlewski and Halina Sulinska. 
DPH.—*Winefride M. Hamilton and *Doreen G. Warnock. 
DMR.—Eugene Tiscenco. 
* In absentia. 
+t Highly commended for thesis. 


Scottish Conjoint Board 

The following having passed the final examination of the 
board have been admitted licentiates of the Royal Colleges of 
Physicians and §S ms of Edinburgh, and the Royal 
Faculty of Physicians and Surgeons of Glasgow : 

M. W. Awad, J. D. H. Bankier, Margaret Barker, J. 8. Bateman, 
C. E. Bell, J. M. Bolton, J. N.G. Burns, D. 8. H. Cadien, N. A. Chis- 
holm, R. P. Cookson, J. H. Couper, Margaret M. A. Dunn, r 
E tz, eragaees 5. Elliot, G. St. J. Frost, Monroe Gaines, S. J. 
Halkett, fan Hamilton, Isobel M. Hill, Regina Kemmerling, 
Abraham Manson, Notman, J. J. Polland, R. K. Richard- 
son, J. T. Rossouw, Gerald » G. P. Stilley, Ian Turnbull, 
H. W. Weisman, and Seymour Wiederlight. 

G. C. Laszlo, a graduate of Budapest, a recognised foreign 
university, was also admitted ‘to the licentiateship. 


Royal Medical Benevolent Fund 

At the quarterly business meeting on Jan. 26 several hand- 
some legacies were announced and it was reported that the 
British Medical Association pro to hand over a bequest 
of over £6000, made to its charities fund, in equal shares to the 
RMBF and the Epsom College foundation. Another welcome 
report was about the President’s Christmas Gifts appeal, The 
fund had for some years made small gifts at Christmas-time 
to specially deserving beneficiaries, but in 1930 Sir Thomas 
Barlow made a personal appeal through the medical journals. 
The response that year was £184 but this year it reached 
£1670. The case committee which distributes these gifts has 
received many touching letters from the recipients which show 
how welcome this little extra money is. The ordinary sub- 
scriptions keep up in an encouraging way. The m ent 
committee is asking a subcommittee to advise it on the best 
way of providing a pension for retiring officials of the fund. 


Royal Institution of Great Britain 

On Tuesdays, March 16, 23, 30 and April 6, at 3 pM, Sir 
Henry Dale, PRS, will give four lectures on chemistry in 
modern medicinal treatment. On April 9, at 5 pm, the Friday 
evening discourse will be delivered by Air-Commodore 
Geoffrey Keynes, FRCS, on the-history of blood transfusion. 
The lectures will all be held at the institution, 21, Albemarle 
Street, London, W.1. 


Course on Mental Deficiency 

The University of London extension and tutorial classes 
council in codperation with the Central Association for Mental 
Welfare propose to hold a course of lectures and clinical 
instruction for medical practitioners on mental deficiency 
and allied conditions. The course, which would probably take 
place from May 10 to 21, cannot be held less sufficient 
numbers apply, and those who wish to attend should send 
their applications as soon as ible, and in any case before 
March 20, to Miss Evelyn Fox, c/o University Extension 
Department, University of London, 24, Buckingham Palace 
Road, London, 8.W.1. The course will -include lectures by 
Dr. A. F. Tredgold on the nature of mental deficiency, by: Dr. 
Kenneth Cowan on the administrative procedure in the ascer- 
tainment and treatment of mental.defectives under the Mental 
Deficiency Acts, by Dr. Henry Herd on the work of the school 
medical officer in relation to defectives, and by Miss Lucy 
Fildes, PhD, on the psychology of defectives. Demonstration 
of clinical work and of mental testing will also be arranged. 


NOTES AND NEWS 
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The Boyd .Bequest 
It is over 100 years since the Manchester Medical Society 
was founded, largely to give the local doctors a chance to 
discuss their differences in private and to prevent them airing 
them in the local press, as was the custom in those days. The 
motto Fovet Medicinam Concordia was chosen by the society 
at its centenary to express this idea. The Medical Society, 
however, does not touch on ethical matters ; it limits itself to 
the scientific side of medicine. Questions of local ethics and 
rocedure come in the scope of two bodies, the Medico- 
thical Society, which treats of the academic side, and the 
eminently practical local branch of the British Medical 
Association. The latter has now received a magnificent 
bequest—the residue of the estate of the late Dr. Robert 
Boyd, a general practitioner of the city. The fraternisation 
of doctors in Manchester has of recent years been good, but 
here is a chance of bringing them close together, and this can 
only be to the benefit of both patients and doctors, 


Royal Faculty of Physicians and Surgeons of Glasgow 

Surgeon Rear-Admiral Cecil P. G. Wakeley will deliver a 
John Burns lecture in the hall of the faculty, 242, St. Vincent 
Street, Glasgow, on Wednesday, Feb. 10, at 4 pm. He will 
speak on the surgical aspects of blast. 
Science and Social Life 

Speakers at an open conference arranged by the Association 
of Scientific Workers and held at Caxton Hall, Westminster, 
on Jan. 30 and 31, discussed how to use the findings of science 
for the advantage of the whole community. The war has 
brought about advances. Dr. Doveitas McCziean recalled 
the founding of the Parliamentary and Scientific Commuttee 
in 1929, thanks to the efforts of the association, and its 
reconstitution (in which the association again took the 
lead) soon after the outbreak of war. The committee is 
made up of members of both Houses of Parliament and of 
representatives of 30 affiliated bodies concerned in applying 
science to social needs. Moreover, as Mr. R. S. BickiEe 
pointed out, the Government now has the advice of the best 
scientific ability in the country. This, he said, had not always 
been the case : first-class scientists usually choose the freedom 
of university research or the prospects in industry before 
thinking of the civil service as offering a scientific career. 
Civil servants are often blamed for stagnation: and to over- 
come the danger of this he urged that scientific workers in the 
civil service should be encouraged to take refresher courses and 
to keep in close touch with their colleagues in the universities 
and in industry. Sir Lawrence Braae, FRS, felt we must 
look to the universities still to supply the inspiration for pure 
research; and he recalled the impressive quality of the 
students who.came back to their studies at the end of the last - 
war. They had gained in character and knowledge of the 
world and a high proportion of them have become leaders in 
their various fields. A similar mature body of scientists will 
be returning to their work after this war, men who have 
gtafted experience of organisation, production and leadership 
on their scientific knowledge. He too would like to see drastic 
revision in the research laboratories supported by the State ; 
and he believes the Central Register to be the right body to 
watch the conditions and find the men for Government and 
industrial research to advise on postwar placement, assess 
needs, and regulate conditions of service. Prof. H. Levy felt 
that science could play a significant part in implementing the 
Beveridge report ; and Mr. J. G. SreBert spoke of the tasks 
facing European scientists in the reconstruction of scientific 
institutions on the continent. Dr. C. L. OakiEy ran over 
some of the gains achieved by the medical sciences committee 
since it was set up by the association in May 1942, It had 
brought into touch with each other three independent groups 
of workers who were studying gas-gangrene toxins at the 
beginning of the war, with the result that they had pooled 
their knowledge and done more effective work. The work of 
the Industrial Health Research Board was seriously curtailed 
at the beginning of the war, but thanks to the strong proposals 
made by the association to the Parliamentary and Scientific 
Committee the board was reconstituted and its field of work 
enlarged. Again, the medical sciences committee has formu- 
lated plans for breeding laboratory animals of pure line stock 
on @ national scale, and is approaching the Medical and 
Agricultural Research Councils on the subject. _He pointed 
out that all serious attempts to change existing conditions 
involve political activity; and he believes the association 
offers workers in the medical field the best opportunity yet 
available for the social application of pasa’ B g progress. 
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Boarding Schools and Public Schools 

On Jan 27 the education committee of the London County 
Council adopted a report recommending that the educational 
structure of the future should be based on the State system 
developed so as to provide a free and full secondary education 
for all. While admitting advantages in boarding-school life, 
the report maintains that these do not compensate for loss of 
the continuous influence of a happy home life. The future 
structure must be mainly based on day schools, supplemented 
by chances of living together in youthful communities such as 
holiday camps and residential schools and by school journeys 
in term or holidays. Boarding schools should be reserved for 
those particularly likely to benefit—for example convalescent 
or delicate children, physically defective and some mentally 
defective children, unstable or problem children, and those 
whose parents are dead, or abroad, or neglectful. 

The committee holds that the LCC should not enter into 
arrangements that would involve transfer of pupils to privately 
run schools of any kind. All schools receiving aid from the 
public purse should receive it through the local education 
authority, Whatever the origins, traditions or merits of the 
independent ‘ public” schools, they have serious anti-social 
characteristics and their existence entails serious disadvantage 
to general educational standards. They segregate, in general, 
the sons of the wealthy and successful from the sons of the less 
fortunate ; two different types of citizen are being developed, 
eachr-with its own characteristics and each ignorant of, and 
somewhat out of sympathy with, the other ; and parents who 
send their sons to public schools have no personal or family 
stake in the State system. It is arguable that but for the 
existence of the “ public-cum-prep” school system, the 
material and physical conditions of many of elementary and 
secondary schools under local education authorities might 
now be much better. In the absence of any plan for incor- 
porating in the national system the facilities now in possession 
of the ** public ” schools, the committee thinks the most hope- 
ful line of advance is to make the State provision so good that 
no citizen has any excuse for contracting out of it. 

This report did not pass without brisk discussion. It will 
how be referred to a meeting of thte London County Council as 
a whole. 


TestiInc HatpaANE H2MOGLOBINOMETERS.—The accuracy 
of the result of any hemoglobin determination of the Haldane 
method depends on the accuracy of the colour-tube, graduated 
tube and pipette. British Standard specifications for all 
three have lately been drawn up (Lancet, 1942, ii, 732), and 
apparatus will in future be made in conformity with these. 
In the transition period the National Physical Laboratory, 
of Teddington, Middlesex, will test existing tubes and pipettes 
and supply a correcting factor to be applied to make the 
findings correspond with those of standard apparatus. The 
laboratory will also test new apparatus for conformity with 
the standard, and will etch their mark on approved tubes. The 
charge for testing a complete hemoglobinometer is about 28s, 

Corrigenda.—-PROPHYLAXIS OF ACUTE SpEcIFIC FEVERS: 
A report in our last issue (p. 153) misinterprets certain 
statements made by Dr. E. H. R. Harries. His experiment in 
reducing the scarlet-fever isolation period to 3 weeks began 
soon after the last war, and no letters complaining of undue 
delay in release have reached him in the last eleven years. 
He pointed out that return cases of scarlet fever are rare 
despite the shortened stay, and despite the fact that the 
patients are discharged (usually without release cultures) at a 
time when they are probably harbouring organisms in abund- 
ance. In diphtheria he suggested that though three release 
cultures (tellurite) are necessary for the obstinate carrier, 
two should suffice for the ordinary case. His instance of 
** spurious intermittency ’” was drawn not from dysentery 
but from diphtheria—the transfer of a gravis strain to a mitis 
carrier or vice versa—and he did not in fact recommend that 
diphtheria carriers (who are immunes) should be immunised. 
It was not the routine use of the sulphonamides in the acute 
specific fevers that Dr. Harries deprecated but their routine 


The remarks made by Dr. A. G, Signy were inadvertently 
attributed to Dr. A. T. Simey, whose work on measles epi- 
demics at Rugby had been mentioned earlier in the meeting. 

Mass Rapio.tocicaL Surveys :—A paper on the control 
of pulmonary tuberculosis in industry, published in our issue 
of Dee. 12, 1942 (p. 693), contains a reference to mass radio- 
logical examinations by de Abreu in the Argentine. This 
needs correction. Dr. Manoel de Abreu is a Brazilian and his 
pioneer work has been done in his own country. 


‘ 


Royal Society of Medicine 

On Tuesday, Feb. 9, the section of psychiatry will meet at 
2.30 pm to discuss the quality of mental test performance in 
intellectual deterioration. The opening ers will be 
Major E. L, Trist and Dr. M. B. Brody. On Feb. 12 at 2.15 ru 
the: clinical section will hold a meeting at Guy’s Hospital, S.E. |. 


First-aip For Crvin DEFENCE.—The second edition of 
ARP Handbook No. 10 (HMSD, 6d.) has been rewritten in 
the light of recent experience. It falls into two parts, 
the first of which deals with training of parties in first-aid 
organisation. This includes such matters as coérdination of 
Civil Defence and Home Guard organisations, procedure at 
an incident, reinforcements, disposal and so on. A useful 
section is a detailed treatment of inter-team tests and com- 
petitions. The methods of carrying injured are clearly 
illustrated and prominence is given to the use of webbing 
bands for lifting and carrying. The second part deals with 
actual first-aid and restricts its teaching to essentials,’ The 
instructions are simple and clear and may be taken as a 
guide about what to emphasise in the teaching of the standard 
textbooks. Opportunity might have been taken to point 
out the dangers of overheating shock cases, and the common 
recommendation of a walking stick for a splint (the other log 
would be more satisfactory) has crept in. The general 
impression is of a well-written and carefully compiled guice. 





Appointments 





AUDEN, G. A., PHIL D BIRM, MD CAMB., FRCP, DPH: 
Birmingham University. 
—— ROBIN, MB GLASG., DPH : 


temp. MO to 
temp. asst. MOH for Glouces- 


JENKINS, ‘J. F., MRcos: senior RSO at the Hampshire CC Hospital, 
Alverstoke, Gosport. 
O’CONNOR, FRANCES E., MB DUBL., LM, DPH: temp. asst. MOH and 
asst. school MO for Hunts. 
RICHARDS, FLORENCE G., MRCS, DRCOG : 


senior asst. MO (materni‘y 
and child welfare) for Coventry. 





Births, Nispaiaaian sik Deaths 


BIRTHS~ 


BEATTIE.—On _Jan. a = Norwich, the wife of Captain P. H. 
Beattie, RAMC—a si 

CAMPBELL.—On Jan. 16, at Ewell, Surrey, the wife of Lieut.- 
Colonel A. E. Campbell, Ramc—a daughter. 

Casson.—On Jan. 16, the Wife of Dr. Arthur Casson, cms, Lui, 
Southern Sudan—a 80 

Cove-SMITH.—On Jan. 26. “in London, ane —_ i Dr. Ronald 
Cove-Smith, of Bryanston Court. l- 

GOLLER.—On Jan. 20, the wife of Tisteent 3 Elia "Goller, RAMC— 
& son 

NicoL.—On ees 19, the wife of Major C. 
daughte 

THOMPSON. Fon Jan. 26, in London, the wife of Surgeon Lieutenant 
Richard Thompson, RNVR—a daughter. 


MARRIAGES 


HARDWICK—MOoRE.—On Jan. 16, at Epsom, Sydney Walpole 
Hardwick, mMRcp, of West Park Hospital, to Margaret Joan 
Moore, MB, of Horton Hospital. 

MELECK—WRENN.—On Jan. 9, in Oxford, Simon Meleck, MBE 
surgeon lieutenant RNVR, to Carola Wrenn. 

MELLOWS—WILLIAMSON.—On Jan. 23, at Bowdon, Cheshire, 

Frank Stanley Mellows, MRcs, to Juliet Mary Williamson. 

Pocock—SEppon.—On Jan. 23, at Oxford, John Pocock, FRCS, 
squadron-leader RAFVR, to Cicely Barbara Seddon. 

PORTER—COURTENAY.—On Jan. 16. & London, Charles Porter, MB, 
to Geraldine Maziere Courten 

SPRINGETT—WEsT.—On Jan, 21, e 4 Frieth, — Victor Henry 
Springett, mMRcs, of Sanderstead, to Joan We 

WRIGHT—FAWCETT.—On Jan. 20, at Enfield, Gordon Wright, 
lieutenant RAMC, to Philippa Kirby Fawcett, WRNS. 


DEATHS 
ARMSTRONG-JONES.—On _ 30, at Pl4s Dinas, Caernarvon, North 
Wales, os eS rong-Jones, CBE, DSC WALES, MD 
LOND., 
Kixe.—On Fl 39, at at Bath, Preston King, MD CAMB., JP aged 80. 
MaRtin.—On Jan. 25, at Bath, James Pirie Martin, MRcs, former'y 


aged 85. 
an. 23, at Denvilles, Havant, eee Captain 
Edward Henry Meaden, cme, me RN (RETD.). 
arnt .—On Jan. 19, at Headington, Oxford, Constance Elizabeih 


, MRCS. 
SmirH.—On Jan. 25, in London, Charles Johnston Smith, cv«, 
MB LeiAeet FRCSE, late senior surgeon and professor of surgery 


Teen-0n Ja Jan, a in York, A. E. Tebb, MD LOND., DPH, of Hamp- 

ite 

THOMSON. — ee Jan. 29, in Edinburgh, Sir StClair Thomson, 
MD LOND. , FRCS, 83. 

TURRELL:—On Jan. 27, at Oxford, Walter John Turrell, Mp OxYroD, 


Acne. ion ~ 4; at Rosslyn Castle, Midlothian, John Lawrence 
OONood, OBE, BA CAMB., MRCS, lieut.-colonel RAMC (RETD), aged 61. 
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CHRONIC PARKINSONISM 
ITS PROGRESS AND TREATMENT 


Sin ARTHUR HALL, M D CAMB, D SO HON, (SHEFF), FR OP 
EMERITUS PROFESSOR OF MEDICINE IN THE UNIVERSITY OF SHEFFIELD 


WHATEVER may be the cause of von Economo’s 
encephalitis lethargica its modus operandi differs in 
several ways from that of any perereny known infec- 
tion. Thus while its harmful effects are almost limited 
to the nervous system, even there they are selective 
and affect areas rarely attacked by’ other nerve poisons. 
Hence the peculiar and often pathognomonic symptoms 
which have characterised this disease from its first 
appearance. Further, its activity does not necessarily 
end when the acute stage is over, but may continue 
intermittently or progressively for the remainder of life 
as the chronic stage ; nor is there any constant relation 
between the two sta either as regards time-interval or 
severity. A mild chronic stage may follow a severe 
acute attack, while a mild or even a symptomless acute 
stage may be followed by a chronic stage of considerable 
severity. This suggests that the ce tahlgs of the infective 
agent does not necessarily cease when the acute stage is 
over, 

There are other reasons for such a view. Thus symp- 
toms of the chronic stage may remain unchanged for 
years and then, for no apparent reason, become progres- 
sively worse. Or entirely new symptoms may be added 
at any time ; in one young woman the acute attack was 
in 1924, when she. was 14, and was soon followed by 
parkinsonism, but ocul ic attacks did not begin until 
1940—17 years after infection. Also sudden death is 
by nO means rare in the chronic stage, especially in 
young women. In my series, out of 53 known deaths 
from natural causes in female parkinsonians, 12 (about 
22%) have died suddenly and unexpectedly. No less 
than 8 of these, 6 of whom were under 25 years of age, 
were found dead in bed in the morning, after having 
seemed to be in their usual state the night before. The 
question of accidental suffocation, suicide or gross organic 
lesion was excluded after careful investigation. Among 
young males such sudden deaths have been less common 
—only 5 in 109 cases. These deaths suggest active 
extension of the poison to a vital centre in the brain-stem. 

If the chronic stage is one of continued activity of the 
infective nt, the chief object of treatment should be 
to destroy it, or at least to render it harmless. As yet no 
curative therapy is known, and treatment resolves itself 
into the relief of such disabilities as can be relieved. 

As von Economo! pointed out, two main groups of 
disability characterise the chronic stage : parkinsonism 
with its disturbances of motility, on the one hand; and 
oe mental changes of juvenile postencephalitis on the 
2) er. 

The juvenile mental changes will not be considered 
here. Treatment of them is unfortunately almost limited 
to the restraint of antisocial habits by certification. The 
bodily disabilities which are ely covered by the term 
parkinsonism will be dealt with under four headings : 
disturbances of mobility ; tremor; eye-attacks (oculo- 
gyric, eye-closure); salivation (dribbling). There are 
others, but they are relatively less common and less 
troublesome. : 


DISTURBANCES OF MOBILITY 

The patients chiefly show poverty of muscular move- 
ment, a motor hypokinesis, long familiar in cases of 
paralysis agitans, and always } eee to a greater or less 
extent in the kinsonism of chronic encephalitis. In 
encephalitis it long been known that relief, sometimes 
considerable, is given by various drugs of the atropine 
series, if given in adequate doses. Some find most benefit 
from one preparation, some from another. Dosage is 
important ; not only can the parkinsonian tolerate more 
than the maximal BP doses of atropine, but such large 
doses are usually necessary for effective relief. The 
extremely large amounts given in high atropine therapy 
are not required by all cases; many get adequate 
and satisfactory relief from much smaller doses, which 
can be. maintained for years with only an occasional 
increase in the daily intake. There is no certain evidence 


, OC. Encephalitis Lethargica, London, 1931. 
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that. drugs of the atropine series destroy the infective 
agent, or check its advance. Some parkinsonians get 
steadily worse in spite of maximal doses, others on com- 
paratively small amounts—or indeed, on none at all— 
remain unchanged year after, year. 

At the clinic for encephalitis at the Sheffield Royal 
Hospital, there are some patients in whom poverty of 
movement, in the arms at any rate, has not increased 
over 8-12 years. When first measured by the apparatus 
described in the Lancet,* the rate in all of eam was 
considerably below that of normal persons. 


RATE OF MOVEMENT OF ARMS IN PARKINSONIANS (MALES) 


+ —- — 
| 


Period No. of cases nt 
(in years) : Unchanged Decreased 
12 9 4 5 
il | 5 2 3 
10 1 1 0 
| 
9 4 3 1 
8 2 2 0 


In 12 out of 21 males it was found to be unchanged when 
estimated by the same method 8 or more years later. 
In 10 females, during corresponding periods, the results 
were not so good. Only 4 remained unchanged. In 
one of these, whose rate of arm,movement after 11 years 
had not decreased at all, the history illustrates’some of 
the points mentioned. 


In April, 1924, when 22 years old, and in the 8th month of 
her first pregnancy, she had a severe attack of acute enceph- 
alitis with delirium, diplopia and lethargy. A normal child 
was born at full term in May. Labour was normal. Parkin- 
sonism with troublesome salivation soon followed, and.for 
18 months she was bedridden. In the early part of 1926, 
tincture of belladonna was begun in moderate doses, She was 
soon about again and able to do most of her housework. The 
dribbling ceased. She has been on the same treatment ever 
since, the quantity now taken daily being only- min. 60. In 
1927 her rate of movement in the right arm was 51% of 
normal, and in the left 44%. In 1938—11 years later—it 
was still 51% in the right and 42% in the left. 


The records in the table represent only a small propor- 
tion of some 200 patients made since 1927. Of the other 
patients, some have died, many have been lost sight of, . 
in others the hypokinesis has become much worse and they 
could no longer carry out the test. Several others have 
remained stationary for periods of less than 8 years- 

Those taking large daily doses of atropine are liable 
to attacks of hyperpyrexia in hot weather, especially if 
exposed for long to bright sunshine, and deaths have 
resulted from this. 

Apart from treatment by the atropine group not much 
can be done to relieve hypokinesis by drugs. Now and 
again it is possible, in various small ways, to help the 
parkinsonian to on his ordinary life and to stave off 
the onset of invalidism, One woman who had acute 
encephalitis in 1922, when 23 years old, soon followed by 
parkinsonism, had such difficulty in chewing and swallow- 
ing her food, tHat she began to lose flesh. She noticed 
that in the night, as-is often the case, this difficulty 
disappeared. She therefore began to take her chief meal 
at two o’clock in the morning, instead of in the daytime. 
By this means she soon regained her weight. This 
releas- of inhibition, or whatever it may be, during the 
night hours, and particularly when half-awake is not 
‘uncommon in the automatic acts such as speech and 

ait. 
. As regards gait, so*long as the lesion has been 
largely hemiplegic in distribution, it is not seriously 
impeded ; the less affected leg props up the advancing 
trunk at each alternate step and there is no fear of 
falling. Such people get about quite well. One boy thus 
affected was able to carry on as a boy scout for years. 
When both legs are affected about equally the chief 
trouble is festination with falling forwards. This results 
chiefly from the forward posture of the body often present 


. 2, Hall, A. J. Lancet, 1927, ii, 1009. 
-@ 
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in these cases. Ifit is not, and especially if as sometimes 
happens there is some extending of the y backwards, 
there is no tendency to festination. Some patients with 
backward extension adopt a curious mincing gait, taking 
short rapid steps on the toes as if running. Some-.years 
ago a man with this type of gait was advised to practise 
taking long deliberate slow steps. By persevering with 
this he re-educated himself in walking. For years he 
has been able to get about comparatively well as long as 
he has a straight course before him, but as soon as he has 
to turn or twist about, to go through a door or get in and 
out of a tram car, the old mincing gait returns. 

typical festination there is no tendency to fall to 
either side. Owing to the hypokinesis in the arms,.a 
walking-stick is no help but only an additional danger 
in most cases; it is rare to see a parkinsonian carrying 
one. In the milder cases a slight support, such as that 
provided by someone’s arm, is enough to prevent falling. 
An equally slight support, in the form of a mechanical 
jacket, proved effective in the following case. 


A man had severe encephalitis lethargica in 1926 when aged 
32. He could not resume his former work, and a job was 
found for him in one of the 

ublic parks. In 1930 par- 

insonism became so much 
worse that he could not con- 
tinue this work, and for the 
next 5 years he was almost an 
invalid at home. In 1935 
atropine, 12-5 mg. a day, was 
begun, and the hypokinesis 
improved enough for him to 
return to work. He has con- 
tinued to take this amount 
daily ever since. In 1941 
festination began. He had to 
have someone to take him to 
and from his work, and while 
there had difficulty in carrying 
on. Early in 1942, after one 
or two forms of mechanical 
support for the trunk had 
been tried without benefit, 
satisfactory relief was 
obtained by means of aslightly 
Modified Taylor’s brace (made by Yana epies's..Reaee. {ane 
Mesers, Ellis, Son end Paramore of “guUre). He can now walk 
Sheffield), alone with confidence, goes 
to and from work by himself, 
and does full work, which involves walking about the park 
most oftheday. His wife said, “he has to carry a stick 
again as he always did before the trouble began.” 


No doubt the effect of this brace is largely psychical, 
but so is the taking lightly hold of somebody’s arm ; 
self-confidence is restored by were slight support. This 
minimal amount of support has been sufficient for more 
than 6 months. 

Another man has solved the problem for himself in a 
different way. 

A man of 52 has had parkinsonism since he had acute 
encephalitis in 1924.About 3 years ago festination pre- 
vented him from walking out of doors unaccompanied, One 
day he tried riding a bicycle, which he had not done since his 
illness began 18 years before. This proved bo successful that 
he now goes for rides by himself three or four days a week, for 
half an hour or more. Mechanically, the bicycle provides 





exactly what the festinator needs both when riding and when 


it, Once in the saddle, with his hands on the 
steering-bar, his body cannot get in front of the wheels, how- 
ever slowly he may pedal; and when pushing it, he has a 
companion which he not only can, but must, hold on to. 


TREMOR, EYE ATTACKS AND DRIBBLING 


In a few cases tremor comes early, but in most it is 
late ; and in some at any rate for many years it is almost 
negligible. It is usually coarser than that of paralysis 
agitans. Possibly there is some connexion between this 
and the age-period of the two conditions. Drugs of the 
atropine series are said to give relief in some cases, but 
the effects are not constant in this or in any other form 
of therapy. Nor is any single effective treatment for 
oculogyric crises or eye-closure. This is unfortunate 
because eye attacks are sometimes the only disability 


preventing employment. From time to time success is 
reported from one drug or other, but wider experience 
has not confirmed the claims of any. Of 150 parkin- 
sonians in my series who have eye attacks, most remain 
subject to them-in spite of treatment. In a very smal! 
number they have become less frequent or ceased, but 
there has been no uniformity in the supposed remedy, and 
some patients have brought the improvement about by 
avoiding conditions known to bring on attacks. 
Dribbling is not present in all cases but can be trouble- 
some. The primary factor is increased secretion of saliva, 
but contributory factors are the forward and downward 
posture of the head, and the diminished activity of the 
swallowing reflex. Fortunately the atropine group of 
drugs, besides being valuable in hypokinesis, also dry 
the mouth. In most parkinsonians these drugs do not 
cause uncomfortable diminution of saliva even when 
taken in large doses ; in a few they do. Where atropine 
fails deep X-ray therapy over thesalivary glands, originally 
suggested and carried out by 3 in 1923, often gives 
relief. ‘ In some of my worst cases cripeneg Bas stopped 
after this treatment; in most there has definite 
improvement, One man, even after six exposures spread 
over 6 months, says it has not becomeless. The duration 
of the effect of X rays seems to be limited, and treatment 
must be repeated. In one woman, in whom dribbling 
had been very troublesome for a long time, it was com- 
pletely stopped for about 8 months, when it began again 
and further exposures were necessary. Inaddition, X-ray 
therapy may cause greasiness of the face to disappear. 
: * * 


* 

While it is natural to compare the parkinsonism of 
chronic encephalitis with that of paralysis agitans, there 
is one important difference; the onset is at opposite 
periods of life. Parkinsonism jochaine we agitans does 
not usually appear until the declini ears; that of 
chronic encephalitis sets in before—often long before—its 
zenith. The older nervous system has its association 
paths carefully laid down and well trodden; there is 
neither room for new ones nor ene to lay them down. 
In the younger nervous system, ess it is too widely 

, there is not only room but also the urge to 
make up for functions which have become defective. <A 
small amount of outside help is sometimes sufficient to 
start the blazing of a new trail. : 


FURTHER OBSERVATIONS ON 
ACUTE STAPHYLOCOCCAL INFECTION 


BE. C. B. BUTLER F. C. O. VALENTINE 
MBLOND, FRCS MRCP 
ASSISTANT SURGEON TO THE DIRECTOR OF THE INOCULATION 
LONDON HOSPITAL DEPARTMENT OF THE HOSPITAL ; 
PATHOLOGIST EMS 

In. a previous paper (Valentine and Butler 1939) we 
described a series of cases of acute staphylococcal 
infection. A study was made of the development of 
immunity in acute osteomyelitis and the result appeared 
to indicate the importance of antileucocidin among the 
various antibodies which were taken into consideration. 
The value of quantitative blood-cultures was established. 
and it was shown that in some cases fatal blood infection 
can develop and be maintained from small superficial 
lesions. 

In a later paper (Butler 1940) these conclusions were 
amplified in a study of 500 cases of acute osteomyelitis. 
It was shown that the mortality in this disease is almost 
always due to the bacteremia and is little affected by th: 
surgical procedures adopted. 

This paper covers our experience in the treatment of all 
kinds of acute staphylococcal infection during the past 
4 years. The disease is characterised by its clinical 
variety, but on a basis mainly supplied by quantitative 
blood-cultures we have felt justified in dividing our cases 
into 5 ups. In this way we hope not only to clarify 
the problems of prognosis and treatment but also to offe: 
a standard by means of which the effects of new methods 
of treatment may to some extent be assessed. A few 
cases described in earlier papers are included to emphasise 
some points. 

GROUP 1 ; 

This consists of 9 cases of fulminating infection (see 
table). Death occurred in 4-8 days, except in one case 


we Fraenkel, M. Dtsch. med. Wschr. 1923, 1, 613. 
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(lth day). Colony counts in the blood show either very 

figures. (500-1000 per c.cm. on admission) or a rapid 
rise if the i n is repeated. Of these.cases, 4 
were facial infections, 1 giving rise to cavernous sinus 
thrombosis. We have not been able to associate this 
type of case with any unusual lack of immunity and 
regard the development of blood infection in any one case 
as a matter of chance to which maltreatment.in the early 
stages may often contribute. Cases 1, 3 and 7 are 
exam of pyemia arising from neglect of a small 
superficial lesion. 

CasE 3.—-A man, aged 60, died after 5 days’ illness arising 
from a small infected blister prespnt on his heel for 3 weeks 
before he fell ill. .The colony count was 1000 per c.em. of 
blood and autopsy showed pyemia as the cause of death. 

In cases I and 3 sections made from the tissues under- 
lying the primary focus. showed small veins full of 
infeeted thrombus. The immunity as measured by the 
antileucocidin does not appear to be an important factor 
in this type of case. : 

Case 2.—Here no primary focus was found. The boy was 
admitted with indefinite signs of infection in the femur and 
the colony count was 900. He died on the 5th day and an 
ill-defined focus was found in the neck of the femur. e anti- 
leucocidin titre fell to 0-0025 and the antihemolysin to 0-2 unit. 
Both these figures are subnorma! and we feel that his unusual 
lack of specific immunity influenced the course ofghe disease. 


~ GROUP 2 

The colony count in this group is above 30. The infec- 
tion is less overwhelming but still very serious since only 
3 cases survived out of 8. The deaths took place after 
3-6 weeks, giving time for the moles yo of secondary 
foci and of antitoxin in the serum. In fatal cases death 
is commonly due either to an increasing blood infection, 
as in eases 10, 14 and 16, or to the formation of secondary 
foci im vital regions which may prove fatal after the blood 
has become sterile (cases 13 and 15). In the latter type 
of case death is often caused by pulmonary infection, 
pyopneumothorax being not uncommon. The import- 
ance of the last complication has been previously stressed 
by Perry and Butler (1940). 

It is important in this group to treat or excise without 
delay any operable focus from which infection may be 

i the blood. This was done with apparent 
success in cases 11 and 12 and their case-records have 
been published elsewhere (Butler 1940). In case 10 the 
obvious focus was a huge carbuncle which could not be 
excised and the bacteremia continued to a fatal end. 
In case 17 the opening of an abscess on the 12th day in 
the butteck may have been of influence in terminating the 
bacteremia. 

GROUP 3 

This group is characterised by a low colony count of less 
than 20 ; + a blood usually soon became sterile. Many 
cases of osteomyelitis are of this type. There were only 
3 deaths, showing that in this type recovéry is the rule. 
Of the deaths, case 23 was due to a lip infection, and, 
except for the colony count on admission, might better 
have been placed in group 1. Im case 27 the blood 
infection steadily increased and death was due to pyemia. 
Case 28 was shown at autopsy to have died of heart 
failure, no signs of acute staphylococcal infection being 
found. After an irregular pyrexia for 6 weeks following 
drainage of a thecal whitlow with colony counts up to 8 
per ¢.cm., her temperature fell to normal and her blood- 
culture became sterile 48 hours after amputation of the 
infected finger. She was free from infection until her 
sudden death 14 days later. 

A primary focus was demonstrated in 10 cases out of 
12. The argument for excision of this focug is not so 
urgent as in groups 1 and 2, but we feel that whenever 
such a focus is found, however trivial it may appear, it 
should be excised or drained without delay. 

In some cases (18 and 26) of osteomyelitis the general 
symptoms of infection were severe although the blood 
infection was slight. It appeared to us that there was 
a distinct correlation between the improvement in 
symptoms, notably the return: of appetite, and the 
development of immunity as shown by the antileucocidin 
in the serum. 

GROUP 4 

These cases are characterised by the development of 

pyeemic abscesses while the blood-culture remains sterile. 


ANALYSIS OF 32 CASES OF ACUTE STAPHYLOCOCOAL INFECTION 
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17 (32 Pelvis | 0-64 | 40 (10), 10 (14), | .. | ST Yes) A 
M 0 (20) 
GROUP 3 
18}14 | Tibia | 0-01 | Few (4), few (10) . 1 Yes] A 
'M 4-0 | 
19/13] Boil | Pelvis | 0-08 | 20 (4), 12 (6), | .. | .. | No|A- 
M 25 | 12 (8 20 (18), | | 
20/12} Root | Tibia | 0-08 | 4 (10), 2 (12), . | No|Aa 
M! mouth 3-0 @ (14) 
21/38 Uterus 9-02 © (6), 22 (11), 0 (21)} .. SA | Yes| A 
22'30| Cellu- 0-02 | 20 (7), 1 (12), SA | ves| a 
| F} litis 0-64} @ (14), 8 (21) 
| face s 
23/55} Car- 12 (8) SP | Yes | 
| M| buncle |10 
} Pp . 
24/50) il | Occip-| 0-64 | Few (28), 2 (33), SA} No/|A 
|M| neck ital 0 (43) | } 
bone BEY 
25| 5| Heel | Femur! 0-64 0 (21), few (39) | : | Yes iA 
26,18) Corn | Femur) 0-01 1 (4), 0 (7) ng ‘en | No|A 
27/13} Toe | Tibia | 0-04 | 2 (6), 10 (15), | .. | U | Yes|D 
} 0-5 14 (18 eg }._ {18 
20/68 Finger xf “a Few 4S (54), ¥en) ST | No |B 
5 | ci \7 
29/14 Lungs, 0-32 | 10 (5), 10 (11), | .. [ST | Yes! A 
hand 0 (20) 
GROUP 4 
30/37! Uterus, Soft {| 0-64 | Neg. Pree re eee 
|F \ parts | } - 
a Foot | a | 0-64 | Neg. 241 G84 4A 
spine, 
us | “ 
32\24) Breast | Soft | 2-0 “0 (18), few (36), Yes} A 
| #| | 


parts | 0-64 | 0 (40), 0 (60) 


The figures in the blood-culture column indicate the number of 
colonies per ¢.cm. ; those in mtheses show the day of the disease 
on which the culture was taken. Numbers under “ D ” in the last 
column indicate the day of the disease on which the patient died. 
A = alive. SP = Sulphapyridine; U =‘ Uleron’; ST = Sulpha- 
thiazole ; SA = Sulphanilamide. 
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There is sometimes a history suggesting a transient 
bacteremia and such must be presumed to have been 
present in every case. 

CasE 30.—A week after an abortion she had a rigor with 
pains in the legs. She was admitted after 3 weeks with a 
vaginal discharge containing Staphylococcus aureus, and 3 
abscesses on her back and legs. The blood-culture was 
repeatedly sterile. Altogether 9 abscesses were drained and 
she finally did well. 


It seems that during the early bacteremia in these 
cases secondary foci are established which may remain 
latent for varying periods. The distribution of these 
abscesses is also interesting. In case 30 all were in the 
soft tissues and none in bones or viscera. In case 31 the 
primary focus was opened, but secondary foci develo 
4¢days later in the knee, and a week later multiple 
a were demonstrated radiologically in the lungs. 
Recovery took 10 weeks, but a month later she developed 
osteomyelitis of the lumbar spine, and later subacute 
bone lesions in both forearms. . She finally recovered 
with perfect function in the spine and a clear chest. 
Case 32 was essentially of this type though the blood 
became positive on one occasion. Like case 30 all her 
abscesses were in the soft parts. 


tv GROUP 5 


These are rare cases in which the blood-culture is 
sterile though the presenting symptoms are those of a 
severe infection. We have recently seen 2 cases in males 
of 23 and 37. Each had a slight infection of the finger 
of about a week’s duration and was admitted with a high 
fever and a rapid pulse. There was a generalised toxic 
rash and a moderate diarrhoea in each case. Contrary 
to our expectations, the blood-culture was sterile in both 
cases but the pus from the fingers grew Siaph. pyogenes. 
Unfortunately the antileucocidin titre was only obtained 
in one case, giving the low normal of 0:01K. Recovery 
was rapid after drainage of the lesion and treatment with 
antitoxin and sulphathiazole. 

We regard cases of this type as excellent examples of 
severe i ong toxemia which are clinically 
indistinguishable from cases of septiczemia until a blood- 
culture has been made. 


¢ 


TREATMENT 


In addition to the treatment suggested by modern 
medical and surgical methods, special attention must be 
paid to combating the bacteremia and toxemia. Of 
these the first is all important since nearly all the deaths 
in this disease are due to bacteremia and its sequele 
(Butler 1940). : 

Daheng lesion,— Excision or drainage of the probable 
primary focus, especially if it is of some standing and 
regardless of its apparent insignificance, may be the most 
important single item in treatment. ‘Except in fatal 
cases we have not yet succeeded in demonstrating septic 
thrombosis in sections cut from excised tissue. Even 
in the fulminating cases 1 and 3, however, only very small 
veins were affected and it is probable that at an earlier 
stage when life can, still be saved such lesions may be 
difficult to identify in sections. The bloed-stream does 
of course get reinfected sometimes from secondary foci 
in bones or viscera ; and Lyons (1941) has shown that 
this may happen from pulmonary foci. 

Chemotherapy.—Sulphathiazole seems to have more 
influence on the staphylococcus than the other sulphof- 
amides ; but in our experience its effect on bacteremia 
is slight. On the other hand it seemed to benefit those 
with metastatic lesions, particularly when the lungs 
were involved. None of the cases in group 1 received 
sulphathiazole because with one — they were seen 

ore the drug was available ; 5 in group 2 were given 
sulphathiazole ; all died save one, and in this case the 
blood did not become sterilé until 7 days after the drug 
had been stopped. 

Most reports of successful er jeee have been in 
— of the type of Tonge act pe y, those whose 

lood-cultures did not rise above 20 colonies per c.cm. 
In our experience recovery was the rule in this type before 
the introduction of sulphathiazole, so that its. value in 
these cases is difficult to assess. Case 27 had two full 
courses of sulphathiazole but showed no improvement 
until her finger was removed. Cases29and 31 severe 
lung infection which was proved radiologically and by 


examination of the sputum. In both of them consider- 
able clinical improvement followed the ini ion of 
sulphathiazole combined with continuous nasal are. 
Both cases of toxzemia received sulphathiazole in ition 
to antitoxin, but we feel that the antitoxin was probably 
the biggest factor in their rapid recovery. 

Tozemia.—It is unfortunate that since we have 
had a supply of potent antitoxin no cases of severe 
osteomyelitis uncomplicated by a heavy bacteremia 
have come our way. Two cases of toxemia have been 
described in which the serum was probably of value, but 
it was combined in each case with i of the local 
lesion and the giving of sulphathiazole. f is there- 
fore lacking of the value of antitoxin, but for reasons 

iven elsewhere (Valentine and Butler 1939), and 
Sonne toxemia may be assumed to accompany bactere- 
mia in the absence of specific immunity, we give serum in 
severe cases unless the acute illness has lasted for 10 days 
or the antileucocidin titre is known to be at least 0-16K. 
The concentrated serum should have a titre of about 10K. 
the number of international units of antihzmolysin 
being, we believe, of relative unimportance; 25 c.cm. 
should be given on.3 consecutive days, intramuscularly 
rather than intravenously since in our experience this 
serum may cause severe and even fatal reactions when 
injected intravenously. Our experience with purified 
serum, hoyever, is very limited. 

DISCUSSION 

Our chief objects in presenting this paper on severe 

staphylococcal infections have been to demonstrate the 


value of repeated quantitative blood-cultures, to empha- . 


sise the importance of the primary lesion as a continuing 
source of blood infection, and to discuss the merits of 
antitoxin and chemotherapy. On the basis of the colony 
count we have divided bacterzemic cases in which there 
was hope of treatment into two groups: those with 30 
colonies and more (group 2) and those with less than 30 
colonies per c.cm. (group 3). Any case with a steadily 
increasing count, whatever the numbers, should be placed 
in group 2. Most of group 2 died whereas nearly all in 
group 3 lived. It is interesting that in a similar series 
of cases described by McLellan and Goldbloom (1942) the 
16 survivors with 2 exceptions had colony counts of less 
than 15 whereas the 17 who died had colony counts of 19 
or over with 3 exceptions, one meningitis, one serum 
death and one with a steadily increasing count. Their 
findings are thus similar to ours. : 

Minor staphylococcal lesions are common but rarely 
lead to bl infection. Such an event should, we think, 
be regarded as an unfortunate accident, though mal- 
treatment of pimples on the face and neglect of minor 
foci under the hard skin of the feet and hands are prob- 
ably important factors. We consider that the secondary 
foci set up by pyzmic infection may often have little 
or no responsibility for persistent bactersemia which can 
be maintained from the primary lesion even in the 
presence of apparently more important metastases. We 
do not suggest, of course, that secondary foci never give 
rise to bacteremia, but would urge that small superficial 
primaries should be regarded with more attention than 
they usually receive. McLellan and Goldbloom suggest 
that the resistance of the patient and the prognosis can 
be from the character of the p: ry lesion. 
We do not agree with them on this point, having recently 
seen a death (case 15) in which the infection apparently 
spread from a small painless abscess underlying a scar 
which had been healed for 4 months. This is an extreme 
case but it is surprising how often pus will be found under 
an apparently innocent scab in this type of infection. 

We feel that chemotherapy at present is of little value 
in severe cases of septicemia and that most cases showing 
a low colony count will recover without it. In view of 
the apparent effect of sulphathiazole on those cases with 
visceral lesions a full course should be given in this type 
of case, especially those with a slight bactereemia in whom 
there is evidence of hing infection. 'The minimal dose 
should be 3—4 g., 4-hotirly for 3 days, followed by 2 g., 4—- 
hourly for a further 4 days. If oral administration is 
impossible the drug may be given intravenously in 
conjunction with a drip saline transfusion. We have 
no experience as yet of the combined use of hi in_and 
poogeree in the treatment of bacteremia (Lyons 
1942). In the absence of more potent drugs, however, 





wever; 
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this would seem to be the method of choice when the 
> tial foeus 


drained. 
antitoxin to have any direct 
influence on an exist: and our experience 
is in keeping with this view. But from our observations 
of cases with severe toxemia we eonsider it logical to give 
antitoxin in the early stages of a bacteremia when it can 
be shown or presumed that the titre of antileucocidin in 
the serum is low and toxemia may be expected to exist. 
Since also in our experience bacteremia arises de 
nevo in a patient whase acquired immunity is high, we 
consider it advisable to give antitoxin in serious lip 
infections or osteomyelitis with little or 10 bactersemia in 
the hope of preventing its development. Because the 
effects of the bacteremia overshadow those of any 
accompanying toxemia, the value of antitoxin in the 
treatment of pyemia is difficult to demonstrate, but we 
are unable to agree with Lyons (1942) that the beneficial 
effects of the serum are not specific. 
In our opinion reports on the treatment of cases of 
fan ne oainges ag septicemia are valueless unless they 
the results of repeated quantitative blood- 
cultures ; an account of the presence or absence of the 
presumed p: primary focus and of its history, nature and 
treatment ; and an estimation of the specific immunity of 
the patient. derived from the history if the antileucocidin 
titre is not available. 
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REHABILITATION AFTER MENISCECTOMY 
EXPERIENCE AT AN ARMY CONVALESCENT DEPOT 
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MB ABERD, MRCPE MB EDIN, MRCPE 
MAJOR RAMC CAPTAIN RAMC 


Specialists in Physical Medicine, Scottish Command 


Lesions of the semilunar cartilages of the knee are a 
commoh edause of disability in the Army. This is very 
noticeable at the convalescent depot to which we are 
attached, where a large proportion of the cases admitted 
for rehabilitation have undergone meniscectomy. In 
view of this, we considered it important to determine 
the duration and results of rehabilitation of these cases 
and the factors influencing them; and during the last 
few months 186 consecutive cases have been analysed. 

Each case was ¢arefully examined by one of us on 
admission, and a record of clinical signs and symptoms 
was made and repeated thereafter at weekly intervals. 
The condition of the knee-joint on initial examination 
varied considerably : 140 cases (75-2%) showed obvious 
wasting of the quadriceps ; 94 cases (50-5%) had some 
limitation of flexion at the knee-joint ; an effusion was 
present in 63 cases (33-8%); and there was laxity of the 
cruciate ligaments in 45 cases (24-1%) 

As a result of the first examination, the man was 
allocated to the pili age grade of remedial exercise 
and physical training. The working day started at 
9 AM and continued until 4.30 pm. In general, each man 
had daily two periods of remedial exercise, one period of 
physical training followed by a swim, one period of 
therapeutic games, and one period of education. With 
the exce : goog of the last, the work was under the super- 
vision of an instructor of the Army Physical Training 
Corps who had had a special in work of this 
nature. The tables of remedial exereises devised for the 
cartilage cases were largely concerned with quadriceps 
exercises, which were initially non-weight-bearing. It 
was repeatedly emphasised that static quadriceps con- 
tractions should be carried out in ‘the man’s o time 
for at least 5 min. in every hour. Among the remedial 
exercises were those of the weight-and-pulley type. 
There were four grades of general physical training 
ranging from the lowest, where the training was carried 
out seated, to the “highest, which included cross-country 
running and a 15 mile route march. We have found the 
last an invaluable aid in in the later stages 
whether a knee was 100% sound. 
was treated in this depot by massage or faradism. 
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o case in this series / of stay in hospital. 
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In ‘nites case the rehabilitation time and the total time 
off duty were determined (table 1). The former indicates 
the number of days of treatment in the depot, and the 
latter the number of days from the date of operation 
to the completion of rehabilitation—i.e., time in hospital 
and e in convalescent depot. The following facts 
were noted in this series : 


186 Orpen, s a =~ the 
25 amage 

yes was attributed 
to football 


Cases with previous 
hospitalisation 


A Average duration 

Cases with two car- * of symptoms be- 
tilages removed fore 
from the same (extremes 6 days 

knee... -- 14(7-5%) to 20 years) 2yr. 9 mtb. 

It will be noted that 60% of the cases duted from a 
football injury. Almost half the cases had been sent 
into hospital because of the knee on at least one oecasion 
before their admission for meniscectomy. This obviously 
represents a considerable loss in working time, which is all 
the more serious in Al men (72% of this series). 

In our opinion torn cartilage is an even commoner 
internal derangement of the knee-joint than is generally 
recoghised. It is therefore important that medical 
officers should learn to recognise a cartilage injury at the 
earliest date, if unnecessary time off duty is to be 
avoided. A history of recurrent giving way of the knee, 
followed by effusion is very suggestive, and such cases 
should be referred for the opinion of an orthopedic 
specialist. In doubtful cases we have found a trial on a 
course of graded PT, cross-country runs and route 
marches invaluable in arriving at a diagnosis. Cases of 
simple traumatic synovitis improve rapidly after a course 
of intensive quadriceps exercises, and do not tend to break 
down when tried out on graded route marches and cross- 
country runs. Cases in which the synovitis is secondary 
to a torn cartilage do not respond to treatment with 
quadriceps exercises, or if they do break down when 
tried out. On several occasions one of these doubtful 


111 (5%:7%) 
89 (47°8%) 


73 (366%) 


27 (13-7%) 
operation 


’ eases has been brought to us with the knee locked and 


the diagnosis obvious. Such cases have often been 
labelled chronic synovitis, torn ligament (in the presence 
of intact ligaments), or arthritis in spite of negative 
radiological findings. We have also found repeated 
examination at eouy intervals very helpful in arriving 
at a diagnosis. 

The average stay in hospital after meniscectomy was 
47 days; the average stay in convalescent depot was 35. 
days ; the average total time off duty was 82 days (table 1). 


TABLE I—REHABILITATION TIME AND TOTAL TIME OFF DUTY 


Av. re- 
habilita- y+: x By 
ion time 

(day =) uty 


All cases a ee ee 186 35 
Two or more cartilages removed 14 49 
see with preoperative exer- = os 
No postoperative exercise in 
hospital a 9 38 
Massage in hospital | 4 56 34 
Faradism in hospital 48 34 
Admitted to doses ith ‘limited 
flexion at knee-joint 94 47 98 
Admitted to depot —_ effusion 
in knee-joint .. 63 44 88-5 


No. of 
cases 


We have been unable to discover in published work 
on this subject any oe a peiistics with which these 
results could be compared 1e average total time off 
duty was increased in those cases in which the preopera- 
tive duration of symptoms exceeded 2 years (table 1). This 
increase was even greater in those cases where symptoms 
had been present for over 5’ years before operation ; 
this again demonstrates the importance of accurate 
diagnosis and early operation. ‘There was a slight de- 
crease in the total time off duty in those cases treated 
with exercise before operation, and a slight increase in 
the total time off duty of those cases who were given no 
postoperative exercise in hospital (table 1). Treatment 
with massage and faradism did not decrease the duration _ 
The total time off duty is increased 

by almost half in those cases in which two cartilages 
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have been removed from the same knee-joint. _ Cases 
admitted with limitation of flexion at the ea 
those with an effusion in the joint, took longer to recover. 
The treatment of these cases differed only in so far as the 
initial period of non-weight-bearing quadriceps exercise 
was lengthened. Rest without snvemeee played no part 
in the treatment of any case in this series. - 

One important factor in determining the total time off 
duty cannot be accurately measured. Thisis the desire of 
the man to recover Shey Eg factor specially important 
im soldiers. The good type of man, keen to return 
at the earliest sible date to full activity in a unit he 
likes, will work hard at his quadriceps exercises and 
rapidly recover. But even with strict supervision if the 
desire to improve as ——_ as possible is absent full 
recovery is inevitably delayed. We have been unable in 
this series to demonstrate any relationship between age 
and duration of rehabilitation. 

In 154 cases (82°8%) the knee was regarded as sound 
at the end of rehabilitation (table 1m). In these cases 
there was no material quadriceps weakness, flexion at the 
knee-joint was full, there was no effusion, and any 
residual laxity of the cruciate ligaments was well com- 
a by powerful quadriceps muscles. These men, 

unless suffering from some other disability than that of 
en cand were returned to immediate full duty.” They 
leted a strenuous course of physical 


tease PT ‘and obstacle training), a3 mile cross- - 


country run, and a 15 mile route march. 
TABLE IlI—RESULTS 


At a later 


Category 














in other knee, for which 
pena mr was refused ; the third case 
had bilateral hallux valgus. 


—> 
we Cases Remarks 
Adm.| Dis. joss 
CATEGORY UNCHANGED, 158 CASES 
Al, | Al | 122 | 121 | One airman was returned to his unit in 
| rade Al, but do 
| advised use of another teen 
| cartilage, for which operation was 
| refused. 
A2.| A2 12 9 | 8 cases considered fit for upgrading to Al 
after turther trial at unit ; 1 remained - 
| A2 because of hallux —- 
| remained A2 because of knee 
A3 | A3 | 1 1 = 
B1 | Bl 10 9 | Some persistent quadriceps weakness in 
| case 
| H 
B2 | B2 34 3 peer ys meme maple berg: eases because of 
| 
| 





Bs i Bs) 2) 2 wii 
Ba | BA 1 _ 
BT B7 | 3 2 | Small persistent effusion in 1 case. 
| Category not raised because of other 
| disabilities. 
Cio lt «€ 1 | Lax cruciate ligaments in 2 cases ; 2 still 


| C for other reasons. 
CATEGORY RAISED, 7 CASES 
A2 Al 1 1 — 


B2 A2 2 2 For upgrading to Al after further trial 
at unit. 


Cc B2 2 0 | Probabiy fit for further upgrading later. 
D A2 1 1 For upgrading to Al after further trial 
at unit. 


D B2 1.! 0 | Full flexion not regained. 
CATEGORY LOWERED, 14 CASES 
0 | | Full flexion not regained. 
1 | Persistent  SenneOe My ye in 3 
eruciates in 2 ; arthritis in 


| cases ; 
ee limitation of flexion in 2; neat 
| pes planus but knee sound ini 


Al) ag] 1 
Al | B2) 10 





Al | 





| ® Medial and lateral meniscectomy. Per- 
j sistent effusion and limited flexion. 
A2 B2 | 1 | © | Small residual effusion. 
| | 
B2 | Cc) A pine Lax external lateral ligament. 
i ' t 
The 7 eases were readmitted to hospital, 5 for’ 


sgh 
further meniscectomy and 2 for manipulation. 





date we to present a review of the medical 
categories of the cases in this series after they have 
been on full duty for several months. 


EXPERIMENT 
To assess the relative merits of resisted exercises and 


unresisted exercises in the treatment of wasted quad- 
riceps pave: meniscectomy, the following experiment was 


Cases ws to the depot after meniscectomy were 
allocated to one of two groups. Group 1 cases (48 in number) 


TABLE II—DURATION OF SYMPTOMS BEFORE OPERATION AND 
TOTAL TIME OFF DUTY 














Duration of symptoms yy No. of cases | Av. eee 
} H 
One week to3 months... .. | 45 78-9 
Three months to 2 years =. . 53 | 18:2 
Two to 5 years .. ee my 45 81:5 
Over 5 years .. i noid 43 | 95-2 


ee ee ee ee: ae eee aN 


were treated by resisted exercises—raising a weight suspended 
over @ pulley. Group 1m cases (53) carried out a table of 
remedial exercises containing no resisted exercises. Progress 
was assessed in the followimg manner. On admission, the 
strength of the quadri was measured by the maximum 
number of times a 16 lb. bag suspended over a pulley could 
be raised and lowered. This was carried out in the prone 
lying position on a raised platform, with the leg below the 
knee projecting over the atin in order to obtain full extension 
at the knee (fig. 1). The end-point of the test was the last 
complete lift of which the man was capable, This test was 
repeated weekly for 3 weeks, improvement, being measured 
by the increased number of lifts performed. ase 
In group I, each man performed 50 lifts of e Q 
a 16 lb. weight in the manner described 
above. He then rested for half a minute 
before carrying out a second 50 lifts. After 
another half minute’s rest, the third and 
final 50 lifts were performed. If a patient 
was unable to do 50 lifts, he performed his 
maximum number 3 times, with half a 
minute’s rest between. This was carried 
out twice daily. Group 1m cases performed 
twice daily a 30 min. table of remedial 
exercises, largely devoted to the develop- 
ment of the quadri- 
ceps. Static quad- 
riceps contractions 
played a prominent 
part in these tables. 
Both groups wore 
army boots 
out treat- 
ment. Fig. |—Method of measuring strength of quadriceps. 
It will be seen 
(fig. _ that the average weekly number of lifts in 
group I increases more rapidly than in group u. At 
the Enal test, the average number of lifts performed 
by group I exceeded the average number of lifts performed 
by group 1 by 27-8. This seems to indicate that resisted 
exercises in the form ef weight-lifting restore strength 
to the quadriceps more rapidly than non-resisted 
exercises. The experiment is open to the criticism that 
daily practice at weight-lifting trains the muscle to 
perform this particular task more economically in group I 
—thus a greater number of lifts can be accomplished 
with less expenditure of energy. It is our opinion, 
however, that the differences recorded are greater than 
can be accounted for by practice alone. This finding is 
in keeping with our clinical impressions 
We conclude that resisted exercises should form a 
part, if not the whole, of the treatment of cases with 
wasted quadriceps after meniscectomy. 
SUMMARY 
A series of 186 cases undergoing rehabilitation after 
meniscectomy is analysed. All cases were treated by a 
graded course of intensive a exercise: The 
average duration of treatment was days, and the 
average total time off duty was 82 days from the date 
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of the cases were considered 
immediate duty. 

60% of the cases dated from a football injury, 

had been in hospital fo 


before. This means serious loss of working time, and a . 
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plea is made for the earlier recognition of cartilage 
injuries. 

From the results of an experiment it is eoncluded that 
strength is restored to wasted quadriceps after menisc- 
ectomy more rapidly by resisted exercises of the weight- 
and-pulley type than by non- exercises. 

We wish to thank Brigadier W. Anderson, consulting surgeon 
to the Army in Scotland and Northern Ireland, for his help 
and advice in the tion of this paper, and we are 
indebted to the DDMS Scottish Command for permission to 
publish it. 


CHRONIC MELIOIDOSIS 


A CASE DIAGNOSED IN ENGLAND 


ALAN GRANT, MDABERD CLAUD BARWELL, MB CAMB 
RESIDENT PHYSICIAN ASSISTANT PATHOLOGIST 


From an EMS Hospital 


MELIOIDOSIS, which was first discovered in Rangoon 
by Whitmore in 1912 at post-mortem examinations, was 
later demonstrated in life by Stanton in Malaya in 1917. 
It has since been identified in Cochin China and Ceylon. 
In 1932 Stanton and Fletcher analysed the records of 
the only 83 cases available, including those of 6 
Europeans, and in only 9 of these had a diagnosis been 
made before death. All but 2 cases died within twenty 
days of the onset of symptoms. It is primarily a disease 
of rodents but since it is seldom found in the routine 
examination of rats in plague areas in which melioidosis 
occurs, it does not appear to be widespread in these 
animals. The mode of transmission to man is uncertain, 
but- is probably through the consumption of food 
contaminated by the excreta of infected rodents. Case- 
to-case infection has not been recorded. 

The clinical picture is extremely variable, the disease 
having simulated cholera, plague, typhoid, broncho- 
pneumonia, amoebic hepatitis and pyelonephritis. Thus 
many cases must have occurred without being identified. 
Like glanders, which it resembles, this disease—which is 
a blood-spread infection—is characterised by the 
formation of multiple infective granulomata in almost 
any situation in the body. Rarely it may pass into a 
subacute or chronic Pinos on and Stanton and Fletcher 
record 2 such cases, in young adult Indians. One 
was under observation for two years, at the end of which 
period he was well except for persistent sinuses in both 
feet. The other was in good health when lost sight of 
after fiye months. 

There is no record of melioidosis having been previously 
diagnosed in England. ‘ 

CASE-HISTORY - 

A regular soldier enlisted in 1934 at the age of 23 and 
served in Singapore from 1935 to 1938, during which time 
be was on the mainland of Malaya for three months early in 
1938, when he was sent to Penang. While there he was 
stationed at a hut encampment in a rat-infested area, but was 


never bitten by a rat. In 1937 he developed a soft chancre 
in January and cystitis in July; and in January, 1938, he 
contracted heea. 


The first phase of his illness began in May, 1938, when two 
months after his return from Penang he developed arthritis 
of the right hip, followed in June by arthritis of the right ankle. 
After tonsillectomy in July he was transferred to Gibraltar, 
a aieetinest coon in A. ape 
to su lami prostatic massage. ugus 
November, 1940, there were recurrences of the arthritis of the 
right hip which on each occasion resolved after 4-6 weeks 
treatment by rest and salicylates. He returned to England 
in February, 1941, became store-keeper at his depot and was 
free of symptoms until June. 

The second phase started on June 1, 1941, when he became 
acutely ill with bilateral bronch mia, confirmed by 
X-ray examination. On the 3rd day of the illness the pain 
and stiffness in the right hip recurred, and these persisted 
umonia responded to sulp! 
to thi ital in July, 1941, he had an i 
evening pyrexia of 99°-102-5° F. with a pulse-rate of 86-100 
per minute. He was wasted and the right hip was fixed by 
muscular ; the joint area was tender and there was 
wasting of the surrounding muscles. X-ray examination 
showed no radiologi in the joint, but two months 
later slight rarefaction of the joint surface became perceptible. 
The chest was normal clinically and radiologically. No other 
physical signs could be found and prostatic massage showed 
no gonococei ; the gonococcal complement-fixation test was 
and has remained negative. The blood showed a moderate 
degree of eanzmia with a normal leucocyte count. Blood- 
eultures were consistently negative. Urine and stools were 
normal and the Widal was consistent with TAB inoculation. 
No agglutinins for abortus, Br, melitensis or organisms 
of the salmonella or dysentery groups were demonstrable. 
The blood-sedimentation rate was 56mm.inlhour. Mantoux 
test was negative. The Wassermann reaction was negative 
in 1941, 

On treatment by extension the pain in the hip segs 
subsided. The temperature became normal after 10 days, 
but fever rg up from time to time, poy eager pre 
accompanied by sweating and slight malaise, no other 
symptems. Aspiration of the hip-joimt produced a small 
quantity of clear sterile fluid. In October the extension of 
the hip was discontinued and full and painless movement of 
the joint obtained. During the remainder of 1941 the 
remittent temperature continued with normal intervals of up 
to three days only. All examinations, including meningo- 
coceal complement-fixation test and Casoni test (for hydatid 
infection) were negative, except the Wassermann and Kahn’ 
reactions which were now positive. He was given @ course of 

i iodide, NAB and bismuth. In spite of this, the 
clinical picture remained the same and the Wassermann and 
Kahn reactions were still positive in November, 1941, but 
became negative in May, 1942. In January, 1942, he 
complained of pain and difficulty in micturition, but the 
urine was normal. A few days later the pain in the right 
hip-joint recurred and on Jan. 19 he developed pneumonitis 
in both lower zones and a right peroneal palsy, with foot-drop, 
which has persisted? 

On Feb. 2 he developed a urethrorectal fistula and at the 
same time brawny i began to appear over the left 
side of the forehead, the left parotid gland and both external 
malleoli. The swelling over the right external malleolus 
disappeared, but in the remaining areas abscesses slowly 
formed. X rays of the skull showed a localised osteomyelitis 
of the frontal bone with destruction of the outer table. 
There was a similar lesion of the left external malleolus. All 
three abscesses healed well after incision and curettage, and 
pus from each grew @ gram-negative bacillus which was 
reported to be Pfeifferella whitmort. In spite of treatment of 
the abscesses the bouts of pyrexia continued, and in April, 
1942, the patient complained of pain in his back. X rays at 
the time and at the end of May showed no abnormality, but a 
further examination in July showed partial destruction of the 
bodies of the 4th and 8th dorsal vertebra with a large 





perispinal abscess. 


ut the past year the patient has been sustained 


by repeated blood-transfusions, and despite much wasting his 


general condition remains remarkably good and his outlook 
cheerful. He has been treated at various times with different 

i Sulphathiazole caused a fall in temperature 
for two days, but the pyrexia recurred while he was still taking 
the drug. Sulphapyridine caused the pyrexia to abate, but 
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had to be discontinued because he vomited. - eee ona 
on the other hand, caused an immediate response, the 
temperature falling in spite of the presence of abscesses, only 
to rise again when the drug was discontinued. 


BACTERIOLOGY 

The organism was isolated from three specimens of 
pus from lesions of the forehead, sag aon gland and ankle, 
and each gave a pure growth of the o » no bacteria 
peo seen in direct smears. The organism was a 

a bacillus showing on first isolation 
definite po larstaining ; it was actively motile, capsulated, 
and not ee fast. 

Cultural characteristics, with some minor differences, 
were those described by Stanton and Fletcher (1932) 
for rough strains of Pf. whitmori. 

On solid media growth was at first rather slow, but, even on 
plain agar, colonies up to 2 mm. in diameter were present after 
48 hours incubation at 37° C. Growth on 5% glycerol agar 
was more luxuriant, a little inferior to that on horse-blood 
agar, on which colonies may reach @ diameter of 5 mm. in 
7 days. Colonies more than 24 hours old showed good 
differentiation, but the irregular wrinkled surface described 
as.eharacteristic of rough strains of Pf. whitmori was not 
seem; instead the colonies had a raised central papilla and 
edge giving them a draughtsman appearance. Sometimes a 
central depression surrounded by a raised ring formed, with 
or without the peripheral ring. The colonies were dirty 
yellowish-white with a dull metallic surface like that of 
aluminium paint and a striking aromatic smell reminiscent 
of eucalyptus; no previous reference to these two features has 
been found. After subculture on a ‘solid medium undif- 
ferentiated mucoid colonies appeared. Cultures in broth 
showed uniform turbidity, a thick, wrinkled surface pellicle, 
and a somewhat tenacious deposit. Growth was similar in 
peptone water and was slower in both these media at room 
temperature. 

Good growth with rapid stratiform liquefaction takes place 
in gelatin at room temperature; in addition to the thick 
layer of growth between the liquefied and unliquefied portions 
@ surface pellicle is also formed. Liquefaction of Loeffler’s 
serum medium is apparent after 3 days’ incubation. The 
appearance of mucoid variants, growth in fluid media and 
proteolytic properties thus conform with the descriptions 
available. Growth appears on MacConkey agar only after 
subculture : the colonies are red and typical morphologically. 
A café-au-lait colour, as described for the smooth strain, is 
produced on potato. 


Greater fermentative activity is attributed to freshly 
isolated strains than was shown by this organism, which 
produced slight acid in glucose only; lactose was attacked 
only after repeated subculture on MacConkey. A narrow 
zone of hemolysis with a greenish tinge appears early round 
colonies on horse-blood agar and later extends so as to involve 
the whole plate. Strictly anaerobic conditions support only 
an extremely noe a growth. 

Animal menis.—During the early stages of the 
investigation of this organism the probability of it aane 
@ non-pathogenic -contaminant belonging possibly to 
the_achromobacteria was entertained. Animal inocula- 
tion soon dispelled this idea since the organism showed a 
high degree of virulence for the mouse and guineapig. 

After receiving a subcutaneous inoculation of 0-2 c.cm. of a 
broth ion, @ mouse sickened rapidly and died in 3 
days. At autopsy there was a small amount of pus at the site 
of inoculation and a slight, glairy peritoneal exudate; the 
spleen was enlarged and crowded with minute whitish nodules 
which were also apparent, though much less numerous, in 
the liver. The bacillus was recovered in pure culture from the 
heart blood. On first the same dose and route 
being employed, a second mouse became moribund in 24 hours. 
The post-mortem findings were essentially the same, though 
the areas of focal inflammation were less obvious in the spleen 
and visible only microscopically in the liver. 

In an attempt to elicit the Strauss reaction (for glanders) 
@ guineapig was inoculated intraperitoneally with 0-2 c.cm. 
of a broth ion ; death followed in less than 48 hours. 
There was slight testicular enlargement. but no exudate could 
be seen in the tunica vaginalis though cultures from this 
— yielded a heavy growth of the organism. A second 

received 0-02 c.cm. of an 18-hour broth culture and, 
Spee @ positive Strauss reaction with obvious testicular 
swelling and patchy, peri-orchitic deposits of pus. In both 


these animals there was a copious viscid peritonea] exudate anc 
multiple submiliary foci in the m. The liver 
of the first guineapig showed a few minute foci not visible to 
the naked eye. Several drops of heart blood in broth gave a 
positive culture, direct platings being sterile. Microscopical 
examination showed that, in each case, the lesions consisted 
of foci of acute pyrogenic inflammation with conspicuous 
karyorrhexis. 


A mouse was inoculated with 0-2 c.cm. of a broth s ion. 
of a known, apparently smooth strain of Pf. whitmori, obtaine:| 
from the National Collection of Type Cultures (no. 16838, 
isolated from the rat). The animal appeared sick 24 hours 
after the inoculation but rapidly recov pose and was quite well 
7 days later when it was killed. A small, local, indurated 
abscess was found, and an enlarged spleen filled with coalescent 
caseous nodules ; spleen and blood cultures proved sterile. 

Serological findings.—The presence of antibodies in the 
patient’s serum was tes for by the agglutination 
reaction. Suspensions of the patient’s organism and the 
strain of Pf. whitmori supplied by the National Collection 
were prepared from 2-4 day broth cultures and killed 
by 0-5% formalin. Five human sera selected at random 
from those in the laboratory were used as controls. 
R were made after samples had been 4 hours in 
the water bath at 56° C. and again after they had stood 
overnight at room temperature. The findings recorded 
in the he table are typical of a number of tests. 


TESTS FOR THE PRESENCE OF ANTIBODIES TO THE ORGANISM 
IN THE PATIENT’S SERUM ; COMPARISON WITH 5 CONTROL 
SUBJECTS 


‘Dilution | 








Organism Contro 
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Conelusions. —The organism was undoubtedly Pr. 
whitmori, though the colonial morphology, metallic 
sheen and aromatic smell are not entirely in keeping with 
descriptions of the ‘“‘ rough” form of this species of 
bacterium. As far as can be ascertained, Pf. whitmori 
has not previously been- isolated from man in this 
country. Nicholls’s observation that the rough type of 
growth represents the virulent form of Pf. whitmori 
appears to be confirmed by its isolation in this state from 
our patient, and by the virulence of the strain in 
experimental animals as contrasted with the relative 
virulence of the smoothly grewing strains provided by 
the National Collection. It seems likely that the 
capacity of the patient’s serum to agglutinate his own 
organism and not the type strain may be accounted, for 
by the presence, in his own strain, of a surface antigen 
which is lost in artificial culture. 


DISCUSSION 

It is possible to fix the date of infection between 1935 
and 1938 and probably in the early months of 1938. 
This should ale it possible to estimate the incubation 
period, or rather the time during which the infection 

remained latent. Unfortunately it is impossible to say 
whether the first clinical si of infection with Py. 
whitmori was the arthritis which developed in May, 
1938, or the acute attack of bronchopneumonia in June, 
1941. Arthritis was not a feature of the cases descrive:l 
by Stanton and Fletcher, and if the arthritis is taken to 
mark the start. of melioidosis, the onset was insidious 
which again is unlike previously recorded cases. To 
postulate the coincidence of two diseases is never very 
satisfactory, but here there was a definite history of 
gonorrhea in January, 1938, five months before the 
onset of arthritis ; and that the infection failed to clear 


up is shown by its recrudescence in December of that, 


year. If one attributes the arthritis to the gonococcus 
or some incidental cause the initial sign of melioidosis 
would be the bronchopneumonia of June, 1941, modified 
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by sulphapyridine, which seems to have some activity 
against melioidosis. ‘The recurrence of arthritis at this 
juncture might well have been due to the onset of an 
acute generalised infection. This would imply a latent 
interval of three years between infection with Pf. whitmort 
and the onset of clinical manifestations of the disease. 

A tendency to spontaneous remission of symptoms in 
melioidosis makes. the evaluation ,of specific therapy 
speculative. A long period of observation has shown, 
howevery that sulphapyridine and sulphadiazine can 
bring the temperature to normal even in the presence of 
large abscesses, and it is legitimate to conclude that these 
drugs reduce the activity of the organism, though in this 
case they failed to eradicate localised foci of infection. 


We are indebted to Prof. 8. P. Bedson for his help and 
advice, to Dr. W. A. Bullough, the county medical officer, 
for permission to publish this report, and to Dr. J, R. Gilmour 
for the examination of animal tissues. 
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HAMOLYTIC ANAZMIA DUE TO 
SULPHAPYRIDINE 


E. Ipris JONES, MD, MSC LOND, MRCP 
PHYSICIAN, EMS, SECTOR 6 


H#MOLYTIC. anzmia has now been reported after 
sulphanilamide (Wood 1938), sulphapyridine (Ravid 
‘on Chesner 1940, Hipsley 1942) and sulphathiazole 
(Bunim and Israel 1942, Rothstein and Cohn 1942). 
In the following case arising after Fe sae mg therapy 
some light on the mechanism of hemolysis was thrown 
by in vitro and in vivo experiments. 

A retired merchant, aged 59, was admitted to hospital on 
July 18, 1941, complaining of jaundice of fourteen days’ 
duration. Eleven days before the appearance of jaundice he 
had begun. an eight-day course of sulphapyridine (total 24 g.) 
for pyelitis. There had been no previous jaundice and no 
family history of jaundice. 

He was a well-covered man, pale and moderately jaundiced. 
His tongue was normal, and his liver and spleen not palpable. 
Urine contained urobilin in excess and feces were dark 
brown. Blood-counts are shown in table 1. Differential 





TABLE I—BLOOD FINDINGS BEFORE TEST DOSE 
lis | itt oe | ; 
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count on July 17: polymorphs 645%, eosinophils 3%, baso- 
phils 1%, lymphocytes 27%, monocytes 1%, myelocytes 


2%, metamyelocytes 15%; occasional erythroblasts seen - 


(1-5 per hundred leucocytes). Serum bilirubin on July 18, 
0-8 mg. per 100 c.em. Sternal marrow on July 22: normo- 
blasts 5-5%, pri erythroblasts 12-56%, secondary erythro- 
blasts 3%, myeloblasts 15%, myelocytes 11-5%. ~ Gastric 
test-meal on July 26; free hydrochloric acid present. Fragi- 
lity of red cells normal. Intradermal inoculation of sulphanil- 
amide and idine produced no cutaneous weal. No 
specific treatment was given and he was on ordinary hospital 
diet, On . 17 the patient was given 1 g. sulphapyridine 
by mouth table 11 summarises the changes in his blood 
after this test dose—a significant fall in his hemoglobin. 
On Aug. 18 an attempt was made to demonstrate a hemolytic 
system in his blood. Sulphapyridine was added to his serum, 
to. his whole blood, and to his washed red cells in 
normal saline, to-a concentration of 10 mg. per 100 c.cm. 
Control tubes were also set up of normal serum, normal blood 
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TABLE II—BLOOD FINDINGS AFTER TEST DOSE oF 1 Ga. 
SULPHAPYRIDINE AT 4 PM ON AUG. 17 


Serum bili- 


Date Hb Heematocrit (rubin mg. per 
100 ¢c.cm. 
(%) (%) 

Aug. 17(11 aM) .. 80 43 0-1 

so Ba (2h PM)... 78 43 0-1 

o Pas 76 41 0-7 

» 20 68 38 0-7 

oa we ua ail 66 36 ¥ 
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and normal washed cells of the same group as the patient, 
and a similar set containing sulphapyridine to the same con- 
centration as'in the patient’s series. These tubes were incu- 
bated for periods up to 72 hours at 37°C. No hawmolysis 
occurred in any of the tubes and there was none when the 
patient’s serum plus sulphapyridine was incubated with the 
patient’s and with normal washed red cells. No hemolytic 
system was thus developed in vitro. 

The patient made a good recovery from his anemia. 
During convalescence he became hallucinated for a few days 
with a persecution fixation on his physician but he recovered 
completely and was discharged on ing: 28. 


DISCUSSION 


The recorded cases of hemolytic anemia following 
sulphonamide therapy almost all started the hemolytic 
process within eight days of their first dose, though ’in the 
case reported by Rothstein and Cohn (1942) hemolysis 
began after the second week of therapy. In our patient 
the jaundice became obvious eleven days after the start 
of therapy and three days after therapy had stopped. 
Like our’s, Rothstein and Cohn’s patient had a macrocytic 
anzmia of severe grade, whereas other reported cases 
were either normocytic or only slightly macrocytic. 
Further cases willshow whether the delay in the appearance 
of the anzmia plays any causative part in the production 
of macrocytosis. We do not consider that the reticulo- 
cytosis was of sufficient degree to account for the macro- 
cytosis, as has been suggested for other hemolytic 
anzemias by Singer and Dameshek (1941), reticulocytes 
being larger than normocytes. 

The in vitro experiments with the patient’s cells 
and. serum were also done by Rothstein and Cohn with 
negative results, but we can find no record of a test dose 
having been given with the strikingly positive result 
obtained in our patient. After 1 g. of sulphapyridine 
the patient’s hzmoglobin fell from 80% to 66% and the 
hematocrit from 43% to 34.5%. The maximum fall 
occurred seyen days after the test dose and three days 
elapsed before there was any significant fall in the hemo- 
‘globin. These facts may be significant in the mechanism 
of hemolysis. Fox and Ottenberg (1941) suggest that 
hemolysis may be produced by an unusual oxidation 
product of the sulphonamide or by hypersensitivity 
to the drug, In our case the gradual fall over a period 
of days is, we think, against hypersensitivity, whereas 
it strengthens the supposition that some oxidation or 
other product of sulphapyridine is responsible. The fact 


that incubation of the patient’s serum with sulphapyridine~ 


of the same concentration as is usually found in the blood 
pecan Pawnee failed to produce a hemolytic system 
may taken as evidence that this hemolytic product 
is manufactured outside the blood-stream. ‘The mode 
of onset, leucocytosis, free hydrochloric acid in the 
gastric juice, and spontaneous recovery without specific 
treatment eliminates the ibility of this case being 
pernicious anemia. The fall in hemoglobin after 1 g. 
of sulphapyridine seems the best possible proof that his 
anemia was directly due to the drug. 


I wish to thank Dr. A. D. M. Greenfield and Dr. R. T. Camp- 
bell for their help in the investigations on this patient. 
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PHOSPHORUS BURNS 


EpGaR OBERMER, MD LAUSANNE, MRCS 
ASSISTANT MEDICAL OFFICER OF HEALTH FOR FINSBURY 


PHosPHORUS incendiary bombs are being used by the 
Germans, and it is fully appreciated by those responsible 
for organising civil defence that phosphorus may play 
an important part should intensive raiding of this 
country be resumed. Sticks of phosphorus are being 
burned at fire demonstrations during ARP instruction. 
We have, in this borough, had first-hand experience of 
relatively trifling first degree phosphorus burns suffered 
by wardens during these demonstrations. 

In one case—the first—a burn of a finger resulted in 
several weeks of incapacity with severe pain. At one 
stage it was decided that the finger would have to be 
amputated. Though it was finally saved this incident 
taught us a lesson. Phosphorus burns, even minor 
ones, are more dangerous than most people realise. It 
may be useful, therefore, to set out the more important 
practical and theoretical points about them. 

General Principles.—Phosphorus is lipoid soluble. 
It therefore spreads with great rapidity and tends to 
eat its way into the deeper tissues. Speed in treatment 
is therefore the first essential. Every first-aider must 
be taught to soak the area burned with phosphorus in an 
alkaline copper solution with the minimum of delay. 
This solution combines with the phosphorus (in an 
alkaline medium copper phosphide is formed) and has 
the additional advantage of making the phosphorus 
easily visible; all a spots show up as dead 
white with a faint bluish tinge. The rapid removal of 
all affected tissues is of primary importance. Small 


spots which are restricted to the epidermis can be rubbed ~ 


away with Drape of wool soaked in alkaline copper 
solution. ore extensive areas must be scraped with 
a scalpel. The danger of shock is far greater than with 
ordinary burns. If areas of skin greater than 6 in. are 
involved, or if the burn is of second degree, immediate 
transfusion with serum or plasma may be a lifesaving 
measure. 

Bearing these principles in mind, we have put the 
following policy into force. 

First-aid Treatment.—First-aiders are to be pean 
with two bottles, one of alkali (about gr. 60 of ium 
bicarbonate to the pint) and one of 2% copper sulphate 
solution. These solutions cannot be kept mixed, because 
an insoluble copper carbonate is formed which renders 
the mixture useless. The solution should be mixed in a 
bowl in roughly equal quantities just before use. Nurses 
in charge of first-aid posts and mobile units have been 
instructed to keep a phosphorus burn corner in the 
treatment room, equip with the above solutions, 

ledgets of cotton-wool and sterile ‘ Vaseline’ gauze. 
We have asked for a supply of amyl salicylate. The 
corner is also equipped with scalpel, forceps, syringe, 
procaine and standard serum ion kit for the use 
of the doctor. Nurses in charge are told to call a doctor 
if they are in doubt about the severity of any oxy semen 
burh. They are only to treat slight, superficial burns, 
seen immediately, and to rub off all affected epidermis 
with pledgets soaked in the solution. It is explained 
to them dabbing is useless and that hard rubbing 
is essential. Either gentian violet or vaseline gauzé can 
be applied if all traces of phosphorus have effectively 
been removed. 
to call the doctor of the post. 

Medical First-aid Treatmenit.—For the guidance of 
first-aid post and mobile unit doctors, we have suggested 
the following treatment :— 

In first degree phosphorus burns, where the area of skin 
affected is too great to allow of removal by rubbing with 
pledgets, the affected skin is to be removed by scraping with 
a scalpel after infiltration of a surrounding area with procaine. 
The skin surface should then be dressed with amyl galicylate. 
This liquid has the advantages over other dressings that it 
dulls pain, prevents scarring, and promotes granulation thus 
accelerating healing: 

All second degree burns, however small, should be treated 
for shock. If all p horus can be excised at the post, 
without difficulty, this should be done first, but 400 c.cm. of 
dried serum solution are then to be injected intravenously. 
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In all other cases they are instructed - 
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In more extensive, second degree, and severe burns, no 
attempt should be made to deal with the lesion. A pad 
soaked in alkaline copper solution is applied, an intravenous 
serum transfusion given and the rushed to hospital! 
for excision of affected tissues an anesthetic. 

We have also applied for collapsible canvas baths for 
the mobile unit. In the event of an incident involving 
serious phosphorus burns, the only hope for a phosphorus 
casualty would be immersion in such a bath and a serum 
transfusion before being sent to hospital. . 


PREPARATION OF GROUPING SERUM 


R. A. SHOOTER, MB CAMB 
LATE MEDICAL OFFICER, N.E. LONDON BLOOD SUPPLY DEPOT 


THE qualities of an ideal grouping serum are numerous 
but not difficult to obtain. ey include rapidity of 
action, usually connected with a high titre-and absence 
of prozone phenomena, ability to react with weak or 
subgroup agglutinogens, freedom from rouleaux-forming 
tendencies and from agglutinins other than those of the 
ABO series, a low fat content and sterility. 

While most writers insist on a high titre serum being 
used, there is no agreement as to what is the lowest 
figure compatible with safety. Wiener (1939) states 
that a good serum will bring about visible lutination 
in a dilution of 1/20, although he says later that for the 
detection of the A, receptor in a subgroup A,B a serum 
of very high potency may be required. aylor and 
others (1940) recommend a serum with a titre of at least 
64, while preferring a higher one, and Riddell (1939) one 
with a titre not less than 100. This discrepancy is 
mainly due to the varying methods of titre estimations 
in use. Most methods depend on the use of mixtures of 
increasing dilutions of serum with homologous cells, the 
titre being the reciprocal of the serum dilution in the last 
tube in which agglutination occurs. 

Although simple in principle, at the moment estima- 
tions of one laboratory cannot be compared with those 
of another, and within' one laboratory results in a series 
of experiments may not be comparable. Three possible 
variants are responsible for this. The saline of the cell 
ae may or may not be included in the calculation 
of the dilution. Some methods take the end point as the 
last tube in which agglutination can be seen microscopic- 
ally, others take macroscopic ee ; this differ- 
ence amounts to one or two tu in a serial dilution. 
Finally the sensitivity of the cells is a very variable 
factor. 

INVESTIGATION 

Four groups of titrations were carried out, the method 
employed in each case, as in other titrations described in 
this paper, being that of Brewer (1937). A constant 
amount of a measured 1/150 dilution in 0°85% sodium 
chloride of washed cells containi the homologous 
agglutinogen was added to increasing dilutions of serum 
in 0-85% sodium chloride. The mixtures were made in 
round-bottomed tubes of about 1 cm. diameter and the 
readings were made after standing overnight at room 
temperature. The saline cell suspension was included in 
the calculation of the dilution of the serum. Before 
reading, the tubes were inverted twice and the agglutina- 
tion was scored as follows : 

+ ++ One solid clump. 
++ Several small clumps or one large clump with 
several smaller ones. 
+ Suspension of small but macroscopic clumps. 
+ Very small but definite clumps detectable by the 
a eye, possibly with the assistance of a hand 
léns. 
— No visible agglutination. 
In-each group of titrations the same group A serum was 
titrated against 15 different group B cells. One protocol 
typical of the four is shown in the table ; it illustrates the 
of variation which may occur. 

To obtain stores erence titre values end-point reading 
should be adjusted and calculation of the dilution made. 
It is s ted that the use of a cell suspension from a 
pool of 10 or more bloods will give more even results not 
only against group B cells but also against group A cells, 
where use of cells from 10 or more bloods is likely to 
pg the presence of a predominant number of group A. 
ce 
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SEBUM DILUTIONS 
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One up A serum was titrated against 10 pools of 

group B cells, each pool consisting of cells from ten 

donors. : 

Pool of group B cells 2 ee 2. 2 fe 9 10 
-. 100 100 200 200 200 100 200 100 200 100 

Another group A serum was similarly titrated against 
6 pools of cells. Each pool consisted of cells from 10 
donors (group B) and in every case a titre of 100 was 
obtained. 

In dealing with A subgroups the relative powers of 
reaction are in descending sentiggiee A,-A,B-A,-— 4 
Fortunately in most cases the power to agglutinate 
weakly cells rises with the titre, but all grouping 
serum should y be tested inst A,B cells. Using 
Brewer’s (1937) method with pooled cells to determine the 
titre, a titre of 100 appears to be the lowest that will give 
reliable results. Sera with a titre of 100-400 are not 
difficult to obtain and produce more rapid and massive 
clumping. 

Rouleaux formation will not affect dilution methods of 
grouping, but when using the open-tile method a serum 
with rouleaux-forming pro es should be discarded. 

oe . With this methoda high 
it titre serum should give 
@ result within two 
minutes, . ‘avoiding 
drying and concentrat- 

henomena. 
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to misleading results are 
the cold agglutinins. 
A cold agglutinin will 
demonstrate its presence 
by the clumping which 
ee takes place at lower than 
10 25 50 100 body temperature when 
TITRE the serum is mixed with 
red one of we ons 
group, of group O or 
its homologous isoagglu- 
tinogen group when the isoagglutinin has first been 
absorbed out. To see how many contained cold agglu- 
tinins active at 5-7° C., 4710 sera were examined. One 
drop of the serum was mixed on a porcelain plate with one 
drop of a 1/20 suspension of fresh washed of the same 
group. This was done in an ice-chest at a temperature of 
5-7° C. A positive result was taken to be one where the 
mixture showed obvious naked eye agglutination. 
Rouleaux formatior did not interfere with the readings, 
probably on account of the cell suspension dilution and the 
low rate of evaporation at that temperature. As a pre- 
caution inst it, all positive reactions were diluted with 
saline pies ps were reversed by heating. Of the 4710 
sera. examined, 1518 showed cold agglutinins (32%). 


Of 151 AB sera 48 contained cold agglutinins (32%) 
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Distribation of cold-aggiutination titre in 
115 sera. 


” 2100 A ” 706 ” ” %* (29%) 
” 419 B ” 136° ” ” ” (33%) 
» 20400 ,, 628 ,, ss ss (31%) 
As each serum was tested against one imen of cells, 


the cells varying from day to day, the results will 
obviously include agglutination due to non-specific cold 
agglutinins and to agglutinins with an affinity for sub- 
groups of the A cells. ; : 
The titre of the cold agglutinin factor was estimated in 
115 sera containing an active cold agglutinin (see figure). 


The technique employed was the one outlined above, 
using washed cells of the same group as the serum. The 
results were read after standing overnight at 5-7° ©. 
Observations made on the effect of heat on cold luti- 
nins agreed with those made by Kettel (1930), ra 
fortnight at 20° C., cold agglutinins were still present. 
One hour at 56° C, weakens but does not destroy cold 
agglutinins, while heating at 60° C. greatly weakens their 
action in 5-10 minutes and destroys it in an hour. No 
evidence was found for the statement that standing serum 
overnight with its clot alone (i.e., free from suspended 
eells) freed it of cold agglutinins. 

In a series of 10,000 bloods, 29 sera exhibited a cold 
agglutinin active at a room temperature of 19-28° C, 
It may be suggested that grouping is never done undet 
conditions where cold agglutinins are active. The follow- 
ing temperatures are recorded to show that temperatures 
suitable for the activity of cold agglutinins may be 
encountered in places where emergency grouping some- 
times takes place. These of course do not include the 
much lower temperatures sometimes met when enrolling 
blood donors. - 

Series A.—Bedside ward temperatures (° C.) taken during 20 
consecutive transfusions at a London sector hospital were as 
follows, number of occasions being shown in parentheses. 
11° (1), 14° (3), 18° (4), 19° (9), 20° (1), 21° (1) and 22° (1). 

Sertes B.—Temperatures of various pathological labora- 
tories and ward annexes during the months of January and 
February, (° C., number of rooms in parentheses). 7° (1), 
8° (2), 9° (2), 10° (1), 12° (4), 14° (3), 16° (2), 17° (2), 18° (4), 
20° (3) and 21° (4). 

The prozene emer described by Pondman and 
Brandwijk (1932) is relatively common. It is lessened by 
storage or by heating the serum to 56° C. for half an hour. 

Excess fat content produces an unsightly serum and is 
said te harm the keeping powers. It is generally agreed 
that the addition of preservatives to serum assists in 
lowering the titre during storage. ° 

PREPARATION OF GROUPING SERUM 

High titre serum can be obtained by the selection of 
naturally occurring strong serum or by concentration. 
O’Meara (1933) described a method in which serum was 

zen, and on thawing the isoagglutinins were concen- 
trated in the lower layers. Various methods have been 
described by Landsteiner and Miller (1925), Thalhimer 
and Myron (1942) and others, in which isoagglutinins 
have been partially isolated or prepared in combination 
with the globulin tion of the serum. One disadvan- 
tage of this is that rouleaux formation goes hand in hand 
with an increase in the globulin content of the grouping 


serum. 

In this laboratory it was the practice to titrate the 
serum of a series of donors to find high titres. Time can 
be saved by using the routine test for the isoagglutinin 
content of serum. If this is done by the open tile tech- 
nique in a series it will be found that the clumping caused 
by an occasional serum will stand out by reason of its 
speed and degree. Such a serum, chosen by comparison 
of its action with that of other sera, will in most cases 
prove to have a high titre. Of the first 18 A and B sera 
so selected : 

400 
200 
ss 9 ” ” 100 

1 os” . ”? ? ”” * 50 

Cold agglutinins may be eliminated by two methods. 
The first is most suitable for small scale preparation of 
grouping serum. It depends on the use of a known high 
titre donor and in it the cold agglutinins are absorbed 
by the cells of the donor. In this method 400 c.cm. of 
blood is collected into a MRC bottle containing 2 g. of 
sodium citrate ; after it has stood for 48 hours at 5° C, 
the supernatant’ plasma is siphoned into a MRC bottle 
containing 1 g. of anhydrous calcium chloride and glass 
beads. After clotting the serum is run off, Seitz filtered 
and is ready for use. . 

The second method is more suitable for large blood 
centres where blood of A and B groups is collected for the 
preparation of serum. During the course of a week’s 
routine testing for the isoagglutinin content of serum 
some 20 or 30 high titre sera are selected by the method 
described above. At the routine pooling of the serum 
30 c.cm. of serum is left in each bottle with the clot. At 


6 sera had a titre of 
8 


” 7 99 ” ” 


3 2? 








204 THE Lancne 
the end ‘of the pooling’ ous bottle uastainiinn asleotil 
serum and clot is shaken gently and the serum-cell sus- 
pensions are then py by siphoning into a common 
container. After 48 hours standing at 5° ©. the cells 
settle, carrying the cold utinins with them and the 
supernatant fluid reg Blom ned off for use as grou 
serum. Sterility is y carrying out the whole 
proceeding in a closed circuit, and as well as ridding the 
serum of cold a the potency of the serum 
appears to be enhanced by the pooling of several sera. 
With this method 1 litre of grouping serum may be pre- 
pared at a time, and the only titre estimation that ~ a 
proved necessary is that. done on the final product. 

SUMMARY 

The qualities of grouping sera are discussed and 
methods of determining the titre are compared; it is 
suggested that pooled cell suspensions will give compar- 
able results. 

Of 4710 sera examined, 1518 (32%) were found to con- 
tain cold agglutinins active at 5-7° C. Of 10,000 sera, 
29 contained cold agglutinins active at room tem| erature. 

A rapid method of selecting high titre sera is described 
~ andamethods of small and large scale preparation of cold 
~ egeghatinin-free serum are outlined. 


I am indebted to the Medical Research Council for the 
facilities placed at my disposal, to Dr. H. F. Brewer for helpful 
advice and criticism, and to Mr. R. Hudson for advice and 
technical assistance. 
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GROUP PSYCHOTHERAPY FOR WAR 
NEUROSES 


DONALD BLAIR, MD cams, DPM + 
MAJOR RAMC 


THE problem of obtaining satisfactory treatment for 
neuroses in the Fighting Services is urgent. The 
numbers of patients obtaining discharge to civilian life 
owing to neurotic disability is a drain on the manhood 
supply.of the Forces; moreover, there is a national 
demand that cases discharged should receive adequate 
treatment. 

The object of the individual therapist must be to 
return as many cases as possible to the Forces in some 
useful capacity, and to send the remainder back to 
civilian life in a fit state to begin work of national 
importance immediately. The problem confronting the 
Army psychiatrist, however, is how to treat eve 
with any success ip the limited time at his Fey 
My own experience may prove illustrative. 

During 6 months at military hospitals dealing with 
neurotic cases and no psychotic cases, nearly 300 patients 
have passed through my hands. I have seldom had less 
than 60, and never less than 50 patients under my care 
simultaneously, and in addition to psychiatric work I 
took my share in the-general duties involved in running 
a hospital of 250 patients. The difficulty of giving each 
patient even a semblance of effective treatment became 
obvious. Eventually I decided to try group psycho- 
therapy,’ and evolved the following scheme. 

METHOD 

To obviate the necessity of repeating to each patient 
encouragement and reassurance at the ‘time of his 
admission, I had typewritten copies of my usual exhorta- 
tions made and siened under ‘ Cellophane’ covers. On 
the day of his admission each patient, after he had settled 
down, was handed one of these copies to read at his 
leisure. The value of this procedure was proved by 
noting the difference in tone and attitude of patients 
who had read it, compared with those who had not. 
Next day I hada short interview with individual patients 
and told each of them (with certain obvious exceptions, 


~~". Snowden, E. N. Lancet; 1940, ii, 769. 
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a 3 as Seer dieedin mantel defectives) to watts me a 
history of their lives with special reference to any events 
which may have affected their mental welfare. Criticisms 
may be levelled by psychoanalysts against such bio- 
graphics, but I found them of considerable assistance. 

e writing and phraseology alone told one much of 
the patient’s character. Many biographies were masterly 
efforts, and contained material that would have taken 
many interviews to collect. They often furnished 
innuendos useful in unravelling deeper complexes later 
on. The frankness with which the majority were 
written surprised me. Nearly all patients agreed that 
they found it a great relief to unburden their minds, and 
that they were able to put on paper much that they would 
not have been able to divulge by word of mouth. As 
soon as possible after he had completed his biography | 
gave each patient a long interview, during which | 
made further notes and decided on the general lines 
of treatment to be adopted. I found most cases suitable 
to attend my group psychotherapy lectures. These 
consisted of a series of approximately 10 lectures of 
one hour each, their main contents being as follows. 

1, Introductory lectures frankly discussing mental con- 
ditions in general and neurosis in particular, with emphasis on 
the fact that despite misconceptions on the part of the public 
it is no more disgraceful to be mentally ill than bodily ill. 

2. A lecture on the inter-relationship of body and mind, 
examples of their interaction being given. 

3. Convenient methods of describing the mind, with 
examples of each: (a) conscious, subconscious, and un- 
conscious compartments; (b) knowing (cognition), feeling 
(affect) and striving (conation) ; (c) the fact that one’s mental 
reactions are the sum result of events affecting one’s mind 
in the past. 

4. A description of the instincts, each instinct being present 
in every human being but varying in strength from one 
individual to the other. 

5, Elementary anatomy and physiology. 

6. A description of sentiments, complexes and mental 
conflicts, with examples of each, particular attention being 
paid to"home-versus-duty confliet in relation to their neuroses. 

7. The stages of mental life; details of where each stage 
may go wrong ; the consequences of maladjusted occupation. 

8 x; masturbation, homosexuality, &e 

9. Fear ; excessive fear in the production of symptoms ; a 
brief summary of previous lectures. 

10. Self-treatment ; realisation of the origin of symptoms ; 
though apparently bodily i in manifestation they are mental in 
origin ; the less attention paid to them the more easily they 
disappear ; necessity for a less selfish outlook ; importance of 
a sound general philosophy ; a plea for patients to come to me 
for further discussion of their individual symptoms. 


RESULTS 


It might be thought that these lectures were far above 
the heads of most of those attending them, and I embarked 
on them with trepidation on this score ; but by simplifica- 
tion and illustration of my points with comprehensible 
examples I managed to present the material in a manner 
which held the attention of nearly everyone present. 
Naturally the degree of comprehension varied greatly 
from one patient.to another according to intelligence 
and temperament, but though only a few understood 
and remembered details most appreciated the general 
gist and implications. 

There were several reasons for success. In the past 
the usual attitude towards these patients had neue one 
of scorn, coupled with exhortations to pull themselves 
together and exert their will-power; now they found 
there was an explanation for their failure to improve by 
such methods. Attending lectures with so many others 
made them realise that their ve wale were far 
‘from peculiar to themselves. A frank discussion of 
sexual and other problems proved helpful in many cases. 
It encouraged a man to find himself one of a class in 
which those present were if possible to return to duty in 
the Forces, their disabilities being taken into considera- 
tion. Those who could not return in their original 
capacity were to have a suitable one found for them, 
and only those who were honestly incapable of carrying 
on were to be discharged. The latter were not to be 
stigmatised and were to be treated until they were fit to 
return to work of national importance as soon as they 
left hospital. 
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Moreover everyone present felt, that he was at ‘last 
receivi adequate treatment. The lectures were 
almost equivalent of each patient having ten separate 
interviews. The advantages of this were brought home 
te me on being posted to different hospitals on two 
occasions and each time recel legacies from my 
predecessors of about. 50 cases. ith no reproach to 
the psychiatrists concerned, who were extremely heavily 
worked, I found that many of the patients who had been 
in for several weeks had been given only one interview 
of about an hour and an occasional short one during that: 
time. Many felt neglected and thought nobody really 
cared what happened to them. They were-thoroughly 
‘* browned off” in the truest sense of this slang term, 
and hoping for discharge to civilian life (with neurotic 
symptoms often unimproved). The change in their 
moral tone after a course of lectures was striking. 

I do not propose to give statistical figures as a vindica- 
tion of this method. For these to be anything but mis- 
leading, a careful record of the prognostic factors of each 
case would be necessary, and a follow-up of a large 
number of cases over a long period. Such steps have as 
yet proved impossible. However the proportion of 
cases returning to duty in their own units or under the 
‘“* Annexure A” scheme (which implies posting to a 
more suitable occupation) compared favourably with the 
results obtained by other psychiatrists, and the thera- 
peutic effect in some individual patients was particularly 
encouraging. No case was disc 
before being ready for civilian work immediately. One 
great disadvantage was that as soon as the patients 
left hospital one lost touch with them completely. I feel 
that many will relapse who would not do so if they were 
able, to come for consultation again when. they felt their 
symptoms recurring. From this point of view it seems 
important that patients being discharged from the 
Army should attend the EMS hospital nearest to their 
homes for therapy and rehabilitation. Group methods 
might prove a success in treating such patients. 


SUMMARY 
To cope with the difficulty of dealing with neurotics 
under Army conditions I introduced group psychotherapy. 
The combined effect of the explanation, persuasion and 
suggestion involved produced satisfactory results. The 
method enabled me to. give each patient reasonably 
adequate treatment. The patients themselves appreci- 
ated the attention received, and at the end of the lectures 
discussed their problems in a more satisfactory manner 
than they would have done with: several individual 
pp ee nly be applied b h 
up psychotherapy can only be ap 'y psycho- 
therapists having a personality fitted for the method, 
but in their hands I think it well worthy of trial. 
I have to thank Brigadier J. R. Rees, Lieut.-Col. R. J, 
Rosie, and Lieut.-Colonel J. D. W. Pearce for their interest 
and encouragement. 


New Inventions 


A NEW LARYNGOSCOPE 

Tuts laryngoscope is designed to lessen the difficulty 
of exposing the larynx to pass an endotracheal tube. 
Normally the long straight blade of the standard 1 go- 
scope (fig. 1A) is passed beyond the epiglottis in order to 
evert it. Occasionally this manoeuvre jeopardises the 
patient’s upper teeth or takes a minor divot out of the 
posterior p wall. Human! advises that in 
some cases the blade of the laryngoscope should be passed 
only until the epiglottis comes into view, and that the 
endotracheal tube should then be guided behind the 


epiglottis into the trachea; I have seen Dr. Margaret — 


wksley use this method with:great success in infants. 
To expose the larynx more easily Cassels * has curved 
slightly the end of the standard (long) blade ; this passes 
beyond the epiglottis in the aecepted way. The new 
laryngoscope (fig. 1B) is designed so that when its short 
curved blade is in position the tip will fit into the angle 
made by the epiglottis with the base of the tongue (fig. 2) ; 
fig. 3 shows direct view thus obtained. If the laryngo- 
J. U. Blind Intubation and the Signs of Anzsthesia, 


London, 1941, p. 57. 
2, Cassels, W. H. Anesthesiology, 1942, 3, 580. 





1, Human, 


from the Army — 


scope is now lifted the*base of the tongue will be pushed 
upwards (fig. 4) ; the epiglottis, because of its attachment 
to the base of the tongue, is drawn upwards and the 
larynx comes into view 
(fig. 5). 

Using this laryngoscope 
I can expose the larynx 
more easily and at a lighter 
plane cf anaesthesia than 
with any of the standard 
laryngoscopes. This may 
be partly because the blade 
does not come into contact 
with the back surface of the 
epiglottis where the inner- 














Fig. I—(A) Standard laryngoscope with long straight blade. 
(B) Laryngoscope with short curved blade. 


vation is the superior laryngeal nerve, but with the base of 
the tongue, innervated by the glossopharyngeal nerve. 
The precise shape or curve of the blade doeg not seem to 
matter much provided the tip does not go beyond the 
epiglottis. The blade is inserted to the right of the tongue, 
which is pushed over to the left. If the tongue is allowed 
to bulge over the blade the view of the larynx will be 
occluded. When notin use the blade unit is folded on the 
handle as in the Foregger pattern; this unit is easily 
removed for sterilising. 

I have to thank Dr. N. Saher of the Nuffield Department 
of Anesthetics for pointing out that the direct view of 
the larynx isimproved by moving the smaller (or lower) 
blade of the instrument through 180°. I am indebted 
also to colleagues in the laboratory for constructional help. 
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Figs. 2'and 3—Site of blade and view obtained before lifting laryngoscope. 
Figs. 4 and 5—Site of biade and view obtained when laryngoscope is 


lifted in direction of arrow. 
The laryngoscope can be obtained from Medical and 
Industrial Equipment Ltd., of 12, New CaVendish Street, 
London. R. R. Macr¥tosu, DM Oxfd, DA, 


Nuffield professor of _ansesthetics, 
University of Oxford. 
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Reviews of Books 
Medical Jurisprudence and Toxicology 


(7th ed.). Joun GuaIsTER, MD, DSc Glasg. Edinburgh: 

E. and 8. Livingstone. Pp. 671. 28s. 

THE pre-eminence of British forensic medicine has been 
established on the writings of authors from the Scottish 
school: Littlejohn, Sidney Smith,..Glaister father and 
son. For nearly 50 years volume after volume has 
recorded the sober reflections of this school, and here, 
once more, is Glaister laying out a veritable feast of 
forensic medicine in a fresh and attractive way. A 
rewritten text has swept away the cobwebs; the refer- 
ences are modern, the illustrations apposite. It is no 
digest for the student’s few weeks of forensic medicine, 
but a sizeable and reliable reference book for those 
practising the subject. The only serious criticism which 
can be made of it is that it is still unbalanced. A classical 
account of identification contrasts with an inadequate 
aecount of sudden death from natural causes (including 
‘* rupture of the heart . . . from» gummatous changes,” 
a rare if not fabulous bird); 77 microphotographs of 
hair.including those of the duckbilled platypus and the 
Arahian baboon lie too near sections on hanging, thrott- 
ling and drowning, illuminated dimly by. two pictures, 
one of a hyoid Z boas and the Pane § of a body cut to 





. ribbons by a screw. A rare and misleading collie-dog - 


incident gets 41 lines accom by no warning on the 
shortcomings of the Pearson formule; 64 pages are 
spent on micro-analysis for blood-alcohol and a bare 9 
lines on the practical aspects of anesthetic deaths. But 
the book is optstanding and will bear searching use. 


History of Tropical Medicine ° 


(2nded.). Sir Harotp Scorr, MD Lond, FRCP. London: 

Edward Arnold. 2vols. Pp. 1219. 63s. 

THis monumental work, first published in 1929, is 
based on the FitzPatrick lectures delivered in 1937-38. 
Sir Harold Scott describes the rise and development of 
tropical medicine in the generally accepted connotation 
of the term. The first chapter deals with the Royal 
Navy and the Merchant Navy, since medical officers of 
these services played an important part in the earlier 
investigations of diseases of warm climates ; then follows 
a description of the work of the Army, and the general 
development of the subject in the Colonies, Protectorates 
and Dominions. The great tropical diseases are dealt 
with severally in detail under the headings malaria, 
blackwater fever, melioidosis, dengue, amoebic dysentery, 
ancylostomiasis, and tropical diseases connected with 
food. Sections on the Suez and Panama Canals, disease 
and the slave trade, bring out the relations between 
commerce, economics and tropical medicine. The book 
ends with brief but delightful sketches of the lives of a 
few of those to whom tropical medicine was the chief 
interest in life. Among the two million books destroyed 
in the great fire of London in September, 1940, were 500 
copies of this work, and the opportunity was taken of 
adding as an appendix to the new issue some recent 
advances ofimportance. The wide appeal of the subject 
at the present time will secure many new readers to enjoy 
the author’s erudition and the charm of his writing. 


Visual Outline of Psychiatry 


Lzetanp E. Hinsiz, MD, — of psychiatry, College 
of Physicians and lumbia University. 
: Humphrey Milford, Oxford University Press. 

Pp. 109, 12s. 6d, 
Professor Hinsie’s aim was to enable the student to 
“ grasp the gist of current psychiatric matters and .. . 
gain a feeling for the subject.’’ In contrast to the wordi- 
ness of so many books about psychiatry, the bareness of 
his outline is almost comparable with that of a flora. 
This laudable dryness, however, is accompanied by a 
system of division and subdivision that may be well 
enough in a flora but makes an outline of psychiatry 
almost unreadable and not of much use for reference. 
Almost every sentence is an isolated statement, with its 
number or letter of the alphabet prefixed; thus the 
assertion that ‘‘ a psychiatric patient is emotionally a 
child even if he is at the same time superlatively developed 
intellectually and physically ” is subsection (3) in the 


subdivision (c) of the five subdivisions of the ontogenetic 
part of the mind, a statement about which is number 3 
of the substatements about ontogenetic division, which 
is itself category B of the “‘ Form of the Psyche.” The 
form of the psyche is number 3 of the divisions in which 
the organisation of the mind is dealt with in chapter 2. 
This is carrying a good —— too far. The psyche- 
analytical side of psychopathology is given a large place 
in the book, but apart from this unequal emphasis the 
statements made would be sound and informative for the 
instruction of a beginner. 


Toxemias, of Pregnancy 


Wi11am Dieckmann, MD, associate professor of obstetrics 
and gynecology in the University of Chicago; attending 
obstetrician at Chicago Lying-in Hospital and Dispensary- 
London : Henry Kimpton. Pp. 521. 37s. 6d. 

Tus is among the more complete surveys of an ever- 
green problem. The published work of the last decade 
has been analysed and discussed, and the bibliography 
is comprehensive. Dr. Dieckmann has written with two 
main objects: to stimulate interest in the unexplored 
field of obstetric physiology, and to provide a solid 
groundwork of obstetric pathology and physiology for 
any investigator who is unacquainted with obstetrics. 
Many case-reports are incorporated in the text, which is 
illustrated with excellent charts and photomicrographs. 
The obstetrician or physician who is called upon to 
treat the toxzemias or is teaching students will find here 
an honest and critical survey of old work and much that 
is new and stimulating. 


Nelson Loose-Leaf Medicine 


Renewal Pages. New York and Edinburgh : 
Nelson and Sons. 


THE renewal sheets for 1942 bring this loose-leaf 
medicine up to date, and a new index volume of nearly 
300 pages picks up past and present. In a new article 
in vol. I on the clinical use of sulphonamide compounds, 
P. H. Long gives a timely ae against their use to the 
exclusion of adequate surgical treatment, especially in 
staphylococcal infections ; he counsels careful daily 
observation of patients and the maintenance of their 
urinary output at 1000 c.cm. or more per day. In the 
second volume H. G: Barbour completes his account of 
toxicology, with an exhaustive description of both 
common and rare conditions. It is difficult to pick out a 
drug which is not included, though they are not all easy 
to find. among the various divisions of depressants, 
circulatory poisons, metabolic poisons and the like ; 
amphetamine is unexpectedly placed among central 
nervous depressants. R. W. Clarke contributes a new 
chapter on diseases due to variations in atmospheric 
pressure, and T. J. Dry a long account of hypertensive 
heart disease. H. Goldblatt, H. A. Lewis, and J. R. 
Kahn in a survey of the pathogenesis and treatment of 
hypertension describe the demonstration of a humoral 
mechanism of renal origin as a cause of experimental 
hypertension: the hypertension-renin interaction with 
enzyme hypertensinase has applications to medical and 
surgical treatment of high blood-pressure which are well 
though cautiously set out. Progress will, they think, 
be hastened now it is possible to carry out experiments on 
hypertensive animals before they are tried out on man. 


War-time Information for Pharmacists 


Compiled by the Pharmaceutical Journal. London: 
_ Pharmaceutical Press, Pp. 54. Is, 


THis is a useful summary of acts of Parliament, 
defence regulations, and statutory rules and orders having 
a bearing on the pores of pharmacy which have come 
into force since Pe g of the war up to Oct. 31, 
1942. Although intended primarily for the pharmacist, 
much of the information concerns doctors prescribing 
medicines, and those drugs are listed which must now be 
used with strict care, The section on quinine conserva- 
tion, giving the economies legally enforced in the presorib- 
ing of quinine, is an example of the way in which the 
booklet reduces highly complicated enactments to easily 
comprehensible terms, It also gives much nlossnatiion 
on preparations (such as these for the treatment of 
suallaa} which have come into prominence as a result of 
war-time conditions. 


Thomas 
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VIFAMIN ‘1HERAPY IN PREGNANCY 





Reducing the risks in childbirth 


Investigations carried out in London’, involving 
a study of the records of over 5,000 pregnant 
women, showed that there was a dietary deficiency 
of Vitamins A, B, and C in about 50 per cent. of 
cases, of calcium in 7o per cent., and of iron in 
98 per cent. Following the provision of adequate 
amounts of Vitamins A, B complex, C and D, 
with calcium, iron, iodine, manganese and copper, 
these significant results were noted:— 


Among 1,530 primigravidae the toxemia rate was 
27.1 per cent. as compared with the rate of 31.7 per cent. 
in a control group of 1,512 primigravidae not recetving 


the supplement. Based on a birth-rate of 600,000, 
this represents a possible reduction of 10,000 cases of 
toxema per annum by the use of a pre-natal diet 
adequate in vitamins and mineral eiements. Noteworthy, 
too, was the effect on the new-born infant as shown 
by a definite reduction in the number of premature births. 

Confirmatory results obtained by investigations 
at the Toronto General Hospital’ showed that a 
good, or supplemented, pre-natal dietary resulted 
in better health for the mother, a lower incidence 
of toxemias, miscarriages, premature births, or 
still births, with a decrease in morbidity and mortality 
of the infant during early months of life. 











A COMPREHENSIVE SUPPLEMENT 


Pregnavite, the first preparation to contain 
vitamins and mineral salts in correct amounts and 
proportions to meet the requirements of pregnancy, 
is the most convenient and economical means of 
supplementing the dietary of the expectant and 
nursing mother. 

i Brit Med. J, AS, B77. 


Pregnavite in recommended doses supplies, at time of 
manufacture, approximately :— 


Vitamin A 4,o00i.u. Vitamin E 2 mg. 
Vitamin B, 200i.u. Calcium 350 mg. 
Vitamin C 4o00i.u. Phosphorus 550 mg. 


Vitamin D 300i.u.  AvailableIron 12 mg. 


2 J. Nuwtrit., 1041, S615. “Canad. Med. Ass. J., 1942, 46; 1 and 6. 





Further particulars of Pregnavite Tablets gladly sent on request. Vitamins Ltd. (Dept.L.P.O), 23, Upper Mall, W.6. 
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Medicinal iron more accessible—and 
cheaper—than food iron 


Iron-deficiency anaemia, on the increase 
since the war and due, in large part, to the 
inevitable restriction of iron-containing food 
is almost 100 per cent. preventable and 
curable—with iron as the main factor of 
prevention or cure. As medicinal iron is 
cheaper than food iron, in wartime it should 
be used on a larger scale for the preven- 
tion and cure of iron-deficiency anaemia. 

The classic picture — the wrinkled face, 
smooth white transparent body skin, sore 
tongue, split finger nails, difficulty in 
swallowing, low colour index — is too often 


PERSOLATE 





FERROUS SULPHATE 
TABLETS (Glaxo) 


observed among women, especially those 
over 35 and expectant mothers. 

‘Fersolate’ containing ferrous iron, is 
recommended ‘where a negative iron 
balance is suspected and, more’ especially, 
in treatment of actual sufferers from iron- 
deficiency anaemia. ‘Fersolate’ contains 
iron in its most assimilable form; is 5—9 
times as effective as the scale preparations ; 
brings about progressive measurable daily 
increases in haemoglobin percentage ; and 
all this in doses of one tablet three times 
a day. 





GLAXO LABORATORIES LTD, GREENFORD, MIDDX. BYRon 3434 
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BERIN vitamin B, in pregnancy 


Value nn normal and toxaemic cases 


For many, toxaemias of pregnancy vitamin B, 
forms part of the treatment. In any case, the 
normal requirement for vitamin B, is multiplied 
three to four times in pregnancy. Where 


‘pregnancy is complicated by vomiting, added 


provision for vitamin B, must be made, not only 
to,make good the loss from ejection but also as 
a-therapeutic measure in the toxaemic type of 
hyperemesis gravidarum. a 
Equally important is vitamin B, in the treatment 
of polyneuritis and a common 
triad-oedema, toxaemia and avita- 
minosis B,—found in pregnancy; the 
prognosis of ‘eclampsia complicated 









by vitamin B, deficiency is rendered more 
grave. 

‘Berin’ the Glaxo preparation of aneurine 
hydrochloride B.P. (vitamin B,) is recommended 
in all such cases. ‘Berin’' can be given 
by injection from 1 cc. ampoules containing 
5 or 25 mg. aneurine hydrochloride, or, can be 
administered orally in tablets containing 3 mg. 
The aneurine hydrochloride (vitamin B,) used 
for the ‘Berin’ preparations is manufactured 
by us in all its stages at Greenford, 
and the rigid standards set by the 
British Pharmacopoeia are maintained 
by strict analytical control. 
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APPENDICITIS IN CHILDHOOD 

APPENDICITIS is not essentially different in children 
and adults, but its urgency is greater in the child 
because intraperitoneal infection is less likely to 
remain circumscribed. The formation of an abscess 
efficiently isolated from the surrounding peritoneum 
should never be expected, and even when an abscess 
does form it may leak or burst. For this lack of localisa- 
tion there are two likely explanations. First, in 
children the omentum is relatively short and may thus 
fail to. reach the appendix and enfold it, as is its 
habit in the adult. Secondly the leucocytic reaction 
is relatively slight ; 8. 8S. Jacosson,' in 918 cases, 
found no relation between leucocytosis and the 
incidence of appendicular abscess, and even in the 
presence of general peritonitis only a quarter of the 
children showed a white-cell count of over 20,000 
per c.mm. Jacosson nevertheless maintains that 
the severity of the disease may largely be forecast 
from the white-cell count on admission to hospital. 
The average stay in hospital was 9-5 days in the small 
group with less than~ 5000 cells per c.mm. and 
gradually increased to 18 days for those with a count 
of over 31,000. The mortality, on the other hand, 
showed no proportionate relation to the leucocyte 
count, and there were no deaths among 13 patients 
with counts over 31,000. 

The child with abdominal pain is as a rule a par- 
ticularly good witness. The march of events from 
para-umbilical pain to vomiting, and then to tender- 
ness in the right iliac fossa, can usually be traced with 
certainty. Without this sequence the doctor is 
right to doubt the diagnosis of appendicitis. But 
there are snags. The appendix with its'tip well over 
the pelvic brim may give no signs at all on abdominal 
palpation until the dreaded rupture spreads the 
inflammatory process upwards. It follows that 
rectal examination should never be neglected in a 
child who has a history of abdominal colic followed 
by vomiting. Diarrhea is a very common accom- 
paniment of pelvic appendicitis, especially in children; 
and it is fatally easy in the small child to make a 
diagnosis of gastro-enteritis, concluding from the 
absence of all tenderness and guarding in the right 
iliac fossa that the appendix is not at fault. The 
high retrocecal appendix, with its tip touching the 
posterior parietes, may closely mimic kidney disease 
or perinephric abscess, even to producing a patch 
of cutaneous hyperesthesia near the renal angle and 
cedema of the subcutaneous tissues in the loin. 
Here careful attention to the development of the 
illness, with special inquiry for a central abdominal 
pain at the beginning, may prevent a wrong diagnosis. 
Appendicitis is the only important cause of per- 
sistent abdominal colic in a child, and when this 
colic is followed by right-sided pain appendicitis 
can be presumed till its presence has been proved 
or disproved by operation. 

The treatment of appendicitis in children is 
appendicectomy as soon as the diagnosis is made. 


1. Jacobson, 8. 8. Amer. J. Dis. Child. 1942, 63,1110. _ 











The only oun exceptions « are e that delay m may be con- 
sidered in a case of obviously subsiding appendicitis, 
where the temperature, pulse and local signs are all 
improving; and that drainage of the peritoneal 
eavity alone may be the safest procedure where 
removal of a very edematous glued-on appendix 
promises to do much local damage and open a large 
absorptive area around the cecum. JACOBSON’S 
figures encourage the hope that sulphanilamide is 
improving the prognosis of perforative appendicitis. 
In his series a fatality-rate of 8-9°%, for patients with 
peritonitis during 1934 and 1935. fell to 4% during 
1936-40 when sulphonamide drugs were used. 
During 1940, when, in addition to oral and parenteral 
administration, suphanilamide crystals were poured 
directly into the abdominal cavity through the 
operation incision, there were no deaths. Other 
factors to which improvement is attributed were 
better preoperative and postoperative care, prompt 
parenteral administration of fluids, and drainage 
through the Miller-Abbott tube in cases of intestinal 
obstruction. 


MANAGEMENT OF SEVERE HEAD INJURIES 
DIFFERENCE of opinion about the treatment of 
severe head injuries has continued since the Stone 
Age, but at least the contestants change their ground 
from time to time. Mock and Mock? classify the 
controversies of the present century as follows. 
1900-10.—Trephining v. non-operative treatment. 
1910-20.—Subtemporal decompression v. spinal puncture 
v. do-nothing treatment. 
1920-30.—Routine spinal puncture v. never do a spinal 
puncture v, dehydration treatment. 
1930-40.—Spinal drainage when indicated v. routine 
spinal puncture v. no spinal puncture. Radical v. 
mild v. no dehydration. Subtemporal decom- 
pressions (10% Dandy) v.exploratory decompressions 
(36% Munro) v. delayed operations for certain 
definite lesions. 

There is no argument about the need for operation 
in cases of depressed and comminuted fractures of 
the skull, or of cerebral compression by intracranial 
hemorrhage ; the variations in practice are in the 
treatment of severe uncomplicated accidental head 
injuries. Unfortunately the cause of death after this 
form of injury is not known. Autopsy may reveal 
areas of bruising on the surface of the brain, sub- 
arachnoid hemorrhage or small scattered hemorrhages 
within the cerebral hemispheres, and these are often 
said to be the cause of death. But the explanation 
is seldom convincing, for every brain surgeon knows 
that operation on the brain may cause extensive 
damage of this sort without the patient’s life being 
endangered or even his consciousness being impaired. 
Some swelling of the brain is also occasionally seen 
pést mortem, but there is no evidence that this 
increases the intracranial pressure enough to cause 
death. It is in fact highly doubtful in cases of head 
injury whether increased intracranial pressure is ever 
sufficient to endanger life in the absence of a gross 
hemorrhage compressing the brain. Recent experi- 
mental studies * support the ancient view that severe 
closed head injury causes widespread commotion in 
the brain with resulting paralysis of neuronal function. 
This may lead to death from paralysis of medullary 


L. Mock, H. E. and Mock, H. E. jun. J. Amer. med. Ass, 1942, 120, 
2. Denny-Brown, D. and Ruseejl, W. R. Brain, 1941, 64, 93. 
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centres without there being any visible injury on 
histological examination of the brain—‘“ invisible 
contusion,’ JEFFERSON® calls it. Study of the 
clinical features of fatal eases and these experimental 
observations indicate that too much attention has 
been paid to visible findings, while the essential 
~ cause of death is usually an invisible injury to vital 
centres in the hypothalamus and brain stem, mani- 
festing itself by changes such as hyperglycemia and 
hyperpyrexia, with a steadily rising pulse- and 
respiration-rate preceding death. The controversies 
regarding treatment have therefore arisen from what 
now appears to be a faulty conception—that death is 
usually caused by surface areas of contusion and 
hemorrhage which lead to cerebral cedema and 
compression. Surgeons who have critically reviewed 
the results of operation on closed head injury * con- 
clude~that neither contusion of the cerebral hemi- 
spheres nor swelling of the brain are necessarily 
_ present in patients who die, so their operative findings 
~suppert the view that in many cases death cannot be 
explained by visible damage... 

The value of lumbar puncture, dehydration and 
decompression in uncomplicated head injury must 
be viewed in relation to the evidence that the cerebral 
disorders they attempt to counter are not the actual 
causes of death. It is not surprising therefore that 
in most British head centres dehydration and decom- 
pression have been discarded, and that lumbar 
puncture is used rather for diagnosis than therapy. 
The Mocks give figures to show that moderate 
methods of .dehydration reduce the mortality, but 
it does not seem certain that they are quoting 
statistically comparable samples. Current British 
practice in the treatment of severe closed injuries 
lays special emphasis on careful nursing and de- 
tailed clinical observation directed towards the 
earliest possible recognition of complications such 
as intracranial hemorrhage and scoping of cerebro- 
spinal fluid through the nose. - Convalescence 
had been shortened by graduated rehabilitation, 
as Symonps and Rircuize Russet‘ have lately 
described ; old ideas regarding the inyariable need 
for long rest have been discarded and each patient 
is allowed to resume normal pltysical activity at 
a rate adjusted to his clinical state. The most 
important organic effect of severe head injury 
is intellectual impairment, commonly associated 
with change of .pérsonality. This is often de- 
monstrable when the duration of post-traumatic 
amnesia exceeds 48 hours, and when it exceeds 7 days 
some permanent intellectual loss is apparent in the 
majority. The degree of incapacity which this mental 
slowing causes depends on a large number of factors 
such as the previous level of intelligence, the previous 
personality and the patient’s occupation. An essen- 
tial part of rehabilitation in severe injuries is 
provision for the gradual resumption of responsible 
duties, so that the patient can if necessary re-learn 
his former job and thus recover sufficient confidence 
and knowledge to continue responsible work with 
reasonable efficiency. Many who have been severely 
injured adapt themselves to a lower degree of efficiency 
with remarkable success and continue to do useful 
work. 


3. Jefferson, @. ned. J. 1942, 20, 77; McConnell, A. A. 
Brain, 1942 
4. Symond 0. be and ‘Rasselt, W. R. Lancet, 1943, i, 7. 


GLOVES OR NOT? 

Srvoz HatstTEp * introduced the rubber glove to the 
operating-theatre in 1889, the proportion of surgeons 
who operate with bare hands has steadily fallen until 
today it must be very small. In the transition era, 
many converts to the glove have testified to its 
greater safety in minimising wound infection and in 
protecting the operator’s hands. Now, when rubber 
is scarce and the Ministry of Health has limited the 
normal issue to six pairs of gloves per doctor or per 
midwife per annum, the bare hand may willy-nilly 
have to be used again for surgical and maternity 
work, and the possible hazards—and how to overcome 
them—must be explored. 

First let us see what can be done to prolong the life 
of the glove, of which there is ordinarily such a wast- 
age. Even the most careful dry-heat sterilisation— 
and too often gloves are harshly treated by too high 
temperatures or imperfect drying—means a short life 
of 5-6 sterilisations before the gloves deteriorate. 
Gloves sterilised by boiling last longer, but wet gloves 
are unpopular and uncomfortable. However, it is 
not sufficiently known that dry gloves can be sterilised 
on the hands without inconvenience to the wearer 
and without apparent risk to the patient. The 
following procedure has given satisfactory results in 
a large general hospital? The hands and arms are 
first scrubbed in soapy water ; the gloves are put on, 
avoiding wrinkles, and washed for 3-5 minutes in soap 
and water ; the sterile gown is donned, and the sleeves 
are fastened at the wrists over the gloves with sterilised 
rubber bands ; the gloved hands are then stgeped in 
1 in 50 lysol for two minutes—or if that is unprocur- 
able in liquor chloroxylenolis (NWF) or biniodide of 
mercury 1 in 250. Substitution of this method of 
sterilisation reduced the consumption of gloves to an 
eighth of the previous requirements. The greater 


longevity brings another problem to the forefront—the | 


needle-puncture which is much more common than is 
usually supposed. In one series of 4549 operations 
of all kinds in a teaching surgical unit, 35,763 gloves 
were used and 8602 (or 22%) became perforated.’ 
Punctures are discovered by filling the gloves with 
water, or more accurately by examining the air-filled 
glove under water : new gloves practically never show 
perforations. Tearing and needle-punctures are more 
common when the gloves fit badly or are put on when 
the hands are insufficiently dry, when the wearer 
is clumsy or inexperienced, and when the operation is 
a deep abdominal one or carried out in a confined 
space. The rdle of the puncture in facilitating 
wound infection, partioulasly if the surgeon is a 
staphylococcal skin-carrier, was pointed out by 
DeveEnNiIsH and Mixzs.* Moreover, if punctures occur 
in 10-20% of used gloves, the life of the glove even 
with frequent patching must be limited. Patched 
gloyes are not liked for major surgery or plastic work, 
but can be used for minor operations, ward dressings 
and maternity work. 

Since the issue of surgical gloves is to be limited, 
methods for minimising the.risk of infection from the 
bare hands must be popularised. It is virtually 
impossible to sterilise the skin, which harbours what 


1. Halsted, W. S. Johns H 0-91; 2,255. _ 
2. N. Av, Tanner, 3 





. 1890-91, 2, 255. 


Craig, S., Dodds, A. . C. and Vernon, H. K. 
3. Weed, L. A. pa a 3. 1. Su Geet, Bvt 1,78, 661. 
. and Groves . 

4. Devenish, E. A. ory Mitte, ry ong 1939, i 
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Price® has called “resident” and “ transient ” 
bacterial flora. The resident group consists mostly of 
harmless saprophytes like the skin-staphylococci, 
diphtheroids, and indifferent micrococci, although 
Staph~aureus must sometimes be included. Transient 
bacteria include Streptococcus pyogenes, Staph. aureus, 
the coliform group and possibly Corynebacterium 
diphtherie ; these can be removed by efficient washing 
and the use of appropriate antiseptics. CoLEBROOK 
has carried out many experiments on the disinfection 
of the skin, and his findings with those of others are 
summarised in a recent review.6 He found that 
household yellow soap was highly bactericidal (much 
more so than the refined soaps), and that washing the 
hands in 3-4 pints of hot soapy water for 5 minutes 
destroys most of the transient flora. . Efficient skin- 
disinfectants were 2°, iodine (in 4°%, potassium iodide 
watery solution), liquor antisepticus (NV F),’ chloramine 
1/100, and the proprietary chloroxylenol prepara- 
tion, ‘ Dettol.’ Both iodine and the chloroxylenols 
maintain a bactericidal barrier on the skin for several 
hours. Thus, scrubbing the hands in soapy water for 
5 minutes followed by 2 minutes immersion in a bowl 
of liquor chloroxylenolis should render them safe 
for most surgical operations. The new detergent, 
‘CTAB,’ may also prove useful. For ward dressings 
the non-touch technique combined with the other 
precautions recommended in the MRC War Memo 
No. 6 will effect a considerable saving in gloves. It is 
most important, where gloves are not used, to see 
that the tales of surgeon and dresser are kept whole 
and healthy, and here again ingenuity is needed for 
the preparation of a good and cheap hand-lotion. 





Annotations 


RELIEF OF MIGRAINE 

CurntcaL study of migraine has long suggested that 
during the aura there is a spasm of cerebral vessels which 
is later replaced by a throbbing headache due to vaso- 
dilatation. Wolff and his collaborators * confirmed this 
view, for they observed that the pain of migraine is 
associated with an increase in the amplitude of pulsation 
and the calibre of the middle meningeal and temporal 
arteries, while the relief of pain after the administration 
of ergotamine tartrate coincided with a diminution in 
both the pulsation and the diameter of the artery. 
Parenteral ergotamine tartrate has proved to be the 
most effective means of relieving an attack of migraine, 
but gives symptomatic relief only and in some people 
produces toxic symptoms such as nausea, tingling in the 
extremities, and pains in the muscles which are so severe 
that the cure is worse than the disease. Therapeutic 
experiments therefore continue. Gottlieb® finds that 
amphetamine sulphate relieves half the patients when 
administered ‘intravenously and a third of them when 
given by mouth. Engle and Evanson ™” point out that 
all attacks of migraine seem to begin with vasoconstric- 
tion of certain branches of the carotid artery, and they 
have therefore investigated the usefulness of a long- 
acting vasodilator, potassium thiocyanate, which they 


‘found effective in reducing both the incidence and 


severity of the attacks. 
These studies indicate that the relief of the patient 
with severe and frequent bg ges often remains a 


difficult therapeutic problem. On the other hand, many 
migrainous subjects have attacks so rarely that no treat- 
ment is necessary, while Trowbridge and others" have 
found simple remedies effective in about a third of all 
eases. Thus of 186 patients who had tried analgesics 
to relieve their attacks, 16% invariably got complete 
relief while a further 19% usually obtained adequate 
relief ; the analgesics used included acetylsalicylic acid, 
amidopyrine and phenacetin. The best results were 
however undoubtedly obtained with ergotamine tartrate, 
which gave complete relief in 80% of cases; caffeine 
was also effective, presumably by virtue of its cerebral 
vasoconstrictor effect. There is good reason therefore 
for continuing the use of the old-fashioned headache 
powders and for including caffeine in the prescription. 
Ergotamine tartrate sliould be reserved for severe cases 
with frequent attacks which are not relieved by anal- 
gesics, and even then, as the treatment is merely 
symptomatic, it is for the patient to decide whether the 
relief he gets more than offsets the side-effects. 


SULPHONAMIDES BEFORE OR AFTER MEALS? 
Taz commonest’ question that patients ask abeut a 
medicine is whether they should take it before or after 
meals. The effect of this difference of administration 
upon the absorption of sulphonamides has been investi- 
gated by Peterson and Finland.” They gave 5 g. of the 
compound and measured the rate of absorption by the 
eurve of the blood coneentration and by the tetal 
amount exereted in the urine during the subsequent 
72 hours. They found that the absorption of sulphanil- 
amide was slightly delayed if it was given after breakfast 
a of before. The absorption of sulphadiazine was 
also slightly delayed by food, but the amount absorbed 

was greater, 77% of the dose administered being exereted 
in the urine, compared with 54% when the drug was 
given toe the fasting patient. The simultaneous admini- 
stration of acid or alkali exerted no constant effeet upon 
the rate of absorption. However, in all the cases the 
differences were not great, and considering the large 
variation between one person and another, it is doubtful 
whether they are significant. In clinical practice it is 


presumably much more important to diminish the risk of . 


nausea by administration after the meal than to obtain a 
problematically more rapid absorption by giving it on an 
empty stomach. When very rapid absorption is wanted, 

the sodium salt of sulphadiazine (or sulphathiazole or 
sulphapyridine) may be given on an empty stomach ; 
in very acute conditions it is better still to inject it 
intravenously or intramuscularly. Peterson and Finland 
also offer an interesting observation about the part played 
by the stomach itself in the absorption of sulphonamides. 
Some of their subjects received the compounds by tube 
direct into the duodenum, and in these the absorption 
of sulphapyridine, sulphathiazole and sulphadiazine 
(but not of sulphanilamide or of sodium sulphadiazine) 
was much diminished. This suggests that a considerable 
portion of the sulphonamide may reach the blood-stream 
by absorption through the stomach wall. 


MIXED SALIVARY TUMOURS 

LittiLz is certain about the so-called mixed salivary 
tumours except that they are not ‘“‘ mixed” in the 
sense of being, teratoid fibro-epithelial tumours. The 
modern view is that they are adenoid tumours with a 
peculiar liability to degeneration both of the parenchyma 
and stroma ; this is supported by recent work on the 
histochemical differentiation of connective tissue and 
epithelial mucin, both forms being found in the salivary 
gland tumours. Harvey, Dawson and Innes“ would 
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prefer to designate all mixed salivary tumours adenomas 
unless they are malignant... Unfortunately, their 
malignancy is revealed not to the pathologist but to 
the surgeon, when he finds recurrences or metastases. 
Working on submaxillary tumours only, because of the 
greater ease with which they may be totally extirpated, 
Dockerty and Mayo™ come to the conclusion that all 
the mixed tumours and ‘“cylindromas” should be 
regarded as adenocarcinomas. Of about 90 of these 
tumours they found 51 to be adenocarcinomas of the 


* so-called mixed tumour type, 15 cylindromas (that is, 


chiefly solid or hollow acinar adenocarcinomas) and 7 
intermediate in form. They put the cylindromas in a 
separate category—though one finds all kinds of inter- 
mediate forms between the cylindromas and the so-called 
mixed type—because of their gteater malignancy and 
tendency to metastasise, as well as their predilection for 
spread along nerve-fibres. They found metastases in 
only 2 out of 14 regional lymph-nodes examined in the 
mixed type, but in 4 out of 9 in the cylindroma type. 
They can give the surgeon no sure guide as to which 
type.he is dealing with at the time of operation, and-the 
history and naked-eye appearances‘of the growth are 
not of conclusive help ; later, though, when the histo- 
logy is available, this will give a good indication of the 
prognosis. They therefore recommend the maximum 
of “tissue sacrifice” in all cases, including the whole 
of the submaxillary salivary gland and its regional 
lymph-nodes. -They condemn the practice of “ shelling 
out” these tumours. Their figures giving the result 
of treatment may not be statistically significant, but 
they do suggest that recurrence takes place not only in 
cases where the tumour is of more malignant character 
but also in those in which tissue sacrifice has been 
inadequate. The average age of their patients was 
forty, which is in accordance with other published 
figures. They support Kennon * in saying that patients 
show a curious pride and affection for their salivary 
tumours and are loth to be separated from their slowly 
enlarging companion; for the average duration of 
symptoms before medical aid was sought was seven years. 


BACTERIA AND THEIR TOXINS IN FOOD 

BacTERIAL food-poisoning may be caused by eating 
food which contains toxins or living organisms which 
produce toxin in the intestine or both. Staphylococci 
and streptococci and possibly proteus and some aerobic 
spore-bearers may cause the first or toxin type of poison- 
ing; the salmonella and dysentery groups and occasion- 
ally Bacterium acto, “ey B may produce the second 
or infection type e two types can typically be 
distinguished clinically by the time of incubation—the 
time between supping and suffering. When a dose of 
toxin is swallowed symptoms usually follow in 2-4 
hours ; when contaminated food is eaten 6-14 or even 
up to 40 hours may elapse before the patient feels ill. 
But the distinction is not always easy. Pollock?’ 
describes a small outbreak of food-poisoning caused by 
Bact. enteritidis in which severe symptoms began 3 hours 
after eating corned-beef hash. In such cases one must 
suppose either a very heavy contamination or the 
presence of preformed toxin as well as organisms in the 
food: From the public-health point of view it is of great 
importance to.distinguish between the .two types. In 
the toxin type danger ends with the destruction of the 
food ; in the infection type those who eat also excrete 
the infecting organism. In the outhreak mentioned one 
of three people who handled the hash was found to be 


excreting Bact. enteritidis but gave no history of recent: 


illness. Pollock suggests that the food was contaminated 
before it was fried in boiling fat and that Bact. enteritidis 
may have survived the frying process. To find if this 
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was possible corned brisket beef was cut into half-inch 
cubes, a broth culture of Bact. enteritidis was poured 
over them and they were left for 4 hours at room tem. 
perature. The cubes were then fried in fat over a low 
flame and samples. were removed at intervals and cul- 
tured. The organism was recovered from the meat 
after as long as 13 minutes steady frying. In this 
experiment contamination was intentionally heavy but 
ne attempt was made to inoculate the centre of the 
cubes and the hash was over- rather than under-done. 
While it has long been known that some bacterial toxins 
are highly resistant to heat it has usually been assumed 
that non-sporing bacteria would be readily killed by 
most cooking processes. It seems, however, that the 
frying-pan may be a healthier place for bacteria than 
we had imagined. 


BLEEDING PEPTIC ULCER 


TuHE diagnosis of bleeding from a peptic ulcer may not 
always be easy. On the one hand, a daily loss of blood 
from an ulcer may be missed in the stool through failure 
to carry out the simple test for oceult blood; on the 
other, a severe open hematemesis may arise from many 
other eauses than a peptic ulcer. Stool examinations 
must be assessed with care. The benzidine test is so 
delicate that a faintly positive result is of little signific- 
ance, and experiment has shown that even the less 
delicate guaiac tést may remain positive for as long as ten 
days after the swallowing of only 8 ounces of blood. 
Nor do tarry stools necessarily mean a large hemorrhage 
—under half a pint of swallowed blood is enough to 
produce them—and they may persist for at least five 
days after one isolated administration of blood by mouth. 

These facts, while not lessening the value of tests for 
the presence of hemorrhage in peptic-ulcer cases, do 
emphasise the need for caution in planning therapeutic 

,-measures on their results alone. In both the differential 
diagnosis and the treatment of gastroduodenal hemor- 
rhage the factors of age and pain are of especial import- 
ance. Many severe hematemeses are unassociated with 
any pain, but absence of pain does not by any means 
exclude an ulcer. The first indication of a chronic 
peptic ulcer often may be a violent hemorrhage, while 
others bleed in a quiescent phase after relatively mild 
bouts of ulcer symptoms fer which they have had little 
or no special treatment. As a rule, however, painless 
hematemesis comes from some form of superficial 
gastroduodenitis, with or without visible mucosal 
erosions or ulcers. Thus of 14 patients who had died 
after gross painless gastroduodenal hemorrhage Moscheo- 
witz, Mage and Kugel! found at autopsy that only 3 had 
chronic peptic ulcers. The frequency of hemorr-_agic 
gastritis, duodenitis and postoperative jejunitis is not yet 
sufficiently realised ; they must be kept in mind when 
deciding on treatment, and in particular surgical treat- 
ment. Kiefer,? for instance, reporting on the failures of 
subtotal resection of the stomach for peptic ulcer, des- 
cribes 8 cases in which operation for proved duodenal 
ulcer was followed by recurrent gastro-intestinal bleeding 
with trivial pain or distress, and in none of these was any 
jejunal ulcer found. So important do Hinton and 
Church * regard the presence of pain that they seldom if 
ever recommend operation for massive hemorrhage in 
duodenal ulcer where there is no pain. 

In prognosis age is the outstanding factor. In a study 
of deaths after hemorrhage from peptic ulcer in 120 men 
and 31 women Blackford and Allen‘ noted only one 
death in the twenties, one in the thirties, six between 
40 and 45, and the remaining 95% at over 45, most being 
in the fifties. Scherf and his collaborators ° have 1 Te- 
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corded electrocardiographic changes appearing within a 
few hours after massive gastric hemorrhage, and lasting 
only a few days; these may point to a myocardial, 
«contributory cause for the high death-rate in older people.” 


A further one may be the secondary azotemia which. 


follows hematemesis; this is partly dependent on 
renal function, which is likely to be less. efficient in 
the old. But the difference presumably depends most 
on the previous health of the eroded vessel, and here 
age cannot. compete. Blackford and Allen found that 
77% of fatal hemorrhages occurred at the first bleeding, 
and that two-thirds were from gastric and a third from 
duodenal ulcers. Age must be remembered when 
eomparing the results of different kinds of treatment. 
Meyer and others * repert no deaths among 25 patients 
with severe hemorrhage under the age of 45 treated 
medically, as against 8 deaths among 38 older patients 
similarly treated. Among 17 comparable — 
treated by gastric resection, 3 of the 7 older patients and 

3 of the 10 younger ones died. The medical treatment 
consisted of rest, morphia and a short starvation period 
followed by hourly feeding. Even successful subtotal 
resection does not always prevent further hemorrhages, 
especially in cases of duodenal-ulcer; of Kiefer’s 173 
patients, 6-8°% developed a jejunal ulcer after this opera- 
tion, and a farther 4-6% had recurrent hemorrhages. 
Walters and Cleveland’ reported satisfactory results in 
87% of 112 patients treated by partial gastrectomy for 
bleeding ulcer and consider that this operation offers the 
best prophylaxis against further hemorrhage. But the 
operative mortality is not small, and the general success 
of a modified Meulengracht regime, with the frequent 
uncertainty about the presence and location of the ulcer, 
makes the decision to operate in gastro-intestinal 
hemorrhage an intensely anxious one. In younger people 
the risk of death is probably smaller from a bleeding 
ulcer than from gastric resection, and now that more 
liberal f is the rule there is little doubt which 
treatment the patient is likely to prefer. Izod Bennett 
and his colleagues at the Middlesex Hospital,® who have 
made the most determined attack on this problem so far 
attempted in England, insisted on giving enough fluid 
to prevent dehydration and enough food to sustain the 
body during a long period of illness, while avoiding 
mechanical or chemical irritation. 


PHYTIC ACID AND. CALCIUM ABSORPTION 

THE announcement that brown bread interfered with 
the absorption of calcium was a surprise to many of us. 
It was a nasty surprise to those who had cherished the 
conviction that as a food brown bread was in every way 
superior to white. It is always upsetting to have one’s 
beliefs attacked, but the disturbance.is mitigated as a 
rule if we are given convincing proof of the correctness 
of the new view and a reasonable explanation for its 
occurrence. McCance and Widdowson ® did their best 
in these respects by saying nothing of what they thought 
about brown bread till they had made sure of their 
facts by tests on 8 human subjects over considerable 
periods. They also showed that the phytic, or inositol 
hexaphosphoric, acid in brown bread was likely to be 
the noxious agent, by considering its chemical properties 
and by demonstrating that its sodium salt did indeed 
interfere with the absorption of calcium when added to 
white bread. They sugared their pill for the food 
reformers by showing that the unpleasant effect of brown 
bread could easily be avoided by adding a little caleium 
to the flour. Many might have rested content with this, 
but McCance and Widdowson set out to obtain final 
proof by studying the metabolism of human subjects 
on a brown bread from which they had removed the 
6. —_ J., Sone H. K. and Necheles, H. J. Amer. med. __ Aas. 
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phytic acid. As they described it?° the removal process 
seems to have been relatively simple, but there are hints 
of difficulties behind the scenes, as anyone who knows 
what it is to interfere with a complicated and highly 
empirical process like bread-making can well believe. 
Nevertheless, McCance and Widdowson seem to have 
succeeded not only in making a palatable brown bread 
which contained no phytic acid but also in making a brown 
bread from which they had removed most of the phos- 
phates formed by the enzymatic hydrolysis of the acid. 
They found, as they had no doubt expected and hoped, 
that when they had removed the phytates and phosphates 
from brown bread they had removed its capacity to 
interfere. with caleium absorption. Looking back 20 
years, it is easy to see now why Mellanby’s puppies got 
such bad rickets on oatmeal and whole wheat, but it 
was not so obvious then. Many doubted the results 
and no-one offered the correct explanation until Harrison 
and Mellanby “ did so in 1939. McCance and Widdowson 
have now placed the whole subject of rickets, cereals 
and ealeium metabolism on a reasonable basis. 


X-RAY DIAGNOSIS OF DISPROPORTION 

WirHovut a high degree of accuracy in measurement 
attempts to correlate the size of the fetal head and the 
maternal pelvis with the observed course of labour can 
have little or no meaning. Credit is due to all those 
who by stereoscopic and other methods have made and 
are still making strides towards the solution of this 
problem. If non-stereoscopic methods are employed 
correct positioning of the patient is important, as Prof. 
J. Chassar Moir pointed out to the obstetrical section 
of the Royal Society of Medicine on Jan. 15. | Both 
the size and shape of the pelvic inlet can now be aceur- 
ately determined. A corresponding precision has not 
so far been achieved in cavity and outlet measurement, 
especially near term, because then it is often difficult even 
with the most modern apparatus, to get a clear picture in 
which the tips of the ischial spines and other landmarks 
may be clearly identified. If the pregnant woman of the 
future is to have her pelvis measured as a matter of 
course, and if there is a possibility of the rays being 
harmful to the early embryo, the second trimester may 
be the most suitable time for pelvimetry. Cephalometry 
with its special difficulties will be left to the last few 
weeks of pregnancy. 

Assuming reasonably exact measurements, how, may 
these best be reduced to a form comprehensible at a 
glance ? Two methods are used—one chiefly visual, the 
other mathematical. In the first, the size and shape of 
the pelvis and foetal head are drawn and the degree of 
disproportion estimated or calculated by a comparison 
of areas or other appropriate measurements ; but the 
method is tedious and complicated where large numbers 
require examination. Nicholson ™ illustrates the second 
method when he calculates the value of “ area of head 
multiplied by 100% divided by area of pelvis ’’ for each 
pelvic level. Since he has previously shown “ that the 
pelvic area as calculated (on the assumption that the 
pelvic shape is an ellipse, with the anteroposterior 
diameter and the transverse diameter the two axes) 
is a good approximation to the true area, his areas ratio 
is easily obtained.“ Provided the pelvis is not asym- 
metrical or grossly distorted by accident or disease 
this method holds forth great promise. During labour 
in a rickety flat pelvis the migration of the head to one 
side of the pelvis leaves the other side partially unused, 
and under such conditions adjustments in the caleula- 
tions of the available area may be required. As a basis 
for calculation the- head area may be taken as a s circle 
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with either the biparietal°or suboccipitobregmatic as 
diameter. Particular difficulties have to be faced in 
any attempt to reduce the outlet measurements to a 
simple form. Whereas the area of so-called “ least 
pelvic dimensions” may be obtained with fair accuracy 
from the anteroposterior diameter of the outlet and the 
bispinous diameter, the available space below this, 
which may be independently contracted, depends on 
such variables as the pubic angle, the length and in- 
clination of the pubic rami and the posterior sagittal 
diameter ; from these measurements it is not clear how 
best the available space may be deduced. Fortunately 
contraction of the outlet with no corresponding narrow- 
ing of the ‘plane of least dimensions” seems to be 
rare. 

If radiology shows apparent disproportion to what 
extent should the treatment of the particular case be 
modified ? Until unequivocal’ statistical evidence is 
available the answer to this problem must depend 
largely on the individual, but no radiologist should 
expfess an opinion about the outcome of a case until 
he has accumulated clear evidence that his prognoses 
will be reliable ; he should rather confine his report to 
statements of measurement, and leave their interpreta- 
tion and application to the obstetrician. Until a better 
method is devised the head-pelvic relationship as 
expressed by Nicholson’s areas ratio might be a suitable 
basis for such reports. 

The outcome of any labour depends on many factors, 
and this, some critics consider, detracts from the value 
of information obtained by radiology. But pelvimetry 
and cephalometry can never claim to be more than a 
method by which the proportion between the fetal 
head and maternal pelvis is recorded with a precision 
many times greater than is possible by clinical methods. 
In the management of labour, exact knowledge of 
head-pelvic relationship has the same value as precise 
information about the extent of injury in the manage- 
ment of a fracture. 


SURGICAL TREATMENT OF MUMPS ORCHITIS 

Tue cedema of the testicle associated with the severer 
types of orchitis may be extremely painful, and followed 
by atrophy of the organ. Wesselhoeft and Vose ' believe 
that in orchitis associated with mumps relief of tension 
by incision of the tunica albuginea is the best method of 
saving the testicle and of cutting short the pain. They 
reserve operation for severe cases, and regard an enlarged, 
tender testicle, with general symptoms of chill and fever 
as the indications for surgery. Orchitis, pancreatitis, 
or encephalitis may precede any manifestation of 
mumps in the salivary glands which may sdmetimes 
escape altogether, “Wesselhoeft and Vose find orchitis 
to be rare before the age of puberty; at and after puberty 
they assess the incidence at 18%. The onset of the 
orchitis may be rapid with high fever, rigors, nausea and 
vomiting, and even with delirium. Under epidemic 
eonditions both testicles are likely to be affected in i out 
of 6 cases. In the follow-up af 347 cases atrophy was 
found in 190 (54:°7%). In unilateral cases, the remaining 
testicle serves for procreation, but in bilateral disease, 
even though atrophy may not be associated with damage 
to all the tubules, the numbers of spermatozoa may be 
much reduced, and chances of procreation considerably 
diminished. 

General rather than local anesthesia is recommended 
for the operation, because the testicle is so acutely 
tender that handling causes pain. Nitrous oxide and 
exygen has proved more satisfactory for these cases 
than ‘ Pentothal Sodium.’ An incision is made in the 
scrotum, which is likely to be cedematous; a spurt of 
hydrocele fluid appears; the incision is enlarged 
scissors to 3 em., and the tunica albuginea, which may 
1. Weegelhoett, ©. and Vose, 8S. N. New Engi. Med. 1942, 227, 
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be studded with small petechia, is incised longitudinally 
for 15 cm. Another incision may be made at right 
angles to the first, but beside rather than across it. 
“The greater the tension the less the ing. The 
scrotal incision is closed ‘round a small rubber drain. 
A rapid fall in temperature and prompt relief of pain are 
to be expected after operation. 


PHOSPHORUS BURNS 

Revisep EMS instructions on the treatment of 
phosphorus burns appear on p. 214. The essentials are 
(1) soaking in water, (2) washing with soda, (3) swabbing 
with 1% copper sulphate, (4) removal of all particles 
thus revealed, and (5) soaking in soda. Obermer, on 
p. 202,emphasises the danger of these burns, and proposes 
immediate application of a mixture of alkali solution 
and 2% copper solution, with rubbing or scraping to 
remove affected skin. Unfortunately it is doubtful 
how far aqueous solutions of copper sulphate can be 
relied on to inactivaté phosphorus in actual practice. 
Goldblatt and Oakeshott! think that, with solid’ phos- 
phorus, inactivation would be “ nothing like complete ” 
in the circumstances in which these solutions would be 
used. They point out that when phosphorus is in a 
form that does not readly mix with water, inactivation 
can be expected only at the interfaces of the two liquid 
phases; and still less effect is likely when the phos- 
phorus has been dissolved in rubber or other solvents 
to make a viscous incendiary mass. Godding and 
Notton? produced a copper sulphate, glycerol and 
starch mixture te meet this difficulty, but glycerol is 
scarce, and Goldblatt and Oakeshott bring forward an 
alternative formula which they consider preferable. 
As phbdsphorus is not easily wetted by water they use 
copper in an oil-soluble form, and their mixture dissolves 
rubber. It consists of copper oleate, trichlorethylene, 
Turkey-red oil and surgical spirit, and they believe it to 
be the best means yet discovered for inactivating phos- 
phorus on the skin. It is applied as soon as burning 
has been stopped. 


An extra session of the General Medical Council will 
open on Wednesday, Feb. 17, at 10.30 am. 


In his article on medical relief in Europe, published 
in our last issue, Dr. Melville Mackenzie said that the 
number of people in Europe who are urgently in need 
of more food is estimated at 100 million (not 200 million 
as printed). We are glad to know that Poland is 
represented on the medical advisory committee by 
Dr. W. J. Babecki, whose name was inadvertently 
omitted from the list of members. 








1. Goldblatt, M. W. and Oakeshott, S, H. Brit. med. J. Jan, 30, 
2. Godding, E. W. and Notton, H. E. F. Ibid, 1942, i, 433. 


Royat Socrery or Mepicrnve.—The section of comparative 
medicine will meet at 2.30 pm on Feb. 17, when Dr. Gregory 
Kayne and Mr. R. E. Glover, FRCVS, will open a discussion 
on immunity to tuberculosis. Cases will be shown at the 
meeting of the section of dermatology at 2 rm on Feb. 18. 
At 4.30 pm on the same day there will be a discussion at the 
section of neurology on encephalomyelitis and allied conditions 
when Dr. W. Russell Brain, Dr. J. G. Greenfield and Dr, 
Dorothy Russell will be the opening speakers. On Feb. 19, 
at 3.30 pm, there will be a joint meeting of the section of 
obstetrics and gynecology with the Medico-Legal Society. 
Judge Earengey, Mr. Eardley Holland, Dr. Letitia Fairfield, 
Mr. Aleck Bourne and Dr. Robert Forbes will open a diseus- 
sion on medicolegal pitfalls in obstetrics and gynzcology 
excluding abortion. On Feb. 20, the section of physical 
medicine will meet at the Royal Westminster Ophthalmic 
Hospital, Broad Street, W.C.1. At 11 am Mr. Montague Hine, 
Dr. ,Philippe Bauwens and Mr. Gerald Penman will open e 
discussion on physical methods in ophthalmology, including 
orthoptics. In the afternoon Dr. Nellie Lankenau will speak 
on the rehabilitation of the patient with eye disease. 
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Special Articles 


MEDICINE AND MEANING * 


R. A. J. ASHER, MB LonD, MRCP 

ASSISTANT MEDICAL OFFICER TO THE WEST MIDDLESEX HOSPITAL 

MAN is superior to the higher apes not only in opposing 
his thumbs but in the using of symbols, mostly spoken 
or written words, to convey hismeaning. But the power 
of words has increased till they have become tyrants 
interfering with the transmission of ideas and of know- 
ledge. ords, like instruments, when used correctly 
have power for the advancement of science, but when 
used clumsily and without attention they result in 
inaccurate work and their own precision and ne 
become blunted. It is worth examining our ability 
to wield them, but this is no appeal for accuracy of 
derivation of words, for fine English or for the well- 
turned phrase ; I only wish to criticise methods of ex- 
pression in so far as they lack clarity, or even meaning. 


THE MEDICAL PROFESSION 


The medical vocabulary has arisen more or less hap- 
hazard. Doctors, like the White Knight,’ have always 
telt that once anything is labelled more is known about 
it; and if a thing is already labelled that does not deter 
them from applying another label. As a result of this 
process when one doctor wishes to inform another what 
abnormal sounds can be heard in a chest he has the choice 
of a rich assortment of adjectives : 


A réle.—Clicking, consonating, erackling, crepitant, creak- 

ing, subcrepitant, guttural, gurgling, indux, redux, mucous, 
metallic, rale de retour, Skoda’s réle, and so on. 
There are more than twice that number listed in the 
medical dictionary and types of rhonchus and crepita- 
tion are equally abundant. What chance have we of 
conveying tg each other an accurate impression of sounds 
heard if we have this ill-defined superfluity of words ? 

Then, poorly chosen words cause confusion and un- 
necessary drudgery for the student and the nurse. A 
housewife labelling her jam will write strawberry, 
cherry, marmalade and the like upon her labels. If a 
doctor suggested she should label the pots X, Y and Z 
and learn that X stood for marmalade she would laugh 
him to scorn. Yet doctors naming the scurvy vitamin, 
the rickets vitamin, the puere vitamin and suchlike 
called them by letters of the alphabet. I have been 
asked in an elementary examination at the end of a 
viva ‘‘ What is the vitamin preventing scurvy ?’’ and 

pleased the examiner by prom me replying “ Vitamin 
oO He then demanded ‘‘ And what is vitamin C?”’ 
Whereupon I told him “ ascorbic acid ’’ and passed my 
viva. et all I had done was to say that the substance 
preventing scurvy was a substance preventing scurvy 
which was known to be a scurvy-preventing acid. 
When we name a medical entity we could choose a word 
which aptly describes it and does not have to be learned 
like a code. When the bone is shattered the a 
calls the condition a comminuted fracture. How deli 
ful it would be.if he called it a shatter fracture. " 
Cross nurses ask ‘‘ What is a comminuted fracture ? ”’ 
and when they know that it is a fracture with the bone 
shattered they feel they have learned something ; 
yet one knows nothing more about a cat from knowing 
itis a al an additional name does not mean addi- 
tional ledge. 

Examples of the confusion caused by ill-chosen words 
are common. One would suppose, for example, that 
a vaccine had something to do with vaccination. To use 





the word to describe a “solution of dead germs is calcu- 
read to the Middlesex County Medical’ 
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‘ te feel interested. ‘“‘ No, you don’t under- 
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“‘Then I ought to have * That’s what song is called ’?” 
Alice co’ eit No, = Fagen FF ne qui 
thing !. The is cans”: but that’s 
what it’s 90 Mi ell wnat is the song then f * 
Alice, who was thie this time complete bag | 
was te that,” the saan “The song is 
‘A Gate’: and the tune’s my. own invention.” — 
Lewis Carroll ‘“ Through the king * Chapter viii. 


lated to deceive ‘the baphenet, and words of this kind 
are a godsend to examiners. Optic neuritis is commonly 
used as synonymous with papilloedema, and thus puzzles 
many students. It sounds as if retrobulbar neuritis 
and papillitis were component parts of optic neuritis, 
but this is not so. Even the word retrobulbar neuritis 
is far from ideal. Why the eye, when . tioned in 
connexion with neuritis, is called the bulb I do not 
know. Normally one talks of the globe or the eyeball. 
The word bulb suggests the medulla. We have already 
four bulbs in the body and need no more. Again, 
any medical word or symbol should have a meaning 
as self-evident as possible. It is no longer justifiable 
(except. in the case of words used to spare the patient 
like neoplasm, autopsy or Neisserian infection) to 
use symbols of unnecessary obscurity or length. Even 
the use of Roman is an anachronism too 
long tolerated: Roman figures should be reserved for 
the numbering of the psalms and not for recording 
the quantity of urine passed. Then there is the aperient 
drug agar: some people with os of time to spare 
insist on calling it agar-agar. In this time of economy 
we could manage with one less agar. 

Advances in knowledge are going to make new words 
necessary, but they should also disencumber us from 
many redundant words. For example, it is generally 
believed that a young red blood-cell may appear to be 
bluish, netted or spotted according to the way it is 
stained. Surely then the terrifying words polychro- 
masia, reticulocytosis and punctate basophilia by which 
we call these fledglings couid be scrapped in exchange 
for some simple expression like young cell. Again 
there is some hope that uveoparotid tuberculosis, 
lupus pernio, pseudotuberculosis and that jaw- breaking 
expression osteitis tuberculosa multiplex cystoides of 
Jungling will all by reason of our increased knowledge 
become known as sarcoidosis of chest, skin and phalanges. 

Such rationalisations of language do not merely repre- 
sent a saving of words but by giving a true account of what 
is known make knowledge more easily assimilable. It is 
nothing but a hindrance to understanding that a certain 
disease affecting the cranial nuclei, the anterior horn cells 
or the pyramidal fibres should be called, according to its 
situation, progressive bulbar palsy, progressive muscular 
atrophy or amyotrophic lateral sclerosis. We do not give 
a different name to infantile paralysis depending on 
whether it affects the tongue or the arm or the leg 

Different observers often use the same word for difterent 
entities, especially in hematology. Disagreements as. 
to whether a megaloblast is or is not an abnormal cell 
would be simplified if both sides knew what cell they 
were discussing. Let us imagine a child found wandering 
in the street is adopted by three priests who each christen 
him separately by the names of Tom, Dick and Harry. 
One day they meet another three priests who have 
behaved in a similar fashion with another child whom 
they have christened Harry, Dick and Tom. Now if 
those six priests try and have a discussion on the qualities 
of the two children—whether, for instance, Tom is 
cleverer than Harry—they are likely to become angry 
and to settle nothing ; and they will probably go home 
and introduce new words such as protomocyte, pseudo- 
dickoblast and megaharryophil. What must be done 
is to say “ Here is a cell, do let us agree what to call it.’’ 
This agreement should be universal and binding and, if 
possible, international. Doctors calling a cell names 
that they have no right to use should be prosecuted for 
using bad language; the worse crime of publishing 
wrong names should be dealt with like the publication 
of obscene literature. 


THE MERCHANT AND THE LAYMAN 

Names outnumber substances in commercial medicine 
to an alarming degree. Consider the sulphonamides. 
Most of us confine ourselves mainly to four different 
kinds of these chemical pills: those that make one 
blue ; more powerful ones that make one sick ; still more 
powerful ones that do not make one sick or blue but are 
much harder to get ; and finally those that stay longer 
inside our guts. These correctly are called sulphanilamide, 
sulphapyridine, sulphadiazine~ and sulphaguanidine. 
Yet the apparent number of saletnalioanhied grows to 
alarming proportions* ; hundreds of them are the same 


2. Ardley, D. G. Lancet, 1941 ii, 625. 
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substances with different names, others are sulph- 
anilamide with a purely decorative chemical group 
tacked on to the amino side—which gives. an excuse 
for another name. To some doctors and nurses the 
whole lot are known loosely as ‘‘ M & B”’ ;so that when 
@ nurse gives a patient a-wrong sulphonamide there is 
every excuse. For sulphanilamide alone there are forty- 
two different names. ‘or doctors, nurses and dispensers 
this is a dangerous source of confusion, and many other 
drugs have as large a variety of names. Consequences 
may be serious; I have known a doctor scour the 
hospital for intramuscular ‘Luminal’ for a _ status 
epilepticus, while all around him ‘ Gardenal’ abounded. 

From this Tower of Babel it is essential that we soon 
climb down. Each drug should have one short correct 
chemical name and no other. If standards of different 
firms vary we may allow sulphanilamide Smith, sulph- 
anilamide Jones and ilataniinaedie Robinson but never 
‘ Prostreptorubrocidosal 221 B’ though manufacturers 
may clamour for it. 

Some of the less reputable firms have fed the 
innocent lay public on ridiculous and incorrect words 
and so fostered in them an absurd idea of their insides. 
The layman in his use of medical words is at heart 
a geod deal sounder than the doctor; he has fewer 
words to choose from. Admittedly he says stomach 
when he means belly and chronic when he means acute 
but being constant in the misuse of these words his 
meaning is usually clear unless he has been corrupted 
by much reading of advertisements. By reading of the 
system and of impurities in the system he imagines 
his inside as something like a large tank. Often he 
reads about the system being clogged with waste matter, 
impurities, and sour acids which necessitate the said 
system being toned, cleansed and flushed with so-and-so’s 
pills. Indeed ‘‘ system,’’ as used in the lay sense, appears 
to be derived from the word cistern. 

Another burden to the layman is the lack of words 
caused by prudishness. Though acquainted with con- 
gestion and pleurisy, which are meaningless to him, he 
has no words for anus, penis and other parts of the 
body except those belonging to the smoking-room or the 
works of Chaucer. He needs access to words which 
are neither too esoteric nor too coarse. 

EMOTIONAL TONE IN WORDS 

We use some words with more emotional meaning 
than precision,* and these are a source of unfruitful 
conflict in medicopolitical discussions. A recent letter 
in the medical press asked this question: ‘‘ Whom 
would you prefer to treat you—the family doctor, whom 
you know and trust, or a salaried, whole-time state 
official ?’’ Perhaps you can guess whether the writer 
of this letter favoured state medicine or not. The 
second type of doctor sounds profoundly unattractive 
owing to the emotional associations called up by the 
words ; described as a doctor whose attitude to patients 
depends entirely on illness rather than income he would 
appear in a more favourable light. In science and in 
scientific discussion emotional terms have no place. 
The poet may say that the fiery blood of Vikings runs 
in somebedy’s Veins but the doctor concerns himself 
with the Wassermann reaction. 


MEDICINE AND THE LAW 

The Ritual of Food Sampling 
In proceedings under a penal statute the defence may 
* succeed by taking points of which the merit is incon- 
spicuous. As a recent case under the Food and Drugs 
Act shows, the merest technicality may suffice. It is 
an offence under the act to sell to the prejudice of the 
purchaser an article not of the nature, substance and 
quality demanded. . Certain arrangements for sampling 
and analysis are prescribed. On buying the sample, the 
purchaser must inform the seller that he intends to have 
it analysed by the public analyst, and he must then and 
there divide it into three parts which he must mark and 

seal or fasten up. If required, he must give one 
to the seller; he sends another to the analyst and he 
keeps the third himself for purposes of future com- 
arison. In British Fermentation Products Ltd. v. 
eal, which came before the Divisional Court last month, 
Mr. Teal, the local authority’s inspector, had bought 


3. Thoulcss, R. H. Straight and Crooked Thinking. Chap. I. 1930. 
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from a grocer a substance called egg substitute powder. 
Having told the grocer that it was bought. fer analysis, 
he duly divided the sample into thtee - Deciding 
upon a prosecution, he opened the part of the sample 
which he had himself retained, divided it into two and 
sent one of these subdivided parts to the manufacturers 
of the powder as the persons primarily responsible for 
the composition of the article. The act allows the 
manufacturers to be prosecuted as well as the retailer. 
Proceedings were taken against the manufacturers. Mr. 
Teal had, however, not been strict enough in his com- 
pliance with the statute, even though his action in 
subdividing the sample was fair and reasonable enough. 
Section 80 (4) of the act stipulates that, in proceedings 
under the statute where a sample has had to be divided 
into parts, the part of the sample retained by the person 
who procured it must be produced at the hearing. The 
manufacturers took the preliminary point that section 
80 (4) had not been obeyed ; only half of the prescribed 
part of the sample had been produced. The magistrates 
thought that the manufacturers had not been pre- 
judiced by what had happened and convicted them. 
The High Court says the magistrates were wrong. The 
statute, a penal one, lays down conditions of sampling 
and analysis in the interests of prospective defendants. 
The requirements of the section must be strictly obeyed ; 
the non-compliance must vitiate the conviction. 

The decision follows previous authority. Among 
other points it has been held that the sample, when 
produced in court, need not be in a state capable of 
analysis. In a Scottish case the marking of a wrong 
date on the sample was declared not to matter. The 
article need not be sealed up so as to be air-tight. On 
the requirement that it be divided into three parts, it has 
been decided that to sell sardines in oil is the sale of one 
article and not two; it is therefore unnecessary for the 
seller to be given a separate part of the oil as well as of 
the sardines. An inspector who bought four packets 
of cream tartar and, after mixing the conténts, divided 
the mixture into three parts, was held to have complied 
with the section. But a purchaser of six bottles of 
camphorated oil who put two bottles into each of three 
bags and sealed up the bags was held not to have made 
a proper division under the statute. Each bottle was a 
separate article. Such are the niceties of a penal law. 


TREATMENT OF PHOSPHORUS BURNS 

THE following revised instruction has been issued by 

the Emergency Medical Service (Ministry of Health) :— 
AT THE INCIDENT 

(i) Apply water immediately to the affected part, to extin- 
guish any burning phosphorus and to keep the area moist 
(water from the water-bottle may be. used for this purpose). 

(ii) Apply a clean mines dressing, or clean lint, or clean 
cloth, soaked in water over the burn. Whatever dressing is 
used it must be kept wet, as otherwise it may burst into flame. 

(iii) With the wet dressing in place, the casualty, if a sitting 
ease or able to walk, should be conveyed or directed at once 
to the nearest first-aid post or hospital for further treatment. 

(iv) Stretcher cases must be sent direct to a hospital with 
the least possible delay. To ensure immediate attention at 
the hospital, these casualties must be labelled, and the label 
marked with a P. The attention of the ambulance attendant 
must be drawn to the case. 

AT THE FIRST-AID POST OR HOSPITAL 

(i) Immerse the affected part in water, or, if sufficient water 
is not available, apply a mines dressing soaked in water. 
Keep the dressing wet until the following treatment cah be 
applied. : 

Pai) Thoroughly flood and wash the affected area with bicar- 
bonate of soda solution (roughly two tablespoonsful of the 
Pick off with forceps 
any obvious particles of phosphorus, disclosed by examination 
in the dark (phosphorescence). : 

(iii) Swab the affected area with a 1 per cent. solution of 
copper sulphate, which will coat any remaining phosphorus 
particles with a dark deposit of copper phosphide. Remove, 
with forceps or gauze, as much of this as is possible without 
damaging the tissues. _ . ; 

(iv) Immerse the affected area in the bicarbonate of soda 
solution for a prolonged period. The duration of this soaking 
depends upon the size and depth of the burn—i.e., small 
burns } hour, large burns 1 to 2 hours. If immersion 1s 
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impossible, keep the sterile dressing repeatedly wetted with 
the bicarbonate solution. ; 

(v) Finally; re-examine the burn in the dark for phos- 
phorescence. If this is not present, dress as for an ordinary 
burn. If there is still any doubt about the presence of 
phosphorus, dress the burn four-hourly with lint soaked in 
sodium bicarbonate solution (2 tablespoonsful to the pint of 
water) and retain the patient (if at a first-aid post). 

The instruction adds that no oils or greasy dressings 
and no tannic acid, triple dye or brilliant green must be 
used in the treatment, of phosphorus burns so long as any 
trace of phosphorus remains in the tissues: oils and 
greases are solvents of phosphorus and their use while 
it is present will cause risk of poisoning from absorption. 

in Eagliad Now 
A Running Commentary by Peripatetic Correspondents 

PATIENTS, speaking generally, are responding well to 
the exhortation to help their doctor by not making 
‘* frivolous or vexatious ”’ (lovely words !) demands upon 
his services. The number of hysterical night-calls 
inepied by unreasoning panic has certainly decreased, 
‘ in cases of sudden illness relatives are more read 
than hithertoto ring up and ask advice coupling this wit: 
a request for a visit either tomorrow or even ‘“* when the 
doctor happens to be passing this. way.’’ All this is 
good and sensible and has not, in my experience, led to 
any alarming increase in the death-rate. There is, of 
course, the other side of the picture. On his now 
rarer routine visits to outlying villages the country doctor 
may sometimes begin to wonder whether he is ever 
going to see his home and loved ones again, for he finds 
himself passed firmly from cottage to cottage like a rugger 
ball in the hands of a competent three-quarter >. 
Moreover, in every house he visits he usually finds more 
than one patient awaiting him. The old order ‘‘ come at 
once”? has changed and given place to the new: ‘‘ now 
you’re here, Doctor, perhaps you'll see ”’ John’s toe, 
Mary’s eye and Bill’s throat, providing all the necessary 
(some think) certificates ‘‘and a note for the chemist so 
that we can get some more glucose for the baby.” 

* * * 

Can the presence or absence of any special sense of 
humour be taken as evidence of mental capacity or 
mental defect ? This problem has been exercising me 
for some little time to a disturbing degree. If a man 
presently accounted sane finds himself unable to appreci- 





ate or even to understand jokes which convulse a 
section of the population, is he to deduce there is some- 
thing wrong with him, or can it be that the majority are 
deficient ? Let me start at the beginning. About 
Christmas time I spent some days’ leave with some dis- 
tant relatives who are radio fans. I have never listened 
to the radio (except the news) for a variety of reasons 
now irrelevant, and so it was all quite fresh to me. 
Just. before one particular broadcast all the family 
gathered round the radio with every evidence of pleasant 
anticipation. ‘‘ You will like this,’’ they said; ‘ it is 
one of the most popular programmes on the air. This is 
the funniest thing you ever heard.’”’ I was prepared to 
enjoy myself. But I listened with ever-growing surprise 
and puzzlement, The whole thing was completely 
devoid of meaning. I could find no significance in any 
of it, yet the family laughed, and heartily at that. Now 
the point is that I was not failing to see the joke from 
any inherent lack of a sense of humour, for I can enjoy a 
joke with any man. Mr. Will Fyffe, Mr. Arthur Riscoe, 
Mr. Bob Hope and Messrs. Abbots and Costello can roll 
me in the aisles at any time. But this stuff which came 
out of the loudspeaker was incomprehensible, for though 
the words often appeared to make sentences (though not 
always) the sentences had no meaning in themselves, nor 
were they connected with those in front or behind. . At 
one point I asked my laughing friends what was the joke 
and what was its meaning. ‘‘ But it doesn’t mean any- 
thing, that’s why it’s so funny,’’ was the reply. So I 
thought further investigation on these lines would be 
0 li Then a sense of 
familiarity began to be felt ; I had heard something like 
this before and with an effort recalled a brief stay as a 
locum in a mental hospital where a most engaging maniac 
used to talk to me earnestly and at great length something 


along the following lines. ‘‘ And so we came to the 
North Sea, and there was the green pencil. We boxed 
the compass NNE, NNW, and due south to the green 
pencil. ' And the North Sea and the waves and the green 
pencil and the compass in its box and-out its box and 
so we came to the shore.”” The motifs recurred. Now 
the only difference detected in this programme was that 
there were more people talking and there were more 
motifs, otherwise the resemblance was very close. I then 
investigated the matter among other friends and dis- 
covered that, while they did not particularly care for the 
special programme, they could assure me that it was 
indeed one of the most popular among the public. One 
medical colleague I asked about this looked at me 
curiously, then heaved a sigh of relief, saying, ‘‘ Thank 
God you feel that way too. Honestly I have had some 
doubts about my own sanity lately when so many pati- 
ents said that they found this funny. To me it is incom- 
prehensible. I am not sure what it all means, but 
whatever the significance of this popularity is, I am sure 
it is very sinister.”’ It is to be hoped that this conclusion 
is at least exaggerated, though I have an uncomfortable 
feeling that there is something in it. We have heard 
lately of certain increases in social pathology. There are 
more women in jail today than before the war ; juvenile 
delinquency is alleged to be increasing ; petty pilfering 
from railways, hotels and the likeiscommoner. There has 
been a rise in the VD figures (yet I am convinced that sex 
morality in this war is better than it was in the last). 
Now I am trying my best not to exaggerate, but I cannot 
help concluding that there is something wrong with the 
mental make-up of people who find such a type of humour 
as havedescribed uproariously funny. If lamwrong,then 
it follows that I must have hitherto unsuspected psycho- 
logical defect—a conclusion which I am naturally loth to 
accept. A Latin tag from the distant past recalls itself, 
Stulti riduni quod ignotum est. This ought to be applicable, 
but unfortunately I cannot make up my mind whether it 
is the radio public or I to whom the matter is ignofum. 


cal * *” 

When schoolmaams teach that certain words stand for 
certain realities, that diagrams and formule represent 
structure or action, they ought to remember that many 
of the poor children, although they will grow up in other 
ways, will always carry in their minds these symbols 
and skeletons as the whole and living truth. Of such 
are they, who while the governments were planning an 
uppercut on the Axis, clamoured for a second front. It 
is wrong to call them ‘“‘ Fireside Fusiliers ’’—there is no 
lethargy about them—they are myopes of the mind’s eye 
with an exuberantly healthy sense of their own import- 
ance, who, because they see a diagram so exclusively, 
must. show it to others and make converts. At the 
moment they are well squashed by events, but they'll 
bob up again, almost cyclically, for the urge behind them 
is emotional, not intellectual. Possibly the others who. 
cannot simplify at all are more to be feared—those who 
are so appalled by the thickets and the trees that they 
cannot make a map of the wood. Of such were the 
tetrarchs of the thirties. 

Some years ago I went to a prize-giving at a prep 
school and was nauseated to see a smarmy little beast 
come up and get a prize for ‘‘ the most popular boy.”’ 
That lad for life will come to the call of the mob and his 
mind will be the lowest common denominator. The 
great way to character and independent thinking is by 
hardship, injustice and ostracism, and with good reason 
do some native tribes initiate the adolescent by turning 
him out into the wilderness to fend for himself. The 
Conservative party have done great service in training 
our PM by ejecting him from office in the last war and 
keeping him in exile for a decade before this. It would 
be nice to pay tribute to the PM’s magnanimity towards 
them now, but that isn’t the right word. Marlborough 
always tried to keep in friendly touch with his opponents 
and enemies and not let matters get beyond reconciliation 
point. Conceivably they might come in useful. 

* 


7” * 

Why can’t we learn a little about the common animal 
diseases, ins of learning about the anatomy of the 
frog and the dogfish? Every doctor gets asked for 
advice about cats, dogs, sheep, and the like; _ besides 
some of the surgical procedures are fascinating and 
quite easy. Far from the Madding Crowd gives a fine 
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description of tapping the air from the stomachs of 
sheep which have “‘ blasted themselves ’’ by eating young 
_clover. Thomas Oak who did it, used a “ holler pipe 
— a _ a oe — used it ‘‘ with a dexterity 
wo ve graced a hospital surgeon.’’ Apparently 
this procedure is still used for blown ten 4 I was 
recently talking to a farmer who told me all about it. 
The condition is easily diagnosed, the patients lie on 
the ground extremely dyspnovic, visibly distended and 
in great pain. Cows are affec as commonly as 
sheep ; ‘in them the distended stomach is seen through 
the hide. An enormous trocar and cannula is used, 
being thrust straight into the stomach, a rush of air and 
green slime greets the withdrawal of the trocar. Medical 
treatment, he told me, consists of driving the patients up 
a hill until they bring up the wind, but if they start going 
downhill “‘ the wind lifts the heart ’ and they collapse. 


* * * 

Tonight’s talk after the news will be given by a young 
house-surgeon who has just returnéd from a particularly 
hazardous reconnaisance of the lower abdomen. 

Well it was at 8 o’clock that the chief called me and Jackson 
into operational headquarters and gave us our orders. We 
were to attack low down in the right abdomen where a number 
of enemy bacilli were thought to be holding a strong position 
in the appendix. We had reason to believe the target was 
strongly defended ; increasing numbers of leucocytes had 
been detected moving along the arterial roads in the target 
area, and it was probable that the enemy had sent up at 
least two divisions of omentum to surround the objective. 
I admit I was a little nervous as I donned my kit, and saw my 
companion getting the oxygen apparatus ready. Though I 
had experienced one or two dust-ups with sebaceous cysts 
and paronychias, this was my first flight over enemy occupied 
peritoneum. I was’ due to make my attack at 9 o’clock. 
Jackson was scheduled to start five minutes earlier with a gas 
attack designed to wipe out all resistance from the surrounding 
muscle divisions. Here the first difficulty was encountered, 
the enemy had two gas-proof curtains which he shut together 
immediately he detected the gas. Consequently when I 
reached the target area the muscle divisions were putting up 
such enormous resistance that I could not attack. I hovered 
over the objective waiting for things to quiet down a bit, 
when I heard Jackson’s voice. ‘‘ Mind out! There’s some 
nasty stuff coming up from below.” I had hardly time to 
shield my face when up came a burst of flak, . . . mostly steak 
and flaming onions. I heard Jackson’s voice. - ‘‘ Are you 
hit?” “I’m all right, what about you?” Jackson had got 
hit fairly badly in one eye, but most of the stuff had gone over 
his gas apparatus. However he carried on gamely, and ten 
minutes later I was able to start. After several trial incisions 
I penetrated the outer defences. I pressed home the attack 
and found that the objective had already been blown up by 
enemy bacilli, and that the target area was obscured by free 
fluid : we would have had to bale out if it hadn’t been for the 
vacuum flask that was part of our outfit. I completed the 
attack as best I could, and had the satisfaction of dropping 
a big sulphanilamide bomb right in the middle of the wreckage 
before we finally packed up. The whole thing was just a straight - 
forward operational fight, just part of the day’s work,and I’msure 
anyone else would have behaved as I did in the circumstances. 


* * * 

Fred’s a gude varmer, no doubt ’bout that. Roughish 
chap, mind you. Doan waste a lot o’ time wi’ the razor— 
nor wi’ soap and water, come to that. Works ’ard five 
and ‘arf days ivvery week, but likes to drink ‘isself priddy 
nigh mazed Saturdays and Sundays. (You oughter yur ’is 
missis crackin’ orf ’bout un and ’is vile ways!). Wull, 
when us come to ring the bells for the victory in Egyp’, 
wot wi’ ’arf the ringers called up and the rest out o’ 
practice, Vicar weren’t too plazed wi’ the re-sult, so, 
come Christnias, ’e calls vor volunteers to reinforce the 
ringers and Fred sez ’e’ll come for wan—though not 
much of a churchgoin’ chap, mind you. Sure ’nough, 
Fred turns up Christmas mornin’, veelin’ not too vitty 
arter the night before, wi’out ’is collar’n tie, kep on zide 
of ’is ’ade, chin all vuzzy and wearin’ ’is old rubber 
boots as per usual. Een ’e goes into the belfry along wi’ 
t’others and starts to pull away _for dear life. But 
trouble was ’e keeps forgettin’ to let go the rope arter 
pullin’ so ’e spends ’arf ’is time danglin’ in mid-air with 
‘is rubber boots kickin’ t’others on the yurs and all 
swearin’ and blastin’ something turrible. Proper ole 
caper ’twas I can tell ’ee ! : 





Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 

Sir KINGSLEY Woop has drawn for us the shape of 
thingstocome. In answer toa motion of Lord Winterton 
asking for the direction of economic and financial policy 
for the increase and development of ‘‘ employment, 
industry and trade”’ after the war, the Government 
have outlined what will need to be done. To somé the 
prospect may be a bleak one, to others stimulating, for 
it is a call to hard work and endeavour. But to all it is 
an indication that in the opinion of His Majesty’s 
advisers, as the old phrase has it, the time has come to 
look beyond the time of conflict to the period of building 
for normal living. Sir Kingsley outlined what will be 
the foundation of our social, ‘political and economic life, 
and it is a foundation intended to bear the weight of a 
great superstructure of civilised living. Lord terton 
asked only for “‘ a rough ground plan ” and stressed the 
tremendous losses we have suffered in foreign invest- 
ments, the need for international codperation with. the 
USSR, China and the United States as equal partners. 
Sir Kingsley gave fuller measure. Our basic objective, 
he said, must be to secure “‘ active employment ” for al! 
the peogle of this country. There will be ashortage of all 
kinds of goods for civilian requirements—and emphasis 
was laid on the need for more houses. It is si cant 
that the Minister of Health has just announced a plan 
for building 3000 cottages for farm-workers because the 
need is so urgent. Sir Kingsley also ke of progres- 
sively raising our standard of living, of giving priority 
to export trade, of paying ‘‘ more attention to training 
and scientific research’? and of advances in industry 
such as the chemistry of oil, the development of plastics, 
the use of light alloys and the processing of foodstuffs. 
The House is soon to have the opportunity of discussing 
the Beveridge report, in a debate which may extend over 
three days, and the Chancellor’s economic foundation for 
the future is one on which the proposals of the Beveridge 
report can be erected. ~* 

Sir Kingsley also spoke of our contribution to the 
armed forces which will be necessary after the war for 
international security to prevent a repetition of evil 
and aggression. ‘‘ Victory in Peace ” will have to be 
achieved by the United Nations remaining together as 
strongly and firmly as in war. Mr. Pethick Lawrence 
speaking for the Labour Party did not disagree with the 
Chancellor but laid more stress on the social side of the 
Government pronouncement. Sir Kingsley had spoken 
of the continuance of controls and war planning. Mr. 
Pethick Lawrence pointed out that in war we have set up 
@ basic nutrition policy which we cannot abandon. 

There is indeed a large measure of agreement on all 
sides of the House. Conservatives have modified their 
conservatism, Liberals have abandoned their old laissez- 
faire attitude and advocate forms of ecohomic planning 
which would have given Mr. Asquith a bad turn, and 
Labour has turned towards codéperation rather than 
conflict. During the last few months there has been a 
spate of plans for the postwar world. The ICI and 
others have weighed in and Mr. Pethick Lawrence 
quoted from one put forward by Lever Brothers in 
which it is urged that it is ‘‘ incumbent on politicians 
to safeguard economic policy from those influences 
that will make it haphazard or failing in international 
spirit.” 

More than ever before are the citizens of this country 
expressing their views on what should be done. In 
medicine we have now a list of projects and the Ministry 
of Health has been giving careful attention and sustained 
study to what is generally accepted as the most import- 
ant social service. Everywhere in the House it is 
assumed that some form of socialised medicine will 
emerge from the present discussion. The next few 
months are likely to give opportunities for debates on a 
series of social proposals of great interest—perhaps 
including a statement on the medical services. And it 
becomes abundantly clear that there will be more calls 
on the medical profession in peace than in war. It may 
Laveen 3 be necessary to ask those doctors who have 
reti from practice to come back for the time being to 
relieve younger men for more arduous duties. 
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QUESTION TIME 


Maternity. Beds in London 


Dr. E, Summersxrit asked the Minister of Health whether 
he could now state what action was being taken to increase 
the hospital accommodation for maternity cases in London.— 

. E. Brown replied: During 1942 the maternity beds in 
the LCC hospitals. were increased by approximately 220, 
bringing the total number to approximately 627. During the 
same period the maternity beds in the voluntary hospitals in 
the County of London were increased by 165, bringing the 
total number to approximately 515. These are in addition 
to the 2700 beds in emergency maternity homes in reception 
areas and the houses in the country to which many London 
homes have been removed. Both the LCC and the voluntary 
hospitals hope to provide more maternity beds in the near 
future if staff can be found. ~- 

Mr. W. W. Astor : Is the Minister aware that many expect- 
ant mothers are now being sent to country hospitals to have 
their babies and are not being given their fares back? Will 
he remedy that situation ? 

Mr. Brown : I have already considered the position.—Mr. 
E, Watkpen: What positive action is the Minister taking to 
provide the necessary staff for these maternity wards? Is he 
aware that hospitals in the County of London area cannot 
even get the staff to satisfy their needs, and that some wards 
remain closed because of that problem ?—Mr. Brown: The 
action is # continuing process.—Dr. SUMMERSKILL: Will the 
Minister remember that maternity is also a continuing 
process ? 

Shortage of Midwives 

Sir Franois FREMANTLE asked the Minister of Labour if, in 
view of the grave shortage of practising midwives and the 
serious consequences likely to arise, he would take steps to 
direct qualified midwives, not at present acting as such, into 
midwifery ay ipenction during the war.—Mr. BEvIn replied : I am 
aware of shortage of practising midwives, and I am in 
consultation at the present time with the Minister of Health 
and the nursing and midwifery organisation concerned with a 
view of securing a better supply and distribution both of 
midwives and of nurses. F. FREMANTLE: Is the Minister 
aware that the appeal that has been made by the Minister of 
Health to nursing associations for midwives to remain as 
midwives has been quite useless, and that many young nurses 
who are trained as midwives volunteer, after their training is 
finished, for general military service, or go into naunitions ? 
Could the Minister not direct them to practise as midwives 
at present ?—Mr. Bevis: That is a matter which the Minister 
of Health and I are attempting to organise. 


A Clyde Valley Scheme for Wales ? 


Sir Henry Morris-Jones asked the Minister of Health 
whether he would make arrangements for the provision of 
free diagnostic assistance for young insured in Wales, 
between the ages of 15 and 25, who were referred to the 
regional medical service by their panel doctor and, where 
necessary, hospital and convalescent home treatment in a 
state-aided hospital on the lines of similar provision by. the 
Scottish Department in the Clyde Valley.—Mr. Brown 
replied: The staff of the department’s regional medical 
service is engaged on various war duties, and consequently 
the procedure is not practicable in England and Wales. The 
diagnostic and other facilities of hospitals in England and 
oe have been augmented in a number of ways under the 
mcy Hospital Scheme, and I have no reason to suppose 

y are not available to patients referred by their doctors. 


Milk Pasteurisation at Buxton 


Dr. SummMersxkrit asked the Minister why the Buxton local 
authority was refused a grant towards a pasteurisation plant, 
in view of the fact that the medical advisers to his ministry 
were of the opinion that the pasteurisation of milk would 
reduce the ,Mncitioncs of non-pulmonary taberculosis.—Mr. 
Brown : The Buxton town council have not asked me 
for @ grant, but they asked whether sanction would be given 
to @ loan for the purpose mentioned. I am advised that there 
is no statutory authority under which the council could 
establish such an undertaking and the council have been so 
informed.—Dr. SUMMERSKILL: Does cy Fw eaneg intend to 
acquire powers to help local authorities w are anxious to 
provide milk free from tuberculous infection !—Mr. Brown 
I am in consultation on this matter with the Minister of Food. 
—Mr. D. Apams: Does not the Minister consider the position 


a t 


: factories, he could 


highly inconsistent that he authorises large expenditure on the 
cure of milk-borne diseases whilst he is unable to agree to aid . 
in the purchase of machinery for the prevention of these 
diseases ?—-Mr. Brown: There is no question of refusing a 


. grant here. 


Shortage of Optical Lenses 
Major B. A. J. Pero asked the Minister of Labour whether 
he was aware of the increasing shortage of optical lenses ; and 
whether, in view of the importance of individual visual 
efficiency in maintaining and increasing the output of war | 
ive an assurance that sufficient labour was 
left available for lens production.—Mr. E. Bevin replied : 


_Iam fully aware of this problem, on which my department is in 


close touch with the Ministry of Health and Supply. 


Confidential Post-mortem Reports 

Lieut.-Colonel A. MaArntowE asked the Minister of Pensions, 
seeing that when a post-mortem examination was held on the 
body of a man who had died while in any of the services a 
copy of the report of such post-mortem examination was made 
available to the © ministry but not to the relatives, whether he 
would take steps to ensure that copies of such reports would 
be supplied to the relatives so that they might judge whether 
the ministry was justified in refusing a pension.—Sir W. 
WomMERSLEY replied : Except in cases where the examinations 
are conducted by the civil authorities, the reports referred to 
form part of the Service medical record and as such are re- 
garded as strictly confidential pnd privileged. While the 
documents are only temporarily in my custody, and I am not, 
therefore, primarily responsible for preserving their confiden- 
tial character, I am in complete agreement with the ministers 
concerned, that it is in the public interest to maintain the 
principle that these records are confidential. 


Compulsory Notification of Venereal Disease 

Dr. SUMMERSEKILL asked the Secretary of State for Scotland 
whether he was aware that the Lanarkshire Joint Committee 
on Venereal Disease, representing the county and all the 
burghs in Lanarkshire, had approved a motion in favour 
of the compulsory notification and treatment of venereal 
disease ; and if he would take steps to make notification of 
this disease compulsory.—Mr. T. JonnstTon replied: I am 
aware of the Lanarkshire motion. As regards the last part of 
the question I would refer to my reply on Nov. 17, and to the 
Government statement in connexion with Regulation 33B. - 


Medical Services in Abyssinia 

Captain C. Taytor asked the Secretary of State for Foreign 
Affairs whether any arrangements were being made by HM 
Government to assist in the provision of adequate medical 
services in Abyssinia.—Mr. A. EpEn replied: At the request 
of the Emperor of Ethiopia a senior member of the Colonia! 
Medical Service was seconded on Feb. 1, 1942, for service 
under the Emperor who appointed him director-general of the 
Ethiopian medical services. At the request of the Ethiopian 
government the names of four senior non-British medical 
practitioners have been proposed to them for medical appoint- 
ments. Every effort has been made and will be made, within 
the limits imposed by the man-power situation in this country, 
to meet the Ethiopian government’s further requirements. 
In addition the British Red Cross maintains a hospital in 
Addis Ababa and the Friends Ambulance Unit has recently 
dispatched an important unit of doctors and medical assist- 
ants to undertake medical work in the capital and in the 
provinces ; they have also supplied considerable quantities 
of urgently needed drugs. 


Skin Diseases among Middle East Troops 

Sir James Grice replying to a question said that 23 officers 
and 198 other ranks were returned from the Middle East in 
1942 with skin diseases. It is not known how many of these 
contracted the’ diseases before they left this country but the 
number is likely to be small. I am satisfied that a complete 
system of medical inspection of troops going overseas is in 
operation, and that no-one suffering from a serious skin 
disease is sent abroad. 


Tomlinson Report 
Sir L. Lyiz asked the Minister of Labour whether, in view of 
the fact that the report of the Interdepartmental Committee 
on the Rehabilitation and Resettlement barely touches the 
position of the middle class, he will instruct the committee to 
explore further the remedial services which would more — 
exactly apply to this section of the community.—Mr. M. S. 
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MeConquopaza : The report makes no class distinctions. 


. Its ree dations include the provision of higher educa- 
tion, training for the professions, training for semi-professional, 
1, executive and clerical occupations, and in assessing 





the handicap of disability account is taken of the person’s . 


previous experience and qualifications. 


Hospital for Seamen at Murmansk 
Commander R. F. Bower asked the Parliamentary Secre- 
tary to the Ministry of War Transport what facilities existed 
- at Murmansk for the treatment of sick and wounded British 
merchant seamen.—Mr. Nort BaxeEr replied: Until the late 
summer of last year, our merchant seamen who were wounded 
or ill in Murmansk were received in Russian hospitals, the 
facilities of which were generously placed at our disposal by 
the Soviet grammes, We were then enabled to arrange 
for the establishment of a British hospital unit in Northern 
Russia. This unit, which is staffed by British naval officers 
and ratings, now deals with all sick and wounded British 
merchant seamen at Murmansk. We have also proposed to 
the Soviet government the establishment of a second British 
hospital unit at another port in Northern Russia. This has 
been agreed to in principle, and I hope that it may shortly be 
at work. 








“Public Health 


Houses for Health 


A MEMORANDUM, drawn up by the Royal College of 
Physicians of London, at the request of the. central 
housing advisory committee of the Ministry of Health, 
sets out the opinion of physicians on the. design of 
dwelling-houses. The task of compiling it was entrusted 
to the committee on social and preventive medicine, and 
is mainly the work of Prof. James Mackintosh, Dr. J. C. 
Spence, Dr. W. A. Daley and Dr. J. A. Charles. These 
four are authorities on housing problems and the 
administration of the Housing Acts, and have kept the 
recommendations within practical limits. Their pro- 
posals will have much in common with those reaching 
the central committee from other bodies concerned with 
social welfare, but some will strike.the public as coming 
unexpectedly from physicians. 

-The memo objects to the standards laid down in 
section 136 of the Housing Act 1936. The college do not 
regard the room areas as adequate; suggested minima 
are apt to be accepted as maxima, and the smallest 
bedroom area allowed (65 sq. feet) is not fit for sleeping ; 
no bedroom should have a floor area of less than 100 sq. 
feet. They strongly oppose the provision in the act 
which allows two children to count as one adult and 
ignores infants. ‘‘ The pernicious doctrine that children 
require less air-space than adults must be finally scotched. 

.. There is no conceivable ground for estimating 
the space requirements for a child as less than those 
for an adult ; on the contrary, the special liability of 
children to contract infectious -disease calls for the 
most generous consideration. For the same reason the 
practice of disregarding the infant in calculating housing 
space is to be deprecated.” Economic reasons for count- 
ing children as half and ignoring infants had carried the 
framers of the act, so it is necessary for the physicians 
to show that the medical grounds for giving these young 
citizens full space must overrule those which governed 
the act. To give full space to children materially 
increases the expense of housing, so the physicians must 
be prepared to fight for it. 

The suggestion that the charges for gas and electricity 
should be reduced to the lowest possible level for ‘‘ reason- 
able family use,’’ but that higher charges should be 
made for consumption above that. necessary, may 
adopted as a war measure and prove to be tg 
**Partly on psychological groun there should be at 
least one open fireplace capable of burning smokeless 
fuel or coal.” The last two words probably owe their 
place in the memo to the war, for the objections to 
the use of raw coal in domestic grates are overwhelming 
and in peace-time it is possible to have an open fire 
which. gives all the amenities of the coal fire without the 
dust and smoke. The physicians favour the Garchey 
system by which household refuse is removed by water 
carriage to a collecting station where the water is 
extracted and thence to an incinerator ‘plant. The 











whole process takes sheen within the bounds of the 
housing unit. At first considered fantastic this system 
has proved in practice to be cheap, reliable and sanitary. 
The most modern methods of internal sanitation are 
favoured, and the memo recommends that ‘‘ if a sufficient 
water-su upply an and sewer are available a water closet shall 
invariab provided.” This might have been ex- 
pressed even more forcibly. The college recommend 
that the water closet should be in the ba m and not 
in a separate compartment. This will be a surprise to 
most people, but the habit of washing after passing 
excreta should be universal and acquired early ; every 
child should be taught to go straight from the water 
closet to the wash basin. oreover, it has been found 
that when the closet is in the same room as the bath it 
keeps (or is kept) in a more wholesome condition. 
he long paragraph on. homes for the old is kind 
without being sentimental and really does suggest a 
better world. The care of the aged, apart from its 
humanitarian aspect, is becoming an increasingly 
important medical problem, so the physicians are well 
within their province in dilating on. it. 

In regard to the housing of undesirable—that is to 
say, mentally defective, dirty or antisocial—tenants, 
the physicians are mainly concerned with the psycho- 
logical aspect. They. suggest that these tenants, who 
need special care and supervision, should live in specially 
built houses with concrete floors and impermeable 
walls and no awkward corners where vermin might be 
happy to lurk. Fittings will be simple and able to 
resist wanton damage. This plan has been tried with 
success in Holland. The tenants are encouraged to 
show by their care of their special houses that they are 
ready to graduate to a more comfortable one ; and the 
physicians are anxious that this stimulus to. do better 
should be strong. These bleak houses must not be houses 
of correction, but houses of education. In external 
appearance and in placing, they should conform as 
nearly as possible to normal houses. The physicians 
hope to see their recommendations incorporated in a 
new Housing Act. They ask for nothing extravagant or 
which runs counter to other social interests, but it is a 
long road from the committee room to the Statute Book, 
and doctors must be prepared to argue their cause, 
which is also the cause of social medicine. 


Infectious Disease in England and Wales 
: WEEK ENDED JAN. 30 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2272; whooping-cough, 1790 ; diphtheria, 809 ; 
paratyphoid, 33 (27 at Hastings) ;. typhoid, 6; measles 
excluding rubella), 12,601; pneumonia (primary or 
influenzal), 1528 ; puerperal pyrexia, 162 ; cerebrospinal 
fever, 113; poliomyelitis, 10; polio-encephalitis, 1; 
encephalitis lethargica, 4 ; dysentery, 178; ophthalmia 
neonatorum, 104. No case of cholera, plague or typhus 
fever was notified during the week. 


The number of civilian and service sick in the sateaiens Hospitals 
of the London County Council on Jan. 20 was 2231, including 





scarlet fever, 641; diphtheria, 272; measles, 527; whooping- 
cough, 211; enteritis, 97 ; chicken-pox, 86 ; erysipelas, 39 ; 
mumps, 47 ; poliomyelitis, 1; dysentery, 27 ; cerebrospinal fever, 


18; puerperal sepsis, 21 ; enteric fevers, 9; 
3; osteomyelitis, 1; glandular fever, 2. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 5 (0) from scarlet fever, 17 (3) from measles, 
12 (2) from whooping-cough, 24 (1) from diphtheria, 
33 (3) from diarrhoea and enteritis under two years, and 
125 (18) from influenza. The figures in parentheses 
are those for London itself. 

Birmingham had 7 deaths from influenza, Nottingham and Hul} 
each 5. There were 3 fatal cases of diphtheria at Liverpool. 
The number of stillbirths notified during the week was 
242 (corresponding to a rate of 37 per thousand total 
births), including 22 in London. 


= measles, 





Facutty or RapioLogists.—The diagnosis section of the 
faculty will meet at 32, Welbeck Street, London, W.1, at 10.30 
am on Saturday, Feb. 20, when Dr. J. Blair Hartley will open 
@ discussion on stress fractures. Major Eric Samuel will be 
the opening speaker in a discussion on the significance of some 
developmental abnormalities of the hip-joint. 
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Letters to the Editor 





REHABILITATION 


Sir,—I would like to congratulate Nemo on his 
thoughtful analysis, and to express my surprise at the 


modesty underlying his choice of pseudonym. Perhaps 


the most important advance which the war has brought 
about in the medical mind is the realisation that the 
future of doctoring must be concerned as much with the 
achievement and maintenance of health as with the 
treatment of disease. This awakening is finding expres- 
sion in a series of terms, which are either new or are 
revivals with a modern application—rehabilitation, 
social medicine, positive health, preventive medicine. 
The fervour with which this new approach is being 
discussed is a reflexion on the hitherto restricted outlook 
of British medicine. 

Before the war the whole armamentarium of hospital 
service—operating theatre, laboratory and pharmacy— 
was unstintedly at the disposal of the patient for the cure 
of his specific malady. He then left the ward and 
attended the outpatient department. Here he was 
usually faced with the alternative of taking the responsi- 


g bility of cutting short his treatment in order to save his 


job, or of continuing his treatment with the risk of losing 
it. . More important, during all this period his general 
condition was often allowed. to lapse to such an extent 
that he returned to work in far worse shape than when he 
entered hospital. There comes a time, in the convalescent 
stage of all serious disease and disability, when an 
assessment must be made as to whether the patient can 
return to his former employment, whether some modifica- 
tion of his original work is necessary, or whether he must 
find—and, in that case, be taught—a new vocation. 
For this purpose the doctor must assess not only the 
man’s present and probable future performance but also 
the demand to be made on him by the various sections of 
industry. , 
Equally important is the problem of prevention. 
Many hospital cases are the result of sudden medical 
catastrophe in previously fit people, but many others are 
the result of deviations from the normal which have 


progressed insidiously, until symptoms have necessitated 


advice. Must the medical profession confine itself to the 
reconstruction of damage when this has ‘reached a stage 
at which normality is no longer possible? Must the 
state, therefore, be content with only partial salvage ? 
Surely any system of planning must encompass a prophy- 
lactic aspect, embracing not only the educational services 
a control of youth centres but also labour as a 
whole. 

Medicine should be purposeful and applied. Both 
physical fitness and rehabilitation are social issues which 
concern medicine, the ministries, and those responsible 
for physical education. But throughout all phases, 
including prophylaxis and final reinstatement, medicine 
must exercise a controlling influence. 

Harley Street, W.1 


athe Frank. Howilrt. 
Sim,—The Tomlinson report and that part of the 
Beveridge report which deals with rehabilitation make a 
new pro which departs from the fundamental 
principle laid down by the BMA fracture committee, the 
joint BMA-TUC rehabilitation committee, the Delevingne 
report on rehabilitation, the recent British Orthopaxdic 
Association memorandum on rehabilitation, and indeed 
every important report on this subject which has been 
published hitherto. The Beveridge report says that 
“ rehabilitation must be continued: from the medical 
through the. post-medical stage till the maximum of 
earning capacity is restored.” Such an observation 
would be admirable if the post-medical stage implied 
resettlement in industry, vocational ret i and 
sheltered occupation—that is to say, the re-establishment 
in industry of a patient whose treatment is finished. 
But the Tomlinson report makes it clear that this inter- 
pretation is not intended. It is proposed to split 
rehabilitation itself into that which ae on in hospital 
(medical rehabilitation) and that which goes on in special 
centres (post-medical rehabilitation). ‘‘ Post-medical 
rehabilitation ’’ is a contradiction in terms. Rehabilita- 
tion is treatment; that is to say, it is one phase of 
medicine, and it is impossible to have post-medical 





medicine. In the case of injuries it is unimportant 
whether the incapacity is a broken bone in need of opera- 
tive treatment, or a stiff joint or weak muscle in need 
of gymnastic treatment ; it is a medical incapacity and 
treatment in continuity by the same team is imperative. 
To do otherwise, to differentiate medical rehabilitation 
under the Ministry of Health from post-medical rehabilita- 
tion under the Ministry of Labour, is to perpetuate the 
very fault which originally made the case for rehabilita- 
tion—namely, the separation of two unrelated stages 
of treatment—surgical under the control of the surgeon, 
followed by remedial under the control of the masseuse, 
with a break in continuity which left the surgeon in 
ignorance, the patient in doubt and the masseuse in 
d ir. New words will not change this situation ; 
remote and detached post-medical rehabilitation centres 
will be no less disastrous in the future than remote and 
detached massage departments were disastrous in the 
past. The orthopedic surgeon with his team must treat 
the case to a conclusion ; the physician, the cardiologist, 
the general surgeon; the neurosurgeon, all must treat 
their cases to a conclusion: at no stage must they hand 
over to an expert who specialises, not in a region or a 
disease but in a treatment, which is of course the worst 
form of specialism. 

The same principle underlies the proposal that uni- 
versities and royal colleges should institute a diploma 
in rehabilitation. Again the original mistake would be 
perpetuated, with the sole difference that failure of 
treatment would be covered not bya harassed masseuse, 
but by a Bachelor of Reconditioning or a Licentiate of 
Rehabilitation ! Moreover rehabilitation is not a defined 
subject which is capable of examination test ; it is not a 
special form of treatment; it is ordinary medical and 
surgical treatment with a pew emphasis, a new deter- 
mination to treat the whole disability and not part of it, 
a new endeavour to treat the disability to a conclusion, 
and a new concentration on psychological as. well as 
physical disability. It is therefore practised by phy- 
sician, surgeon, nurse; masseuse, medical gymnast, 
almoner and every single member of the team. It cannot 
be the specialty of any one member, or of any newly 
created ‘‘ reconditionist ”’ or ‘‘ rehabilitationist.”’ 

It has been suggested to me that some of the proposals 
of the Tomlinson committee have been based on develop- 
ments of rehabilitation for which I have been responsible. 
This is probably quite inaccurate, but lest there is mis- 
understanding I would make two observations as to the 
plan on which rehabilitation has been developed in the 
Royal Air Force medical service under the director-general, 
Sir Harold Whittingham. (1) In no RAF rehabilitation ° 
centre is treatment directed by non-medical personnel ; 
treatment is under the whole-time'supervision of medical 
officers and surgical specialists who are part of one sur- 
gical team responsible for treatment from the day of 
injury to the day of return to duty. (2) Rehabilitation 
orderlies in the RAF are not specialists who will one day 
seek a diploma before setting up in private practice ; 
they are nursing orderlies, corresponding to nurses in 
civilian hospitals, who have shared with masseuses, 
medical asts, medical officers and surgeons a special 
training in the rehabilitation approach. 

Liverpool. R. WATSON-JONES. 


DISTRIBUTION OF EXPENSIVE REMEDIES 
Sir,—I wonder whether you could not. persuade con- 
tributors to consult the medical division of the Ministry 
of Supply or the therapeutic requirements committee 
of the Medical Research Council before publishing 
formule in your columns ? I cannot believe that either 
triethanolamine or cod-liver oil is freely available enough 
to justify use on the scale recommended by Heggie and 
Abbott (Lancet, Jan. 30, p. 159). Provision for first-aid 
immobilises material which may be completely wasted. 
Tannic-acid paste, of which large stocks were distributed 
in the earlier part of the war, is now outmoded and 
already there are doubts about the supremacy of sulphon- 
ide dressings for burns. Expensive remedies cannot 
$e distributed on a wide scale when fashions change so 
uickly. Medical treatment in war-time is governed by 
the supply position, and while pure research is and should 
be untrammelled, results cannot be applied to the war 
effort unless they are easily practicable. ; 
Doctor Don. 
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PERIPHERAL NERVE INJURIES 


Sir,—The publication of the special atlas of ‘‘ Aids to 
the Investigation of Peripheral Nerve Injuries ’”’ reviewed 
on p. 179 of your last issue cannot be considered a 
progressive step in thé history of British neurology and 
anatomy. The atlas bears no sign of the critical judg- 
ment, clinical ability or anatomical knowledge of the 
distinguished members of the nerve injuries committee 
of the Medical Research Council, forwhom it was prepared, 
and is a sad sequel to the M.R.C. Keport No. 54, on 
the Diagnosis and Treatment of Peripheral Nerve Injuries, 
published in 1920. 3 

The anatomical diagrams of the distribution of the 
nerves to the limbs are modifications of the indifferent 
and often inaccurate diagrams attributed to Testut and 
Pitres in the 8th edition (1930) of Testut’s T'raité d’ana- 
tomie, edited by Latarjet. Not one of these five modified 
diagrams has any indication.of the spinal segmental 
value of the nerve. There are 37 photographs of the 
muscles of the upper limb in action and 18 photographs 
of the muscles of the lower limb. Of the former the 
segmental nerve-supply which is given is definitely wrong, 
inadequate or doubtful in 21 cases; of the latter the 
segmental supply which is given is definitely wrong, 
inattequate or doubtful in 16 cases. The position in 
whith the limb is placed to demonstrate the action of the 
muscle is often unnatural. Muscles which are named by 
reason of their visible subcutaneous contour—e.g., 
triceps brachii and pronator radii teres—are described as 
* can be felt and sometimes seen.’’ The term “ belly ”’ 
in the singular as applied to the deltoid, gastrocnemius 
and soleus is misleading. The fold of the nates, which 
never misleads the examiner of the hip or buttockyis not 
mentioned. The bicipital fascia which never belies the 
condition of the bicepsis ignored. The vastus medialis, 
the best index of the condition of the knee-joint, is 
omitted. 

The photograph of the supinator longus (brachio- 

ialis) is most misleading, as the forearm is shown in 
supination. This muscle is best demonstrated in action 
by steadying a glass whilst raising it to the mouth. The 
photographs illustrating the actions of the long and short 
muscles of the thumb and fingers leave much to be 
desired, for these digits must be put through their 
movements individually whilst all the other digits are 
tethered and obscured from view. No attempt is made 
to dissociate the actions of the lumbricals and interossei. 
No significance is attached to those muscles which enjoy 
a dual nerve-supply such as the adductor magnus, 
biceps femoris, soleus, brachialis and pectoralis major. 

The whole picture of the upper brachial plexus injury, 
familiarised by the work of Erb and Duchenne on the 
newborn child, is distorted by attributing to the nerve- 
supply of the rhomboids, supraspinatus and infraspinatus 
muscles-fibres from the fourth as distinct from the fifth 
and sixth cervical segments. The fourth cervical nerve 
sends no motor fibres into the musculature of the upper 
limb, for it has a heavy task, as the main constituent of 
the phrenic nerve, in innervating the diaphragm by day 
and by night, and some of the accessory respiratory 
muscles in any special effort. 

In the 19 line drawings of the approximate areas in 
which sensory changes may be found following lesions of 
the nerves there is no evidence of any appreciation of the 
work done subsequent to that of Head and Sherren—the 


rotopathic and epicritic levels still reign triumphantly. - 


e last two line drawings, representing the ventral and 
dorsal axial lines in the upper and lower limb, offend 
against every law, principle or working hypothesis that 
has held sway since John Goodsir held the chair of 
anatomy in Edinburgh a century ago and enunciated 
the first of these principles, that the higher nerves of the 
plexus did not extend as far into the limb as the lower 
nerves. 

No mention is made of those cutaneous nerves which 
can frequently be seen through the skin—e-g., the 
musculocutaneous or superficial peroneal in the leg and 
foot, and the sural or short saphenous. No mention is 
made of the prooware points at which the nerve can be 
felt, such as the funny-bone for the ulnar nerve, the neck 
of the fibula for the lateral popliteal nerve, nor of those 
pressure points at which cutaneous nerves such as the 
superficial radial or dorsal cutaneous of the ulnar suffer 


_ lines lai 





from the pressure of careless splinting or bad plastering, 

The absence of any reference to vasomotor, sweating 
and trophic functions is astounding, for these are three 
factors which loom large in the cortex of the patient. 
Trophic ulcers ogewig! es Pavol injuries do not respond 
well to any fads or fashions and are resistant even to 
sulphanilamide dressings. The memorandum as a 
whole suggests a need for research into the greattradition 
of our British neurologists. : 

Cambridge. H. A. HARRIs. 


_DARWIN AND PSYCHOTHERAPY 


Srr,—As one who read with profit and pleasure the 
urbane article on Charles Darwin by Dr. Hubble, it is 
with reluctance (acting on the maxim ‘“‘ never trouble 
Hubble till Hubble troubles you ’’) that I intervene upon 
the last section of it. Won by his charm and cogency 
even the elect may be deceived by the subtle non-sequitur 
of his conclusions. Stripped of special pleading, the 
point he raises in this last section is a real one: does 


psychotherapy, in removing a neurosis, destroy at the | 


same time the conditions in which alone the patient's 
talents, or in rare cases his genius, can efficiently 
function ? 

The question cuts.deep. Those of us not yet fatally 
bitten by the collectivist bug are watching with concer 
the decline of individual values, and the emergence of a 
brave new world in which the ultimate values are those 
of the state. In this process, if Dr. Hubble’s implica- 
tions were sustained by facts, psychotherapy would be 
proved to play a small but sinister part. The question is 
surely begged at the outset when the methods of psycho- 
therapy when peg ome aria A applied are defined in the 
words of Aubrey Lewis as ‘‘ superficial dabbing, harmful 
probing, and crude ploughing and plugging,” and the 
result on the patient’s mind is indicated by a quotation 
of Middleton Murry’s (que diable allait-il faire dans cette 
galére ?) to the effect that the chamber is swept and 
garnished only that seven devils may enter in. Dr. 
Hubble genially admits his own failure along the three 

§ down by Aubrey Lewis, reaching thereby a 
foregone conclusion with disarming friendliness. Over 
the whole section lies the jovial assurance that the con- 
cepts of Freud, Jung, and Adler are now much blown 


upon. ; 
But the danger of destroying a socially valuable talent 


by removal of its protecting neurotic wall is a situation 
not uncommonly encountered by all experienced psychia- 
trists. In practice the danger is far less than one might 
suppose. Neurotic personalities are so rarely lit by any 
inward flame that even a fugitive gleam is scarcely to be 
missed in the preliminary anamnesis. Once found, the 
technique of so dealing with the neurosis as to keep that 
flame alight, and perhaps to brighten it, is the guiding 
principle of a treatment which is by that very fact made 
simpler than is usual. Certainly there are situations 
where little can be done owing to the paramount protect- 
ing and rewarding functions of the neurosis. But even 
in the case of Darwin, it is hard to believe that it would 
have been impossible to release for the service of his 
genius some at least of the powers he wasted in profitless 
inner friction., To take but one point: many men, and 
among them His intellectual peers, have recognised the 
right of their highest powers to claim priority of time and 
service over all other earthly ties, without feeling the 
need of buttressing that right with the symptoms of 
neurotic illness. It would not, I suggest, have been 
beyond the wit of man to make that simple thesis 
acceptable to Charles Darwin. : 
Godalming. ‘ ALAN McoGLASHAN. 


Str,—I venture to challenge the conclusions drawn in 
the last section of Dr. Hubble’s interesting article on the 
following points :— 

1. Analytical psychotherapy could not, if it would, modify 
the inherent sensitivity of anybody’s mind. 

2. If a patient complains, it is the doctor’s job to offer him 
the most appropriate treatment he knows of. For “ clumsy, 
ineffective or €ven noxious” adaptations some kind of 
psychotherapy is invariably indicated: if it fails, the kind 
attempted, the technique and the indications on which it was 

will be critically reviewed ; but the possibility of 
failure from a constructive approach would not excuse 4 
failure to make the attempt. 
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3. The patient’s wellbeing deserves priority over the 
benefits which (the doctor thinks) the community might 
derive from allowing the disability to run its natural course. 

I would suggest that it is from their nervous sensitivity 
that both the conflicts and achievements of great men 
ey ea that the solution of the former cannot abort 
the , 


Llandow. J. F. Coopmr. 


ANASTHETIC METHOD 


Smr,—Your review (Jan. 30, p. 144) of Johnstone’s 
Textbook of Midwifery refers to certain ‘‘ cyrious ano- 
malies ’’ in the text, one being “the author. . . still 
advocates inhalational aneesthesia for cesarean section.” 
It would be unfortunate if the student of operative 
midwifery were led to believe that inhalation anzsthesia 
for cesarean section had become. obsolete. 
gas-oxygen-trichlorethylene anesthesia very satisfactory 
for this operation. There is ho postoperative vomiting, 
the uterus contracts well after delivery, and the child 
cries when born. Alternatively, using the Oxford 
vaporiser it is possible to give so light an ether anesthesia 
that the patient is little distressed and the usual ill effects 
of ether are avoided. Flagg tells us that the experience 
of any one practitioner is an insufficient basis on which 
to build a statistical estimate for use by others, and it is 
evident that only a comprehensive survey of the value 
and safety of aiff erent anesthetic agents and techniques, 
carried out by an independent body, can give us real 
guidance. At the same time, a study of British, American 
and Continental authors is not without value, and 
from such a study two facts cannot escape attention. 
First we notice how often the claim that a certain anws- 
thetic method is the one of choice is based on slender 
evidence, and second we find that spinal analgesia is not 
without its own special complications. On the evidence 
at our disposal it would to my mind be incorrect to 


assume that. inhalation anesthesia is not the best 
technique at our disposal. 
New Barnet. . JOHN EuaM. 


TRANSPLANTED TEETH 


Sir,—With reference to the annotation (Jan. 23, 
p. 115) and the remarks of one of your peripatetic 
correspondents in the following issue (p. 155) I nr the 
following extract from Abernethy’s lectures St. 
Bartholomew’s Hospital, published in 1828, would be 
of interest to your readers. 


‘“*Mr. Hunter has devoted a chapter of his book on the 
venereal diséase to this subject, the appearance of constitu- 
tional symptoms from the infection of morbific animal matter, 
in which he mentions the evils which sometimes follow from 
the transplantation of teeth. It used to be the fashion, if 
a lady or gentleman wanted a front tooth, to apply to a dentist, 
who found some poor girl of the town, or chimney sweep, who 
had a front tooth of about the same size, and, by offering them 
money, got them to consent to-part with it. The tooth was 
drawn from the poor person’s mouth and put into the socket 
of the rich ; the gum would adhere very firmly for a time to 
the surface of the tooth, and appear to do very well, but after 
a certain time, the gum would separate, the tooth get loose, 
and drop out, an ill-conditioned ulcer form in the part, 


followed by sore throat, eruptions, and nodes, symptoms of . 


pseudo-syphilis, as I call them. This soon put a stop to the 
transplantation, and glad am I that such iniquitous practices 
were punished. It is a subject well worthy of attention, and 
I hope that you will not only receive it because I tell you of it, 
but investigate the matter strictly. and impartially for 


yourselves.” 
Parkstone, Dorset. H. D. KExrF. 


ANASTHESIA FOR CYSTOSCOPY 


Str,—The suggested use of ‘ Pentothal Sodium ’ for 
cy stoscopy (Lancet, Jan. 23, p. 111) may give the 
impression that anzsthesia is either necessary or desir- 
able for routine outpatient cystostopic examination. 
This idea is in keeping with the common and growing 
practice of producing anesthesia for this simple manceuvre 
in a variety of ways—e.g., by the instillation of cocaine 
or its analogues into the urethra, or by sacral, low 
spinal, intravenous or inhalation anzsthesia. 0 my 
mind the performance of cystoscopy in the average case 
can very well be compared to the passing of a rubber 

8 


I have found | 


ellie... Stew often Seton find it necessary ‘we give an 
anesthetic for this? There is of course the occasional 
hypersensitive case which may require special 
treatment. Having personally carried out cystoscopy 
in over 12,000 outpatients attending my clinic at the 
Western Infirmary, I should like to state emphatically 
- opinion that anesthesia of any kind was neither 
nor desirable in over 95% of these patients. 

The use of a small cystoscope, properly lubricated and 
passed and manipulated slowly and correctly, causes 
only minor discomfort except in patients suffering from 
acute inflammation of the urethra or bladder and 
certain cases of tuberculous cystitis. In the former 
eystoscopy aay is inadvisable but when it is neces- 
applies ea form of anesthesia may be used and this 





es equally to many cases of tuberculosis. 

cases where an anesthetic is required it should 
acidions complete anesthesia lasting throughout the 
whole procedure. After a careful trial of the various 
methods, including pentothal sodium, I have found 
that low spinal anzsthesia by the method advocated by. 
Dickson Wright is simple, safe, effective and eminently 
suited for outpatients. In over 100 outpatients so 
treated I have never observed any ill effects. 

Glasgow. WALTER Ww. GALBRAITH. 


Obituary 


STCLAIR THOMSON 
KT, MD LOND, FRCP, FRCS, LLD 

Sir StClair Thomson once said he had two ambitions. 
One was to till, to the best of his ability, the corner of 
the field of medicine in which he laboured ; ;: the other 
was to do this in such a way as to retain the esteem and 
regard, and perhaps the affection, of his fellow-workers. 
Both ambitions were fulfilled 

Son of a Lowland father and 

ighland mother, he was 
on the West. Coast of 
Scotland and attended the 
village school at Ardrishaig till 
he wasten. He was thensent 
to the King’s.School at Peter- 
borough, and on leaving served 
hismedicalapprenticeship with 
a practitioner of that town. 
From Peterborough he was to 
have gone to Edinburgh, to 
become, like his elder brother, 
a pupil of Lister’s ; but Lister 
came south, and Thomson, 
following him, entered King’s 
College—in time to hear his 
inaugural address, entitled 
Experiments on Fermenta- 
tion, delivered on Oct. 1, 1877, 
to an audience that saw little need for such inquiries. 
As pupil Thomson soon became a disciple, and when he 
presently had a chance to apply antiseptic methods at 
Queen Charlotte’s Lying-in Hospital he was so successful 
that no mother or infant was lost while he was resident 
medical officer. 

An interlude followed - in which, for two years, the 
young man travelled the Continent with a wealthy 
invalid of artistic tastes and wide social connexions. 
For the next seven years he practised at Florence in 
winter and St. Moritz in summer; but “it led to 
nothing ’’ and he set off for Vienna to learn laryngology 
under Schrétter, Stoerk and Hajek, and otology under 
Pollitzer. In 1893 he settled in London. 

Thomson’s new specialty was then little studied in 
England. He had taken his degree without seeing the 
vocal cords or the drum of a living ear, and he had 
unpleasant memories of primitive operations for tonsils, 
adenoids and polyps. Before he could establish himself 
there had to be lean years, and these he spent in taking 
the FRCS in research at the Lister Institute on the 
bacteriology of the air-passages, in clinical work at the 
Royal Ear Hospital and at Golden-square, in lecturing, 
in sub-editing the Practitioner, and in helping te found 
the National Association for the Prevention of Tuber- 
culosis. In 1901 he was rewarded by election to the 
throat department of King’s College Hospital; but 
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within a year he had devéloped tuberculosis. His 
larynx was affected, and he was probably the first 
patient in this country to carry out the regimen of 
complete silence. He was dumb for six months. 
ardly had he recovered from this illness when he 
lost his wife, four years after marriage. He turned with 
greater energy to his clinics at King’s and the Seamen’s 
Hospital. Private practice soon prospered, especiall 
when he became throat physician to King Edward VII, 
and his standing in the profession was assured by 
his Diseases of the Nose and Throat which made its 
bow in 1911. At the Royal College of. Physicians 
he delivered a Mitchell lecture on Tuberculosis of the 
nx as a Prognostic Factor, was awarded the Weber- 
Parkes medal and panei and served on the council. 
He was president of the Medical Society of London in 
1915-16, president of the section of otolaryngology 
of the British Medical Association three times between 
1909 and 1932, president of the Tuberculosis Association, 
and president of the Royal Society of Medicine for 1925- 
27. On this last election he received a loving-cup from 
175 colleagues in the same branch of practice as himself. 
They had reason to honour him; for (as one of them 
said) by his researches, his writings, his many journeys 
* abroad, his fluency in languages, his friendships with 
€ontinentat and American workers and his membership 
of foreign societies, he had won recognition for British 
laryngology. He had been knighted in 1912. 

Sir StClair Thomson was a beautiful writer, and his 
text-book is a model. His particular interests, which it 
naturally reflects, were laryngeal tuberculosis and 
laryngeal cancer, on which, with Mr. Lionel Colledge, 
he wrote a separate manual. Nearly thirty years’ 
devoted service to the King Edward VII Sanatorium 
at Midhurst also resulted in an illuminating publication 
by the Medical Research Council. ‘‘ His work on 
laryngeal tuberculosis,” writes Sir Arnold Lawson, 
‘was truly great. It is, however, about Thomson’s 
human*® qualities, so grafted upon those allied to his 
profession as to be part and parcel of them, that I 
would: write. He was indeed human in the very best 
serise of the word. He;had an extraordinary sense of 
gentle#iéss, not only in his professional touch, but in his 
approach: He exhaled sympathy and understanding, 
and alWays there was that outstanding quality of 
inspiring hope and of winning the confidence of his 
patients, which often meant so much to them when hope 
seemed futile and the future black with despair. Out- 
side his consulting-room he was dignified and courteous 
in debate and an excellent’ speaker, with a fund of wit 
and humour. When amongst his friends he was a 
oo companion, bubbling over with the gaiety and 
the joie-de-vivre of a boy. His favourite recreation was 
dancing. used to say that his dancing was a means 
to an end, regarding it as the best way of keeping his 
health as age advanced ; but he derived a tremendous 
amount of enjoyment from it all the same, and it always 
seemed to me to be an expression of his innate gaiety 
and fun.” Even in late years, however, dancing was 
only one of many energetic recreations ; though “‘ never 
an athlete, nor very vigorous,’ he could still be seen, 
when over 81, riding in the Row, the New Forest, the 
Bois de Boulogne, at Fontainebleau, or on the hills by 
Vittel, and every summer he took a holiday on the 
upper Thames, often sculling from Clifton Hampden to 
Abingdon and back. He kept himself in condition, he 
said, ‘‘ by temperance in all things except sound sleep.”’ 

An amateur of the drama, music and literature, he 
had close associations with the stage: in the palmy days 
of Covent Garden he knew and treated many of the great 
singers, and he was friend to Beerbohm Tree, George 
Alexander and Charles Wyndham. The contents of 
his spacious‘and hospitable Georgian house revealed his 
collector’s love of furniture and objets d’art, some of 
which have already found their way to professional institu- 
tions and national collections. He was something of 
a nfedical historian, and the Lambeth and majolica jars 
of pharmacists were a special hobby. At heart, perhaps, 
he was a romantic ; and, for all his success in social life, 
he could put himself among those who ‘‘ wander in the 
ways of men, alike unknowing and unknown.” He 
once wrote of his regret that ‘‘ 1 have never shown my 
fellows the gratitude and appreciation I owe them.” 

Two years ago Thomson went back to the North, and 


*I can do much for him,’ he remarked, ‘ 


it was in Edinburgh that he died, on Jan. 29, after a 
street accident, in his 84th year. ‘‘ Since coming to 
Scotland,” writes Dr. Douglas Guthrie, “‘ he had renewed 
old friendships and had made many new acquaintances, 
as. was natural to one so approachable and so friendly. 
Before settling in Edinburgh he spent some months in 
his native county of-Argylishire, but he found it ‘ too 
quiet for a young fellow like me.’ Despite his eighty- 
odd years his heart was ever young and he lowell the 
society of youth. An invitation to adidbéss‘the Students’ 
Medical Society of Edinburgh University gave him the 
keenest satisfaction, his pleasure being shared by all 
who were privileged to hear his sparkling description of 
a house surgeon’s memories of Lister. It was charac- 
teristic of Sir StClair that one of his last acts was to 
visit, in a sanatorium near Edinburgh, a medical man 
suffering from tuberculosis of the larynx. ‘ Not that 
ut I can at least 
tell him of my own experience, and that always cheers a 
patient up.’ Sir StClair Thomson was the embodiment 
of cheerfulness, and what sweeter memory could he 
leave with us, his friends and colleagues ? ”’ 


DUDLEY VAUGHAN PHILLIPS 
MA CAMB, MRCS; LIEUTENANT RAMC 


Lieutenant Phillips, only son of Mr. and Mrs. '. 
Vaughan Phillips of Cyncoed Road, Cardiff, died during 
January as the result of an accident at a battle school 
in Scotland. He was born at 
Gowerton in 1917 and educated 
there and at Pontypridd second- 
ary school and Emmanuel Col- 
lege, Cambridge, where he took 
@ second class in the medical 
tripos. He qualified from St. 
Mary’s Hospital last year, and 
before ‘joining the RAMC spent 
six months as house-physician to 
Dr. A. Hope Gosse who found him 
‘exceedingly - conscientious “as 
he was also capable in his medi- 
cal work.’ One of‘ Phillips’s 
— writés 4 antag = est 
and retiring Dudley was always : . 
cheerful, with a happy smile and aensig ott! 
twinkling eyes. Kind and gentle, he radiated goodness, 
and though he had several narrow escapes in the air 
raids on London he did not know the meaning of fear. 
He realised the dangers he had to face and stood up 
to them with courageous cheerfulness. 


PERCIVAL JOHN HAY 
M D EDIN 


Dr. P. J. Hay, president of the Ophthalmological 
Society of the United Kingdom and consulting ophthal- 
mic surgeon to the Royal Hospital, Sheffield, died on 
Jan. 17. He graduated from the University of Edin- 
burgh in 1901, taking his MD with high commendation 
three years later, and after holding resident appointments 
at the Birmingham‘ and Midland ‘Ear and Throat Hospital 
he settled in practice at Sheffield, where he served his 
patients and his colleagues well till his death. Soon 
after he came to the city he was appointed to the staff 
of the Royal Hospital and to the lectureship of ophthal- 
mology at the university. He also became ophthalmic 
surgeon to the Beckett Hospital, Barnsley, to the King 
Edward VII Hospital, Sheffield, and to the Sheffield 
education committee. 

Any organisation, scientific or social, which brought his 
colleagues together could always count on Hay’s support. 
He was the founder of the North of England Ophthalmo- 
logical Society and much of its continuing success is due 
to his keenness and drive in the office of secretary. From 
1938 to 1942 he was master of the Oxford Ophthalmo- 
logical Congress, and during the ‘thirties he organised 
three tours for British ophthalmologists to visit clinics in 
Central Europe, in Scandinavia and.in America. He was 
also the first secretary of a joint staff club which has 
largely through his influence become a meeting-place 
where, the staffs of all the local hospitals foregather. 
During the last year or two Hay’s health had been failing, 
but he insisted on continuing his work for the Ophthalmo- 
logical Society and his private practice, and even returned 

4 











of Ed 
kindlit 
tolerar 
would 
criticis 
loyal a 
On th 
forwar 
to an 
even f 
even 

appoin 
Salfore 
and en 
leaves” 


Mr. | 
at the 
mathe 
burgh. 
versity 





> 
ring 
hool 


ness, 
e air 
fear. 
d up 


gical 
‘thal- 
d on 
Eidin- 
ation 
nents 
spital 

his 
Soon 
staff 
ithall- 
almic 
King 
offield 


ht his 


port. 


is due 
From 
almo- 
ynised 
rics in 
[e was 
h 2a 
-place 
ather. 
ailing, 


surned 





THE LANCET] 


NOTES AND. NEWS 


[rEB. 13,1943 993 





to help his old hospital for the duration. Sir Arthur Hall 
writes: ‘‘ Hay was interested in all that concerned his 
specialty and was alert to make use of every advance which 
satisfied his ripe and critical judgment. He was a kindly 
man, somewhat shy and reserved, and he never com- 
pletely got over the death of his wife a few years ago. 
In all the gatherings which he loved to organise his chief 
pleasure was to make sure that others should have a good 


time.” 
WALTER JOHN TURRELL 
D M OXFD, DM RE 

Dr. W. J. Turrell, who died on Jan. 27 at the age of 77, 
was in charge of the electrotherapeutic department at the 
Radcliffe Infirmary, Oxford, from its inning in 1912 
till he retiredin 1938. .He was educated at Turrell’s 
Hall, where his father the Rev. H. J. Turrell was inaster, 
and at Exeter re «4 Oxford, where he.read for greats 
before he started his medical course at the London 
Hospital. A versatile athlete he represented his uni- 
versity at cycling, swimming, skating, and cross-country 
running, and was also commodore of the sailing club. 
In 1890 he uated BM and took his DM two years 
later. The following year he set up in practice at Oxford 
and for over forty-five years lived at ‘‘ the house on 
Magdalen Bridge.’”’ He had always been interested in 
electrotherapy and he has told how it was his success in 
the treatment of endometritis by galvanic current after 
the failure of other methods which convinced him of the 
curative value of electricity. When in 1908 he decided 
to give all his time to this new specialty he found his 
experience in general practice a valuable background 
against which to assess the value of electrical treatment. 
He looked upon the cure and relief of disease by these 
methods as due not only to the electricity but also to the 
known physical and chemical changes which it produces 
and in Principles of Electrotherapy, first published in 
1922, he sought to base the therapeutic action of electri- 
city on rational and physiological principles. The new 
department at the Radcliffe grew under his direction and 
when he retired the annual number of treatments had 
risen to almost 50,000. His reputation as a pioneer was 
international and in 1933 he was presented with the 
highest award of the American Congress of Physical 
Therapy. x 

Turrell spent all his spare time on the river, for he was 
an enthusiastic angler and keenly interested in natural 
history especially aquatic birds. His Ancient Angling 
Authors was widely read and he also wrote the section 
on pike fishing for the volume on coarse fishing of the 
Lonsdale Library. One of his colleagues writes: 
“ Everyone who met Turrell, whether at the bedside or 
at the- riverside, was impressed by the simple directness 
of his perception which enabled him to get at the roots 
of his problems.’’ Turrell married in 1897 Margaret 
Svbil Lywood of Andover and they had one son who was 
killed in the last war. 


MAURICE CAY 
MBEDIN; SURGEON LIEUT.-COMMANDER RN 

Lieut.-Commander Cay, who ,has been posted as 
missing, presumed killed, graduated from the University 
of Edinburgh in 1934. A fellow student recalls his 
kindliness and good nature and writes ‘‘ Cay had a rare 
tolerance for the foibles and weaknesses of others; he 
would sympathise or help if he could, and if he did 
criticise would do so in a constructive way. He was a 
loyal and dependable friend and a charming companion. 
On the rugby field he was a hard-working intelligent 
forward, always in the thick of the fray, but with an eye 
to an opening. He played a clean, clever game and 
even the hottest engagements could not disturb his 
even temper.’”’ Soon after qualification Cay was 
appointed assistant medical officer at the Hope Hospital, 
Salford, and in 1935 he joined his father’s old service 
and entered the medical branch of the Royal Navy. He 
leaves a widow. 


CHARLES JOHNSTON SMITH 
CBE, MB EDIN, FRCSE 
Mr. C. Johnston Smith who died on Jan. 25 in London 
at the age of 62 was the son of E. Johnston Smith, 
mathematics master at the Royal High School, Edin 
burgh. Charles graduated in medicine from the Uni- 
versity of Edinburgh in 1904 and took his Edinburgh 


fellowship five years later. On entering the Malayan 
Medical Service in 1911 he was appointed medical officer 
at Seremban and during the last war he held the chair of 
clinical surgery at Singapore, becoming senior professor 
of surgery in 1918. When he retired he was awarded the 
CBE and settled in Guernsey as consulting surgeon to the 
island. . He married Kathleen, daughter of Mr. A. B. 
Scott of Manchester, and they had two daughters. 


Lady CHEATLE, who died on Dec. 24, was president 
of the Ladies’ Guild of the Royal Medical Benevolent 
Fund for the ten years between 1930 and 1940, and her 
charm as a speaker drew members to attend the meetings, 
even from long distances. She accompanied her husband 
Sir Lenthal Cheatle on a visit to the United States, 
which lasted two years, and addressed many groups of 
people there. Her happy use of our common tongue 
won her many American friends, and recalled the skilful 
prose of her cousin, Robert Louis Stevenson. 








Notes and News 


Malaria Control in India 

Speaking at the Royal Society of Arts on Feb. 5 Sir Rickard 
Christophers, FRS, pointed out that India covers an area 15 
times the size of the British Isles and has more inhabitants 
than Africa, South America and the United States combined. 
The fundamental malaria problem is endemic infection of the 
rural population. In endemic areas the children have malaria 
but the adults, having developed immunity in childhood, 
suffer little from the disease. The degree of endemicity 
is indicated by the percentage of children with an enlarged 
spleen, and some areas are termed hyperendemic. Over 
almost the whole of India malaria is to some extent endemic. 
But even low endemicity is dangerous, for when children grow 
up for.a decade without immunity the disease may suddenly 
assume epidemic form. Epidemics are confined to the part of 
India least affected by endemic malaria; but, when they come, 
they cover thousands of square miles and the mortality is 
colossal (even 40% or more), Formerly epidemics occurred 
every eight years or so, being mainly caused by overflowing of 
rivers and flooding of great tracts, which may bring mosquitoes 
and malaria to districts that were previously semi-desert but 
malaria-free. Administrative action, however, should suffice 
to minimise this and other evil side-effects of irrigation. 

In view of the risk of subsequent epidemics, attempts to 
sterilise the blood of malarious communities by giving quinine 
to the entire population are probably unwise unless we are 
prepared to alter the whole face of malaria as we know it. 
For endemic infection it is probably better to see that quinine 
or an alternative drug is available for every person with acute 
sickness, and this could be done in India through the mar- 
vellous dispensary system. At present there is a tendency to 
issue quinine on a restricted basis. More dispensaries and 
more quinine are needed, and the people must be persuaded 
to use the drug. In conclusion the lecturer said that research 
has vitalised everything connected with malaria control, and 
it would be most damaging to eliminate or subordinate re- 
search with the idea of concentrating on practical results. 
The first essential in an organisation for control should be a 
first-class organisation for research. 


Royal Sanitary Institute 

A meeting of the institute will be held on Saturday, Feb. 20, 
at 10.15 am, in the council chamber of the Town Hall, 
Leicester. Dr. J. C. H. Mackenzie, medical superintendent of 
the city isolation hospital and sanatorium, will read a paper 
on tuberculosis in war-time and Mr. W. W. Baum and Mr. 
F. G. McHugh, chief sanitary inspectors for the county and 
city of Leicester, will speak on the milk-supply of the future. 
Further information may be had from the local secretary, Dr. 
E. K. Macdonald, Health Department, Grey Friars, Leicester. 





Mepicau Friis, PLease.—The British Council are anxious 
to have particulars of any medical films not already listed in 
the catalogues of the British Film Institute or the Kodak 
Medical Department. The council sends news about life in 
this country to the Dominions and colonies and to foreign 
countries, and the film department makes and distributes 
every year films dealing with different aspects of British life. 
They would like to keep a record of medical films, measuring 
16 mm. or 35 mm., which would be available and suitable for 
showing overseas. Those who can give any help are asked to 
write to the Secretary, Film Department, Britigh Council, 
3, Hanover Street, London, W.1. 
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Royal College of Physicians of Edinburgh 

A meeting of the college was held on Feb. 2, with Dr. 
Charles McNeil, the president, in the chair. 
Selater (Edinburgh), Dr. Adam Patrick (Dundee) and Dr. 
John William McNee (Glasgow) took their seats as fellows of 
the college. Dr. John Alexander Mortimer (Hamilton), Dr. 
George Alexander Grant Peterkin (Edinburgh), Dr. James 
Ronald (Stirling) and Dr. Thomas Alfred MacGibbon (Norfolk) 
were elected fellows. 


Biochemical Society 

A meeting of this society will be held at the British Post- 
graduate Medical School, Ducane Road, London, W.12, on 
Saturday, Feb. 20, at noon. 


British Institute of Philosophy 

On Friday, Feb. 9, at 5 Pm, under the auspices of the 
institute, Prof. H. H. Price will speak on belief. The lecture 
will be held at 14, Gordon Square, London, W.C.1, and cards 
of admission may’ be had from the director of studies at that 
address. 


Pharmaceutical Society of Great Britain 

On Thursday, Feb. 18, at 7 pM, a charter centenary meeting 
of this society will be held at 17, Bloomsbury Square, London, 
Woe: 1, when the president, Mr. W. Spencer Howells, will give 
an address. 


Medical Society of London 

A meeting of this society will be held at 11, Chandos 
Street, W.1, on Monday, Feb. 15, at 4.30 pm, when Dr. Horace 
Evans will open a discussion on advances in the knowledge of 
Bright’s disease. 


Medical Casualties 

Lieut.-Colonel Charles Frank Burton, MC, MRCS, RAMC, 
who has been missing since the action in Malaya last February, 
is now posted as presumed killed, An Admiralty list of 
casualties “sustained in meeting the general hazards of 
war” includes Surgeon Lieut.-Commander David Simpson, 
MB Lpool, RN, among the killed. 


Medical Honours 

A special list of awards for bravery and distinguished 
services in the evacuation of Burma includes the following 
medical men : 

CIE.—Lieut.-Colonel Eustace Trevor Neave Taylor, MB EDIN., 
ms was posted in February, 1942, to Kalewa on the ref ugee 

nisation, where, by untiring efforts, he checked a cholera 
epk demic among the refugees which might have brought work on the 
India-Burma road to a standstill and resulted in great loss of life. 
When the advanced refugee camps were withdrawn he became 
responsible for the medical arrangements in the Manipur area, at a 
time when reductions of staff and the state of exhaustion and disease 
in which the refugees were arriving, made his task particularly 
difficult. Before leaving he had re-established the civil medical 
administration in Manipur. Throughout he displayed tireless 
qnerey. complete disregard of hardship, and outstanding organising 
ability. 

OBE.—Lieut.-Colonel David Kenneth Llewelyn Lindsay, mp 
EDIN., m™s, civil surgeon, Lashion ; and Major William McAdam, 
MB GLASG., IMS. 

MBE.—Jehangir Ardeshir Anklesaria, MB BOMBAY, port health 
officer, Rangoon ; Douglas James Lapping, MRCS, MO to the Jokai 
Tea Company, Panitola, Assam ; James Wallace Lusk, MB EDIN., 
medical practitioner,, Rangoon; Arthur Mobsby, MB, assistant 
district health officer, Mandalay. 
> GM.—Amar Singh Gill, sub-assistant surgeon, Mandalay Hospital, 

urma, 


The MBE has been awarded to Flying-Officer Alan James 
Fuller Eberle, BM Oxfd, RAFVR. 


One day last November when two aircraft were taking off in 
formation, the one leading struck another which was standing on 
the side of the runway, causing it to be thrown into the path of 
the second aircraft which was taking off. The three aireraft 

ome fire and the pilot of one was stunned and trapped in a 

cosiett by the hood which had become locked. ire e 
which came to the eoag 3 Bens nen d were unable to subdue the 
flames. At this stage Flying-Officer Eberle and an army officer 
leapt on to the wing but, despite frantic attempts to open the 
eo! it hood, they were unable do so before being forced to 
retire owing to the flames. Seizing an axe these officers returned 
to the ey ag el ae was burning furiously with ammunition 
exploding in both wings, and succeeded in smashing a panel. An 
airman then aan on to the wing and with great presence of mind 
energy me hood release qnebling the omcen to. to extricate the pilot 
trom pores A aircraft. ying- -Officer Eberle and his arm 

mpanion displayed courage and complete disregard of their 
safe in saving the pilot from certain death. 

Air Vice-Marshal ANDREW GRanT, MB, has beén appointed 
an honorary surgeon to the King in succession to Air Vice- 


Marshal William Tyrrell, who has vacated the appointment on 
his retirement from the RAF. 


Dr. John George 





Gifts for our Allies 

The Wellcome Foundation have given £2500 worth of 
medical supplies to Mrs. Churchill’s Aid to Russia Fund and 
the same amount to Lady Cripps’s United Aid to China. 


London Conference on Health 

The London Trade, Union and Labour Movement is sponsor- 
ing a conference on health which is to be held on Sunday, 
Feb. 21, at the Conway Hall, Red Lion Square, W.C.1. At 
2.30 pm, Dr. T. O. Garland will open a discussion on health in 
industry, and at 5 pm Dr. Joan McMichael will speak on 
health in-the boroughs. Further information may be had 
from the conference secretary c/o the Conway Hall. 


MipprEsex County Mepricau Socintry.—A meeting will be 
held at 3.30 pm on Feb. 20, at Hillingdon County Hospital, 
Uxbridge, when Mr. L. Fatti will speak on extrapulmonary 
bronchial cysts,«Dr. E. B. Jackson on Schaumann-Boeck’s 
sarcoidosis, and Mr. Howard Hanley on stress incontinence 
in women. 

Corrigendum : PRopHYLAXIS OF ACUTE SPEcIFIC FEVERS.— 
Dr. A. W. Downie points out that the prophylactic dose of 
killed Haemophilus pertussis usually given in the United States 
for the prevention of whooping-cough is 80,000 million organ- 
isms (not 8000 million as stated in the report on p. 153 of 
our issue of Jan. 30). Though other workers have tried 
“* smaller doses in 2 injections at a month’s interval, combined 
with diphtheria prophylactic,” Dr. Downie has not himself 
done so. Nor was the pertussis vaccine used by Bell in the 
United States combined with ‘diphtheria prophylactic. 

The fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 
paper should not be taken as an indication that they are 
necessarily available for eaport. 





Appointments 





BLOMFIELD, G. W., MB CAMB,, FRCS, MRCOG, DMR: acting director 
of the radium department at the Leeds General Infirmary. 

DAVIS, HAROLD, MB CAMB., MRCP: temp. physician to outpatients 
at the Hampstead General and North-West London Hospital. 

Davis, HILDA M., MD LPOOL, DPH: temp. asst. MO for Bucks. 

Grit, R. A., MBLOND.: RSO at Addenbrooke’s Hospital, Cambridge. 

HANDLEY, W. SAMPSON MD, MS LOND., FRCS: medical director 
of the Bournemouth cancer clinic. 

LAMB, H. V., FRCSE: medical superintendent at Doddington 

Hospital, Cambs. 

LEWI, ARNOST, MP PRAGUE: resident obstetric officer at Cheltenham 
Emergency Hospital (maternity). 

Scott, G. BODLEY, MRCS: temp. MOH for Dorset. 


Births, Marriages and Deaths _ 


BIRTHS 
AYLWARD.—On Feb. 2, at Southborough, the wife of Dr. R. D. 
Aylward—a son. 
BaRNEsS.—On Jan. 29, in London, the wife of Lieutenant Gerard 
Barnes, RAMC—a@ son. 
BywatTers.—On Jan. 30, in London, the wife of Dr. E, G. L. 
Bywaters—a_ daughte’ 
LINNELL.—On Feb. 2, a at Carlisle, the wife of Captain Louis Linnell, 
RAMO—a@ son. 
MACARTNEY.—On Jan. 22, at Crumpsall Hospital, Manchester, the 
wife of Major Donald Macartney, RAMC—a da aughter. 
Macnarrk.—On Jan. 31, at Bowdon, the wife of Dr. F. G. Macnair, 
of Marple—a son. 
NESFIELD.—On Feb. 2, at Sandhurst, Kent, the wife of Capiain 
J.C. B. Nesfield, RAMC—a daughter 
OwEN.—On Jan. 28, at North Harrow, “the wife of Captain E. N. 
n, RAMC—a son. 


MARRIAGES 
FRANKLIN—VAISEY. enn Jan. 30, in London, 
Franklin, FRCP, to Grizel Vaisey. 
Harris—DormMon.—On Feb. 4, Edward Ellis 
to Rosemary Dormon (née Rice). 
LUNN—CURRIE.—On Jan. 18, at Cheam, George Maurice Lunn, MB, 
lieutenant RAMC, to Ina Currie. 
N——JOHNSTON.—On Feb. at Herpenden, Herts, Richard 
Michael, Mason, BM, to Weather Johnston. 
MoorE—BaTEsS.—On Jan. 30, at Sanderstead, John T. Moore, 
lieutenant RAMC, to Joan Bates. 


DEATHS 
ApAMs.—On Jan. 29, at Knutsford, Cheshire, Alfred Adams, 


MD LPOOL, DPH, aged 69. 
ARMSTEAD. ay Feb. 2, at Seaton, Hugh Wells Armstead, MD LOND., 


FRCS, 

BUIST. ae Ten. 6, at Brighton. J John Martin Buist, MB EDIN., 
DPH, DTM & H, major RAMC retd 

ELDERTON.—On Jan. 28, at Ryde, I. of we. Frederick Dundas 
Elderton, LRCPI, major RAMC retd, ogee $1. 

Norton.—On Jan. 30, at Hove, Everitt Edward Norton, MD DURE., 


aged 74. 
STEPHEN.—On Feb. 1, at Grimsby, Lessel Philip Stephen, MB ABERD., 
FRCSE, DPH, DTM & H, lieut.-colonel IMs retd. 
VESTER-BRADLEY.—On Feb. 3, at Weymouth, Charles ae 
Sylvester-Bradley, MRCS, lieut.-colonel RAMC retd, aged 6 








Alfred White 


Harris, MRCS, 
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THE PSYCHOLOGY OF PAIN 


BE. GuTrMann W. MayvEr-Gross 
MD MUNICH, LRCPE MD HEIDELBERG, LRCPE 


Pain is fundamentally a psychobiological pheno- 
menon ; in other words, apart from its anatomical and 
physiological aspects; where our knowledge has made 
considerable progress during the last decade, it has a 
psychological side. This needs separate study, the results 
of which have to be integrated with those of biological 
research before they can find application in medicine. 

The subjective phenomenon Of pain is not easily 
classified as either sensation or emotion. Pain is similar 
to a sensation in that it has a threshold, is localised and 
referred to a stimulus. In contrast to other sensations 
such as touch; it is experienced much closer to the centre 
of the personality. In this respect it resembles emotions 
such as fear or disgust, which however cannot be mea- 
sured or localised. This double aspect is often neglected 
in laboratory investigations ; these are mainly concerned 
with cutaneous pain, which is the most ‘‘ objective ” 
type of pain (i.e., most distant from personality) and 
therefore resembles sensation more than other varieties of 
pain. Time and -again, writers have attempted to 
separate the pain sensation from its emotion, to hand 
over the latter—under nameés like ‘‘ unpleasantness,’’ or 
* peaction to pain ’’—to the psychologist, and to treat 
pain asa chapter of sensory Physiology: The specific 
problems of pain have thus disappeared into the gap 
between two compartments of science. 

Pain being close to. the centre of the personality 
needs further explanation. Pain as a sensation, though 
the most important danger signal, gives only scanty 
information qn the objective nature of a danger 
threatening from outside: it informs us almost solely 
about the state of our own body. No qualities of 
objects perceived by the sense of pain exist comparable 
to “red” or ‘“ cold” or ‘‘ smooth” in the other 
senses. We call sensory experiences, for instance of 
vision or hearing, “‘ painful ’’ if they are so strong or so 
disagreeable that attention is diverted from the per- 
ceived object towards our own body—that is, towards the 
perceiving organ. When competing with other sensa- 
tions, pain always wins: it distracts attention and 
interferes with observation. It gets into the foreground 
and tends to occupy the whole field of consciousness. 
Vegetative mses accompanying pain—those of 
respiration or circulation for example—are much more 
definite and general than with any other sensation. The 
sufferer may be aware of these symptoms, which are 
part and parcel of the pain experience. In many 
instances pain is inseparable from a defensive motor 
impulse. It calls the whole person into immediate 
activity. In this respect pain can be compared with 
other kinds of instinctive behaviour like hunger or sex, in 
which it is impossible to separate the sensory- from the 
motor part of the reaction. Like some instincts, pain 
can be “ spiritualised ’’: it can become a motive force 
in the highest forms of human conduct, in ethics and 
religion ; hence its réle in torture and in martyrdom. 
Traces of such attitudes—resentment or heroism—often 
colour the pain reaction as observed in the physician’s 
perience, demonstrating how closely it is 
linked with the personality of the sufferer. 

Following, with some modifications, Sir Thomas 
Lewis’s suggestions,! we propose to deal with quality, 
intensity and localisation of pain, and its relation to the 
total personality. Such subdivisions are obviously 
schematic, as various aspects blend into each other. 
Increasing intensity, for instance, is often accompanied 
by irradiation in space, by alteration of quality, and by 
increasing absorption of the whole personality. 

QUALITY 

The wealth of words expressing painful sensations 
point to the variety of subjective experiences. Pains 
and aches, with such modifying adjectives as sharp, dull, 
burning, pricking, pinching, stinging, throbbing, crush- 
ing, lightning, boring, cutting, griping, colicky, are the 
expressions commonly encountered in a medical text- 
book. Some of them—like “‘ colicky ”’ or “‘ lightning ’’ 
may not mean difference of quality, but of what Lewis 


1. Lewis, T. Brit. med. J. 1938, i, 321. 
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called the time-intensity curve of pain. On the other 
hand, time-factors associated with the hope of relief and 
fear of recurrence certainly qualify the subjective pain 
experience. _The descriptive -value of. expressions like 
‘‘ crushing’ or “ tearing”? has been doubted because 
they refer probably more to the causation of pain than 
to a special kind of pain. Finally, admixtures of touch, 
héat or other skin sensations may modify the pain which 
in itself remains the same. In spite of these. objections, 
our present knowledge is too scanty to discard the usual 
descriptions of pain as unscientific and sterile. No doubt 
the small change of ready-made words often enough 
prevents us from observing and describing facts; but 
we should also put some trust in the centuries-old wisdom 
of language. Many identical adjectives are used in all 
civilised languages, and that they are so willingly adopted 
by the person experiencing the pain speaks against their 
being arbitrary. 

Pain is such a common experience that we can grasp its 
presence without verbal explanations. We can under- 
stand its finer qualities, generally conveyed by compari- 
sons “‘ as if,’’.by some sort of identification which need not 
necessarily be based on our own experience. Though no 
particular type of pain is specific of any mechanism or of 
any particular disease process, the exact description of 
the sensation is often a useful, and within limits, a 
reliable help in medical diagnosis. The lightning pains of 
the tabetic, the agonising pain after abdominal perfora- 
tion, the dull headache in brain tumour are common 
examples. The fact that we fail to understand a patient's 
description of painful sensations may in itself be of 
diagnostic importance. The minute description of his 
sufferings obtained from a hypochondriac or neuroti¢ 
may be the first positive sign to suspect a psychological 
illness. Where the similes and metaphors which the 
patient uses become increasingly strange, bizarre and 
incomprehensible, they signify the insidious onset of 
schizophrenia. We are unable to judge what sensory 
experiences are at the bottom of his hypochondriacal 
descriptions, whether the sensations in themselves are 
abnormal, or whether the description is the response of an 
abnormal personality to more or less normal sensations. 
The latter seems more bable, although the former 
cannot be entirel ae a considering .the bizarre 
experiences of halienteation psychotics in other sensory 
fields. Peculiar pain sensations defying any description 
or comparison have been observed in lesions of the central 
part of the pain apparatus, the optic thalamus, without 
any psychosis. ; 

How far the pain-seeking of severely demented patients 
is due to a changed quality of the sensation, or only to a 
reduced pain perception, is difficult te say. Some low- 
grade mental defectives can only with great care be 
prevented from wounding or biting themselves, or from 
tearing their own hair; paretics and seniles sometimes 
show a similar perverse reaction which has been termed 
pain-asymbolia. 

INTENSITY 


The term hyperalgesia is used to denote two things : 
a lowering of the pain threshold, and the painful character 
of other sensations, such as touch. The latter form, 
although little understood, is of greater medical import- 
ance, and is often encountered in affections of the peri- 
pheral nerves. Patients with trigeminal neuralgia, for 
instance, describe very clearly how they cannot endure 
the touch of the razor, because it produces violent pain. 

The question of threshold obviously introduces a 
quantitative element. Worked out for the skin only, 
and more accurate for the determination of reduction or 
loss of pain regarded purely as a sensation, it has not 
much practical application, and yields no nieasure of the 
intensity of a patient’s pain. It allows, however, 
conclusions with regard to the pain-perceiving and pain- 
conducting apparatus. From our own and our patients’ 
personal observations we know it is possible to compare 
the intensity of two pains, simultaneous or closely 
following each other, We can easily tell if a pain in- 
creases or decreases, but to be precise about two pains of 
different quality and localisation—for example, head- 
aches and griping—is more difficult. Another difficulty 
in comparing successive pains is the quick loss of emo- 
tional value of a past pain and with it the oblivion of the 
experience itself. 


i 
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Simultaneous comparison is also impeded by the 
perreon ag of a strong localised pain to extinguish other 
— sensations. pinching or scratching 

Ips to relieve painful sensations, and many common 
non-vocal expressions of pain, like biting the lips or 
clenching the fists, originate from this mechanism. The 
mechanism itself ap identical with the influence of 
one stimulus on another in other sensory fields, like colour 
contrast or the drowning of a sound in a stronger noise. 
It is peculiar to the psychology of pain that it is relieved 
by localising it more sharply and more at the periphery 
of the body, or by adding movements—‘“ it made me 
squirm ’’—as a kind of motor discharge. 

Lewis and his colleagues have tried to compare the 
quality of spontaneous pains with pain artificially induced 
by injection of fon foots eo solutions in symmetrical parts 
of the body ; not know of any similar attempt to 
compare intensities in a systematic way. Any biological 
estimate of pain is based on interference with function. 
Interference with interests and mental concentration, 
disturbance of appetite and sleep, make a fair assessment 
possible of the subjective importance of pain, and 
indirectly of its intensity. The interaction of sensations 
suelr as light and noise, with pain, provide another 
indicator of intensity. Lastly, the influence of non- 
fap ao emotions helps in assessing pain. It must, 

wever, be kept in mind that the influence of emotion 
does not allow one to draw definite conclusions about the 
origin of pain: a good joke may divert the patient’s atten- 
tion from a mild organic, as well as from a hysterical pain. 


LOCALISATION 

The localisation of liminal stimuli on the body surface 
is exact. Very strong superficial stimuli however lead 
to an irradiation of the sensation. Away from the 
surface localisation becomes much less accurate; it is 
difficult, even with concentrated attention, to find out 
which tooth aches, and sometimes even to tell whether it is 
in the upper or lower jaw. Headache deep in the skull 
may be quite diffuse or may be roughly localised right or 
loft, front or back. Where the sensation bears more local 
character it tends to be nearer the surface. In chest and 
abdomen the jocalisation is similarly rough. Only when 
inner pain is referred to other structures can it be more 
exactly localised. Although this referred pain is of 
great diagnostic value in organic disease it is not internal 
pain from the patient’s point of view and his evaluation 
of the danger signalised by the referred pain can be 
misled, as in the case of brachial pain in angina pectoris. 
Generally speaking, the local factors influencing the sub- 
jective evaluation of a pain are distance from the centre 
of the body image and the-presumed importance of the 
organ to which the pain is, rightly or wrongly, referred. 

‘ain in an extremity may be experienced as quite 
detached from the self. ‘‘ My finger is sore,” or “‘ my 
foot aches ’’—facts which can be observed and their 
importance coolly judged. But a person with severe 
abdominal pain is absorbed by this experience, and the 
difficulty in answering questions about the exact localisa- 
tion, for instance, is partly accounted for by the difficulty 
or impossibility of exact self-observation. Severe head- 
ache such as that.seen in brain tumour is more liable still 
to occupy.a-patient’s consciousness to the exclusion of 
anything else. The organ-determination is most clearly 
seen in cases with pein in the left side of the chest, which 
is always regarded as heart pain by the patient, and 
endowed with all the importance that danger to so vital 
an organ implies. 

It is easily understood how fear for a vital organ and 
the Sogeeneee of localisation of internal pain can favour 
a ency to imaginary aches, and to illusions and 
hallucinations of pain. The best studied pain hallu- 
cinations, however, and the only ones of undoubtedly 
perceptive character—namely, pain in the phantom after 
amputation of a limb—are sharply localised. Pain is 
often so prominent and localised in the corns and scars of 
the phantom limb that some regard the phantom as 
eee solely on pain sensation. Closer observation has 
disproved this view, although patients with a pai 
phantom are particularly likely to consult a surgeon. 


CLASSIFICATION 


If one tries to grade or classify pain for medical 
purposes, one has to use intensity as well as localisation 





as distinctive factors, and to include the motor reaction, 
which is an integral part of the pain experience. The 
following scale is based on suggestions of Achelis.? 


Overwhelming pain.—This is only vaguely localised and 
diffusely perceived. Apparently purposeless movements, 
rolling about, aimless struggling, crying or yelling may 
accompariy it. There is clouding of consciousness. The 
patient’s behaviour is not influenced by his surroundings, 

Severe pain.—The patient is more aware of his surroundings, 
Tense bodily fixation, groaning, wincing and sighing may be 
conspicuous. The pain is localised vaguely. It is influenced 
by environment > noise, bright light, movements are unpleas- 
antly experienced ; sympathetic nursing is appreciated. 

Sharp short pain.—Pain such as that produced by a pin- 
prick or the sting of an insect is immediately followed by a 
flight reaction, w in fact is so much in the foreground of 
the total experience that primarily the pain is lovalised very 
roughly only, whereas subsequently with a special effort exact 
localisation is possible; in o words, consciousness can 
then be narrowed down and focused on the pain experience. 

Negligible pain.—This comes nearest to a pure sensation, is 
accurately localised, does not lead to any motor reaction, does 
not im conscio iousness and is experienced as on the person's 
body, but detached from the personality. 


Some common kinds of pain, like the sensation of a 
foreign body on the cornea or the throes of childbirth, 
are not easy to place in such a classification, but it illus- 
trates well he wide span of physical pain ie feo 
between instinctive and perceptive behaviour 


PERSONALITY AND PAIN 


People differ in their ability to tolerate pain; but, 
interestingly enough, these differences seem to disappear 
if the pain threshold is measured under experimental 
conditions. Schuhmacher and his colleagues * tested the 
pain threshold in 150 subjects of both sexes under average 
conditions of well-being, by measuring the intensity of 
radiation from a strong lamp focused at the subject’s 
forehead at the moment when a sensation of heat changed 
into a distinct sh stab of pain. They found a rela- 
tively stable and uniform threshold value. It was inde- 
emerge of sex, was uniform throughout the twenty-four 

ours despite varying moods and vicissitudes, and 
unaffected by feelings of lethargy and tension or by lack 
of sleep. Variations as far as they were present did not 
correlate with the subject’s estimate of his sensitiveness 
to pain. If some worker could arrange a similar experi- 
ment with the emphasis on individual differences, our 
knowledge on the relation of pain and personality would 
be less fragmentary and we’might be able to control pain 
individually. Apart from some general statements. 
scattered observations, mostly from the psychiatric 
border line, is all that can be gathered at present im a field 
which still belongs more to the art of medicine than to 
medical science. 

Differences in sensitiveness have always been related 
to differences in personality, so much so that reaction to 

pain has often been included in personality tests. Conse- 
my the factors influencing susceptibility to pain are 
ose forming personalities, constitutional and environ- 
ental. Of the latter the most significant are the life 
situation at the time, and the habits reflecting manners 
and customs of the Lacey ’senvironment. The subject’s 
attitude to pain is a part of his personality make-up and 
can only be separate artificially from from the pain experience 
itself, which it is liable to colour “ in statu nascendi.” 

Insensitiveness to pain as seen in hysterics has not, yet 
found a conclusive explanation. The theory that the 
hysteric is able to repress pain under the influaneé of other 
interests or emotions puts stigmatisation near to the 
normal behaviour of the soldier in battle who only feels 
his wound, when the fighting subsides. Hysterical 
analgesia is quite different in origin from the lack of 
response to pain seen in catatonics and epileptics, where 
it is part of a general emotional callousness. The per- 
verted feeling-tone of pain as experienced by the maso- 
chist is another variant of apparent indifference ; 
masochistic traits have probably a greater influence on 
differences in sensitiveness among normal individuals 
than is commonly believed. 


. Achelis, D. D. Z. “A Goodell, 1925, 56 
. See F. A., G a te ety i. D. 
H. G. Science, 1940, ETO 
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Weakness in tolerating ical pain is often, though 
not always, part and of an over-sensitive, mawkish 
and anxious character. Some persons who are otherwise 


and masters of their emotions respond to 


com’ 
- physical pain in a highly e erated way. Athletes, 
sports champions, and others _ one would expect to 


resist pain easily, often lose all control under negligible 
. Such reactions may have some connexion with 
the over-sensitivity of the autonomic nervous system 
demonstrated in these persons by other means. 
Expressing pain oe gestures or tears has the 
effect of relieving it. e greater natural talent of women 
for expressing their feelings in these ways enables them to 
tolerate pain well—as in childbirth. But if men use the 
same device for alleviating pain, custom decrees that they 
shall be regarded as effeminate, however well they 
actually tolerate the pain. The difference between races 
is really a difference in the degree of expression which 
custom allows ; Latin and Jewish patients are known to 
make a fuss about pains, but that does not mean that 
they are unable to tolerate pain. The misunderstanding 
seems to come from the phrases ‘ bearing pain ’’ or 
‘“‘ standing pain ’’ which can mean both “‘ tolerating,”’ 
and’ also ‘‘ not expressing’ or ‘‘ not ‘showing ”’ pain. 
An interesting test of the influence of personality is 
provided by the affective psychoses. In patients suffer- 
ing from a mental depression physical pain may add to 
their distress ; other depressives welcome it as a help to 
rationalise their never ending, vague complaints. Others 
again whose depression is centred around moral self- 
reproaches can so indifferent towards physical pain 
that the physician may overlook a complicating physical 
disease. This danger is even greater in manics, and the 
hypomanic puffed up with his exemplary physical health 
can present a difficult problem if pain is an important 
diagnostic symptom of any intervening illness. 
__ Just as sensory physiology of pain remains inadequate 
if the psychological observations and their working rules, 
roughly outlined above, are neglected, so our moral 
judgment on suffering and sufferer is bound to be 
erroneous and the application of ethical standards and 
ideals unsubstantial unless we have some knowledge of 
the psychology of pain. That it is so often taken for 
granted or simply overlooked is easily understood from 
its logical position between two mighty neighbours, 
physiology and ethics, which both claim it as their own. 


INNERVATION AND FUNCTION OF THE 
THENAR MUSCLES * 


W. BREMNER HIGHET, MB Nz, FRCS 


FIRST ASSISTANT IN THE NUFFIELD DEPARTMENT OF ORTHOPAIDIO 
SURGERY (PERIPHERAL NERVE INJURY CENTRE), OXFORD 


It is the purpose of this paper to draw attention to 
the importance of clinical estimation of the function of 
the thenar muscles in cases of medjan paralysis. Several 
cases of complete division of the median nerve have been 
referred to this centre with a faulty diagnosis of incom- 
plete or recovering lesion because of good action in one or 
other of the thenar muscles, which according to the 
classical descriptions should be innervated by the 
median nerve. In these cases faulty diagnosis led to 
unnecessary delay in the performance of nerve suture. 

The muscle which gives rise to most difficulty is the 
flexor pollicis brevis. Wood-Jones (1941) has drawn 
attention to the great confusion in the clinical descriptions 
of the action of this muscle, as follows. “ From the 
practical: point of view the greatest difficulty in dealing 
with these muscles is the fact that when ‘the clinician 
reports the flexor brevis muscle to be acting it is impossible 
to be certain exactly what muscle slip he 
as the flexor brevis and exactly what movement he expects 
it to produce. Indeed, it will often be found that the 
‘clinician himself has no very precise idea. This con- 
fusion arises for the most part in connexion with cases 
of recovering function after repair of nerve injuries, and 
it would certainly appear to be a better plan in clinical 
medicine if we recognised the flexor brevis as a muscle 
that is inserted into the radial sesamoid and which is 
innervated by the median nerve.’ Stopford (1920) says 
the flexor icis brevis “‘ is composed of several slips, 
some supplied by the median, others by the ulnar, 


* Section of Jacksonian prize essay, Roy. Coll. Surg. 1941. 





which are subject to considerable individual variation, 
and it is consequently difficult to give a reliable opinion 
as to the presence of voluntary power in the flexor 
brevis llicis from a clinical examination.” It is 
essential that clinicians should adhere to a constant 
formula in describing the action of the thenar muscles, 


ANATOMY .OF THE THENAR MUSCLES 
In Gray’s Anatomy (1938) and Cunningham’s T'eat- 
book of Anatomy (1937) the thenar muscles are described 
as follows. 


Abductor pollicis brevis is the most superficial of the thenar 
group and occupies the anterolateral portion of the thenar 
eminence. It is strap-like in form and inserted by a short 
tendon into the radial side of the proximal phalanx of the 
thumb and into the lateral border of the tendon of extensor 
pollicis longus. 

Opponens pollicis lies deep to and is almost entirely con- 
cealed by abductor brevis. It is partially united with flexor 
pollicis brevis which lies medial to it, and the separation of the 
two muscles (by dissection) is usually difficult. It is inserted 
into the whole length of the radial border and the radial 
half of the anterior surface of the first metacarpal. 

pollicis brevis lies on a deeper plane than abductor 
brevis, which covers its lateral half. It takes origin from the 
distal border of the flexor retinaculum (anterior annular 
ligament) and sometimes from the crest of the trapezium. 
It is inserted into the radial side of the base of the proximal 
phalanx of the thumb and lies superficial to the tendon 
of flexor pollicis longus. 

The first palmar interosseous is a slender slip of muscle 
which arises from the ulnar side of the base of the first metacar- 
pal, passes deeply between the first dorsal interosseous and 
the oblique head of adductor pollicis, and is inserted into the 
ulnar side of the base of the proximal phalanx of the thumb. 

Adductor pollicis consists of transverse and oblique heads 
which converge on a common tendon inserted into the ulnar 
side of the base of the proximal phalanx and both heads of 
the muscle lie deep to the tendon of flexor pollicis longus. 
From the oblique head of adductor pollicis a slip of muscle 

deep to the tendon of flexor pollicis longus to gain 
insertion into the radial side of the proximal phalanx, This 
slip was formerly called the deep or inner head of flexor pollicis 
brevis, . 

Accordingly the muscles fall inte two groups. (1) Those 
lying superficial to the tendon of flexor pollicis longus— 
abductor brevis, flexor brevis and opponens—the 
first two being inserted into the radial side of the proximal 
phalanx. (2) Those lying deep to the tendon of flexor 
pollicis longus—adductor pollicis and the first palmar 
interosseous both.gaining insertion into the ulnar side 
of the proximal phalanx. However, one slip of adductor 
pollicis is inserted into the radial side of the proximal 
phalanx after passing deep to the tendon of flexor 
pollicis longus. 

According to the classical description all muscles of 
the first group are supplied by the median and all of the 
second. by the ulnar nerve, but the dissection of the 
thenar muscles and of their nerve-supply is very difficult 
and considerable variations are found. 


Brooks (1886) carried out a detailed dissection of the 
thenar muscles in 31 cases perstoeee descri’ owe hele Sparietion. 
He employed the old inology where xor pollicis 
brevis isdivided an -outer and inner hegd,. the — 
corresponding to what is now called a slip o uctor pollicis 
passing beneath flexor pollicis longus to the radial side of the 
proximal phalanx. In one case abductor brevis, opponens 
and both parts of flexor brevis were supplied by the ulnar 
nerve alone. In 5 cases the outer head of flexor head was 
supplied by the ulnar alone. In 19 cases the outer head of 
flexor brevis received a double innervation from the median 
and ulnar nerves. In 5 cases the outer head was supplied 
> Soagy median alone and the inner head by the median and 

. In 2 cases the median gave twigs to both heads of 
flexor brevis—the inner head receiving in addition an ulnar 
innervation. Thus in 19 out of 31 cases the outer head of 
flexor brevis received a double innervation from the median 
and ulnar nerves, and Brooks concluded that this should be 
regarded as the normal arrangement. In 24 of the 31 cases the 
outer head of flexor brevis received the whole or part of its 
innervation from the ulnar nerve. 

Hovelacque (1927) summarised the variations described 
in the innervation of the thenar muscles, It is evident that 
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there are numerous variations and that many anatomists 
have departed from the classical description. 

Foerster (1929) stressed the frequency of anomalous and 
double innervation of the thenar muscles and mentioned 
an anastomosis described by Frohse and Frankel between 
the deep branch of the ulnar and the motor branch of the 
median which over the oblique head of adductor pollicis 
and flexor pollicis brevis. He described cases of complete 
division of the inaiion: without paralysis of any of the thenar 
muscles and said he had-often found clinical evidence of 
the ulnar innervation of flexor brevis and opponens pollicis. 
He also mentioned that Bruns described an occasional atrophy 
of the thenar eminence in cases of ulnar palsy. 


MOVEMENTS OF THE THUMB 

Flexion at the interphalangeal joint is performed by 
flexor pollicis longus, which can also bring about flexion 
of the metacarpophalangeal joint and ulnar adduction 
of the whole thumb. 

Extension at the interphalangeal joint is rformed 
by extensor pollicis longus.aided by the slip of abductor 
brevis which passes to the lateral side of the tendon of the 
longextensor. Thus in cases of complete radial paralysis 
some ‘trick ’’ extension of the terminal phalanx is 
often carried out by abductor pollicis Seetis, but the 
action is always weak. 

Flexion at the metacarpophalangeal joint is performed 
by abductor brevis, flexor brevis, ad addu ctor pollicis and 
by ‘eng pollicis longus after flexion of the interphalangeal 
joint. 

Extension at the metacarpophalangeal joint is performed 
by extensor brevis and extensor pollicis longus. 

Ulnar adduction of the thumb—i.e., adduction of the 
thumb in the agg of the palm—is performed by adductor 
pollicis aided by the medial portions of flexor brevis 
and opponens, by flexor pollicis longus and by extensor 
pollicis longus. 

Palmar adduction of the thumb—i.e., adduction of the 
thumb in a plane at right angles to the plane of the 
palm—is performed by the first dorsal and the first 

interosseous muscles. The movements of ulnar 
and palmar adduction of the thumb are usually combined. 
In cases of ulnar poses adduction is always possible 


in a of paralysis of adductor pollicis and the interossei. 
The part played by dexor pollicis longus in adduction of 
the thumb is the basis of Froment’s sign for paralysis 


of adductor pollicis. In cases of combined median and 
ulnar paralysis adduction of the thumb is possible by 
extensor pollicis longus. 

Radial abduction of the thumb—i.e., abduction of the 
thumb in the plane of the palm—is performed by abductor 
longus and extensor pollicis brevis. ‘ 

Palmar abduction—i.e,, abduction of the thumb in a 
plane at right angles to the plane of the palm—is per- 
formed by abductor brevis and flexor pollicis brevis ; 
spponeng Po pollicis probably assists in palmar abduction. 

ese muscles are assisted by abductor pollicis longus. 
In radial paralysis where abductor pollicis longus is 
inactive palmar abduction of the thumb, though of full 
range (about 60°), is always weaker than normal. 
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In median paral 
where Saeentes 
brevis, oppenens and 
flexor brevis are 
inactive palmar. ab- 
duction is negligible, 
abductor pollicis 
longus causing only 
well-marked radial 
abduction. In 
median paralysis 
where flexor brevis is 
active palmarabduc- 5; The 
— of about oy vd Tote side is normal. On the ciehe side the 
is ways possi e vy m an nerve was completely at the 
the combined action  {Y'enae in figs. 9 and 10), Palomar abduction 
of abductor longus is carried out by flexor brevis and abductor 
and flexor pollicis pollicis longus, but is less than on the normal 
brevis, but a full “** 
range of palmar abduction is not possible unless abductor 
pollicis brevis is active (fig. 1). In cases of combined 
median and radial paralysis where abductor pollicis longus 
and brevis are inactive, but where flexor pollicis brevis is 
active, palmar abduction is negligible, and flexor pollicis 
brevis causes only flexion of the metacarpophalangeal 
joint and medial rotation of the thumb (fig. 2). It would 
ap that where abductor pollicis brevis is inactive 
|e ar abduction can be carried out only by the com- 
ined action of abductor pollicis longus and flexor brevis. 
ion of the thumb is a complex movement con- 
sisting of (a) palmar abduction, (6) ulnar adduction, (c) 
flexion at the metacarpophalangeal joint, and (d) rotation 
of the thumb as revealed by rotation of the thumb-nail 
through about 60°. This rotation is performed chiefly 
by opponens pollicis, but when this muscle is paralysed, 
rotation by flexor pollicis brevis is still possible. Only 
slight rotation is carried out by the slip of adductor 
pollicis passing to the radial side of the proximal —— 
but the rotation by flexor brevis is considerable. Full 
opposition entails approximation of the volar surface 
of the distal phalanx of the thumb to the volar surface 
of the distal phalanx of the 5th digit, when this digit 
is held in a position of flexion at the metacarpophalangeal 
joint and extension at both interphalangeal joints, 
and is possible only when abductor brevis, opponens and 
flexor pollicis brevis are active (fig. 3). Full opposition 
is possible in cases of complete ulnar and complete 
radial paralysis. In median paralysis opposition is 
faulty except in rare cases where all the thenar muscles 
receive an ulnar innervation (fig. 3). 

In cases where flexor brevis and opponens receive an 
ulnar innervation but abductor’ brevis is paralysed, 
opposition is carried out very well but is never perfect 
owing to slight limitation of palmar abduction of the 
thumb. The tip of the thumb can be approximated 
to the volar surface of the straight 5th digit not at the 
tip but at about the level of the terminal interphalangeal 
joint; to obtain approximation of the tip of the thumb 
to the tip of the 5th digit the latter must be flexed slightly 
at its interphalangeal joints (fig. 6). 


{—Palmar abduction against gravity. 





Fig. 2—Complete division of the median and radial nerves in the axilla. Flexor 
pollicis brevis is active and is able to produce some medial rotation of the 
thumb, but on account of paralysis of abductor pollicis longus no palmar 
abduction is possible. 

Fig. 3—Complete division of the median nerve in the lower forearm. All 
thenar muscles are active; there is no ig pposition is normal. 
Figs. 4 and S—The same case after ulnar nerve block. The action in all thenar 
muscles has been abolished. The photographs show 





In fig. 5, flexor pollicis ‘longus is causing flexion of the interphalangeal and 
metacarpophalangeal joints of the thumb. 

Fig. 6—Complete division of the median nerve seve the epee Of the 
thenar onl pollicis brevis is wasted and inactive. 
Soomivies is not normal, since the interphalangeal joints of the 5th digit 
are fle 


Fig. 7—The same case after ulnar nerve block, photographed during attempted 
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In cases what abductor brevis and opponens are 
paralysed but flexor brevis is active, op ion is 
faulty, and though rotation of the thumb takes place the 
tip of the thumb cannot be approximated to the volar 
surface of the a. 5th ‘S. ut only to the radial side 
of this digit (figs. 8, 9 and 1 


CLINICAL INVESTIGATION OF MEDIAN PARALYSIS 


Paralysis of abductor pollicis brevis leads to obvious 
wasting of the anterolateral part of the thenar eminence, 
and palmar abduction of the thumb isimperfect. Para- 
lysis of opponens in addition to abductor brevis leads to 
increased wasting of the anterolateral part of the thenar 
eminence; palmar abduction and opposition are im- 
perfect and no contracting muscle may be palpated 
over the anterior surface of the first metacarpal. If 
flexor pollicis brevis is active an obvious contracting 
muscle belly may be palpated and seen passing from the 
flexor retinaculum to the radial side of the proximal 
phalanx of the thumb. This muscle is superficial to the 
tendon of flexor pollicis longus and readily distinguished 
from it; some palmar abduction and rotation of the 
thumbis ble but opposition is faulty (figs. 8,9 and 10). 
When three muscles are paralysed no active muscle 
may be seen or palpated in the thenar eminence super- 
ficial to the tendon of flexor pollicis longus. almar 
abduction of the thumb is negligible and no appreciable 
rotation of the thumb-nail is possible (figs. 11 and 12). 
When presented with a median nerve injury in which 
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Fig. &-Complete division of the median nerve at the wrist. There is obvious 
wasting abductor pollicis brevis. Flexor brevis is active and there is 
possibly some action in opponens. 


Fig. 9.—Complete division of the median nerve in the mid-forearm. Flexor 
pollicis brevis is active, and is able to bring about imperfect opposition with 
cua abdaction and rotation of the thumb. 


10—Complete division of the median nerve in the mid-forearm. Flexor 
Pity vt is active and imperfect opposition is possible. 


some activity is preserved in one or other of the thenar 
muscles which according to the classical description should 
be innervated by the median, we must have some means 
of deciding whether the innervation of the thenar muscles 
is anomalous or whether the median injury is incomplete. 
The decision may be difficult not only on account of the 
motor paralysis but also because the area of sensory 
loss is smaller than usual. 

There are two methods of investigation. In the first, 
bi-polar percutaneous faradic stimulation of the ulnar 
nerve just above the pisiform bone may produce a response 
in all intrinsic muscles of ulnar innervation. Thus in 
cases where flexor brevis and opponens, or flexor brevis 
alone, are innervated by the ulnar they will contract and 
the contraction may be seen and palpated. Inthe second 
we resort to peripheral nerve block. A few c.cm. of 

6 procaine with 1/100,000 adrenaline is injected per- 
ph Razor in or around the nerve to be tested. 
the technique of injection is satisfactory all conduction 
may be abolished for 2—4 hours in the nerve tested. The 
nerve block may be performed in two ways. The injured 
median nerve may be blocked immediately above or 
below the site of injury; this method is open to the 
serious objection that we have no means of determining 
whether the block is complete. A better method is 
to block the nerve which we believe is responsible for 
the anomalous innervation of the thenar muscles (in 
all of our cases this has been the ulnar nerve). The ulnar 
nerve may be blocked very easily at the level of the 
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Figs. 11 and 12—Complete division of the median nerve at the wrist. 
of juctor brevis, opponens and flexor pollicis brevis. 
tion. in fig. 12, flexor pollicis longus is acting. 
thumb, and no palmar abduction. 


Fig. 13—Complete division of the ulnar nerve at the wrist. Obvious wasting 
of a pollicis brevis, most easily shown by opposition of the thumb against 
resistance, 


Paralysis 
Attempted op 
Note no rotation of the 


medial epicondyle. At this level there is no danger of 
the procaine spreading to involve other nerves such as 
the median, and the campleteness of the nerve block 
may readily be tested. We have performed ulnar nerve 
block in 8 of the cases described below and have thus been 
able to demonstrate ulnar innervation of the thenar 
muscles which remained active in median lesions. In figs. 
3, 4, 5, 6 and 7 attempted opposition of the thumb is 
shown before and after nerve block of the ulnar nerve. 


ANALYSIS OF 20 CASES OF MEDIAN DIVISION 


We have selected for analysis only those cases of 
complete division of the median nerve where detailed 
examination of the thenar muscles was carried out before 
and immediately after nerve suture. In all cases the 
paralysis was of the same extent at both examinations. 

There were 20 cases in all. Flexor pollicis brevis was 
active in 16 cases and inactive in 4. In 4 cases there 
was certainly some action in opponens pollicis, in addi- 
tion to flexor brevis. In 2 cases there was some action 
in abductor pollicis brevis, in addition to action in flexor 
brevis and opponens. In one of these cases there was 
no paralysis or wasting of any of the thenar muscles (fig. 3), 
but in the other case abductor brevis, though certainly 
active, was slightly wasted. In several of these 20 
cases the opportunity was taken to stimulate the ulnar 
nerve exposed at operation. Ulnar stimulation produced 
a@ contraction in the unparalysed thenar muscles. We 
have not yet observed a case in which the thenar muscles 
received an anomalous innervation from the musculo- 
cutaneous nerve. This has been described by Foerster. 
Nor have we observed a case in which the radial nerve 
innervated the thenar muscles. This has been described 
by Stookey, but Foerster states that he has never once 

cal it. In all of our cases we have been able to 
demonstrate that the anomalous innervation of the 
thenar muscles has been from the ulnar nerve. Further- 
more, in 16 cases of complete division of the median and 
ulnar nerves there was complete paralysis of all intrinsic 
muscles of the hand including the thenar muscles. 

Thus in 20 cases of proved division of the median 
nerve, flexor pollicis brevis was shown to be innervated 
by the ulnar nerve in 16 cases (80%). This corresponds 
with the anatomical findings of Brooks. who found that 
the flexor brevis received an ulnar innervation in 24 out 
of 31 cases (77%). 

Of 25 cases of proved division of the ulnar nerve 
only one case (fig. 13) showed obvious wasting of flexor 
pollicis brevis. Our failure to note paralysis and wasting 
of flexor brevis in cases of division of the ulnar nerve may 
appear at first sight irreconcilable with the findings in 
cases of median division. However, it must be noted 
that Foerster found no obvious wasting or paralysis of 
the superficial thenar muscles in his cases of ulnar 
division and merely mentioned that Bruns described 
occasional atrophy of the thenareminence. The absence 
of obvious wasting and paralysis is not surprising since 
flexor brevis usually receives its innervation from both 
median and ulnar nerves. In cases of median division 
the activity of the muscle is due*to the preservation of 
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its ulnar innervation and.is readily noted because of the 
paralysis and wa of'abductor brevis and opponens. 
In cases of ulnar division the muscle is still active 
because of its median innervation and any wasting is 
obscured by the overlying abductor brevis. Only in 
rare cases where the muscle is innervated entirely by 
the ulnar can we 6: t+ obvious wasting or paralysis 
(fig. 13). Our clinical findings sup the conclusion of 
Brooks that normally the flexor icis brevis receives a 
double innervation—from the median and ulnar nerves. 


SUMMARY 

Clinical investigation shows thatthe classical description 
of > sar yeni ot.” of flexor —s brevis be faulty. It 
is of great prac importance to recognise uency 
of double innervation of this muscle by the median and 
ulnar nerves, and in the diagnosis of median nerve 
lesions one must be prepared to find ulnar innervation 
not only of the flexor brevis but occasionally of opponens 
and abductor pollicis brevis. 
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FOOD TABLES 
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(From the Department of Medicine, Cambridge) 


THERE are two schools of thought about food tables. 


One tends to regard the figures in them as having the 
accuracy of atomic weight determinations; the other 
dismisses them as valueless on the ground that a food- 
stuff may be so modified by the soil, the season or its 
rate of growth that no figure can be a reliable guide to 
its composition. The truth, of course, lies somewhere 
between these points of view. Food tables have a very 
real value. They may safely be used, for instance, to 
show how the organic nutrients of a cabbage differ from 
those of a potato or a piece of meat. But naturally they 
have their limitations, and the composition of a cabbage 
purchased in the market may be very different from the 
figures given for this vegetable, even in the best possible 
tables. It is the purpose of this paper to show how 
nearly the composition of a diet, as calculated from food 
tables,, may be expected to approximate to its true 
composition, as determined by chemical analysis, and 
also to show the errors which can be introduced into the 
calculated results by neglecting to take imto account 
extraneous sources of nutrients. 

Workers in Finland (Sundstrém 1908, Tigerstedt 
1916) seem to have been the first to attempt to assess 
the value of food tables for calculating the composition 
of diets. They made direct analyses of the protein, 
fat and carbohydrate in the diets of 121 families and 
compared the results for calories with those obtained 
by calculation, presumably from food tables compiled by 
themselves. They found very wide variations between 
the two answers for any one day’s diet, but when all 
the results were averaged, these differences cancelled out. 

During the past ten years or so groups of American 
workers (Donelson et al. 1931, Porter-Levin 1933, Bray 
et al. 1934, Bassett and Van Alstine 1935, Hawks et al. 
1937, Gutman and Low 1939, Hummel et al. 1942) have 
made more detailed comparisons, particularly of protein, 
caleium and phosphorus. Sherman’s 1926 or 1937 
tables were usually used for the ‘“‘ calculated ” values. 
These tables give the composition of raw food, and 
workers who have made up their ne diets from 
raw foods have quite naturally found better a ment 
than those who have taken cooked foods for their 
chemical analyses, but raw foods for their calculations. 
The general consensus of opinion seems to be that 
analytical figures for nitrogen agree closely with cal- 
culated values. The fi for calcium, calculated from 
Sherman’s tables, tend to be higher than the corres- 
ponding values determined by direct analysis (see par- 


ticularly Bray et al. 1934, Bassett and Van Alstine 1935, 
Gutman = Low 1939, Hummel man em tage Shy a 
agreement for phosphorus is usuall than or 
calcium. Many workers have found disagreements 
when they have compared the diet of one person over 
a period of less than one week, but when they have 
averaged the results for a number of persons, or for a 
single person over a period of several weeks the agree- 
ment has become a great deal better. Iron has also 
been considered, but for this element the agreement has 
not been so . Thus Rose and her colleagues (1930) 
found Sherman’s values 30% higher than the results of 
their own analyses and Bassett and Van Alstine (1935) 
found them 11-24% higher. rere and Perrelli (1937), 
working in Italy, stated that the average daily con- 
sumption of iron by boys and girls was 10 times as great 
as the values cabeaabed from Sherman’s tables. Heavy 
contamination of the food which they analysed is the 
most likely explanation of this discrepancy (see later). 
Ohlson and Daum (1935), using other American food 
tables, say that the results which they obtained by 
analysis were within 10% of the calculated values. 

During the past few years a number of human meta- 
bolism experiments have been carried out, both in the 
biochemical department of King’s College Hospital and 
the department. of medicine at Cambridge. In these, 
composite samples of mixed diets have constantly been 
analysed for minerals, and sometimes also for organic 
nutrients. Advantage has been taken of this data :to 
test the value of our food tables (McCance and Widdow- 
son 1940) for the calculation of the chemical composition 
of mixed diets. Food was dealt with in the ordinary 
manner, and®‘‘ made” dishes were prepared without 
necessarily Weighing each constituent. Precautions, 
however, were taken to avoid extraneous contamination. 
We have deséribed fully (MeCance and Widdowson 1937, 
1942) details*of metabolic and ‘analytical; technique. 
Table 1 gives a comparison of the analyseé and calcu- 
lated food intakes of 6 “persons over a period of 7 days. 
The averages are cxvodiinale close except in the case of 
iron and cium. The iron discrepancy is probably 
due to the curried fish which entered rather largely into 
this week’s menu, for curry powder is known to have a 
large and variable amount of iron in it. The calculated 
calcium intakes are consistently too low and this is to 
be attributed to the fact that, although the subjects 
drank distilled water, London tap water was used in the 
preparation of the food and no allowance was made for 
this (see later). This last cause of discrepancy is no 
reflection on the value of the tables, 

In addition to the comparisons given in table I, many 
data are available for diets in which 40-50% of the 
calories were derived from flour. Metabolism experi- 
ments have been carried out on 8 people for ‘9 months 
on such diets. In these experiments distilled water or 
soft water was used for cooking and no curry was eaten. 
Table 1 shows the results for calcium and iron for 1 week, 
chosen at random, when brown bread formed a large 
part of the diet. In column A the figures used for 
the composition of the staple cereal were the correct 
ones, as determined by analysis of the bread actually 
eaten. In column B the values we gave (McCance 
and Widdowson 1940) for wholemeal bread were used 
in the calculations. In table 0, the analysed and 
calculated values for calcium agree better than those 
in table I and the discrepancies are not always in the 
same direction. The calculated iron intakes tend to be 
higher than the values obtained by analysis, but the 
results, taken as a whole, show that the use of a balance 
and food tables is a legitimate method of assessing an 
individual’s food intake for most dietary constituents. 
Serious errors are only likely to arise when the diet 
consists largely of some staple food which differs in 
composition from the figures taken for the calculations. 
This might happen in a study of native diets. 


CALCIUM FROM TAP WATER 


London water contains about 10 mg. of calcium per 
100 c.cm. If this water is just brought to the boil, which 
is the usual procedure in making tea, a little of the 
calcium is precipitated. If it is boiled for 15 minutes, 
50-75% of its calcium is deposited as ‘“‘fur.’’ A cup 
of tea, therefore, made from freshly boiled London 
water, with the addition of 15 c.cm. (1 tablespoon) of 
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TABLE I-—-COMPARISON OF THE COHEMICAL COMPOSITION OF 
MIXED DIETS AS DETERMINED BY DIRECT ANALYSIS AND BY 
CALCULATION FROM FOOD TABLES 
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Anal, = analysed. Calc. = calculated. © 

milk contains approximately 36 mg. of calcium ; 18 mg. 
of this will come from the milk and 18 mg. from the 
water. 

Inquiries have been made among a number of adults 
living in various parts of the country as to the quantity 
of water which they habitually drink as water, as tea 
and as other beverages. From these data it has been 
possible to calculate the approximate amounts of 
calcium that people must be deriving from their water- 
supply. The Water Engineer’s Handbook (1939) classi- 
fies all the main water-supplies of the country according 
to the “hardness”? of the water. In Bedford for 
example the water is excessively hard and it is probable 
that the inhabitants are getting nearly 200 mg. of calcium 
a day from their drinking water. London, Trull, Ports- 
mouth, Rugby and Brighton are examples of places with 
‘hard ’? water-supplies. Here the amount of calcium 
derived from the water is probably of the order of 100 mg. 
a day. Towns such as Bristol, Bournemouth, Derby, 
Cambridge, Eastbourne, Newcastle, Oxford, Peter- 
borough, Reading, Stafford and Sunderland with moder- 
ately or slightly “ hard” water get about half this 
amount. Moran and Hutchinson (1942) have calculated 
that the average intake of calcium from the drinking 
water for the country as a whole is 75 mg. a day. ; 

In order to reciate the significance of these figures 
it must be ised that the milk ration of 2 pints a 
week, which is allowed to adults during the winter 


TABLE II—CALCIUM-AND IRON IN DIETS IN WHICH 40-50% 
OF THE CALORIES WERE DERIVED FROM BROWN BREAD 
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months —— only about 200 mg. of calcium a day: 
The weekly cheese allowance of 4 oz. provides 130 mg: 
of calcium a day. It is clear therefore, in war-time at 
at any rate, that the drinking water, which is usually 
ignored in assessing calcium intakes, may in some locali- 
ties be almost as important a source of calcium as the 
foods which are generally considered to be our main 
sources of this metal. Surprisingly enough the Nutri- 
tion Society, at a recent meeting in Scotland (1942), came 
to the conelusion that 100 mg. of calcium a day from the 

g water was an insignificant contribution to the 
daily intake. M (1937) studied the water intakes 
of the inmates two public assistance institutions. 
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These people took, on average, about 3 pints of water 
a day, apart from the water in their solid food and milk. 
It so happened that the water-supply of both these 
institutions was soft, containing only 1-89 and 0-84 mg. 
calcium per 100 c.cm. respectively. Magee, therefore, 
came to the conclusion that the water contributed only 
a very small proportion (1-9-4-1%) of the daily calcium 


a 9 omen 

other way in which calcium ‘‘ contamination ’’ may 
occur is from vegetables which have been boiled in hard 
water (Ziegelmayer 1931). Cambridge water, containing 
about 5 mg. calcium per 100 c.cm., was used for the 
following experiments. 


Samples of potatoes and fresh peas were boiled in distilled 
water and in tap water, and their calcium contents compared. 
A third sample of each was boiled in tap water to which 
ordinary kitchen salt (containing 329 mg. calcium per 100 g.) 
had been added. Table m shows the amounts of calcium 
in the vegetables after these treatments. 


It will be seen that both tap water and salt increased 
the calcium in the-vegetables, and the final products, 
cooked by the ordinary kitchen method, contained twice 
as much calcium as they would be reckoned to have 
according to food tables. ‘The practical question how- 
ever is: does this make any significant difference to a 
person’s daily calcium intake? Taking Widdowson’s 
(1936) and Widdowson and McCance’s (1936) values for 
the average potato intakes of men and women (38 oz. 
and 21 oz. pet week respectively) these amounts will 
provide men with 7 mg. and women with 4 mg. more 


TABLE III—CALCIUM ‘‘ CONTAMINATION” IN THE COOKING 
OF VEGETABLES 


Peas 
Boiled . a = 
Ca (mg./100 g.) 


In distilled water ee 4 22-4 
In Cambridge tap water . 38-9 
In Cambridge tap water | 

with kitchen salt .. 9-28 | 44-9 





calcium a day than they would be reckoned to have 
according to food tables. These quantities are small 
when compared with the 60 mg. or so that people in 
Cambridge must be getting from their drinking water 
every day. 


IRON FROM COOKING UTENSILS 


It is well known to all analytical chemists that great 
precautions have to be taken to avoid contamination 
when iron analyses are being made, and metabolic 
experiments involving iron are difficult to carry out for 
this reason. Tables showing the amount of iron in food- 
stuffs are based on analyses of foods prepared with the 
greatest care to prevent contamination with extraneous 
metal. In the kitchen, however, no such precautions 
are taken. The housewife has her favourite kitchen 
knife, she has her mincer, and her chipped enamel pots 
and pans. Ranganathan (1938) has pointed out the 
danger of calculating iron intakes from food tables 
because of this likelihood of iron contamination. 
McCance, Widdowson and Shackleton (1936) found that 
dried apricots and ‘ Sunmaid ’ raisins contained a great 
deal more iron than would be expected from an analysis 
of the fresh fruits, and they suggested. that these fruits 
derived their property of hemoglobin regeneration, not 
from the iron which they naturally contain, but from iron 
contamination during the stoning process. Acid fruits 
might naturally be expected to. dissolve more iron than 
neutral foods such as meat and vegetables. 


Two samples of apple were prepared by cutting fruit in half 
with a stainless steel knife and placing one half of each apple in 
each sample. One portion was peeled and cut up with a 
stainless knife, cooked in distilled water in a glass beaker and 
analysed for iron. The second sample was peeled and cut up 
with an ordinary kitchen knife and again divided into two 

rtions. One portion was cooked in distilled water in a 

ker as before, the other cooked in distilled water in an 
enamelled saucepan which was slightly chipped. Both were 
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analysed fori iron. Tabletv as ie results, which hols aes 
corrected for differences in evaporation in the three samples. 


It is clear that stewed apple prepared and cooked in this 
very ordinary manner became as good a source of iron as 
the bestroast beef. 100 g. (34 02.) of it is quite a moderate 
helping, and it would provide about half the daily require- 


TABLE IV—IRON “ CONTAMINATION”? FROM KITCHEN UTENSILS 


o> | Fe (mg./100 .) 





Apples cut up with stainless steel knife Fr somes 
in distilled water in glass beak 


aker 
Apples cut up with ordinary kitchen knife and 
cooked in distilled water in glass beaker oa 


Apples cut up with ordinary kitchen knife and 
cooked in distilled water in chipped enamel pan 


ment of iron. Both the knife and the pan contributed 
their quota. Vegetables do not take up iron to this 
extent, probably because they are less acid. 
. mincer must always be considered as a possible 
source of iron. Some raw lean beefsteak was divided 
into two portions. Half was minced and analysed for 
iron, and the remainder was analysed without - being 
minced. The beef as purchased contained 2-73 mg. iron 
per 100 g.; after mincing it contained 4:79 mg. Hence 
it must be concluded that iron intakes as calculated from 
food tables will almost certainly be too low, and it is 
suggested that, among the poorer classes particularly, 
the kitchen utensils may be an important factor in the 
prevention of anemia. No experiments have been made 
with iron saucepans, but these are often used in Service 
and institutional kitchens, and it is probable that iron 
contamination from them would be far higher than from 
any of the utensils investigated here. 


SUMMARY 


The chemical composition of individual mixed diets 
as determined by the direct analysis of duplicate portions 
has been compared with the values obtained by calcula- 
tion from food tables. The results are considered to be 
sufficiently close to warrant the use of food tables in 
dietary surveys. 

It has ny shown that up to 200 mg. of calcium a day 
may be obtained from the drinking water in districts 
where the water is very hard. This is as much as there 
is in the adult milk ration during the winter months. 

Tron intakes as calculated from food tables should be 
regarded as minimum values. The actual! intakes must 
sometimes be a great deal higher because of contamina- 
tion from various cooking utensils. 


We wish to thank all who have helped with this investiga- 
tion, particularly Miss G. Chappell, who was responsible for 
the figures in tables nt andiv. E.M. W. is in the whole-time 
service of the Medical Research Council. 
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TREATMENT OF CHRONIC EMPYEMA 


P. R. ALLISON, MB, CH M LEEDS, FRCS 
SURGEON IN CHARGE OF THE DEPARTMENT OF THORACIC SURGERY, 
THE GENERAL INFIRMARY, LEEDS 

THERE is no well-defined point at which an empyema 
becomes chronic. At one end of the scale patients 
obviously come under this heading—for example, the 
man whose cavity has been draining intermittently for 
10 years and whose scars testify to unsuccessful opera- 
tions in China, Singapore, South Africa and Southampton. 
At the other end of the scale there is no sharp distinction 
between chronic and acute cases. Sometimes the 
transition corresponds to the time at which the surgeon 
loses interest in the case, and occasionally this is lament- 
ably close to the date of operation. Each case has its 
own uliarities and needs treating individually, but 
the treatment essential to them all in the first place is 
adequate drainage. Cavities that have been present for 
years may heal completely with no treatment other than 
simple drainage. For those that do not heal many 
operations have been devised and any one of them may 
be appropriate to a particular case. The aim of this 
paper is not to present a new operation which is uni- 
versally applicable, or one which should necessarily 
displace other and well-tried methods, but to introduce 
a method of attack which I have found valuable ou 
many occasions, and which has the advantage of being 
less mutilating than many of the procedures now in 
use. Some of the. most common and difficult cavities 
to close are those extending upwards under the scapula 
often as far as the second or third ribs. They may be 
rather narrow, often not very deep and may communicat« 
with one or more bronchi. - They represent the final 
equilibrium after adequate and continued drainage has 
produced its maximal result. The capacity of the 
cavity may be quite small but may require the removal 
of a large area of chest wall including lengths of 7 or % 
ribs and part of the scapula. 

An important advance in the treatment of such cases 
was made by Roberts ! who, after resection of ribs, used 
the hinged flap of parietal pleura and intercostals to help 
fill in the cavity. The method presented in this paper 
consists of resecting lengths of one or two ribs at the base 
of the empyema in order to gain access to the cavity, and 
then stripping the thick parietal layer of fibrous tissue 
from the overlying intact ribs and intercostal bundles, 
depressing it on to the surface of the lung, and holding it 
there by means of a pack. This obliterates one cavity 
and-makes a second of equal volume, but the walls of 
the new cavity are fresh and it heals up astonishingly 
quickly. 

TECHNIQUE 

In the first place a simple rib resection and drainage 
eaten is performed, if necessary with excision of the 

d drainage sinus. If no bronchial fistula is present the 
cavity is washed out daily with Dakin’s solution. For 
this the patient is placed in such a position that the whole 
of the cavity is dependant from the point of drainage. 
The amount of solution necessary to fill the cavity is then 
an accurate measure of its size and can be charted daily 
or weekly. If the empyema communicates with a 
bronchus, the rate of healing can only be estimated by 
repeated radiological examination after the injection of 
iodised oil. 

If the volume of the cavity remains constant over a 
period of 2 or 3 weeks, or if the radiogram shows onl) 
very slow decrease in size at the expense of the chest wall. 
then the second stage is done. The operation is carried 
out under general anesthesia supplemented by local 
injections of the intercostal spaces. If a fistula is present 
an intratracheal tube is used so that suction can be 
applied should blood accidentally enter the bronchial 
tree. A drip infusion of plasma or blood is given during 
the operation. An incision is made down to the ribs over 
the lowest part of the eavity, usually just above the 
drainage opening. One, two, or even three ribs are then 
removed over the base of the cavity, extending beyond it 
anterior and posterior limits fér an inch or two... The 
number of ribs removed depends on their breadth and on 
the available space left between ribs. It isonly necessar} 
to make a gap in which the bent finger can work. An 


1. Roberts ,J. E. H. Brompton | Hospital Reports, 1936, vol.v, p. 61. 
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elongated oval piece of thickened parietal fibrous tissue 
is then excised from the gap over the whole antero- 
posterior length of the cavity. This will usually include 
one or two intercostal bundles, in which case the vessels 
are ligatured and cut at each end of the wound. The 
intercostal nerves are divided separately, first at their 
posterior ends and then anteriorly. The nerves should 
never be included in the ligatures which seal the vessels. 
The base of the cavity is now widely exposed, and its 
limits can be explored with the finger. 

In the top of the wound the lowest intact rib is seen 
and immediately deep to this is the glistening white face 
of the cut parietal fibrous layer which may be 1-3 cm. 
thick (fig. 1). A line of cleavage between this layer and 
the rib ean easily be found by nosing in a pair of closed 
Mayo’s scissors and then opening them in a direction 
parallel to the rib. The cleft so made is then enlarged 
by repeating the procedure with larger scissors bent on 
the flat until finally the index finger can be inserted. 
[ have usually found this separation much easier than I 
anticipated, but although it can mostly be done with a 
strong finger some further instrumental help is sometimes 
necessary where the overlying ribs make deep grooves 
into the hand tissue ; for this I have used the spoon end 
of a Matson rib stripper and elevator. 

The flap is freely mobilised until it can be pressed down 
into even contact with the visceral layer of fibrous tissue 
over the whole extent of the cavity (fig. 2). Usually 
this mobilisation is enough, but it sometimes happens 
that the flap is so thick and the empyema cavity in part 
so narrow that the two surfaces cannot be accurately 
approximated. In such circumstances the flap may be 
incised along either its anterior or posterior attached 
margin, the incision being made not perpendicular to the 
surfaces but at such an angle that a bevelled edge is 
produced, allowing the now hinged flap to slide down into 
the cavity (fig. 3). If no bronchial fistule are present 
the fibrous covering of the lung may be carefully incised 
in a chessboard fashion but it is better not to do this than 
to injure the underlying lung. 

The mobilised parietal flap is pressed down on to the 
lung and held in place by packing thé cavity between it 
and the ribs. This packing is best done with dry gauze 
into which sulphanilamide powder has been rubbed and 
it must be so tight that it produces uniform approxima- 
tion of the two layers. The wound in the chest wall is 
lightly packed and a firm ‘ Elastoplast’ dressing is 
applied. 

en days after. operation the pack is removed under 
gas and oxygen enesthesia. The parietal flap is now 
seen to be firmly adherent to the lung, and the extra- 
pleural space clean and healthy. Any bronchial fistule 
which were present are by now sealed: so that irrigation 
with Dakin’s solution is possible. The cavity is treated 
in much the same way as the pelvic space after perineal 
excision of the rectum. It is washed out once or twice 
daily and a very light gauze pack wrung out in Dakin’s 
solution inserted. The volume of the cavity is measured 
as already described. If healing takes place antero- 
posteriorly more quickly than from above downwards, 
it may be necessary in the later stages to insert a tube 
to keep the drainage free. The success of this method 
may be indicated by the following case-reports. 


CASE-HISTORIES 

Case 1.—A boy of 14 years, At 2 years of age pneumonia 
was followed by an empyema on the right side which was 
treated by rib resection and drainage, but the wound continued 
to discharge. There was a further rib resection at thé age of 
5 years. On neither occasion had any care been taken to 
ensure expansion of the, lung before removal of the tube, and 
the empyema cavity persisted. Ultimately the boy developed 
a chronic cough with much purulent sputum. Investigations 
revealed that he had on the right side a chronic empyema of 
about 100 c.cm. capacity with two large bronchial fistule. 
There was much collapse of the right.chest wall. The cavity 
extended from the base up to the third rib in the posterior 
axillary line and was for the most part under cover of the 
vila. <A satisfactory open drain .was made. There was 
slight decrease of capacity in the first few weeks but the cavity 
soon. became-~ stationary. Closed ..suction .. drainage .--was 
ineffective as the large fistule prevented any negative pressure 
from developing. Cough and sputum ceased almost immedi- 
ately after drainage. Six months later the lowest part of the 
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cavity was exposed after resection of parts of 3 distorted ribs, 
and the layer of parietal. fibrous tissue, 1 cm. thick, was 
mobilised according to the method already described. The 
pack was removed after 2 weeks. The flap was found to be 
adherent to the lung, and the fistule sealed. The capacity of 
the newly formed extrapleural space was 100 c.cm. and 
healing of this took the following course : 


Days after removal of pack oe 6 19 32 4 66 
Volume of cavity in c.cm. -- 85 28 15 5&5 Healed 


CasE 2.—A woman of 24. After an attack of pneumonia 
an empyema developed in the left side of the chest and 
was not dis- 
covered for 
11 months. 
At operation 
it was re- 
ported that 
3-4 pints of 
pus were 
removed. 
Closed drain- 
age was used 
for 5 weeks 
and then re- 
placed by an 
open drain. 
After 6 
months ade- 
quate drain- 
age-she was 
left with an 
irregularly 
shaped 
stationary 
cavity of 
about 150 
c.cm, Parts 
ofthe 8th, 9th 
and 10th ribs 
were resected 
over the base 
of the em- 
pyema and 
the cavity 


VISCERAL 


posed by re- 
moval of the 
correspond - 
ing inter- 
costal bun- 
dles and 
parietal 
fibrous layer. 
The upper 
part of the ‘ ; 
cavity extended as far as the 3rd rib at about its angle. The 
parietal flap was mobilised over this area and treated as 
already described. The cavity volume records were lost, but 
the extrapleural space was completely obliterated in 60 days. 

Cass 3.—A woman of 36. After a left lower lobe lobectomy, 
collapse of the upper lobe and a total empyema developed. 
After 12 months drainage a residual cavity of about 70 c.cm. 
with a bronchial fistula was left under the axillary border of 
the scapula and extending up to the second rib in the posterior 
axillary line. The parietal fibrous layer was 2 cm. thick and 
even when fully mobilised could not be kept in uniform con- 
tact with the visceral layer. It’ was therefore cut with a 
bevelled edge along its posterior border as in fig. 3. The paek 
was removed after 10 days, the fistula was sealed, and the 
extrapleural space healed up as follows : 

Days after removal of pack... 9 15 22 29 36 69 

Volume of cavity in c.cm. 53 30 20 11 5 Healed 


Fig. |\—Chronic empyema cavity in section. 

Fig. 2—The thick parietal layer of fibrous tissue has been 
separated from the ribs, depressed on to the lung and held 
in uniform contact with the visceral layer by a tight gauze 


Fig. 3—The parietal layer of fibrous tissue has been separated 

~ from the ribs but is too thick to be depressed into the 

+ narrow cavity. A bevelled incision is made along the 
edge of the cavity as indicated. The flap can now be 
approximated to the visceral layer. 


DISCUSSION 

This operation was devised in the belief that the 
chronicity of an empyema depended less on the elasticity 
of the lung than on changes occurring in the chest wall. 
It’ seems that something prevents the inflammatory 
process at the margin of the cavity from causing further 
adhesion of parietal and visceral layers. Whatever may 
be the mechanics of this healing process, it is obviously 
carried on mainly in the chest wall, as shown by the fact 
that the fibrous tissue formed there is usually about three 
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MAJOR ASCROFT: BLAST 


times as thick as that on the lung. It may be that the 
dense fibrous tissue tends to strangle its own ined -anaaely 
The operation merely aims at producing fresh w. to 
the cavity and a fresh healing edge. Where the operation 
is applicable it has the advantage over other methods 
that fewer ribs need to be resected, fewer intercostal 
nerves divided, there are fewer operative stages and less 
final deformity. 
SUMMARY 

In the operation for chronic empyema described here, 
the cavity is obliterated: by stripping the thickened 
parietal layer of the pleura from the chest wall and 
pressing it down upon the visceral layer by means of a 
pack; the new cavity produced in this way has fresh 
walls and heals quickly. 

To gain access resection of parts of one or two ribs near 
the base of the empyema cavity is necessary. 

Three cases are repo as examples. 


BLAST INJURY OF THE LUNGS 
WITH A CURIOUS LESION OF THE CEREBRUM 


P. B. ASCROFT, MBE, MS LOND, FRCS 
MAJOR RAMC ; SPECIALIST IN NEUROSURGERY 


ASGUNNER, aged 26, was injured at Benghazi by the 


~explésion of a small grenade of enemy manufacture. 


He was seen two hours later. Shock was severe; the 
radial pulse was weak -but could be counted, and’ the 
rate was 120. His skin-was cold and pale, and he had 
probably lost much blood. He was quite conscious but 
apathetic and slow in answering ‘questions, which often 
had to be ropemiee: His replies, however, were deliberate 
and rational. He was unable or disinclined to give a 
clear description of the accident, but he deseribed the 
grenade as being like a silver ink bottle. 

The external injuries were as follows. The left hand was 
blown off at the carpometacarpal joint, and the right thumb 
and neighbouring two fingers and the radial part of the right 
hand were missing or shattered. The brunt of the explosion 
had fallen on the left side of the front of the chest, which was 
blackened and pitted with numerous small wounds, the largest 
being 2 cm. in diameter ; the injuries extended with diminish- 
ing intensity across the midline for 4—5 cm. ; below the level 
of the 7th rib in the nipple line there was little damage ; no 
evidence of penetration of the wall of the chest. From the 
left side of the chest upwards over the neck and left side and 
front. of the face the skin presented the same blackened 
appearance and many small wounds; the left eyeball had 
been penetrated and was collapsed, and the right cornea was 
scratched. The skin of the face was scorched superficially 
and the hair singed. ~ A little blood still ran from lacerations 
about the lips and there was blood in the mouth and nose. 
The belly was uninjured except for scattered superficial 
scratches. The anterior and inner aspect of both thighs 
showed many wounds like those elsewhere, but more scattered 
and smaller. ‘ : 

Clinical examination at this stage was brief. No examina- 
tion of the nervoussystem was made, nor of the chest other than 
inspection. Breathing was quiét; there was no’ bubbling; 
and’ no froth or blood from the noge or mouth 
other than a few dark drops that to come from the 
cut. lips. The patient could move all his limbs.. His con- 
dition seemed good erfough to allow of immediate operation 
with the help of intravenous infusion of plasma. 


OPERATION 2 : 

Four hours after injury anesthesia was induced with 
* Pentothal ’ and continued with gas and oxygen. The left 
forearm was amputated abové the wrist. While the amputa- 
tion was in progress the patient’s breathing became embar- 
rassed and the anzsthetist, Major R. W. Cope, had difficulty 
in maintaining an airway. When he inserted a laryngoscope 
to pass an intratracheal tube bright red frothy blood was seen 
coming from the larynx. Once the.tube was in position and 
suction had been applied the patient breathed more easily 
for a time.. The frothy blood seemed to indicate penetration 
of the lung, and the-wounds of the chest were therefore dealt 
with next. The five largest were excised and carefully 
explored. . None was deeper than the under surface. of the 
pectoralis major ; all contained shreds of clothing and seraps 
of bright metal like aluminiam, a -few mm. in diameter—a 
typical finding in injuries due to explosive engines of the 
money-box class. There was much bruising of thesubcutaneous 
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fat in and about each wound ; fat droplets floated in the 
exudate and the fatty tissue around had lost its normal 
structure and seemed to be liquefying. : 

By the time the right hand and face had been dealt with, 
the operation had lasted 2 hours. The airway had never been 
satisfactory in spite of repeated suction applied to the intra- 
tracheal tube (yielding in all about 3 oz. of frothy blood mixed 
with mucus). The pulse had become feeble, and during the 
operations suspiciously little blood had flowed from cut 
vessels. Plasma had failed to flow smoothly into the internal 
saphenous vein, probably because the peripheral veins were 
collapsed ; 400 c.cm. of reconstituted plasma was therefore 
injected through the cannula in the vein by means of a 
syringe, taking about 15 min. No further surgery was 
possible on account of the man’s r condition, and the 
wounds were dressed after liberal dusting with sulphathiazole 
powder. In the meantime breathing had become: laboured. 
Though = po. oo was a little stronger the patient grew more 
cyanosed seemed likely to die of anoxemia. The picture 
was that of respiratory obstruction, which the anxsthetist 
attributed to blood in the main air-passages. The man was 
therefore turned on his left side, half prone and all respiratory 
distress promptly ceased. A transfusion of 500 c.cm. of fresh 
blood was begun and the pulse rapidly improved. After half 
an hour respiratory bubbling began again, to be relieved once 
more ‘by sucking out the blood from the intratracheal tube. 
From’ this time, however, thé chest never seemed. quite dry ; 
the intratracheal tube was removed and found to be patent. 
Two hours later the man was returned to bed, lying half prone 
with the head and mouth low. 

Next morning his condition was worse; respirations 40 ; 
a little blood continued to ooze from his mouth. In spite of 
repeated efforts to clear the upper air- , and the 
continuous administration of oxygen with a BLB mask for 4 
hours, he died 37 hours after the injury. Though more than 
30 hours elapsed from the end of the anesthetic till death 
he never regained consciousness. 


‘ AUTOPSY 

At autopsy, 10 hours after death, the operation wounds 
jooked clean. The left pleural cavity contained about 6 oz. 
of liquid blood and the right about 4 oz. The thoracic wal! 
had not been penetrated ; ribs and sternum were intact, and 
the parietal pleura looked normal. In the loose tissue behind 
the sternum several small patches of hemorrhage were noted 
but there was none in the intercostal muscles or parietal pleura. 

Both lungs contained much blood, especially the upper 
lobes, anteriorly; the two lungs were equally affected. 
Towards the thin anterior and lower borders of the upper 
lobes the 1 substance was solid with blood. More laterally 
the surface of the lobe was less affected. On section, however, 
it was seen that only a thin layer of tissue had escaped, and at 
a depth of a few mm. the lung was solid with blood through 
to the mediastinal surface. Those portions of the lungs in 
relation to the heart and neighbouring parts of the mediastmum 
had suffered most. Above and behind, towards the thickest 
parts of. the upper lobes, infiltration with blood became 
patchy, and the visceral pleura related to the lateral and 
posterior wall of the chest was normal in colour apart from 
scattered subpleural spots of no depth on the paravertebral 
surface. The fatty tissue‘about the hilum of the upper lobes 
contained a few areas of hemorrhage. When the lung was 
incised the heavily infiltrated parts dripped blood, and were 
seen to be honeycombed with rounded cavities up to 2 cm. 
in diameter filled with soft clot and fluid blood, without trace 
of: hmg tissue. The non-hemo: ie parts of the upper 
lobes and the lower lobes were fairly well aerated, but 
presented occasional small patches of subpleural and paren- 
chymatous bleeding. Both lower lobes were a little congested 
and contained some fluid. The appearances commonly noted 
in lungs in death a day or two after an operation were re- 
versed : thus parts of the upper.lobes were solid and dark and 
did not collapse, whereas the lower lobes were by contrast 

; i and shruaken. 
The mucosa of the trachea was injected and there was a 


little frothy blood ‘in the lumen. In the bronchi there was . 


more blood, and the small tubes, leading to solid hzemorrhagic 
areas, were full of liquid blood. 

The anterior surface of the pericardium was dappled with 
small hemorrhages, more evident on the parietal than the 
viseeral surface, and the pericardial sac contained a slight 
excess of faintly bloodstained fluid. On the anterior surface 
of the right ventricle towards the root of the artery 
and extending into the areolar tissue above the pericardial 
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reflection was an irregular area of patchy hemorrhage about 
4 by 3cm. The bloodstains were heaviest in the epicardial 
fat, but also extended through the muscular of the 
plainly on the endocardium. The 
per cvepeecs ® see of the interventricular septum was also 
The other thoracic organs and the abdomen 

were normal 


The skull was intact and the dura mater seemed normal. 
The surface of the brain showed of increased intracranial 
pressure. The gyri were distinctly flattened; there was 
tentorial grooving and a small cerebellar cone. Over wide 
areas of the hemispheres a little subpial bleeding had taken 
place and the cortex was superficially lacerated in two spots, 
in the left temporal region behind the sylvian point, and on 
the orbital ‘ace of the left frontal lobe behind the olfactory 
bulb. Two regions on the convexity of the brain (not sites 
of subpiel hemorrhage already mentioned) were an unusual 
lilac-pmk colour. That on the right involved the whole of the 
posterior two-thirds of the parietal lobes; on the left the 
precentral and postcentral gyri were similarly affected. In 
these parts the oyni were notably and the brain 
swollen and soft. On section the lilac tint was found to 
extend through the depth of the grey matter of the cortex, 

it precisely from the white matter. Though 
unchanged in colour, the white matter beneath the abnormal 
cortex was so soft that it could be wiped away from the cortex 
with ease, and thus the gyri could be readily dissected out 
intact, The appearance of the surface of the brain suggested 
that the junction of damaged and normal cortex was abrupt, 
but section @ similar but less intense alteration in 
colour of the grey matter outside the limits described, fading 
peripherally. The deeper parts of the cerebrum, the brain 
stem and the cerebellum seemed to be normal, apart from the 
signs of raised intracranial pressure already described. . 

Histology.—Vast numbers Ff recent sallien hemorrhages 
were seen in the grey matter of the cerebral cortex. There 
was no gross change in the nerve-cells however and no appreci- 
able cellular infiltration. The white rcp ca little 
change and only occasional points of bleeding. Such 
tive changes as there were in the nerve-cells probably took 


place after death. Preparations stained with scarlet red did 
not reveal any evidence of fat emboli. 


DISCUSSION 

The injury to the lungs in this case._can only be 
accounted for by the blast of the explosion. Though 
only —— a third of the pulmonary tissue was affected 
the damage was intense; much more so than that 
described by Zuckerman ‘in animals. ‘There is, however, 
a difference in the kind of blast to which Zuckerman’s 
animals and this patient. were exposed. The animals 
were subjected to the effect of a relatively heavy charge 
of explosive several feet away, whereas the distribution 
of this man’s wounds shows that he was holding the 
grenade in front of his chest, probably in the left hand, 
and at.a distance of not more "than a foot. Consequently 
he received the force of a small explosive charge at ‘very 
close quarters and on a limited area of his body. 

The lesions found in the brain do not ountide any 
described hitherto as following death from blast. 

For example, Zuckerman writes, ‘‘ No changes were 
observed in the cortex, mid-brain, pons or medulla of 
monkeys subjected to pressures ”’ (i.e., blast —— 
“as high as 110 Ib. per square inch. . Changes in 
nervous tissue are more pronounced in rabbits exposed 
to high pressures. Pial hemorrhages occur on the 
surface of the cortex, and canes from the tela 


. choroidea, filling the ventricles, has been observed. | 
Heemorrhages have not been seen, however, —— the 


grey or white matter of the brain.” illy and 
loyne ? describe a case of blast injury fatal in 4 hours 
in which the au wi wd revealed a brain congested with 
small submeningeal hemorrhages over vertex and base, 
with a little free. blood in the ventricles, and no lesion in 
the substance of the brain. In the case described here 
there is no factor other than the effect of the explosion 
to account for the changes in the cortex. They were 
not due to fat emboli. 


SUMMARY 
i at okie 
alec le a Bae the ex 
Zuckerman, 8. Proc. R. Soc. oid: 328. 34, 171. 
2 O'Reilly, I. N. and Gloyne, 8S. . R. Lancet, 1941, ii, 423. 





injuries were not in themselves fatal. There was 
extensive hemorrhagic infiltration of the lungs, typical 
of the kind due to blast. An une findi at 
autopsy was a peculiar discoloration of large areas of the 
cerebral hemispheres, due to great numbers of minute 

hemorrhages confined to the grey matter of the cortex. 


NEW METHOD OF 
ADMINISTERING PENTOTHAL SODIUM 
FOR A LONG PERIOD 


R. L. Soper, MRCS, DA 
WING-COMMANDER RAF 


For surgical procedures, which will take longer than 
the time afforded by a single dose of ‘ Pentothal jum,’ 
the drug may be given either continuously, in the form 
of a weak solution, or intermittently in solution of normal 
strength, in which case the vein is kept patent by a saline 
drip and pentothal added to the saline from time to time 


as may be indicated clinically ; this latter method is 
considered to have advantages over the former. 

The principle employed here makes use of ordinary 
ostina abe technique, with gravity feed, the pentothal 


pee SALINE DRIP 


being added by means 
of a syringe through a 
branch tube, A standard 
commercial intravenous 
saline apparatus has been 
employed, modified as 
necessary, and a dye 
added to the pentothal so 
that its presence in the 
apparatus can be checked 
visually. The apparatus 
can be assembled. from 
materials easily. obtained 
in any hospital. <A 
‘ Vacoliter’ (Baxter) or 
‘Sterivac’ (A&H) is used 
as the source of saline (see 
figure). The glass drip 
mechanism, tubing, 
needle, &c. supplied for 
use with these can also 
beemployed. Some 3 in. 
from the glass connexion 
between the intravenous 
needle and rubber tubing 
the tubing is cut and a 
glass Y piece introduced ; 

onelimb (a) going tothe saline drip, while the other (b)is con- 
nected to a syringe (c) containing the pentothal. The tail 
of the Y is attached to the glass tube carrying the intra- 
venous needle. The syringe is fitted with a hypodermic 
needle ; pushed over the shaft of the needle is a length 
of fine rubber catheter or stitch tubing, or if these are not 
available a length of ureteric catheter, which passes 
through the Y piece at (b) and ends half way down the 
glass tube (x) attached to the intravenous needle. The 
whole is rendered watertight by attaching a piece of 
rubber tubing to the limb-of the Y piece and stretching 
the other end over the butt of the needle (d). 

The syringe acts as a reservoir from which minimal 
quantities of pentothal solution can be mixed with saline 
entering the vein. By employing the fine tube as a 
channel for the pentothal, dead space is greatly reduced 
and the bulk of the solution remains under perfect control 
in the syringe. The mixture of pentothal solution with 
the saline takes place where it can be observed—in the 
glass tube attached to the needle. To make this obvious 
1 c.cm. of a solution of indigo carmine, such as is used 
for renal investigation, is added to each 20 c.cm. of 
pentothal solution. The rate of injection of pentothal is 
regulated so that the saline in that part of the tube 
traversed by the catheter is not coloured by the dye. 
In this way the administration of the drug is kept under 
constant visual observation up to the moment it enters 
the_vein. 

The complete apparatus can be sterilised by boiling 
(unless a ureteric catheter is employed, in which case it 
should be autoclaved). To prepare it for use the drip 
regulator is attached to the vacoliter and the mi me 
apparatus filled with saline. A 20 c.cm. syringe is filled 














Apparatus for giving pentothal inter- 
mittently into the vein. 
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with the normal 5% solution of pentothal ; 1 c.cm. of the 
distilled water used for making the solution is replaced 
by an equal quantity of the dye. A second syringe 
similarly charged may be held in reserve. When it 
necessary to change a syringe, this is wing Sey Mee aera 
by disconnecting the empty one from h ermic 
needle and replacing it with a full one ; the resulting loss 
of saline from the apparatus is trifling. 


COMMENT 


This intermittent method of administering an intra- 
venous anzsthetic possesses the following advantages 
over the continuous administration of a weak solution ; 


1, A greater control over the depth of anesthesia is possible. 
If the patient is too deep, no anzsthetic need be given for a 
period ; alternatively, the depth of anzsthesia can be rapidly 
increased without it being necessary to introduce a large bulk 
of fluid into the blood-stream. In other words wide change 
in the concentration entering the vein is readily achieved. 

2. The intravenous anesthetic can be given to a patient 
who is already receiving saline or plasma. In the latter case 
the drip feed is attached to the plasma bottle and plasma 
replaces the saline. 

~.-'3; Anesthetic agent is economised since only a small 
~quantity need be mixed at a time. 

4, By the simple expedient-of changing a syringe other 
drugs may be introduced into the blood-stream (e.g., picrotoxin, 

nikethamide). 


In evolving the apparatus the following points have 
been taken into consideration. It is essential that the 
dead space between the source of pentothal and the 
patient be reduced to a minimum, because only a small 
quantity of solution is employed and it is desirable that 
as a great part of this as possible should remain under 
control. Once, the pentothal has left the syringe it 
should be in the patient’s blood-stream, otherwise it is a 
potential danger. The internal diameter of the intra- 
venous needle is the principal factor deciding the rate of 
entry of fluid into the blood-stream. No reasonable 
amount of pressure will result in a high rate of flow if a 
fine needle is employed. Let us suppose, for example, 
that 5 c.cm. has left the syringe; the whole quantity 
need not be in the patient. If the rate of flow into the 
blood-stream is slower than the speed of injection into 
the apparatus, a column of pentothal will build up in the 
tubing. Owing to the slow rate of entry into the vein 
the patient might still not be deep enough, so a further 
injection of pentothal would be made. Eventually a 
large (but unknown) dose would find its way into the 
circulation with probably serious results. The addition 
of dye to the pentothal solution acts as a safeguard 
against this, because as long as coloured fluid can be seen 
passing the inspection window, near the needle, it is 
known that pentothal is free in the apparatus and can’ 
gain access to the patient’s circulation. 

It is common practice to choose for infusion a vein in 
the antecubital fossa, but if an unwise choice is made the 
needle may readily become displaced during the course 
of the operation. Under light pentothal anesthesia it is 
not unusual for the patient to respond to a painful stimu- 
lus by moving his arm. Although it is easy to prevent 
flexion at the elbow it is more difficult to prevent prona- 
tion and supination of the arm. These movements 
consist of rotation round the upper end of the ulna. In 
other words while the tissues in the neighbourhood of the 
flexor aspect of the head of the ulna undergo only a small 
degree of movement during the action of pronation and 
supination, the disturbance in the neighbourhood of the 
head of the radius is considerable. Consequently a vein 
should be selected in the antecubital fossa running up- 
wards and medially—i.e., in the axis of rotation ; not at 
right angles to it, which is the case if a vein running 


* laterally is chosen. 


SUMMARY 


The method of giving an intravenous anesthetic over a 
long period here described makes use of a commercial 
saline infusion ap tus modified with materials which 
are readily available. A dye is added to the anzsthetic 
to act as a visual indicator of the presence of anesthetic 
agent in the infusion system. 

Intermittent dosage is to be preferred to continuous 
administration of a weak solution. -<-: 


The vein chosen for the infusion should run medially 
in the antecubital fossa—that is, in the axis of rotation— 
so = it will not be disturbed by pronation or supination 
0} e arm. 


THE CLINICAL APPLICATION OF 
ELECTROMYOGRAPHY 


G. WEDDELL, M D LonD 
CAPTAIN RAMC 


B. FEINSTEIN R. E. PATTLE 
MD MANITOBA BA OXFD 


(From a Military Hospital for Head Injuries and the Departments 
of Anatomy and ic Surgery, Oxford) 


THE work of Denny-Brown and Pennybacker (1938) 
has shown, that the recording of action potentials from 
voluntary muscles in certain pathological conditions 
gives useful additional information conce the 
nature and position of the underlying pathologica! 
wm The purpose of this paper is to illustrate 
urther the value of electromyography in clinical medicine. 

As a preliminary study we have carried out a. con- 
siderable number of animal experiments in order to 
determine the nature of the electrical. activity present 
in muscles after denervation by complete crushing oi 
the nerve of supply, and during the course of nerve 
regeneration until functional recovery has taken place. 

er, in one case of muscle denervation by nerv: 
crushing in man (R. E. P. as subject) under experimental! 
conditions the electrical activity was observed until 
functional recovery was complete. In the light of these 
studies, electromyographi observations have been 
made on a number of clinical cases. A detailed report 
of the results of the experimental and clinical studies 
is to be published in the near future. 

In confirmation of the work of Denny-Brown and 
Pennybacker and others we have found tliat the action 
potentials from motor unit activity can be sharply 
distinguished from those of fibrillation.. When a small 
concentric needle electrode (Adrian and Bronk 1929) is 
connected through a shielded lead to the input of a 
high-gain amplifier connected to a cathode ray oscillo- 
scope and loud speaker, a motor unit action potential 
takes the form of a ‘broad (5-10 millisec.) and sometimes 
polyphasic spike up to one millivolt in amplitude, and 
is heard as a low-pitched sound in the loud speaker, 
Highly polyphasic clumps of sharp spikes occur in the 
earlier stages of recovery and represent ‘‘ nascent’’ motor 
units. A fibrillation action potential, on the other hand, 
copeeme as a sharp, regularly repeated spike of about 
1-2 millisec. with a height up to 50 microvolts, and is 
heard as a sharp click in the loud speaker: it is not 
affected by the contractions of neighbouring normal 
muscle-fibres. The time of onset of fibrillation after 
denervation has been determined. It has also been found 
that action potentials similar to those derived from fibril- 
lating (denervated) muscle are provoked in denervated 
muscle by the insertion of the needle electrodes, before 
the constant action potentials indicative of fibrillation 
become apparent. is mechanical irritability is present 
before continuous fibrillation begins and also after it 
has ceased. The cessation of most constant fibrillation 
action potentials is found to occur immediately before 
the appearance of nascent motor units and of signs of 
functional recovery. 

A variation observed by ourselves and others from 
muscle to muscle in the same animal in the number and 
frequency of the fibrillation action potential spikes 
prompted us to investigate the activity of denervated 
muscle in several types of laboratory animal and also in 
man. This has shown that the time of onset of fibrilla- 
tion activity after denervation is related to the size of 
the animal and suggests: that the activity is related to 
the metabolic rate. For instance, in the. peroneal 
muscles of the mouse fibrillation begins 34 days after 
denervation, in the rat 4 days, in the rabbit 6 days, in 
the monkey (brachioradialis) 8 days, and in man (bra- 
chioradialis) 18 days after denervation. Moreover, 
the mechanical irritability indicated by the outburst of 
fibrillation-like action potentials upon insertion of the 
needle electrode begins correspondingly earlier and 
follows a similar time course. Confirmatery evidence 
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was provided by the observation that in: th 
tomised rabbits in which the metabolic rate was 
by about fibrillation action potentials are delayed 
in onset for it 14 days 
That the electrical activity observed in denervated 
muscle is ee of fibrillation in the case of laboratory 
animals has been confirmed by visual inspection of the 
muscle, —~ addition, many denervated muscles in man 
have been inspected at operation for the presence of 
visible fibrillation. Denny-Brown and Pennybacker 
(1938) describe fibrillation as a ‘‘ restless agitation without 
—— avers. t rhythm or obvious centre of activity.”’ 
ion is Lp hoe for smali laboratory 
waaay a ies entirely accurate for man. Our own 
observations on clinical cases have shown that in man 
fibrillation does not ex: — itself visually in a continuous 
rippling of the muscle as scattered and inter- 
EWocaeeclies of bn ted fibres. Indeed, in one 
abana at operation no fibrillation was seen or recorded 


electrically in a comple denervated muscle which 
a eecinloel Ri Homo. to unaffected by any other 
showed fi 


On the other hand, the muscle 

m-tike action potentials which were 
indicative of an increased mechanical irritability u 
insertion of the electrode. Our observations show t. 
there is no direct Seis ge between the degree of 
fibrillation and the rapidi — atrophy. Together 
with the studies of Solan hn and Magladery (1940) these 
results cast doubt upon the theory suggested by Langley 
(1915-16) and Tower (1939) that the atrophy following 
denervation is in part due to over-activity consequent 
upon fibrillation. 

As already stated, the number and frequency of the 
action potential spikes present variations from one 
species of animal to another and also in different-sized 
animals of the same species. The possibility was 
considered that the difference might be rela to a 
variation in the average diameter of the muscle-fibres 
from animal to animal and even from muscle to muscle 
in the same animal. However, histological study of 
the experimental material failed to show any such 
correlation. The time course seems to be related to 
the metabolic activity of the muscle, and the number and 
frequency of the action potential spikes recorded are 
also probably dependent on this fact. 

Finally, it has been found that while some electrical 
activity’ is ‘always present in denervated muscle when 
muscular tissue has been proved histologically still to 
be present, where this has been replaced by fibrous 
tissue no electrical activity whatever can be obtained. 


idec- 
wered 


USE IN CLINICAL DIAGNOSIS AND PROGNOSIS 


From a preliminary study it seems clear that 
electromyography may be of aid in clinical diagnosis 
and prognosis. The following points have beerf estab- 
lones as a result of our experimental and clinical 
studies. 


1. The presence, more than three weeks after injury, of 
slight sustained motor unit activity on attempted movement 
(even in the absence of perceptible movement) and the 
absence of fibrillation action potentials indicates that no 
axons have been severed—e.g., transient block. 

2. A mixture of fibrillation and motor unit action potentials 
indicates a partial nerve interruption or incomplete regenera- 
tion. Imcases of doubt as to the presence of fibrillation a 
nerve block can be performed and the motor unit activity 
excluded. 

3. Fibrillation action potentials in the absence of motor 
unit action potentials indicate complete lower motor neurone 
denervation of the muscle. In those cases where denervated 
muscle fails to respond to percutaneous galvanic stimuli, 
beer ay te 2 oe is of particular value. 

. A mixture of ‘fibrillation and nascent motor unit 
sista potentials indicates that muscle re-innervation has 


lace. 

5. The ce of fibrillation-like action potentials provoked 
by the insertion of the needle electrode in the absence of motor 
unit action potentials indicates complete nerve interruption. 
As already stated, such activity is found either before the 
onset of continuous fibrillation or after the cessation of_con- 
tinuous :fibrillation, and immediately before the appearance 
-of nascent motor unit action potentials. However, it 
must also be realised that in certain instances in man con- 


tinuous fibrillation may mever henitiin cneienh 2 and from 
time to time increased irritability alone may be 

6. When no electrical activity whatever can be obtained 
from a muscle more than a few weeks after nerve injury, 
severe — changes may be assumed to have taken 


7. Thee identity of the muscle under examination is first 
— by stimulation down the copper-wire core of the 
electrode. 


CASE-RECORD 


The following case illustrates the application of 
electromyography in diagnosis and osis. It is a 
case of some interest in view of the nature of the lesion 
and the resulting disability. 


A sapper, aged 26; peace-time occupation, engine-driver. 
He was admitted to a military hospital on Sept. 4, 1942, 
— laining that he could not raise his right foot sufficiently 

low him to do heavy physical training or long route 
per r4 He gave the following history concerning the 
disability. 

About 6 years previously he first had difficulty in raising 
his right big toe. He believed, but was not certain, that this 
disability followed a fall from his bicycle, Sgon after this 
he noticed that he had to throw his foot forward when walking 
to prevent his toes catching on the ground. The condition, 
he believed, had become somewhat worse during the ensuing 
years, but was insufficient to prevent him playing football 
(kicking mainly with his left foot) up to a year ago. His 
incapacity had been so slight that he did not seek medical 
advice. He 
was able 
to carry 
out all his 
duties on 
the rail- 
way, being 
successive - 
ly agreaser, 
fireman 
and engine- 
driver. At 
the out- 
break of 
war he was 


released 
after a few 
weeks be- 
cause of the 
more im- 
mediate importance of his civilian occupation. Three:months 
ago he was recalled to the Army but found that his disability 
prevented him doing long route-marches or strenuous physical 
training. There has never been any pain associated with the 
condition. Nothingrelevantnoted in ener family history. 
No history suggesting poliomyelitis arid none of over-indulgence 
in alcohol, nor had his trade brought him in contact with 
conditions predisposing to peripheral neuritis. He could 
perform all the usual mental tests satisfactorily. Physically 
he was a healthy-looking man of powerful physique. No 
abnormal physical signs were detected in his head, neck, chest 
or abdomen. The upper extremities and the left lower limb 
were normal. 

Neurological examination showed no abnormality of tho 





Fig. |—Radiographic tracings showing extent and position. 
of the osteoma. Left: anteroposterior; right: oblique. 


_ cranial nerves, arm or abdominal reflexes. Both knee- and 


ankle-jerks were present and equal. The plantar response 
was flexor on both sides. Sensation was normal wifn one 
exception (vide infra). There was 1 in. of wasting of the 
right leg and complete paralysis of the right extensor 
hallucis longus, peroneus tertius and extensor digitorum 
brevis. There was also well-marked weakness of tibialis 
anterior. All other muscles were normal. 

A sensory test showed hypoalgesia to superficial pinprick 
and hypozsthesia to a von Frey hair over the medial side of 
the second toe and lateral side of the first toe on the right side. 
A thermo-regulatory sweating test (Guttmann 1940) showed 

hydrosis over a similar area. Careful palpation of the 
abe ght leg revealed a hard swelling 3°5 inches distal to the head 


1. “Our recent work has shown that in cases of lower motor noes 
degeneration continuous fibrillation action tentials 
always be obtained if the muscle being sampled is placed under 
a radiant heat lamp for some time. 
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with the normal 5% solution of pentothal ; 1 c.cm. of the 
distilled water used for making the solution is replaced 
by an equal quantity of the dye. A second syringe 
similarly charged may be held in reserve. When it is 
necessary to change a syringe, this is accomplished 
by disconnecting the empty one from h ermic 
needle and replacing it with a full one ; the resulting loss 
of saline from the apparatus is trifling. 


: COMMENT 
This pest method of ee | an intra- 
venous anesthetic possesses the following advantages 
over the continuous administration of a weak solution ; 


1, A greater control over the depth of anesthesia is possible. 
If the patient is too deep, no ic need be given for a 
period ; alternatively, the depth of anesthesia can be rapidly 
increased without it being to introduce a large bulk 
of fluid into the blood-stream. In other words wide change 
in the concentration entering the vein is readily achieved. 

2. The intravenous anesthetic can be given to a patient 
who is already receiving saline or plasma. In the latter case 
the drip feed is attached to the plasma bottle and plasma 
replaces the saline. 
~ ‘3, Amesthetic agent is economised since only a small 
“quantity need be mixed at a time. 

4, By the simple expedient-of changing a syringe other 
drugs may be introduced into the blood-stream (e.g., picrotoxin, 
nikethamide). 

In evolving the apparatus the following points have 
been taken into consideration. It is essential that the 
dead space between the source of pentothal and the 
patient be reduced to a minimum, because only a small 
quantity of solution is employed and it is desirable that 
as a great part of this as possible should remain under 
control. Once, the pentothal has left the syringe it 
should be in the patient’s blood-stream, otherwise it is a 
potential danger. The internal diameter of the intra- 
venous needle is the principal factor deciding the rate of 
entry of fluid into the blood-stream. No reasonable 
amount of pressure will result in a high rate of flow if a 
fine needle is employed. Let us suppose, for example, 
that 5 c.cm. has left the syringe; the whole quantity 
need not be in the patient. If the rate of flow into the 
blood-stream is slower than the speed of injection into 
the apparatus, a column of pentothal will build up in the 
tubing. Owing to the slow rate of entry into the vein 
the patient might still not be deep enough, so a further 
injection of pentothal would be made. Eventually a 
large (but unknown) dose would find its way into the 
circulation with probably serious results. The addition 
of dye to the pentothal solution acts as a safeguard 
against this, because as long as coloured fluid can be seen 
passing the inspection window, near the needle, it is 
known that pentothal is free in the apparatus and can’ 
gain access to the patient’s circulation. 

It is common practice to choose for infusion a vein in 
the antecubital fossa, but if an unwise choice is made the 
needle may readily become displaced during the course 
of the operation. Under light pentothal anesthesia it is 
not unusual for the patient to respond to a painful stimu- 
lus by moving his arm. Although it is easy to prevent 
flexion at the elbow it is more difficult to prevent prona- 
tion and supination of the arm. These movements 
consist of rotation round the upper end of the ulna. In 
other words while the tissues in the neighbourhood of the 
flexor aspect of the head of the ulna undergo only a small 
degree of movement during the action of pronation and 
supination, the disturbance in the neighbourhood of the 
head of the radius is considerable. Consequently a vein 
should be selected in the antecubital fossa running up- 
wards and medially—i.e., in the axis of rotation ; not at 
right angles to it, which is the case if a vein running 

* laterally is chosen. 


SUMMARY 


The method of giving an intravenous anesthetic over a 
long period here described makes use of a commercial 
saline infusion ap tus modified with materials which 
are readily available. A dye is added to the anesthetic 
to act as @ visual indicator of the presence of anzsthetic 
agent in the infusion system. 

Intermittent dosage is to be preferred to continuous 
administration of a weak solution. ‘~' 


The vein chosen for the infusion should run medially 
in the antecubital fossa—that is, in the axis of rotation— 
oo + it will not be disturbed by pronation or supination 
oO e arm. 


THE CLINICAL APPLICATION 
ELECTROMYOGRAPHY 
G. WEDDELL, M D LonD 
CAPTAIN RAMC 
B. FEINSTEIN R. E. Patrre 
MD MANITOBA BA OXFD 
(From a Military Hospital for Head Injuries and the Departments 
of Anatomy and Orthopedic Surgery, Oxford) 

THE work of Denny-Brown and Pennybacker (1938) 
has shown, that the recording of action potentials from 


OF 


voluntary muscles in certain pathological conditions 


gives useful additional information mgr e 
thologica! 


nature and position of the underlying pa 
oe The purpose of this paper is to illustrate 
urther the value of electromyography in clinical medicine. 

As a preliminary study we have carried out a con- 
siderable number of animal experiments in order to 
determine the nature of the electrical activity present 
in muscles after denervation by complete crushing oi 
the nerve of supply, and during the course of nerve 
regeneration until functional recovery has taken place. 

er, in one case of muscle denervation by nerv: 
crushing in man (R. E. P. as subject) under experimental! 
conditions the electrical activity was observed until 
functional recovery was complete. In the light of these 
studies, electromyographi observations have been 
made on a number of clinical cases. A detailed report 
of the results of the experimental and clinical studies 
is to be published in the near future. 

In confirmation of the work of Denny-Brown and 
Pennybacker and others we have found that the action 
potentials from motor unit activity can be sharply 
distinguished from those of fibrillation.. When a small 
concentric needle electrode (Adrian and Bronk 1929) is 
connected through a shielded lead to the input of a 
high-gain amplifier connected to a cathode ray oscillo- 
scope and loud speaker, a motor unit action potential 
takes the form of a ‘broad (5-10 millixec.) and sometimes 
polyphasic spike up to one millivolt in amplitude, and 
is heard as a low-pitched sound in the loud speaker, 
Highly polyphasic clumps of sharp spikes occur in the 
earlier stages of recovery and represent ‘‘ nascent’’ motor 
units. A fibrillation action potential, on the other hand, 
cope as a sharp, regularly repeated spike of about 
1-2 millisec. with a height up to 50 microvolts, and is 
heard as a sharp click in the loud speaker: it is not 
affected by the contractions of neighbouring normal 
muscle-fibres. The time of onset of fibrillation after 
denervation has been determined. It has also been found 
that action potentials similar to those derived from fibril- 
lating (denervated) muscle are provoked in denervated 
muscle by the insertion of the needle electrodes, before 
the constant action potentials indicative of fibrillation 
become apparent. is mechanical irritability is present 
before continuous fibrillation begins and also after it 
has ceased. The cessation of most constant fibrillation 
action potentials is found to occur immediately before 
the appearance of nascent motor units and of signs of 
functional recovery. 

A variation observed by ourselves and others from 
muscle to muscle in the same animal in the number and 
frequency of the fibrillation action potential spikes 
prompted us to investigate the activity of denervated 
muscle in several types of laboratory animal and also in 
man. This has shown that the time of onset of fibrilla- 
tion activity after denervation is related to the size of 
the animal and suggests that the activity is related to 
the metabolic rate. For instance, in the _ peroneal 
muscles of the mouse fibrillation begins 3} days after 
denervation, in the rat 4 days, in the rabbit 6 days, in 
the monkey (brachioradialis) 8 days, and in man (bra- 
chioradialis) 18 days after denervation. Moreover, 
the mechanical irritability indicated by the outburst of 
pre agg he” action potentials upon oe of the 
needle elec e begins correspondingly earlier and 
follows a similar time course. Confirmatery evidence 
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ey om action potentials are delayed 
ys. 

electrical activity observed in denervated 
muscle is inditative of fibrillation labo 
animals has been y 
ang In addition, — alg ae ag in —_ 

ve been at operation for presence 0} 
visible fibrillation Denny-Brown and Pennybacker 
(1938) describe fibrillation as a ‘‘ restless agitation without 
either apparent rhythm or obvious centre of activity.” 
While the description is appropriate for small laboratory 
animals it is not entirely accurate for man. Our own 
observations on clinical cases have shown that in man 
fibrillation does not express itself visually in a continuous 
rippling of the muscle but as scattered and inter- 
mittent contractions of isolated fibres. Indeed, in one 
instance at operation no fibrillation was seen or recorded 
electrically in a comple denervated muscle which 
histologically to unaffected by any other 

. On the other hand, the muscle 
showed fibrillation-like action potentials which were 
indicative of an mec irritability upon 
insertion of the electrode. Our observations show that 
there is no direct correlation. between the degree of 
fibrillation and the rapidity of muscle atrophy. Together 
onus ‘ it di be oo th: af oo eeeenied ber Lanai 
r cast doubt upon the theory 'y ey 
(1915-16) and Tower (1939) that the atrophy following 
denervation is in part due to over-activity consequent 
upon fibrillation. 

As already stated, the number and frequency of the 
action potential spikes present variations from one 
species of animal to another and also in different-sized 
animals of the same species. The possibility was 
considered that the difference might be rela to a 
variation in the average diameter of the muscle-fibres 
from animal to animal and even from muscle to muscle 
in the same animal. However, histological study of 
the experimental material failed to show any such 
correlation. The time course seems to be related to 
the metabolic activity of the muscle, and the number and 
frequency of the action potential spikes recorded are 
also probably dependent on this fact. 

Finally, it has been found that while some electrical 
activity is ‘always present in denervated muscle when 
muscular tissue has been proved histologically still to 
be present, where this has been replaced by fibrous 
tissue no electrical activity whatever can be obtained. 


USE IN CLINICAL DIAGNOSIS AND PROGNOSIS 


From a preliminary study it seems clear that 
electromyography may be of aid in clinical diagnosis 
and prognosis. The following points have beerf estab- 
ee a result of our experimental and clinical 
studies. 


1. The presence, more than three weeks after injury, of 
slight sustained motor unit activity on attempted movement 
(even in the absence of perceptible movement) and the 
absence of fibrillation action potentials indicates that no 
axons have been severed—e.g., transient block. 

2. A mixture of fibrillation and motor unit action potentials 
indicates a partial nerve interruption or incomplete regenera- 
tion. Imcases of doubt as to the presence of fibrillation a 
nerve block can be performed and the motor unit activity 
excluded. 

3. Fibrillation action potentials in the absence of motor 
unit action ‘potentials indicate complete lower motor neurone 
denervation of the muscle. In those cases where denervated 
muscle fails to respond to percutaneous galvanic stimuli, 
electromyography is of particular value. 

4. A mixture of ‘fibrillation .and nascent motor unit 
action potentials indicates that muscle re-innervation has 
taken place. 

5. The presence of fibrillation-like action potentials provoked 
by the insertion of the needle electrode in the absence of motor 
unit action potentials indicates complete nerve interruption. 
As already stated, such activity is found either before the 
onset of continuous fibrillation or after the cessation of_con- 
tinuous fibrillation, and immediately before the appearance 
of nascent motor unit action potentials. However, it 
must also be realised that in certain instances in man con- 


tinuous fibrillation may mever become apparent,! and from 
time to time increased irritability alone may be present. 

6. When no electrical activity whatever can be obtained 
from a muscle more than a few weeks after nerve injury, 


severe ga changes may be assumed to have taken 


7. The identity of the muscle under examination is first 
— by stimulation down the copper-wire core of the 
electrode. 


CASE-RECORD 


The following case illustrates the application of 
electromyography in diagnosis and prognosis. It is a 
case of some interest in view of the nature of the lesion 
and the resulting disability. 

A sapper, aged 26; peace-time occupation, engine-driver. 
He was admitted to a military hospital on Sept. 4, 1942, 
complaining that he could not raise his right foot sufficiently 
to allow him to do heavy physical training or long route 
marches. He gave the following history concerning the 
disability. 

About 6 years previously he first had difficulty in raising 
his right big toe. He believed, but was not certain, that this 
disability followed a fall from his bicycle, Soon after this 
he noticed that he had to throw his foot forward when walking 
to prevent his toes catching on the ground. The condition, 
he believed, had become somewhat worse during the ensuing 
years, but was insufficient to prevent him playing football 
(kicking mainly with his left foot) up to a year ago. His 
incapacity had been so slight that he did not seek medical 
advice. He 
was able 
to carry 
out all his 
duties on 
the rail- 
way, being 
successive - 
ly agreaser, 
fireman 
and engine- 
driver. At 
the out- 
break of 
war he was 
called up, 
but: he was, 
released 
after a few 
weeks be- 
cause of the 
more im- 
mediate importance of his civilian occupatioa. Threemonths 
ago he was recalled to the Army but found that his disability 
prevented him doing long route-marches or strenuous physical 
training. There has never been any pain associated with the 
condition. Nothingrelevant noted in personal or family history. 
No history suggesting poliomyelitis none of over-indulgence 
in alcohol, nor had his trade brought him in contact with 
conditions predisposing to peripheral neuritis. He could 
perform all the usual mental tests satisfactorily. Physically 
he was a healthy-looking man of powerful physique. No 
abnormal! physical signs were detected in his head, neck, chest 
or abdomen. The upper extremities and the left lower limb 
were normal. 

Neurological examination showed no abnormality of the 





Fig. |—Radiographic tracings showing extent and position - 
of the osteoma. Left: anteroposterior; rigtit: oblique. 


_ cranial nerves, arm or abdominal reflexes. Both knee- and 


ankle-jerks were present and equal. The plantar response 
was flexor on both sides. Sensation was normal with one 
exception (vide infra). There was 1 in. of wasting of the 
right leg and complete paralysis of the right extensor 
hallucis longus, peroneus tertius and extensor digitorum 
brevis. ‘There was also well-marked weakness of tibialis 
anterior. All other muscles were normal. 

A sensory test showed hypoalgesia to superficial pinprick 
and hypoesthesia to a von Frey hair over the medial side of 
the second toe and lateral side of the first toe cn the right side. 
A thermo-regulatory sweating test (Guttmann 1940) showed 
hypohydrosis over a similar area. Careful palpation of the 
right leg revealed a hard swelling 3°5 inches distal to the head 

in s of lower motor neurone 
7 OF. Ieterelian continuous “Abrillation action poten can 
always be obtained if the muscle being sampled is placed under 

a radiant heat lamp for some time. 
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of the fibula. The tissues overlying felt gritty and non- 
resilierit, ‘There was slight shortening of the Achilles tendon. 
X rays showed a ly calcified cancellous osteoma 
arising from the upper third of the fibula, extending anteriorly 
and medially towards the. tibia (fig. 1). 

An interruption of the anterior tibial nerve at the site 
of the osteoma might have been expected to give rise 
to the clinical findings on anatomical grounds. The 
anterior tibial nerve gives separate muscular branches to 
the upper, middle and lower. thirds of the anterior tibial 
muscle and the branch to extensor hallucis lo arises 
from the anterior tibial nerve in its middle . The 
branch to extensor digitorum longus would escape, for 
this comes off above the level of the lesion. 

Electrical reactions.— Extensor digitorum longus contracted 
briskly to faradism while tibialis anterior gave a feeble con- 
traction. Extensor hallucis longus, peroneus tertius and 
extensor digitorum brevis gavo no reactions to faradism or 
galvanism. All other muscles examined showed normal 
electrical responses. 

Electromyographicexamination.— Extensor digitorum ne 
outbursts of motor unit action potentials normal in oer 
and number. Tibialis anterior, upper third, ve the 
_swelling : normal motor unit action potentials on voluntary 
_contfaction. Middle third, just below the swelling: a single 

e motor unit action potential only was obtained ; 
also abnormal! fibrillation—like irritability and a number of 
fibrillation action potentials. Lower third: no electrical 
activity obtained. Extensor hallucis longus: no electrical 
activity obtained (fig.2). Extensor digitorum brevis: w 
was so gross that it was found impossible to insert the needle 
electrode into it with certainty. Below the swelling the 
substance of the tibialis anterior was hard to penetrate with 
the electrode —e ree t gritty: 

The di lious osteoma, growing from the 
upper third of the fi fibula and interrupting the anterior tibial 
nerve supplying the extensor hallucis longus, the lower 
two-thirds of tibialis anterior, peroneus tertius, extensor 
digitorum brevis, and the skin between the first two toes. 

With re; to treatment, the small degree of shortening of 
the Achilles tendon and the apparently slow progression for 
at least six years, together with the electromyographic findings, 
indicated that no useful purpose would be served by explora-: 

tion and ex- 


cision of the 
(a) lA — osteoma. It 
y was inferred 
that the mus- 
cles below the 
point of lesion, 
(b) since they 
showed noelec- 
trical activity, 
must have 
undergone 
(<) severe struc- 
tural change. 
In order to 
confirm _ this, 
- small frag- 
(d) . ments of the 
Fig. 2—Elec i (a) From tibi- tibialis anterior 
alis anterior distal 8 the osteoma, thowing s above and 
n e an 
two smal briliacion spikes (x and » Siren Colow the 
the same muscle proximal to the lesion osteoma were 
motor unit activity of normal muscle. removed ~ for 
bration 100 microvolts SO cycle/sec. examination. 
(¢) ** Noise level "’ of instrument. The exposed 
muscle above the lesion looked normal and contracted when 
pinched. Below the osteoma the tissue looked yellow, was 
rubbery in consistency and did not contract when pinched. 
Histologically the biopsy material from a position proximal 
to the lesion showed normal muscle-fibres. That distal to 
the osteoma showed fibrous tissue, with fatty infiltration and 
a number of fibrous strands intermingled with elongated 
nuclei resembling those of the endomysium (fig. 3). 
— case illustrates the value bass decteproameny 1 in 
and prognosis making 
Exe epochs man’s trade -was im 
ay spared from his job. 
_— below the poin 


gata cyan and a prctheeme long 
pet tor sacked would have been indicated. -How- 











Fig. ire of sections from — anterior (x 120). Above 
istal, below proximal, to the lesion 


ever, operative interference was contra-indicated and 
the correct disposal of the patient was an immediate 
return to duty,, being excused those physical exercises 
which he is unable to carry out. 

The question why the tibialis anterior muscle below 
the point of lesion should have undergone fibrotic 
changes is interesting. Im general, denervated rouscles 
retain their muscular elements and may continue fibrillat- 
ing for a considerable time. Tower (1939) kept a muscle 
experimentally denervated in a cat for a year, and 
ventures the statement that there seems to be no reason 
why a muscle should not continue to remain a potentially 
contractile tissue indefinitely after denervation.* Our 
experimental observations have shown that the blood- 
supply to muscle is an important factor in relation to 
atrophy and also in relation to fibrotic changes, and 
further details concerning this are in course of publication. 
In this case, it is possible that the osteoma may have 
interfered to some extent with the blood-supply to the 
tibialis anterior and the other muscles involved. 


SUMMARY 


The electrical activity of voluntary muscle has been 
examined in man and a series of animals after ‘experi- 
mental denervation. 

The clinical value of electromyography is discussed 
from both the diagnostic and prognostic point of 
view. 

The presence more than three weeks after nerve 
injury of slight sustained motor unit activity on attempted 
voluntary effort (even in the absence of perceptible 
movement) and the absence of fibrillation action 
potentials indicate that no axoms have been severed 
(transient block). 

A mixture of fibrillation and motor unit action poten- 
tials indicates ‘a partial nerve interruption or incomplete 
reinnervation. 

Fibrillation action potentials in the absence of motor 
unit action potentials indicate complete lower motor 
neurone denervation of the nerve to the musele. 

A mixture of fibrillation and naseent motor unit 
— indicates . that muscle reimnervation has 


ee Then no electrical activity whatever can be obtained 
from a muscle more than a few weeks after nerve injury, 
severe morphological changes, such as fibrosis, may ‘be 
assumed to have taken place. 

eee eee eee oe O. Chambers ‘for per- 
mission to publish this case ; to Prof. W. E. Le Gros Clark, 
Prof> H. J. Seddon and Brigadier Hugh Cairns for advice 


2. In man we have obtained fibrillation action potentials from a 
muscle more then 7 years after denervation. 
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ps dar by & grant to one of us (G. W.) by the Medical 
R « I . 
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SPONTANEOUS HAMORRHAGES IN 
CHRONIC NEPHRITIS 
GERHARD BEHR, MRCS 


MEDICAL OFFICER AT THE MUNICIPAL GENERAL HOSPITAL, COVENTRY 


A HEMORRHAGIC tendency. may develop in cases of 
chronic nephritis and give rise to 9% le symptomatic 
purpura or purpura hemorrhagic m a second: but 
rare .group of cases extensive ny ew theron and severe 
hemorrhages appear. . This secohd type may be chronic, 
lasting for years, or may be acute — ¥ fatal within two 
months. No typical blood changes are seen in these 
patients. There are no ——— spots and Hess’s 
tourniquet test is SS he = are usually 
normal, but may be increased diminished. The 
coagulation-time is normal or slightly delayed (Minot 
and Lee 1937). 

Gross spontaneous hemorrhages were the only pre- 
senting symptoms in the following case. Chronic 
nephritis was only diagnosed at the autopsy and had 
not given rise to any other symptom during life. 


CASE-HISTORY 


A turner, aged 21, was admitted to hospital complaining of 
weakness in his legs and severe attacks of epistaxis for two 
months. He had become gradually weaker and was confined 
to bed for 4 days before admission. On the morning of 
admission he was seriously il} with epistaxis, abdominal pain, 
and hematemesis. His bowels had been open regularly and 
the’stools were of normal colour. He passed urine normally. 
There was no frequency of micturition and the urine contained 
no abnormal constituents acco: to the routine ward tests. 
He had béen treated by his private doctor with liver injections 
and ferrous sulphate tablets for the past two months. 

On examination he was very pale. His scleras were pearly 
white. " The tongue and throat were normal. The heart was 
of normal size with a soft systolic murmur at the apex which 
disay on sitting up. Nothing abnormal was felt in 
the abdomen. Liver, spleen, and kidneys were not palpable. 
There-was no and Hess’s tourniquet test was negative. 
Blood-count : red cells 760,000 per c.mm.; Hb. less than 
20% (Haldane); white cells 7300 (polymorphs 75%, eosino- 
phils 2%, lymphocytes 20%, monocytes 3%); reticulocytes 
0-5% ; no nucleated red cells or abnormal white cells seen. 
Icteric index 3-5. 

He was given 1080 c.cm. of group 2 stored blood (3 days old). 
He started bleeding from his nose again next day and the 
bleeding could not be controlled for any length of time by 
local measures, which included Russell viper venom. He had 
another transfusion of 1080 c.cm., and 6 days after admission 
or red-cell count was 2,560,000; Hb. 55%; colour-index 

1; white cells 8500 ; platelets 192,000. His sternal marrow 
on the same day contained : myelocytes, neutrophil 18-5%, 
eosinophil 4%, basophil 0-5%; metamyelocytes, juvenile 
neutrophil 8%, stab neutrophil 16%, eosinophil 1% ; poly- 
mene neutro 14%, eosinophil 2%, 0; pre- 
myelocytes 4%; hemocytoblasts, -1- se: ; lymphocytes 
5-5% 3 normoblasts 25% ; megaloblasts 0. Mitotic figures 
were seen in myelocytes. 

ine days after admission the patient started passing bright 

blood per rectum. He continued from nose and 
rectum until he died 12 days after admission. His mental 
condition had been normal all the time. 

Auiopsy.—No wasting, no cedema, no petechiz. Subcu- 
taneous fat of normal colour. Heart slightly hypertrophied. 
Aorta contains a few atheromatous patches. Lungs of 
normal colour, no hemorrhages. Hilar glands enlarged, 
eppereatiy owing to an old tuberculous lesion. Stomach and 

ntestine normal. Liver congested. Prag of normal size. 
Kidneys small and sclerosed ; —— = 
round, cannot be stripped off ; 
markings irregular ; distinetion Scones medulla and cortex 


seen with difficulty. On microscopical examination the 
spleen shows a slight excess of hemosiderin and fibrosis to a 
degree exceeding the normal for the age of the patient: The 
hilar gland shows an old quiescent caseous tu osis. 
The kidneys show advanced chronic glomerulonephritis. 
The kidney destruction is so advanced that life could not have 
been prolonged for more than a few years. Small deposits 
of hematoidin and hzmosiderin are present. 


DISCUSSION 

Anzemia in chronic nephritis was mentioned by Bright 
(1836), who said: ‘‘ after a time the healthy colour of 
the countenance fades.’’ Ceconi (1905) proposed the 
theory that the anzmia of nephritis is due to a deficiency 
of the hematopoietic system caused by retained toxins. 
Parsons and Ekola-Strolberg (1933) found that anawmia 
is an almost constant accompaniment of azotemia and 
has the same prognostic significance as high blood-urea 
Toren If the anemia was due to retained toxins 

epressing the bone-marrow one would expect this to be 
tic or.hypoplastic. Isaacs (1937) found in his 
qaien of sternal marrows of chronic nephritis that 
maturation is orderly but only a few cells mature. This 
was not found in our case where the bone-marrow 
showed a normal activity. Townsend and his colleagues 
(1937), in their studies of sternal marrow, came to the 
same conclusion, and state that the bone-marrow is 
either normal or hyperplastic in appearance. 

The cause of the hemorrhagic tendency is unknown. 
Brown and Roth (1922) found that the blood platelets 
in chronic nephritis are reduced in number, averaging 
152,000 in 8. cases, and they thought that this may have 
some bearing on the hemorrhagic tendency in some of 
the more severe cases of chronic nephritis with anzmia. 
But Parsons and Ekola-Strolberg (1933) found no material 
reduction of platelets in their cases and -describe a 
woman whose outstanding elinical feature was bleeding 
from the gums until further study proved that she had 
chronic nephritis. This patient’s platelets numbered 
274,000. In our case the platelet count was 192,000 
after the administration of 2 litres of blood. 


SUMMARY 
A case of spontaneous hemorrhages due to chronic 
nephritis is described, where the presence of a kidney 
lesion was not suspected during life. 
in the sternal marrow showed that the 
anzmia was not due to aplasia of ae bone-marrow, but 
to inhibition of cell release. 


I wish to thank the Medical Officer of Health for Coventry 
and the Medical Superintendent of the hospital for their 
permission to publish this case, and Dr. W. C. MacC. Wilson, 
deputy medical director of the Coventry Joint Laboratory, 
for his report on the sections. 
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Exta Sacus Prorz Founparion.—During the nineteenth 
year of this foundation for the advancement of scientific 
investigation 44 applications for grants were received, of 
which 36 came from the United States and 8 from 6 different 
countries in Europe, Asia and North and ‘South America. 
The total number of grants made during the year was 26. 
Grants are made to researches on problems in medicine and 
surgery. They may be used forthe purchase of apparatus and 
supplies that are needed for special investigations, and for the 
payment of unusual expenses incident to such investigations, 
ine. technical assistance, but not for providing apparatus 
or materials which are ordinarily a part of laboratory equip- 
ment. Stipends for the support of investigators are granted 
— under exceptional circumstances. The maximum grants 

usually be less than $500 and applications for the year 
1943-44 shquid be sent before April, 1943, to Dr. Jospeh C. 
Aub, Massachusetts General Hospital, Fruit Street, Boston, 
Mass., USA. 
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_ Reviews of Books 


A Monograph for Instructors. 
Pharmaceutical Journai. 
Pp. 103. 2s. 6d. 


Tuts excellent booklet is for the expert. The author 
knows that the instructor must have a large and well- 
defined background of anecdote and knowledge if he is to 
teach his classes to the best advantage, and if he is to get 
the trainee to view the gas menace through the eyes of 
the chemist as something which need arouse no anxiety. 
Mr. Fitch has achieved that rarest of styles which com- 
bines brevity with clarity. The longest chapter deals 
with the general properties of war gases, and includes all 
those which have been used in war. Some striking notes 
are given on those used during 1915-18 and the results 
obtained by each. The detection and identification of 
war gases, respirators, protection in the home. treatment 
of contaminated food and drugs, treatment of casualties, 
decontamination, and the care of animals are also 
eovered. The appendices include some practical ques- 
tions for the use of the instructor, and a bibliography ; 
the index is good. Even those familiar with gas training 


W. K. Frrcn, MPS, editor, 


_ in thé Territorial Army, Home Guard and Civil Defence 





will find here much that is new to them. 


Health for the Young 


Linpsey W. Barren, MB Camb, MRCP. London: 
George Allen and Unwin. Pp. 176. 6s. 


THE path@f the medical author writing for a lay public 
is beset pitfalls—which. Dr. Lindsey Batten sees 
and neatly avoids. He indicates what is accepted medical 


teaching and-what his own personal view; does not 
confuse religious or moral precept with medical principle 
when discussing sexual problems ; and writes in a style 
that is neither illiterate, condescending, nor obscured by 
technical terms. His main concern is the avoidance of 
disease in adult life by proper hygiene in childhood and 
adolescence, and though the thesis is almost as old as the 
art of medicine itself it is examined freshly from a 
personal angle which cannot fail to make it stimulating. 
Dr. Batten started his professional career by having to 
think seriously about health as MO to a combatant unit 
in the last war, and came to the conclusion that the Army 
understood and inculcated the art of healthy living far 
better than the civil state. Newly fledged doctors who 
find themselves in the Services and expected to know 
more about health (a subject receiving scant attention 
in the medical curriculum) than disease, might well 
profit by his experience. He is sensible, shrewd, and 
practical ; andif only for the advice on how to get the best 
out of a doctor’s visit and when to call him, his book 
deserves to be read by a large lay public and to receive 
the blessing of every busy practitioner. 


Blood Substitutes and Blood Transfusion 

Editors: SrvArt Mupp, MD, professor of bacteriology, 

University of Pennsylvania, Philadelphia; Wm. THALHIMER, 

MD, director of the human serum division, Public Health 

Institute, New York. London : Bailliére, Tindall and Cox. 

Pp. 407. 27s. 6d. 

Txts book is based on the papers read to the American 
Human Serum Association in June, 1941, but also contains 
other material and an effort has been made to bring it up 
to date. Over 80 authors are represented, and since their 
contributions are not coérdinated in any way the result 
is an uneven standard. Some chapters are interesting, 
original, and point the way to further advances ; some 
are just American reflections on experiences that we have 
already met with in this country ; and some few might 
well have been omitted. The section on shock has been 
contributed by authors who have often written on this 
subject and have nothing new to say_here. All the 
methods using desiccation and freezing for preservation 
of plasma and serum are described ; the section includes 
quite out-of-date techniques and does not describe 
spray drying, which deserves mention in a work dealing 
with large-scale teclmiques. .The section on hemoglobin, 
serum albumin and casein digests as blood mebetitenes is . 
the most original part of the book, even if the méntion 
of matters like ‘electrophoretic schlieren patterns ” 
makes things puzzling for the physician. Amberson 


REVIEWS OF BOOKS 


London: Pharmaceutical Press. 





[FEB. 20, 1943 
describes work on the lyophile drying of hemoglobin 
and claims that regenerated solutions of such hemo- 
globin can be used with safety and will maintain both 
oxidation and osmotic pressure ; E. J. Cohn reviews the 
prospects of using bovine serum albumin and thinks 
something may come of this ; Whipple reports successful 
results with a casein digest. The section on “ blood 
substitutes in the world emergency ’”’ is scrappy and 
better reports of experience with the Forces have been 
given elsewhere, but included in this sectionvis a detailed 
description by Johnson and Meleney of the technique 
for bacteriological control of these blood substitutes ; they 
concluded that there is no preservative that will ensure 
sterility for long. They mention the “ plasma for 
Britain ’’ scheme in which merthiolate was used, but 
a high percentage of the flasks were contaminated when 
they reached this country. Novak, however, maintains 
that sodium sulphathiazole fills the bill. The section on the 
use of whole blood contains nothing fresh. Thalhimer’s 
chapter on the preparation of -high-titre specific 
antisera by concentrating the globulins is worth noting 
and so is the section on therapeutic experiences. The 
final “‘ recapitulation and outlook” is not helpful. 
Several of the chapters have good biblio hies ; the 
book will be useful to workers in this field, but the new- 
comer will find it misleading because there is no critical 
estimate to guide him through the rather confusing 
maze of methods and opinions, often conflicting. 


Menstrual Disorders and Sterility 
Diagnosis and Treatment. CHARLES Mazer, MD, FACS, 
assistant professor of gynecology and obstetrics at the 
graduate school of medicine in the University of Pennsy!- 
vania; §S. Lron Israrr, MD, FACS, instructor in 
gynecology and_ obstetrics in the university. London : 
W. Heinemann. Pp. 485. 42s. f 
Tuts valuable book, containing the accumulated know- 
ledge and experience of its authors, illustrated by 
microphotographs and plates and reinforced by a well- 
chosen bibliography, is a comprehensive refefence work 
for those specialising in the medical and endocrine 
aspects of gynzcology as well as for the students and 
general practitioners: to whom it is addressed. In Eng- 
land we lack works for the clinician summafising modern 
endocrinology in relation to menstruation and sterility. 
This is unfortunate, for a national interest in sterility 
is just beginning to waken and hitherto the medical 
profession as a whole has not been keenly interested in 
the treatment of the condition. The first part of the 
beok is devoted to the physiology of the endocrines in 
relation to menstruation and reproduction. Abnormal! 
manifestations. associated with the menstrual cycle are 
considered in turn.; taking cardinal symptoms one by 
one the authors build round each a complete picture of 
differential diagnosis and etiology. Treatment is 
indicated but details of surgical procedures are not set 
out. Rather more than a third of the book discusses 
sterility, including the now well-recognised causes in the 
male partner. e authors describe techniques of 
investigation, many of which, such.as tubal insufflation, 
endometrial biopsy, epididymal aspiration and _testi- 
cular biopsy, can be carried out in the consulting-room 
without general anzsthesia and with little inconvenience 
to the patient. They advocate rather higher doses of 
peng Te preparations than those generally approved 
over here. 


Don’t Be Afraid 

Epwarp Srenser Cowes, MD, director of Park Avenue 

Hospital, and of Body and Mind Foundation Clinic, New 

York. London: Jarrolds. Pp. 169. 8s. 6d. 

Dr. Cowles is not a psychiatrist’s psychiatrist. His 
naiveté is equal to his confidence, his ideas belong 
to an earlier day. There is much theorising about 
“ nerve-cell energy ”’ ; nervous fatigue is. at the bottom 
of the ‘“fear neurosis,”” he says, and “ fatigue which 
reduces your nerve-cell energy below 80 units brings you 
into the neurasthenie field.’’ He has apparently. been 
successful in treating neurotic patients at a special clinic 
he has built up in New York ; some of this success was 
evidently due to the social aetivities, and atmosphere of 
enthusiasm and hopefulness which were enco sd at 
the centre—a lesson not to be ignored by clinics of a more 
conventional sort. 
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The sleeplessness of psychological origin in the 
absence of organic disease responds frequently to 
a mild analgesic. In such cases the ‘Anadin’ 
formula will obviate the use of more potent 
hypnotics. Cumulation and constipation are not 
produced and habituation is reduced to a minimum. 


Dose: 
Two or three tablets may be given 
at bedtime with a glass 
of warm milk. 
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not only afford immediate relief 
to those affected but will act as 
a prophylactic to the remaining 
members of the household. 


The timely use of ‘Endrine’ 
checks the family cold. 
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For Simple Insomnia 


For simple insomnia caused by physical or mental strain, fatigue, or 
worry, one or two tablets of ‘Amytal’ are, as a rule, sufficient to induce 
quiet slumber from which the patient awakens as from a normal sleep. 


~ 1° ‘Amytal’ is supplied through the drug trade in |} grain, ? grain, and 
} grain tablets. — 
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Robson & Scott (Lancet, Jan. 23rd, 1943, 
p. 100) des¢ribe the action of ALBUCID 
SOLUBLE in Staphylococcal lesions of the eye 
in rabbits. Prompt application of 10% solution 
and its frequent instillation during the first 
48 hours successfully prevented the massive 
ulceration and subsequent scarring which 


ALBUCID | 5 8 : 


« Albucid? is the registered nanie whick distinguishes Sulpbacetamide of British Schering manufacture. 
FURTHER PARTICULARS GLADLY SENT ON REQUEST 





ported that of 646 miners treated for eye injuries 
with 10% ALBUCID SOLUBLE drops, 96.3% 
recovered with no loss of working time what- 
ever, a truly remarkable record. The drops 
were invariably found most soothing and good 
results were also obtained with them in burns 
due to-sulphuric acid and caustic potash. 
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THE NURSE'S PAY 

BELATED recognition of the shortage of suitable 
candidates for nursing has compelled a first step 
towards righting conditions of life in that profession. 
The Nurses Salaries Committee, under the chairman- 
ship of Lord Rusuotirrz, and the g 
Scottish committee under Prof. T. M. Taynor have 
published in their first and interim reports suggested 
scales of pay which, if not an advance on all previous 
proposals, at least outstrip common practice. Nurs- 
ing suffers under many disabilities in comparison 
with other occupations open to women, and it is 
doubtful whether it is the cash that weighs heaviest 
with prospective candidates: long hours, restricted 
aime and a conventnal life are probably more 
serious deterrents. But reform must in some- 
where, and the Minister of Health and the Secretary 
of State for Scotland were probably wise in picking 
simple remediable anomalies of pay for the first 
attack. The National Advisory Council set up by 
the Minister of Labour (see p. 250) will doubtless 
tackle some of the other thorny points. It is 
encouraging that both the English and the Scottish 
committee asked that their terms of reference should 
be interpreted to include such conditions of service as 
hours of work, length of holidays, and interchange- 
ability of pension rights; but disappointing that 
neither advocated optional non-residence for trained 
— as an early reform. They recommend a 96-hour 

fortnight “as soon as conditions permit ” (a some- 
what feeble proposal), 28 days leave yearly, free 
uniform, and abolition of the fees paid, at some 
hospitals, by the student nurses on entry. Because 
of special difficulties in getting staff the salaries 
recommended for nurses in tuberculosis hospitals are 
somewhat higher than those to be offered elsewhere. 

The main scales for nurses in training hospitals are 
set out on p. 248, beside the scale drawn up by the 
Royal College of Nursing in 1941. The Rushcliffe 
and Taylor scales differ from that of the college in two 
ways: the salaries ultimately attainable by trained 
staff are lower, and the salaries proposed for student 
nurses higher, than in the college scale. There are 
serious objections, often stated in these columns, to 
reform of nursing salaries along these lines. The 
student. nurse already suffers under the disability, 
not experienced by any other student, of being paid 
by the institution from which she is receiving instruc- 
tion ; any increase in her salary increases her obliga- 
tion to the hospital and gives greater excuse for the 
employing authorities to ignore her student status. 
The student may say (and often does), “ But we do 
most of the work of the hospital. We ought to be 
paid, and paid we This ice of running 
hospitals on student labour is at the root of much 
dissatisfaction in the profession. The aim should 
probably be to staff hospitals with qualified women 
and to admit only a limited number of picked students 
for i But the Rushcliffe report states that 
“The number of trained nurses at the 
present. time is inadequate to satisfy the large and 


growing demands for their services or to make good 
the wastage that occurs when nurses leave the 
profession for personal reasons, such as marriage.” 
This parriigonar” is considerable ; thus, in 1941, 6435 
for the state register by examination, 

and 3é 3411 left it; in. addition a large proportion of 
— nurses (estimated by the Athlone committee 
at 20%, during the first year of service) give up 
training without qualifying. It would be well to 
investigate the causes which lose to us such large 
numbers yearly. Marriage is not the only reason, 
and in any case it is not clear that marriage need form 
a bar to continued service. Nursing should not be 

The Rushcliffe and Taylor scales for trained women, 
though falling short of the college standard, represent 
a substantial increase in pay for most of the nurses 
now serving in hospitals. It is interesting to compare 
them roughly with the corresponding rates of pay in 
teaching, an occupation into which many girls are 
attracted who might be suitable for nursing. Under 
the Burnham scale operating in one of the home 
counties the head certificated woman teacher of an 
elementary school of 200-350 children can achieve an 
ultimate salary of £342 p.a. This may be compared 
with the proposed salary of £450—£530 for a matron of 
a hospital of 200-399 beds. Here the reward is 
obviously much greater for the nurse, especially in 
view of the fact that the matron receives valuable 
emoluments. Most nurses, however, will not achieve 
matronship, but will work all their lives as ward 
sisters, and these are to receive a maximum of only 
£200 after 10 years’ service in that office. A certifi- 
cated. assistant teacher in an elementary school. rises 
to £258. The ward sister’s emoluments (assessed 
by the committee at £100) must of course be taken 
into consideration, but it must also be borne in mind 
that a nurse’s training is longer by a year or more 
than an elementary school teacher’s, and that the 
teacher has advantages denied to the nurse—long . 
holidays and the chance of a normal home life. 
Moreover if the ward sister chooses (and is allowed) to. 
live out of hospital she is not to be granted the full 
£100 value of her emoluments in cash, but only £70; 
so that her resources will exceed those of the assistant 
teacher by only £12. Nevertheless the Rushcliffe 
seale does bring the prospects in nursing more into 
line with those in a parallel occupation. 

Both committees recommend that their proposals 
should come into force on April 1. The cost of bringing 
the Rushcliffe scales into operation is estimated at £14 
to £2 million a year, of which the Government will pay 
half. The country will still be getting its nursing ser- 
vice cheaply, but it has made a move towards equity. 


HOME GUARD CASUALTIES IN INVASION 


Scuemss for the evacuation of injured Home Guards 
in an attempted invasion must have been further 
complicated by the manning of anti-aircraft and 
coastal defence guns by HG personnel, and by the 
slow evolution of the HG infantry from a purely static 


defensive force into one ready for offensive patrol 


action. Home Guard regulations, Army Council 
instructions, and the EMS circular (Gen. 353) of 1942 
set out a basic scheme adapted to all areas,’ but 


1, For a much simplified summary see Army med. Dept, Bull. 
December, 1942, p. 8. 
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in those portioulisly liable toi invasion n the possibilities 
have to be considered in more detail. It is likely, for 
example, that ambulance traffic will be difficult or 
impossible for several-days. Moreover, it would be 
reasonable to withdraw all ambulances from areas 
immediately threatened by the enemy, since an ambul- 
ance captured by some wandering parachutist might 
be used with, devastating effect against our own 
strongpoints. The destruction of petrol supplies in 
threatened areas might also be a military necessity 
which would have to take precedence of the needs of 
the wounded. Enemy action might require the 
closure of roads or make them impassable by any but 
armoured vehicles, and few ambulances are adapted 
to cross-country work owing to their low clearance. 
In any case the number of ambulances has always been 
based on the requirements of blitz conditions and 
takes no account of what might occur during an 
invasion. It is useless to complain of this state of 


~ affairs, just as it is useless to bemoan that war inevit- 


ably produces casualties. But those responsible for 
HG wounded must face these facts and not assume 
that because there is in print the outline of a plan 
applicable to all parts of the country therefore this 
plan wili work smoothly in their own district. 
Except for those who are fighting alongside regular 
troops, the wounded are to be evacuated through 
civilian channels, and most local authorities are as 
anxious as the HG medical officers to evolve a com- 
bined plan which will work smoothly on the day of 
action. Any such plan must assume that no further 
equipment is to be expected from official sources. 
This means that local rates and local voluntary effort 
must be pre to look after local people, and with 
the least possible call on ambulances. It seems essen- 
tial that scattered casualties, both civilian and HG, 
shall not be carried into the: nearest house without 
regard to the help and accommodation to be found 
there, but shall be collected into primary collecting 
posts. These may be, from the official point of 
view, HG casualty collecting posts, unofficial first-aid 
points, or such places as public assistance institutions, 
isolation hospitals or private first-aid posts in fac- 
tories. Primary collecting posts must be prepared 
to retain their casualties for two or more days and to 
clear them on improvised transport to posts of the next 
grade. One small town has converted all its street- 
cleaners’ barrows so that they can be used as wheeling 
ambulances; alniost anything on wheels can be used. 
The primary post must also be teady to face a failure 
of the ordinary public services, and so must have 
independent means of water storage, lighting, cooking 
and sanitation sufficient, at least, to serve the needs of 
6-8 wounded for two days. The primary collecting 
posts should be groupedas satellites around central col- 
lecting posts, into which they will move their casualties 
as occasion allows. These central posts can often be 
civil defence first-aid posts or points, especially where 
the latter have been upgraded or have been expanded 
into small hospitals by voluntary effort, From these 
posts civil defence ambulances, perhaps supplemented 
by military or improvised transport, would convey 
the wounded to EMS hospitals. Where this proved 
impossible a surgical team might be sent to smaller 
collecting units. 
This two-point arrangement, comprising a central 
collecting post of fairly high standard surrounded by 
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such laneer posts as the Home Guard i is accustomed to 
set up, would of course serve both civilian and Home 
Guard casualties. The distinction between the two is 
one of name rather than of kind : it must necessarily 
remain for administrative reasons, but the actual 
plans for dealing with casualties should give it as little 
weight as possible. This has always been realised by 
both the CD and HG organisations ; nor is the Army 
unaware that its own posts may easily be crowded out 
by casualties which it cannot refuse. But none of the 
three parties, CD, HG, and Army, has ever been 
encouraged to plan its casualty services with an eye to 
casualties other than itsown. Each has the equipment 
and posts considered suitable for its own needs, and 
since the combined equipment will probably prove 
reasonably satisfactory for the combined casualties 
there canbe no good reason for any considerable 
administrative rearrangements at this stage. But it 
would be well if discussions could be held everywhere 
with a view to securing even closer coéperation than 
exists today. The two-point arrangement mentioned 
above, which provides against the sudden stopping of 
ambulance traffic, is an example of the practical 
schemes that further codperation might bring forth. 


DIAMIDINES IN PROTOZOAL INFECTIONS 


Apart from its topical use in wounds! propamidine 
is effective against protozoal infections. The three 
diamidines used for this purpose ir human and 
veterinary medicine have the followiig. formule :— 
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On initial trial they were found to be powerfully 
curative in Trypanosoma rhodesiense infections in 
mice and rabbits, and some had a strong effect on 
Leishmania donovani infections produced experi- 
mentally in hamsters; they also cured some of the 
piroplasm infections occurring naturally in animals. 
Early attempts to treat trypanosomiasis and kala- 
azar in man with stilbamidine were encouraging, 
and reports on large numbers treated have been 
published. In West Africa, in the treatment of 7’. 
gambiense infections the aromatic diamidines were 
shown to have advantages over the commonly 
employed synthetic compounds of the suramin type. 
In particular, pentamidine and propamidine were 
found as effective as suramin in the early stages, 
though inferior to the arsenical, tryparsamide, in 
late cases.2 The relatively easily treated cases ot 
kala-azar in India responded rapidly to the diamidines 
even when, as occasionally happens, they had proved 
resistant to antimony.’ Better still, the Mediter- 
ranean and Sudan forms of this disease, notoriously 
refractory to antimonial drugs, were also cured by the 
diamidines, many patients being freed from infection 
even after long and heavy dosage with antimony in 


1. Lancet, Jan. 30, four signed articles and a leader. 
2 Lourie, Ann. trop. M: ‘arasitol., 1942, 36, “113. 
3. Napier, L, E., “Sen Gupta, P. e Sen, G. N.Ind. med. Gaz. 1942, 77, 
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various forms nad proved ‘wnawailing.* “Further 
study however cast a shadow on the proceedings ; 
sudden toxic sequel, some ending fatally in a few 
days, developed in a few of the cases treated with 
stilbamidine ; and these manifestations were shown 
to be due solely to the use of the drug. The symptoms, 
which were largely due to liver changes, might not 
come on for a month or so, but then developed 
rapidly. 

In the first selected cases of kala-azar in man 
treated successfully with stilbamidine, the small 
doses of drug were dissolved immediately before each 
injection, and the only toxic manifestations observed 
were immediate, trifling and ephemeral. In some of 
the later trials with larger numbers of cases however 
stilbamidine was used in much bigger doses and was 
dissolved in bulk some days and even weeks before 
administration; and it was in such trials that 
accidents occurred. It has now been shown that 
stilbamidine alters on being kept in solution, becoming 
toxic. An obvious remedy is to dissolve the drug 
just before use:. Solutions even a few hours old 
should be discarded and the dosage should be kept 
on the small side. The maximum safe dose has not 
yet been decided; daily doses of 1-2 mg. per kg. 
body-weight have proved safe and effective in man, 
and it seems inadvisable at present to exceed these 
amounts. So far there is no evidence that solutions 
of pentamidine and propamidine deteriorate like 
those of stilbamidine. Bearing this special danger 
in mind we should now be able to give the diamidine 
drugs their proper place in the treatment of protozoal 
diseases of man and stock. 


An notations: 


OBSCURE FEVER IN THE CHILD 


Tus is the time of year when the febrile child is at his 
most perplexing. The parents want to know the 
diagnosis : so does the doctor who has to admit, often 
for several days, that he does not know where the 
infection is lurking. Then the child gets well and 
everyone is pleased—everyone that is except the 
honest practitioner who, as such examples accumulate, 
wonders in his heart of hearts what exactly is the 
explanation. 

To clear the air let us. assume dogmatically that fever 
means infection. The dehydration fever of infants is not 
under discussion and in this climate (and at this season) 
heat stroke is unlikely. Fevers of metabolic origin 
possibly exist, but pediatricians are reluctant to accept 
them, and the facile label of ‘‘ acidosis’ has its risks, 
besides being scientifically inaccurate. The symptoms 
grouped under this title are the result of fever and not the 
cause of it—and the fever is due to infection somewhere. 
To find it, the doctor will have made a complete physical 
examination, but there are traps for the inexperienced. 
The painlessness of acute otitis media on occasion means 
that the drums must be examined whether the child has 
earache or not. Even acute tonsillitis may in children 
be associated with remarkably little pain. Fever, 
cough and loss of appetite may be mistakenly attributed 
to a lung infection unless the throat is inspected. The 
acute specific fevers do not always obey the rules: two 
days for the rash of scarlet fever, four days for measles 
and ten days for the enteric group are sometimes annoy- 
ingly extended and it is notorious that from time to time 
the rash of rubella appears after a week or more of 
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unexplained | pyrexia. Of the common local: infestions 
often causing obscure fever, pyelitis, central pneumonia 
and (as seems to have been happening lately) infective 
hepatitis with delayed appearance of jaundice seem to be 
likely “ spots " in a difficult case ; slight hints are given 
by dysuria, a rise in the respiration-rate, and a tender 
upper right abdomen respectively. Meningococcal infec- 
tion after infancy generally sets in acutely with early 
meningeal signs, but tuberculous meningitis can cause 
ebscure fever for some days, and signs will only be 
detected by the experienced. Reluctance to bend the 
neck, a little fullness of the optic discs and a just 
palpable spleen may be grave warnings of systemic 
tuberculosis with meningeal involvement. 

With upper respiratory tract infections even careful 
inspection of the nose and throat does not always con- 
vince the examiner that he has found the site of disease. 
Sometimes the evidence is circumstantial and retrospec- 
tive. Enlarging cervical glands, and slightly stiff neck 
due possibly to adenitis in the retropharyngeal region 
and otitis media may follow a period of doubt, and thus 
incriminate the nasopharynx as the primary seat of 
trouble. Spread round members of a family may produce 
a mixture of clinical pictures : the same primary infection 
works itself out in one as otitis, in another as bronchitis 
and in another merely as high fever, perhaps with sick- 
ness and no other evidence of what the trouble has been 
due to. Faced with negative results of full examination 
in a case of obscure fever in a child the doctor can but 
announce the absence of localising signs and hold a watch- 
ing brief ; in the words of an ex-president of the Royal 
College of Physicians, he is dealing with a “‘ clear case of 
deep-seated niischief.”” He must not give sulphonamides 
because he does not know what he is treating and he 
might dangerously dull the picture. Routine purgation 
is unwise. Abundant fluids and some help for the 
alkali reserve in the shape of citrate and bicarbonate 
are the best measures for the puzzling first few days. 
If the child is then well again such treatment will get 
the credit : if'recovery is delayed the chances are that 
something will have turned up. 


MOHs PLAN 

For a full year 22 members of the Society of Medical 
Officers of Health deliberated on the lack of system 
for medical care revealed by the war and on the best way 
to reorganise provision for the health needs of the nation. 
The result was an interim report, printed in Public Health 
for September, 1942. This draft was discussed in detail 
by medical officers engaged in different kinds of work— 
administrative, public health and clinical—and the final 
report has now been issued as a brochure of 20 pages 
entitled A National Health Service. Health is a national 
asset, says the foreword, and every member of the 
community should be entitled to the best possible health 
and its minimum disturbance by disease or any adverse 
condition. The plan to ensure this appears simple: 
let us try to put it in a few words. A new central 
department with health as its sole function, under a 
minister of cabinet rank with a central CMO responsible 
to him (Scotland separate and Wales with an admini- 
strative beard of its own). New large local government 
areas devised on broad grounds of efficiency in which 
the extended health services would be run by the elected 
eouncils like any other public service (for rare or occa- 
sional conditions—e.g., smallpox, typhus, brain surgery— 
areas might combine). The areal CMO to be responsible 
for all health services, advised by committees appointed 
by the local doctors. General practitioners, mostly in 
groups, to act as first line of defence, working from health 
centres provided for them, with clerical and nursing 
help, regular visits by consultants, and conferences on 
latest medical developments. Within this organisation 





4. Kirk, R. Sati, M. H. Ann. - Pazasital. 1940, 34, 181. 
5. Fulton, J. D., Yorke, W Ww Teas to 1942, 134. 


1, From the acting executive secretary of the society, at Tavistock 
House South, W.C.1. 
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patients to be free to choose who should be their “ real 
family doctor.” The hospital service to be complete— 
i.e., to deal with all forms and stages of invalidity—pro- 
vided, for all members of the community on similar 
terms, by the area in coéperation with existing voluntary 
hospitals to meet the ascertained requirements of the 
and their social cireumstances ; relieved by the 
health eentres, and by a domiciliary nursing service, 
their outpatient work would be limited to emergencies, 
consultations, special treatments and follow-up. The 
laboratory service would be so as to secure 
regular personal contact between its staff and those who 
see the patients as well as with the epidemiologists. 
Government would be asked to subsidise field research. 
Turning to ways and means, all and every service bearing 
on their health is to be available to every member of the 
community without any charge whatever. The poorer 
areas would receive Treasury grants so that standards 
would be equalised throughout the country. To employ 
the participating practitioners on a whole-time salaried 
basis would have the dual advantages of administrative 
effigiency and the elimination of undesirable com- 
petition for patients, although as between a capita- 
tion basis of payment and a part- or whole-time salaried 
basis no final decision is suggested. But to inculcate 
early the preventive outlook essential to the realisation 
of the plan there should be a postgraduate period of 
salaried training at both hospitals and health centres 
for every doctor before he chooses a career. Finally, 
as all this will take time to mature, a beginning should 
be made by establishing the new areas and giving their 
authorities discretion to plan and develop their own 
health services, and the major authorities*power to set 
up whole-time salaried domiciliary service. It will now 
be evident, even from @ cursory summary, that the 
simplicity is only in the manner of the report, not in its 
matter, and that the Society of MOHs have been 
planning comprehensively “for the advancement of 
public health ” as has been their avowed aim ever since 
the society was founded 87 years ago. 


HAND AND HANDINESS 

In living beings variability in structure is found most 
commonly in those parts which are undergoing most 
rapid development of form or most extensive adaptation 
of function. In man such variability is chiefly evident 
in the cerebral cortex and in the hand. Highet’s 
observations on the innervation and function of the 
thenar muscles, recorded on an earlier page, show that 
the usual anatomical account is inadequate and that 
there is a much greater degree of variation than is 
commonly recognised. In particular, he finds that the 
short flexor of the thumb is often supplied both by the 
median and by the ulnar nerves and that in some persons 
even the opponers and the abductor pollicis brevis are 
supplied by the ulnar and not by the median nerve. 
Man’s hand has become capable of a wide variety of 
skilled movements and of precisely adjusted movement- 
sequences which can be “ learned ” or developed under 
the guidance of attention; many of these become by 
frequent practice almost involuntary in that they are 


produced in apprepriate circumstances as automatisms 


which no longer require conscious attention and which 
are not even consciously intended. They vary from the 
simple processes involved in dressing and undressing to 
the most complicated i of the instrumental 
musician. Further, there are two special activities of the 
hand which associates it closely with the highest activities 
of the cerebral cortex. It is the instrument of one of 
pe main ways we have of expressing our thoughts— 

Indeed, there are many persons who find 
Sac tevsoektiene ther akacenpenne theta themapeneedin eae 
precision and with greater fidelity than in the spoken 
word. The use of the hand to express emotion is less 
universal in more civilised communities, but it is still 





very common and in many persons manual gesture does 
more than emphasise conversation ; it greatly assists 
its fluency so that, deprived of this assistance, the most 
eloquent may falter and the man who cannot continue 
to — with his hands is reduced to fumbling with his. 
words. 

The importance to man of these acquired movements. 
of his hands is reflected in the comparatively large part 
of the excitable motor cortex which is covered by the 
hand area, and it is noteworthy that within this area the 
mechanisms controlling or initiating movements of the 
thumb are peculiarly sensitive. Not only does electrical 
stimulation within the area almost always lead to thumb 
movements, but when the area becomes irritated by 
disease processes (constitutional epilepsy or the local 
occurrence of a cerebral tumour) focal or Jacksonian 
fits so caused appear first as movements of the thumb and 
spread thence to involve the other digits and near 
segments of the arm. The thumb contributes maxim- 
ally to nearly every complex movement of the hand. 
Loss of the thumb is the most disabling form of manual 
mutilation. To say of a man who lacks deftness 
with his hands that his fingers are all thumbs is an 
unthinking libel on this member and such lack of 
dexterity can be more properly described as having 
two left hands. 

Despite this close association of manual activity and 
mental development, a high degree of refinement of the 
cortical responses is not always found linked with 
@ correspondingly high degree of usefulness of the 
hands ; witness the stupid man cunning with his fingers 
and the intelligent man who is a born fumbler. Neverthe- 
less it is sound educational policy to strive for neatness as 
well as for accuracy of work, as assisting the development 
of clearness and precision of thought. It has been widely 
taught that to force.a naturally left-handed child to 
use his right hand for writing may cause him to develop 
a stammer. Although this warning is probably mis- 
conceived, there lies behind it a truth which Hughlings 
Jackson has formulated and to which Highet’s observa- 
tions contribute—namely, that an organ such as the 
cerebral cortex which is in process of rapid biological 
development is one in which we can anticipate both 
conspicuous structural variations and conspicuous 
functional] instability. 


ABDOMINAL INJURY FROM BLAST 

THE effects of an explosion in water differ from those 
of an explosion in air because in water the primary 
pressure wave is not followed by a wave of mass move- 
ment, nor is there a negative or suction wave. ‘The 
shattering effects of blast are largely due to the component 
of mass movement, so that these are not produced when 
blast is transmitted through water. Otherwise the result- 
ing injuries are in general similar, but whereas abdominal 
damage is rare on land, except in the fatal cases with 
multiple injuries, it has been fairly common after the 
tremendous explosions of depth charges, mines and 
torpedoes. 

Surgeon Rear-Admiral C. P. G. Wakeley, in his John 
Burns lecture in Glasgow on Feb. 10, said he has seen 
over 80 such cases in this war, and operated on nearly 
20; many eases are picked up dead and remain 
undiagnosed when no autopsy is-done. The clinical 
manifestations vary greatly according to the distance 
from the explesion and its nature, and the man’s 
position in the water. The effect is most severe if the 
man’s abdominal wall is directed towards the explosion. 
Nearly always a sharp slap is feit on the abdomen—one 
man described the sensation to Wakeley as like a hand 
being placed around his waist and quickly tightened, 
tegether with a collapsed feeling as after a sudden 
diarrhea evacuation. With this there may be paralysis 
and numbness of the legs due to spinal concussion. 
These usually pass off within an hour, sensatien returning 
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with pins and needles, but many sailors have lost their 
lives because they gave up trying when they thought 
themselves permanently paralysed. In slight cases 
epigastric or umbilical pain may persist for some days 
after the blast injury, and there may be loose bloody 
motions ; there are no signs of external injury and often 
none of an intra-abdominal lesion in such cases. In the 
more severe cases which Wakeley has operated on 
retroperitoneal and subserous hemorrhage was always 
present, and lesions range from intramural hemorrhages 
to actual laceration of the intestinal wall. The large 
intestine, because of the air it contains and its relative 
lack of muscle, suffers worse than the stomach or small 
bowel. . The liver may be lacerated enough to cause 
dangerous hemorrhage. Commonly the lacerations are 
multiple and extend upwards and inwards from the free 
border; they are difficult to suture and the diathermy 
cautery or packing with ribbon gauze may be the best 
way of stopping the bleeding. Wakeley used grafts from 
the rectus muscle to plug two rents in the liver in one 
patient. Like those produced by bullets; the openings 
in the bowel tend to close of their own accord by prolapse 
of the mucous membrane, and nearly always the 
omentum makes some attempt to seal the laceration. 
Cases may well have recovered without operation because 
of these protective mechanisms, but if there is any 
doubt it is better to look and see than to wait and see, 
for by waiting the patient may die of peritonitis. 

Extensive laceration of the bowel wall may necessitate 
excision, with end-to-end union where possible or a 
lateral anastomosis reinforced by an omental graft. 
In the more usual slighter case the prolapsed mucous 
membrane is united, a few interrupted sutures being 
inserted over the area to reinforce the suture line and 
prevent leakage and adhesions. If there is any soiling of 
the peritoneal cavity sulphanilamide powder is dusted 
inte it and over the suture line. Blood-transfusion may 
be advisable during the operation if there has been much 
hemorrhage, and this may be preceded by a plasma- 
transfusion where extensive burns from burning oil have 
led to hemoconcentration. In the common case where 
the cecum is ruptured the laceration takes place on the 
outer side, as it does when cxcal rupture complicates 
annular careinoma of the sigmoid colon; general 
peritonitis seldom develops in these cases. The after- 
treatment of blast injuries of the gut is along routine 
lines. 


HOSPITALS AFTER THE WAR 

A COMPREHENSIVE hospital service has already- been 
foreshadowed by the Minister of Health. The Hospitals 
Year Book? for 1942, besides providing its usual feast 
of analysed facts. considers how the voluntary hospitals 
can play their part and especially how they can work 
in partnership with the municipal hospitals. It seems 
that the voluntary hospitals look forward to steady 
rather than rapid developments along this line. They 
have a great contribution to make to the future service 
once they are assimilated into a regional. scheme. 
They came through 1940 with a surplus of a million 
and three-quarters of income over expenditure. Under 
the Emergency Hospital Scheme they have reserved 
beds for casualties, and while this plan has relieved 
the hospitals of the cost of maintaining the beds it has 
also. saved the Government much capital expenditure. 
As the report points out, the patient today can only 
reeeive thorough investigation in hospital, where the 
equipment and the skilled workers are grouped under 
one roof; there must be a great expansion to these 
facilities. if they are to serve the whole community. 
Mr. S. Clayton Fryers, house governor of Leeds General 
Infirmary, discusses in the report the position of the 
hospital administrator in time to come. In voluntary 


1. Published by the Central Bureau of H 
12, Grosvenor Crescent, London, 8.W.1, 
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hospitals the senior administrator is usually a layman, in 
municipal hospitals a doctor. Both plans have advan- 
tages and drawbacks, as a recent discussion* at the 
Medical Superintendents Society showed. The voluntary 
hospitals are often highly successful in picking their lay 
administrators, the municipal hospitals sometimes less 
successful in picking their medical superintendents. 
It may not matter in fact whether an administrator is a 
doctor or a man with experience of the economic and 
efficient running of a hospital provided he has the gift 
of persuading a large number of people with different 
tastes, interests and types of education to live together 
in harmony and content, and to work synergically for 
a single end—the well-being of the patient. 


LORD NUFFIELD’S TRUST 

In a letter to the Times the president of the Royal 
College of Physicians has expressed the pleasure felt by 
the medical profession on hearing of the new Nuffield 
Foundation, described on p. 255. The precise use of the 
income accruing from this huge fund is for the trustees to 
decide ; but, as Sir Charles Wilson says, it should enable 
men of promise to follow high adventure without the 
distraction of material cares. ‘“‘ Some will staff the 
units of social medicine which every teaching hospital 
will soon establish . . . others will plan to restore men and 
women to health and to work after illness or injury . 
others still will serve the needs of research in the wide 
fields of medicine and industry.’ The possible benefits 
from Lord Nuffield’s action are immense, and so far as 
medicine is concerned he has chosen trustees who will 
bring knowledge and imagination to their task. Sir 
John Stopford is at once a distinguished anatomist and 
an experienced vice-chancellor; Dr. Janet Vaughan, 
daughter of the late W. W. Vaughan of Rugby school, is — 
a hematologist whose experience has been enlarged during 
the war by charge of a large blood-transfusion depot. 


SIR FARQUHAR BUZZARD’S RETIREMENT 

Iy April the regius professor ef medicine at Oxford 
will retire from the chair he has occupied since 1928. 
During his years of office he has done much to renew the 
vital growth of the Oxford medical school. His vision 
and wise counsel will be remembered in connexion with 
the Nuffield Institute for Medical Research, the Nuffield 
Trust for Medicine and the war-time organisation of — 
clinical teaching at the Radcliffe Infirmary. He has 
also helped in the work of coérdinating the hospital and 
medical services of the country, while in the university 
he has been a notable member of council and of many 
committees, besides holding the office of curator of the 
chest. His friends and colleagues wish to commemorate 
his work, and a representative committee has suggested 
that his portrait should be painted and that a Buzzard 
scholarship or prize in medicine should be endowed. 
Donations may_be sent to the Vice-Chancellor at Oriel 
College. The names of donors will be handed to Sir 
Farquhar. 





Mr. Lampert Lack, consulting aural surgeon to the 
London Hospital, died on Feb. 14 in his seventy-sixth year. 


Dr. ALASTAIR FRAZER, reader in pharmacology, has 
been appointed to the newly created chair of pharma- 
cology in the University of Birmingham. 

A special meeting of the British OrTHopzpIc 
Association will be held next Saturday (27th) at the 
RSM House, 1, Wimpole Street, when (at 10 am) Brigadier 
W. R. Bristow, Brigadier Dudley Buxton and Colonel 
Rex Diveley (Kansas City) will discuss the organisa- 
tion of orthopedic surgery in the British and American 
armies. The afternoon session (2—5 pm) will be given up 
to short papers on the management of various types of 
injury to the limbs. 

2. See Lancet, Jan. 30, p. 152. 
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REFORM OF LOCAL GOVERNMENT 


LocaL government in England is the result of piecemeal 
legislation, for Parliament has never considered it as a 
whole. The system, in consequence, is patchy, complex, 
illogical and unnecessarily expensive. True, it can be 
said { to have met most of the demands made upon it, and 
it has responded wonderfully to the strains of war ; but 
no-one could contend that it is perfectly fitted to cope 
with the heavier tasks that must develop from new 
conceptions of social welfare, town and country planning, 
housing, industry and education. A report. from the 
National Association of Local Government Officers 
(NALGO) discusses its anomalies and defects and proposes 
remedies for them.' 

The chief anomaly is that the local authorities with 
the largest populations and revenues are not necessarily 
those with the highest status. County boroughs and 
county councils possess far more comprehensive powers 
than any others, but there are rural districts containing 
more people than some of the smaller counties, and in 
one area an urban district with 190,000 inhabitants 
adjeims a county borough with only 26,000. More 
senieus is the high proportion of authorities with popula- 
tions and resources too small for the provision of services 
of the range and standard nowadays required : they can- 
not: pay salaries that will attract an able and qualified 
staff; because of their low status and lack of executive 
powers they do not get the best type of counciler ; for 
both these reasons they are more susceptible to pressure 
from vested interests ; and they eannot take full adyan- 
tage of technical and scientific developments. Inequali- 
ties in the standards attained in different parts of the 
country are all too apparent—witness the differences in 
death-rates from specific diseases. Codperation between 
authorities is inadequate, and there is undesirable 
division of services ; for example in the surveillance of 
milk-supplies three separate officials have to visit each 
farm. Because of the complexity of the system the 
public does not know’where to turn for help and advice, 
and fails to take due interest in local affairs. Apathy 
is general, and in most areas local government, though 
theoretically democratic, is left to a few people of whose 
competence the ratepayers know little. 


A BOUNDARY COMMISSION 


The Nalgo report. insists that the control of local 
government must remain democratic: in the long run 
bureaucratic or non-elective bodies would be less efficient. 
By simplification of the system and explanation of its 
work, the ordinary citizen should be induced to take 
more—not less—interest. To secure this simplification 
it is suggested that a permanent boundary commission 
should at once be established, whose first duty would be 
to divide England and Wales into a number of local 
government areas having populations generally between 
100,000 and 500,000. Each of these areas would be 
served by a directly elected “all-purpose ” authority 
having the full powers now enjoyed by county boroughs. 
Where such an area was mainly urban it would be 
administered from a single centre, but where it included 
a number of non-county boroughs or urban districts 
with populations over 20,000 these might retain or 
receive borough status and undertake services which the 
all-purpose authority would delegate to them. (It 
is thought important to preserve the smaller boroughs, 
many of which have ancient charters and a fine record 
of civic achievement, and the widest possible discretion 
would be granted them.) Elsewhere directly elected 
district councils would be constituted to administer 
local services, acting as district committees for the all- 
P authorities. 

ere remain the thorny questions of regional 
codperation and central direction. "With experience of 
civil defence regions during the war, the Nalgo committee 
is firmly against any proposal to create regional authori- 
ties which would supervise the local authorities-of their 
region and link them to the central government. ‘ Such 
a system would unduly restrict the democratic powers of 
1. Interim Report on the Reform of Local Government Structure. 
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local authorities, would encourage public apathy and 
would lead to administrative delays. {If local democracy 
is to be vigorous and effective, it must have the right to 
make representations direct to Parliament through the 
appropriate government departments.’’ On the other 
hand, it is recognised that twar conditions will prob- 
ably require far closer coérdination over wide areas, and 
swifter executive action, than was expected in the past. 
and to meet this need it is proposed that provincial 
councils should be formed for coérdination and planning. 
Such councils, established by law, would be indirectly 
elected by the all-purpose authorities of their region. 
which would be bound by their recommendations. 
And it is here that medical planners will sit up and take 
notice, for the services over which these statutory pro- 
vincial councils would exercise their planning and 
coérdinating function include “ general hospitals. 
specialist hospitals, mental hospitals, and certain public 
assistance institutions.’’ It seems to follow that regional 
hospital services or regional medical services, if such 
were devised, would have to be fitted precisely into the 
areas served by the provincial councils. 


LOCAL CONTROL OR NATIONAL CONTROL ? 

The last few years have seen a great increase of 
‘‘ government by circular.”’ The government depart- 
ments making grants seek more and more to control the 
services for which these grants are provided, and today 
local authorities act largely as agents of the centril 
government, fulfilling instructions on which they have 
not been consulted. The logical conclusion of this 
tendency is illustrated by the story of the fire service, 
which was eventually removed from local control and 
eompletely nationalised. The Nalgo committee dis- 
likes the idea that health and social welfare services 
should be similarly taken out of the hands of the local 
autherities and placed under national control. It 
recognises, however, that local government is faced with 
two alternatives—‘‘ Hither it must drastically amend 
its structure to enable it to achieve the degree of 
coérdination, equality of standard and speedy decision 
and execution over wide areas required by modern 
conditions ; or it must submit to a much greater degree 
of governmental control than has hitherto been imposed 
upon it, even to the cession of its most important services 
to the Central State machine, with the consequent 
dangets of remote control and responsibility and bureau- 
cratic tendency.” p 


RADIOLOGY AFTER THE WAR 


THE Faculty of Radiologists has issued reports on the 
planning of radiodiagnostic services and radiotherapy in 
Great Britain. Their common theme is the need for 
concentrating radiological work at places where accom- 
modation,- equipment and personnel are sufficient and 
efficient. 

DIAGNOSIS 

At present there are probably 800-900 X-ray diagnostic 
departments in hospitals in England and Wales, besides 
those in tuberculosis and other outpatient dispensaries, 
in nursing-homes and in consulting-rooms. The faculty 
believes that the service provided by many departments 
leaves much to be desired. Its adequacy usually depends 
on whether the neighbourhood offers enough private work 
te support a radiologist. ‘* All will have sympathy with 
the general practitioner in a small town, many miles 
from. the nearest radiologist, on whom falls the task of 
doing his best for his patients with an X-ray plant in a 
cottage hospital. Too often he is pressed to attempt work 

uite beyond his capacity and that of the apparatus.” 

ut experience shows that (exceptions notwithstanding) 
efficiency in a department is usually not achieved except 
under the direction and supervision of a radiologist of 
consultant status. An essential feature of this supervi- 
sion is that every case examined in the department should 
be reported on by a member of the radiological staff. 
This rule should hold, it is felt, even in small departments 
visited by a radiologist only once or twice a week, 
where the clinician in charge of the case will often have 
interpreted the radiogram already for purposes of 
immediate treatthent. : 

Every department should have at least one properly 
trained radiographer in charge of the radiographic work 
under the radiologist. A department with a turnover of 
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2000 cases a year could utilise a whole-time radiographer, 
while smaller ones could be staffed by a part-time radio- 
grapher who was also working in a large department. 
But where the turnover is Jess than 1000 cases a year it 
may be difficult to justify the costs of maintaining the 
department, at all. 

A serious fault in many hospitals has been the lack of 
up-to-date equipment ; some have been given apparatus 
unnecessarily elaborate for their work, while others much 
larger in the same district are poorly provided for. 
Using the terminology of the Medical Planning Com- 
mission, the faculty recommends that the key hospitals 
should be equipped completely, the intermediate hospitals 
should be able to handle all routine general radiological 
work, while in the cottage hospitals equipment should 
vary according to geographic situation. Unless. some 
revolutionary change is introduced, the equipment of a 
department need not, on an average, be renewed for ten 
years. 

Answers to a questionnaire show that nearly all members 
of the faculty prefer that their hospital work should be 
paid by salary. A majority of 2 to 1 believed their 
district would be best served by concentrating all 
radiology (including B ype work) at the hospital, where 
the radiologist would spend all his working hours. 
Only a small minority preferred whole-time salaried 
hospital appointment without the right to see private 
patients. In some hospitals the 
— is closed to outside doctors—i.e., only patients 
referred from one of the clinical departments of the 
hospital may be examined. In future it seems best that 
the strict rule should be relaxed and the radiologist relied 
on to see that. his department is properly used. 

Future efficiency, the faculty declares, depends on a 
regional contro] and coérdination of the hospital services 
generally. 

“‘ Only by the adoption of a planned scheme by a regional 
authority, armed with powers of persuasion sufficient. to 
ensure its acceptance by the hospitals and commanding funds 
sufficient to meet the added expense, willthe X-ray diagnostic 
services be raised to a satisfactory level of efficiency.” 


Perhaps the. most important and radical change would 
be the appointment of the radiologists by the regional 
body, and that they should be appointed to the region. 

“The basic principle of the staffing of the regional scheme 
should be to provide a medical staff at the divisional hospitals 
large enough to supply visiting radiologists to those hospitals 
in the division which are too small to support a radiologist of 
theirown. Thesedivisional hospitals would therefore require 
one or more senior radiologists according to their size, a number 
of assistant radiologists according to the requirements of the 
division, and one or two radiological registrars. The senior 
should be responsible for the radiological arrangements of the 
—. and the senior at the regional key hospital would 
be the 
services of the whole region. Most of the smaller hospitals 
would require a part-time radiologist only. He would 
normally be one of the juniors at the divisional hospital, 
working part-time at both. In this way the small hospitals 
would be served by competent radiologists, who would also 
have the advantage of the contacts and experience of a large 
key department.” 

TREATMENT 

In the faculty’s opinion treatment with radium and 
X rays should be kept separate from radiodiagnosis, and 
should be carried out in large departments with consider- 
able staffs and a wide range of equipment. No depart- 
ment should treat less than 500 new cancer cases per 
annum, and the usual minimum should be 1000. To 
secure this latter number each would have to centralise 
the work of an area with about 2 million inhabitants. 
The appropriate staff is estimated at five radiotherapists, 
two physicists, eleven technicians, five clerks and-an 
almoner, together with nurses to look after the beds (at 
least 65) under the radiotherapist’s direct. control. 


London may be. expected to provide radiotherapy for: 


about 124 million people. . At present there are 30 
hospitals in the London area offering a therapeutic 
service, and the faculty proposes their reduction to 6. 
Wherever possible radiotherapy departments should be 
part of a university medical centre, and in the provinces 
there should be one at each of the teaching schools— 
Birmingham, Bristol, Cambridge, ‘Cardiff, Leeds, Liver- 


STERIMAISATION OF SULPHANILAMIDE POWDER 


diagnostic X-ray- 


regional radiological director, and would coérdinate the — 
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pool, Manchester, Newcastle-on-Tyne, Oxford and 
Sheffield. ‘‘The radiotherapeutic unit would then 
become one of the members of that aggregate of 
specialist units which many people envisage as ultimately 
constituting the university medical teaching centre for a 
region.’”’ It is hoped that some form of amalgamation 
inte a common organisation will be possible for the small 
number of excellent centres (e.g. Bradford and Wolver- 
hampton) near but not associated with the main 
university centres. 

Other areas where radiotherapy departments may be 
needed are Devon and Cornwall; ‘ Wessex ’’ (South- 
ampton); the Leicester, Nottingham, Northampton. 
Derby area; the Lincoln area; and the Potteries. In 
Scotland the main centres should be single organisations. 
centred. on Edinburgh, Glasgow, Aberdeen and Dundee. 
The north and north-west is regarded as primarily a trans- 
port problem. ‘Any attempt to establish, separately. 
centres for small numbers would be a mistake.”’ It is 
recognised, however, that there may be parts of Great 
Britain where, subsidiary centres must be set up to 
serve isolated populations of over 500,000. And though 
treatment departments should be few and centralised, 
diagnostic clinics should be numerous, one such clinic 
being required fortnightly or weekly for each separate 
population of 100,000 or more. 

Skin cases could not be dealt with at the radiotherapy 
centres, but the other non-malignant conditions requiring 
radiotherapy are few and important enough to merit 
treatment there. 


STERILISATION OF SULPHANILAMIDE 
POWDER 


A FATAL case of tetanus,’ possibly due to infection from 
the container of a sulphonamide powder applied locally. 
made it obvious that sulphonamides intended for topical! 
application should be marketed ready sterilised, and in 
sterile containers. A conference, held last November, 
between representatives of the Medical Research 
Council and the Association of British Chemical Manu- 
facturers discussed methods, and agreed on the procedure 
for large-scale sterilisation of sulphanilamide powder 
advocated by Hynson, Westcott and Dunning in 
America, and published in our columns with a covering 
letter from Lieut.-Colonel Perrin H. Long.’ 

Since this would take some time to put into general 
effect, and since the method could not in any case be 
applied to existing stocks of powder in hospitals and 
first-aid posts, methods of sterilising powder on a small — 
scale were also considered and the following were 
recommended. 

(a) Dry heat maintained at 150° C. for an hour in a 
paraffin bath.—Technique proposed by Berry.* 

Use dry sterile cotton-wool plugged test tubes (5 in. by } in. 
or smaller diameter). Half fill them with the dry powdered 
substanée, using a powder funnel. Flame the upper portion 
of the tubes and replug with the sterile plugs. Immerse to 
within 1 in. of the tops of the tubes in a liquid paraffin oil 
bath and maintain at 150° C. for 1 hour. If the tubes are to 
be stored the plugs should be covered with ‘Cellophane’ 
or paper. 

(6) Dry heat majnitained at 150° C. for an hour in an 
electric oven, with precautions to ensure even heating 
throughout. 

(c) Autoclaving in a dressings steriliser.—Technique 
and precautions proposed by Buckland.‘ 

An autoclave with vacuum drying attachment (dressing 
steriliser) is used and the container is a dry boiling-tube 
plugged with non-absorbent wool. The boiling-tube must be 
thoroughly dried, if possible in a hot-air oven. The jacket 
pressure of the steriliser should be ready at a pressure of 20-30 
Ib, Allow steam at 20 lb. into the empty closed chamber of 
the autoclave and leave for 5 min. Using the appropriate 
valves clear chamber of all steam and condensed water. This 
process has heated the chamber, and the boiling-tubes, 
loosely plugged with non-absorbent wool and containing the 
powder (in 5 g. or 10 g. batches), are now placed in it, They 
should be placed on their sides, with the powder spread over 
their full length, so that they give a thinner mass for the 

1. See Lancet, 1942, i, 770. 
2. Lancet, 1942, ii, 322. 


3. Berry, H. Pharmaceut. J. 1942, 149, 139. 
4. Buckland, W. J. Brit. med. J. 1942, ii, 264. 
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steam to penetrate. Leave the ‘alias for 1b min. in the hot 


chamber ; this heats the tubes and their contents sufficiently 
to prevent condensation inside and on the powder. Autoclave 
at 15 lb. for half an hour. Clear the chamber of steam and 
any condensed water quickly, and allow a vacuum of 10-15 in. 
for 15 min. Remove tubes from autoclave, place a tight 
sterile plug of non-absorbent wool on the top of the one already 
in, and cap the tubes with a suitable paper—preferably 
cellophane. There will be no caking. if there seems to be 
caking, it is only present while the powder is still hot, and 
when cool a tap on the side of the tube will show that the 
sterile preparation is soft powder. 


A sulphanilamide powder to be satisfactory for local 
application should not cake or be more than slightly 
discoloured with any of these techniques. The recom- 
mendations of the conference related only to sulphanil- 
amide, that being the sulphonamide preparation most 
often applied loc. . But Berry considers that the paraffin 
bath technique is also suitable for the sterilisation of 
wulphintabanals powder in hospital practice. 


NURSES’ SALARIES 


TxeE first report of the Nurses Committee 


. Salaries 
appeinted by the Ministry of Health (the Rushcliffe 


Committee) and the interim report of the Scottish 
Nurses Salary Committee have now appeared. In the 
table the scales of salary proposed by the two committees 
are compared with those recommended by the Royal 
Ft of Nursing in 1941.1 

















Grade ae College Rushcliffe Scottish 
of Nursing Committee Committee 
7 
Student : £ £ £ 
ist year 30 40 40 
2nd ,, 35 45 45 
3rd ,, 40 : 50 50 
Sth. us. | 50 60 60 unqualified 
| 70 qualified. 
Staff nurse | 100/5/150 90-100 /5/140 160 /10/120 
Ward sister 150/10/250 130/10/180 130/1,0/160 
plus an increment) 
of £20 after 10 
years 
Depart - Riv se 53% Ward sister’s Scale not fixed 
mental | salary plus an 
sister allowance of 
| £10—20 
Housekeep- | 160/10/220 Ward sister’s Scale not fixed 
ing sister _ salary plus an 
(certifi- | allowance of 
cated) £10-20 
Home sister | Ward sister’s Scale not fixed 
salary plus an 
allowance of 
| £15- 
Senlersteter | 300/25/500 260/15/350 250/10/% 
(qualified) | 
Assistant | Under 100 beds | Under 300 beds | _ 100-499 beds 
matron 175/25/250 205/15/250 200—240/15/245— 
300-499 beds 285 
—— -} eum 
| Over 500 beds | Over 500 500-999 beds 
300 /25/500 275-400 ——T ee and 
j Over 1000 beds 
| Between 275 and 
375 plus four an- 
QD increments 
of £15 (plus £25 
| .&. responsi- 
bility pay for 
| princi: assist. 
| matron) 
Matron | Under 100 beds} Under 200 beds Under 
250/25/400 250/25/375 250/15/325 
| 100-499 beds 
300—400/25-30/ | 280—350/20-25/ 
450-580 380-2 
Over 500 beds Over 500 beds 500-1000 beds 
600/50/1000 | Between 450 and | Not yet agreed 
| os plus six an- Over 1000 
| ual increments | Responsibility 
j of £30 payment of £50 
| p.a. over scale for 
retin a 500-1000 beds 








The salaries are those recommended wed by the the hy mene Committee 


for nurses in — « re ral Council of 
land and a ae sick 
*s or tay y the Scottish 


Committee for nurses in censuel hospitals a ved t 
schools). , Doro — 





1. See Lancet, 1941, i, 711. 
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A Running “Commentary by Peripatetic Correspondents 
In all that has been written and said about the 
Beveridge report I have yet to see anything on it as 
literature. I believe that in this account it can be put 
high. It has an even tencr of that enables 
one to open it at any page anti on for some time 
about matters of which one knows nothing, and in this 
it resembles the Origin of Species. Compare, for instance : 
“there is no need, in ending the present approved 
society system, to break or even weaken appreciably 
the close relation that has existed hitherto between the 
administration of state insurance for sickness and 
voluntary insurance for the same purpose” (see. 72) 
with “ natural selection can produce nothing in one 
ies for the exclusive or injury of another ; 
ough it may well produce organs, and excretions 
highly useful or even indispensable, or again highly 
injurious to another species, but in all cases at the same 
time useful to the possessor.’”” The married woman’s 
charter (Change 6, secs - 107-111) might well be included 
in any anthology of F E h prose, not by the side of 
writers of fireworks like Carlyle and Macaulay, but with 
the more sober-worded historians who succeeded these, 
like the Trevelyans and John Morley. Comparison of 
the report with the Origin raises a word of warning 
from the older work ; it is that the very ease of style 
may cause the reader to miss the substance. Huxley ' 
tells of a ‘‘ somewhat delusive simplicity of style, which 
tends to pve yee the complexity and difficulty of the 
subject,”’ and goes on to say that ‘“ long occupation with 
the work ” had led him to believe that it was “ one of 
the hardest books to master.”’ In this he was supported 
by Hooker who wrote, “ I have not yet got half through 
the book, not from want of will, but of time—for it is 
the very hardest book to read, to full profits, that | 
ever tried— it is so cram-full of matter and reasoning.” * 
And so the report is also extremely clear but very hard 
to fully appreciate. May it have as great an influence 
upon the statecraft of this century as the _— had 
upon the thought of 7 last. 
* 
hots eal Geetetc tire ceeeacianes, You see, it didn’t 
say on the scruffy little: demand-note who was to examine 
whom ; so when I was ushered into a cell containing two 
officers in battle-dress, I thought of a new game that 
would include the best of eve They were very 
nice yo ters. Called me “ Sir ”’ and laughed at ail 
my little jokes; all, that is, except one about money, 
and I could. see from that that they had been strictly 
brought up. Play was slow until they tested my 
eyesight. Without my glasses the two bottom lines were 
foggy, and I confessed as much. Nevertheless they made 
me read the letters aloud, covering the left eye and then 
covering the right eye, and I boggled dutifully at the 
last two lines each time ; and then I said, “ Shall I do 
it now covering both eyes ?”’ And did so, reciting the 
whole lot perfectly ; for I had lived with that particular 
test-card for r some years. Love-fifteen. And then one 
of them got to mek with the stethoscope. He didn’t 
tell me whether to breathe through my nose or my 
mouth, so to be on the safe side I breathed through my 
nose while he was messing about on the right, and 
through my mouth for the left side. He spent a long 
time hopping from one side to another, making me 
goggle in front like a gold-fish. Then—‘ You don’t 
seem to be getting much air into your right base,’’ he 
said accusingly. ‘Oh, dear,” I replied, “I got it 
working all right this morning at rehearsal. Do give it 
another chance.” But he conferred anxiously in an 
undertone with his colleague—they both looked just 
like doctors at this point, and I wished I’d brought my 
camera—and the colleague borrowed the stethoscope 
and had a poke round. I reversed my breathing exercise. 
Then they conferred again in whispers. ‘‘ You mean the 
LEFT side.” ‘‘No,I don’t. The ricur side. Practically 
no breath-sounds at all.” ‘‘ Well, J found less entry on 
the LEFr.”” “ Does it make any difference which side 
of the nose I breathe through ?”’ Ichimedim. And they 
both said No it didn’t ; I mentally gave them full marks 
for this ready answer. ‘Then they began filling up forms, 
so I asked if I could go home now ? But no, a warder 


1. Essays. Vol.11, p. 286. 2. Life of Darwin. Vol. um, p. 241. 
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led me to another cell where [smoked dreamily for «few 
minutes until he returned bearing my overcoat, scarf, 
and gloves, but no wrist-watch. We had a grand hunt 
for it, all three of them looking thoroughly guilty ; but 
it was I who eventually found it when I got home. 

The warder led me into yet another cell containing a 
nice elderly Colonel. I called him “ Sir,’’ and laughed 
at all his little jokes—every one of them, I’m afraid, 
regardless. He asked me some very easy questions 
and even wrote down my answers forme. Then I asked 
my question: How long would it be before I would be 
called-up? Would it be days, weeks, or months ? 
Because I was thinking of taking up the clarinet. He said, 

*‘Lean’t say. You may never be called-up!’’ And there 
the matter rests. It’s perfectly horrible being a secret 
weapon and not a sa re *re liable to go off. 


It is at times when ‘things inenaiie to be going a little 
better—if I may make so rash an observation without 
being accused of undue optimism and wishful thinking— 
that one b to wonder whether we may not have been 
through the worst of it. Looking back over the past 
three years I am almost ashamed to admit that, through 
molten fault nor foresight of my own, I haven’t suffered 
at all and wish only that there were more in the same 
boat. It is true that we had our one bomb which broke 
some of the church windows, blew Mr. Cram up the 
passage and sprained his wrist and, incidentally, nao 
our backdoor ; but somehow this seems a smallish 
in the ocean of armageddon and will furnish but a acne 
feast of reminiscence with which to bore the grandchild- 
ren (if any). But the better news has deflated—at least 
for a time—my octogenarian patient Mr. Ranscombe who 
until recently has been inditing frequent rude letters 
all beginning, ‘‘ Look here, my lad,” to various members 
of the War Cabinet. Being himself a good deal of a 
blimp, Mr. Ranscombe _ rather = anti-blimp complex. 

a 
When I entered his room the great inventor was 
wrapped in thought. He came out of his reverie 
abruptly and started describing his inventions. ‘‘ You 
know, this recent work on 5 capbiennealihe action is 
interesting,” he began ; “ in the early days when all the 
sulphonamides were brightly coloured and were supposed 
to act like opsonins, I a my theory of Phagocytic 
Vision.” ‘‘ What on earth,’’ I mooed. ‘“‘ The idea was 
that phagocytes could see oni they preferred to eat 
bacteria when dyed a pleasant ideas” ‘* Like children 
eating brightly coloured cakes and jellies ? ” ‘“‘ Exactly,” 
he nodded. ‘* But I suppose the French workers spoiled 
that idea when they found colourless sulphanilamide ? ”’ 
“* Yes,” he said, “it was a bitter blow to me that the 
phagocytes were blind after all. I had just invented a 
new drug which stained streptococci in delicate shades of 
cerise and cream, which I believed would be iresistible to 
any artistic phagocyte.” ‘‘ How does the recent work 
affect you? ’’ IL ventured; “‘ this business cf essential 
metabolites and enzymes.” ‘‘ It seems to me a dirty 
way of fighting the enemy!” His face darkened, 
“* deceiving them by giving a substance so nearly resembl- 
ing the food they need that the poor beggars waste their 
precious enzymes on it.” ‘‘ No, I suppose it’s not quite 
cricket,” I agreed ; ‘‘ rather like killing an elephant by 
feeding it with fake currant buns which collar all its 


gastric juice so it cannot manage the real buns.”” The 
great inventor nodded. ‘‘ That’s the idea,’’ he ‘said. 
Could one 


“* Still it opens up a new line of thought. 
exterminate rats by giving them ersatz cheese so that 
they couldn’t manage the real cheese when they got 
it?’ “ [don’t think that would work,” I said ; “‘ cheese 
isn’t an essential metabolite: they would manage with 
something else.”” He looked disappointed but continued : 

‘* Well what about Graves’s disease ? One could feed 
the patient on imitation iodine so that the thyroid would 
waste all its energies trying to make thyroid hormones 
out of the bogus s material, and have no capacity to make 
active sti ** There,” I said, “I you are on a 
more promising line ; but what other work are oon doing 
at present?” “T haye here a scheme which thought 
of in my bath yesterday,” he pulled a sheaf of papers 
towards him. ‘“ You know that they use extract of 
bullock’s heart as antigen in the Wassermann reaction ? ”’ 
“Yes,” I murmured. ‘“‘ Well I thought that if one 
injected an extract of bullock’s heart into all men in the 


Navy it would immunise them against syphilis.” 

** Possibly,’”’ I said, ‘“‘ but what about the danger of 
developing ‘ cor bovinum’?” His face fell. ‘I must 
warn the Admiralty,” he muttered ; ‘‘ but be that as it 
may, can I interest you in a new disease I have just 
invented: ‘Struve’s Terrible Unilateral Anzmia’ ; 
different blood-counts from each side of the body 
(sometimes confused with ‘ Pseudo-Struve’s’ which is 
caused by different pathologists os the-count on each 
side). ‘*‘ No, I must be going,” I said firmly.. I started 
putting on my coat; my brain was already whirling 
round. “ The treatment is simple,’’ he went on dreamily, 
‘“*‘ transfuse the patient from one side to the other, or 
better still leave a permanerft anastomosis, unless of 
course the condition is complicated by Struve’s Terrible 
Unilateral Agglutinogens.’”’ ‘‘ Have you ever seen a 
case ?”” Tasked-from nearthe door. ‘‘ No,’’ he replied, 
** but I shall never give up looking.” As I stole out he 
was already hard at work on a scheme for treating insomnia 
with the blood of dormice.... 

cd * * 

I am getting more than a little tired of the censorious 
attitude of the press and others to alleged faulty medical 
certification. Personally for years I have signed panel 
certificates and put a date which is not the date of 
signing; but have always taken the precaution of 
drawing a horizontal line through ‘‘ I hereby certify that 
I have examined you on the undermentioned date ”’ and 
a vertical one through “ Date of examination ”’ and 
** Date of signing.” It is crass negligence on the part 
of the societies to accept these mutilated bits of paper, 
but this is the first time I have written to the paper 
about it. When the local secretary of the Ancient 
Order of Heifers writes to us, ‘“‘ Will you please let me 
have two certificates for John Jones, dated March 1 
and 8,” if we had a really aggressive trade union they 
would prosecute him for inducing us to aye ny a felony 
—or perhaps it is a tort. Of course we only do these 
things to make it easy for patients and agents—pure 
good nature—but we don’t get any thanks for it. 

And it isn’t only panel certificates. At this momeat 
am doing a locum for Dr. Dose and an old woman has 
come into the surgery asking me to sign a pension paper 
saying that she is personally known to me. She has 
walked two miles and didn’t know that Dr. Dose was 
away. He has known her for twenty years, but I have 
never seen her before. She stands by me old and frail 
and expectant. Am I entitled to sign my name “ for 
Dr. Dose.”” You’d think not. Yet on the first page of 
the British Pharmacopoeia I notice that it is published . 
‘* for the General Medical Council.’’ Now, Mr. President, 
perhaps you will tell me the dose of styrax ? What, 
you don’t know! Never heard of it! Disgraceful. Of 
oleum gossypii seminis, then? Good heavens, what 
woeful ignorance ! Well, here’s an easy one: urea ? 
No no, you’re guessing. Here’s a, last chance: what 
is the antimony trichloride test for cod-liver oil ? 
Scandalous. Yet this book is published for you—in 
your name. You can’t expect the poor publisher to 
know, he’s only the printer. I’m afraid [ll have to 
direct the Registrar to erase ... Or the Minister of 
Health, does he know all about the regulations that 
appear in his name? Of course he doesn’t. There’s 
one law for the politician and another for the poor 
practitioner. I join good company and sign. 

* * * 
Week in, week out, they come to me. 
Here in my modest surgery 
I sit and grant certificates 
For spectacles, for dental plates, 
For clothing coupons, milk and eggs, 
For artificial arms and legs, 
For glucose, arch-supports and braces, 
For extra leave (in worthy cases). 
Certificates for this, for that... 
For sailor, soldier, airman, AT, z 
For postmen, landgirls, coroners, 
For school-attendance officers, 
For Wrens and Waafs, Home Guards, Police... 
There is no p t of release 
This side of Jo For my grave 
Here is the epitaph I crave : 
“The doctor fortunately died 
Ere he himself was certified.” 
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Par! iament 


ON THE FLOOR OF THE HOUSE 
MEDICUS M P 


THE discussion on the Beveridge report is to take place 
on @ somewhat colourless motion in which the report is 
welcomed as a valuable aid in determining the lines on 
which developments and legislation should be pursued 
but which does not demand immediate action. The 
motion has been put in this form to enable the Govern- 
ment to make statements on the four issues involved— 
the provision of a basic ncial payment under practi- 
cally all conditions for every citizen,‘and the three 
assumptions, allowances for children, full employment 
and a socialised medical service. The financial payments 
ean be fixed and put into an Act of Parliament. So 
can allowances for children. A scheme of medical 
reorganisation can also be put into legal form,,although 
it would probably need more than one act if it is to be 
complete and extend over the whole of curative and 
preventive medicine. But the maintenance of full 

loyment for the working population cannot be dealt 
with by anything less than a new economic organisation 
whitse ramifications will spread from the conditions of 
empléyment in the fields of Great Britain to the condi- 
tions of international trade and the determination of 
colonial and foreign policy. 

On the next sitting day a resolution is to be moved 
in the name of Mr. Arthur Greenwood, leader of the 
Labour Party, headed by Conservatives, a Liberal, a 
National Liberal and Miss Rathbone, the Parliamentary 
mother of children’s allowances, as angIndependent, 
asking the Government to make a statement of policy 
on these allowances. There is so much general agree- 
mént behind the demand for them that action is to be 
hoped for. 

A statement on the Government’s plans for the 
medical service of the future is also wanted, but this may 
not yet be ready, for there is a lot of ground to cover. 
The Ministry of Health has on hand inquiries into 
hospital organisation, tuberculosis, and the immediate 
post-war medical relief in Europe. There is much material 
in the various reports on medical planning which have 
been produced during the war. Last week the Govern- 
ment put forward proposals for the appointment of a 
national council for the recruitment and distribution 
of nurses and midwives, and the re meget of the Rushcliffe 
Committee has also been publish 

Nurses have been many things in their time, but not 
until lately have they become a bottle-neck in the 
treatment of tuberculosis. It is to be hoped that the 
Government can now make a comprehensive statement, 
for the medical and hospital situation needs clarification. 

The Catering Bill has been put forward as a Govern- 
ment measure, but this does not necessarily mean that 
a Beveridge Bill will be introduced with equal Govern- 
ment backing unless the see in the House is general. 
The importance of such bills is great, but with the war 
moving to a climax, as revealed by the Prime Minister’s 
survey on his return from Casablanca, even these 
important matters must take second rank if they throw 
strain on the coalition structure of the Government. 
The need to avoid this strain and to get general agree- 
ment on the Beveridge report is seen in the words of 
Mr. Greenwood’s innocent motion. But behind the 
scenes strong pressure is being exerted to get the 
Beveridge report implemented before the end of the war. 
Considerable changes in medical organisation are in 
train now, and more changes are certainly coming. 


QUESTION TIME 

Rushcliffe Report 

In reply to a question the Minister of Health stated: I 
have received from Lord Rushcliffe the first report of the 
committee which I appointed under his chairmanship on the 
salaries, emoluments and other conditions of service of nurses. 
This report deals with female nurses in hospitals and will thus 
cover the majority of the nursing profession. It is estimated 
that the total additional cost of bringing the committee’s 
recommendations into operation will be between £1,500,000 
and £2,000,000 per annum. I am today communicating with 
local authorities and voluntary hospitals commending to them 
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the seeihahiibabibite Pe with the paaiinsine of the Chan. 
cellor of the Exchequer, am informing them that the Govern. | 
ment are prepared to pay both to local authorities and to 
voluntary hospitals 50%, of any increased expenditure in 
which they are involved in giving effect to the reeommenda- 
tions. The committee are already considering the salaries 
and conditions-of service of other groups of nurses, and have 
stated their intention of recommending that the proposals 
they formulate for them shall operate from the same date as 
the recommendations made in the present report. I am 
informed also that the Midwives Salaries Committee will 
recommend that their proposals about midwives shall operate 
from the same date. 

The Secretary of State for Scotland also announced that he 
had received an interim report from the Taylor Committee 
on the salaries, emoluments and other conditions of nurses in 
Seotland, and had sent a similar message to local authorities 
and voluntary hospitals. The main part of the Taylor report 
deals with nurses in general hospitals. It also makes recom- 
mendations regarding the salaries of midwives, health visitors 
and district nurses. The committee has not yet concluded 
its negotiations on the salaries of nurses in certain other 
hospitals, for example, fever, sick children’s and tuberculosis 
hospitals, but hopes to make recommendations for these at an 
early date. 


Distribution of Nurses and Midwives 

Miss I. Warp asked the Minister of Labour whether he was 
yet in a position to announce the results of his consultations 
with the Minister of Health and the Secretary of State for 
Scotland, and the nursing and midwifery organisations 
eoncerned, on the subject of ing a better supply and 
distribution of nurses and midwives.—Mr. E. Bevin replied : 
The present shortage and uneven distribution of nurses and 
midwives for civilian work demand special measures. After 
consultation I have decided to appoint a national advisory 
council for the re¢ruitment and distribution of nurses and 
midwives to advise me on all questions relating to the recruit - 
ment and distribution of male and female nurses and of mid- 
wives on civilian work. The council, which will be presided 
over by a parliamentary secretary to my ministry and with 
which officers of the departments concerned will be associated, 
will consist of the following representatives nominated by the 
various organisations concerned. 


Chairman: Parliamentary Secre- Joint War ye n of 


tary to the Ministry of the Red bey St. 
Labdéur and National Service John of —— 1 
(Mr. McCorquodale). bas and paper oft District : 
R ntatives. Londen County Couneil -. 1 
a Association of Municipal 
Royal College of Nursing.. 4* Corporations 1 
Association of Matrons .. 2 County Councils Association 1 
Trades Union Congress Association of Co of 
General Council. . Sue Counties of bition in Seot- 
National Association of Local land 1 
vernment Officers .. 1 Association of County Coun- 
King Edward’s. Hospital cils in Scotland 1 


Fund (Nursing ee Mental Hospitals’ ” Associa - 
ment Centre) 


ped 1 tion 1 
College of Midwives ‘ 2 British Hospitals Association 3* 
ba Including 1 from Scotland. 


I am asking the council to meet at an early date and to give 
immediate consideration to measures for increasing recruit - 

ment, to arrangements for a special registration of nurses and 
midwives and to the priority to be accorded to the different 
demands for the different types of nurses and midwives, as 
well as to make suggestions for easing the situation in respect 
of certain types of hospitals with large immediate demands, 
such as tuberculosis and mental institutions. There is, of 
course, no intention of changing existing arrangements where 
those are working satisfactorily. The administration of such 
measures as are decided upon will be entrusted to the appoint- 

ments department of my ministry acting where necessary) 

through the local appointments offices, each of which will be 

assisted in its work by a local advisory committee. 

Mr. Bevin in reply to further questions said that his 
statement did not mean that the nursing services of the 
Ministry of Health would be transferred to the Ministry of 
Labour. Anyone discharged from the three Fighting Service 
possessing nursing experience would be passed on to the 
appointments department, with a view to their services being 
utilised. 

Prevention of Venereal Disease 


Dr. E. SUMMERSKILL asked the Minister of Health what sum 
was paid to the Central Council for Health Education for 
education in the prevention of venereal disease.—Mr. 
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Brown replied : The Central Council’s receipts in the current 
financial year by way of grants from the Exchequer and from 
local authorities are estimated at £19,000, made up of ex- 
chequer grants not exceeding £5000 and £6000 for general and 
ven disease work respectively, and local authorities’ 
grants of about £1000 and £7000 tively. The Central 


Council’s function is to provide facilities for the use of local 


authorities and other local bodies. Its grant income of 
£13,000 for venereal disease educational work represents 
working capital for local efforts in support of the ministry’s 
central propaganda and is only part of the total expenditure 
from public funds on education in the prevention of venereal 
disease. 

Antisyphilitic Drugs 

Dr. H. B. Morcan asked the Minister of Health why the 
less poisonous and more efficient drug used for antisyphilitic 
treatment ‘ Mapharside ’ which was much cheaper than less 
stable arsenical preparations still on the market, in spite of 
an imposed 25%, purchase tax, was not being used sufficiently 
in Great Britain ; was it recommended by his department ; 
and, if not, for what reasons.—Mr. E. Brown replied: The 
choice of antisyphilitic drugs for the treatment of civilians is 
in the discretion of individual medical officers in charge of 
treatment centres. It isnot the practice of my department to 
recommend particular preparations for use in such centres, but 
{ am advised that the claim that this preparation is less 
poisonous and more efficient is not substantiated by the 
evidence. 

Dr. More@an: Is the Minister aware that mapharside, the 
drug known in the United States as mapharsen, has been 
recommended in the United States for the armed forces and 
that this recommendation has been accepted by the United 
States Government ? Has every facility for the treatment of 
United States Forces in Great Britain been given; and is 
this drug now manufactured in Great Britain and available 
in sufficient quantities ?—Mr. Brown: I am aware that the 
drug referred to is used for the treatment of syphilis in the 
United States Army. No sugegstion has reached me that 
there is any lack of facilities for treatment of United States 
Forces in Great Britaizi. is question is manufac- 
tured in this country, but I have no information about the 
extent to which it is produced. 


_ Jaundice following Arsenicals 

In reply to a further question the minister said that arsenical 
preparations certainly played a part, not fully understood, in 
the occurrence of jaundice following such treatment. There 
was no clear evidence that virus infection during injection 
was a factor. During the ten years 1932-41, there were 86 
cases severe enough to require héspital treatment; in the 
same period 131,000 cases of syphilis were dealt with at the 
centres, where some 24 million injections were given. 


Infant Mortality in Scotland 

Major 8. F. Marxuam asked the Secretary of State for 
Scotland whether the departmental committee on infantile 
mortality was nearing the completion of its work; and 
whether their report would be presented to the House.—Mr. 
JoHNsToN replied: The subcommittee of the scientific 
advisory committee to the Department of Health for Scotland 
that is considering the question of infant mortality hope to 
submit an interim report in the near future. When I receive 
the report I shall consider whether it should be laid before the 
House. 

rf Development of School-children 

Mr. Ruys Davies asked the President of the Board of 
Education whether periodical records had been taken of the 
average height, weight and other physical measurements of 
any school-children since the outbreak of war ; and how these 
compared with those of prewar days.—Mr. R. A. BurLer 
replied: A few local education authorities have continued 
periodical weighing and measuring of children during the 
war and a scientific investigation into growth-rates in-certain 
neutral and evacuation areas is being undertaken on behalf 
of my department. This investigation, as far as it goes, shows 
that growth-rates measured by height and weight since the 
beginning of the war are being well maintained. 


Shortage of X-ray Tubes 
In reply to a question Mr. CuarLEs PEAT said he was aware 
of a shortage of therapy and diagnostic tubes for X-ray 


apparatus and steps had been taken both in this country and 
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in the United States of America to remedy the position as far 
as the exigencies of the war permit. 


Pulmonary Tuberculosis in Lancashire 

The monthly average of pulmonary tuberculosis cases await- 
ing admission to institutions in Lancashire was 57 in1941 and 
89 in 1942. The average avaiting period for ordinary cases is 
estimated to have been about 14 days in 1941 and about 21 
days in 1942. Steps are being taken to relieve the demand for 
beds for tuberculous cases in various parts of the country by 
recourse to suitable beds in the Emergency Hospital scheme. 
(Mr. Brown replying to Dr. MorGan.) 


Compulsory Medical Examinations 

Mr. V. Barttert asked the Minister of Health whether, in 
order to improve the nation’s health by the prevention rather 
than the cure of disease, he would consider the introduction 
of an order making it compulsory for every individual to 
undergo a medical examination twice a year.—Mr. Brown 
—s! I sympathise with the object, but apart from all 
other considerations, including the addition to the already 
very heavy burden on the medical profession, I should cer- 
tainly not be prepared to take the action suggested except 
with the express approval of Parliament. 

Sir F. Sanperson: Is the minister aware that it would take 
no fewer than 8500 doctors working eight hours a day, six 
days a week, assuming that only half of the population were 
medically examined, to carry out this suggestion? No further 
reply was given. 

Pensions Appeal Tribunals 

Mr. D. L. Lirsow asked the Minister of Pensions if he had 
drawn the attention of the committeé, which he had appointed 
to consider the possibility of setting up pensions appeal 
tribunals, to the fact that 207 applications were received 
recently from doctors for nine posts under the mines depart- 
ment of the Ministry of Fuel and Power.—Sir W. WoMERSLEY 
replied: I will inform the committee, although a careful 
review of many factors, including the present duties of the 
doctors in question, would be necessary before any reliable 
deduction could be drawn. We are doing our best to get the 
right medical personnel for these tribunals. 


Health of British Prisoners in Far East 

In answer to a question Sir James Grice stated: Repre- 
sentatives of the Protecting Power and of the International 
Red Cross Committee have now visited four camps in Japan, 
two camps in Korea, and two camps and a hospital in Hong- 
Kong. These camps al! contain prisoners of war from the 
United Kingdom and the Dominions. Telegraphie reports on 
these camps are arriving and disclose that prisoners of war are 
benefiting in health by their transfer to Japan and Korea from - 
less healthy latitudes, and the detaining Power will not, I 
think, refuse to consider suggestions which are being made to 
secure improvement in conditions. We are continuing to 
make representations through the Protecting Power in the 
hope that Japan will be willing to admit the representatives of 
the Protecting Power and International Red Cross Committee 
to camps in Burma, Malaya and the Netherland East Indies 
in which the majority of British prisoners of war are confined. 


TUBERCULOSIS PREVENTION IN ARGENTINA 

INVESTIGATIONS in various units of the Argentine 
Army haye shown positive reactions to tuberculosis 
skin tests in 34 to 87 per cent. of conscripts. The 
highest incidence of postive reactions was found in men 
from urban areas, the lowest in men from rural areas : 
the only group in which it was below 50% was the (34%) 
group from Tierra del Fuego. The age of the recruits— 
about 20—corresponds to the age of highest mortality 
from tuberculosis in Argentina. On mass radiographic ex- 
amination of 2112 conscripts L. Sayé discovered 2-03% 
with active lesions (Rev. Sanid. milit. 1942, 41, 388). 
Among prophylactic measures thet he recommends are 
institutional treatment for all “‘open’”’ cases of phthisis, 
regular radiographic examination of all contacts and 
suspected cases, and active immunisation with Calmette’s 
vaccine of all‘healthy non-reactors to skin-testing. He 
particularly recommends the last-named measure for 
war-time use in the army: recruits should be skin- 
tested on entry, and again in 6—8 weeks, and if reactions 
are negative on both occasions immunisation should be 
undertaken, 
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Letters to the Editor 


A NURSING PROBLEM 


Srr,—We have 180 beds in our fever hospital and the 
same number in the sanatorium. At present there is a 
deficiency of 36 domestie staff: We have put up our 
wages to compare quite favourably with those—at any 
rate of the younger people—in the factories but 
still we do not seem able to get enough. It seems to 
me that the Ministry of Labour and National Service 
, Should exercise more effective powers of direction 

and that there should be a standstill order to prevent 
domestic staff unreasonably leaving their employment. 
I believe there is some such order but it is certainly not 
effective. I do not suggest, of course, that the ministry 
is not. assisting us but. I think a firmer line could be taken. 
As regards the question of nursing staff, we have a net 
deficiency of 41 student nurses, 12 general trained staff 
nurses and 2 sisters. These figures are to allow the 
hospital to be operated at full strength. The hospital 
is, of course, a training school and the salaries paid are 
quite up to standard. The difficulties appear to be in a 
general shortage of female personnel of the right. age— 
so*many are going into the Services and industry—a 
disttke of working in an infectious diseases hospital and 
peienaietty in a sanatorium. These difficulties have 
en frankly recognised. by the Rushcliffe Committee 
which makes some suggestions for getting round them. 
We have to face the fact that girls prefer to go into a 
general hospital. Then I feel that the general hospitals 
are to a certain extent taking candidates from that 
section of the population that would normally have 
come to the isolation hospitals. They are taking them 
younger ; and whereas previously it was quite customary 
for the girls to go first to the isolation hospital, then on 
to the general hospital, they are now going direct to the 
general hospital. ; 
_, 1 feel myself that one way of getting over the difficulty 
is to make the training of the nurses a comprehensive 
one as is that of the medical student, requiring attendance 
at the isolation hospital (and other special hospitals) 
during the course for state registration. At presént, 
registration being quite distinct for general training, 
fever training and so on, only those who wish to take up 
@ specialty go into the special hospitals. Surely it would 
be better if the nurse had a complete training in all 
branches of nursing. 


Health Department, Leicester. E. K. MAcDONAED. 


INGUINAL HERNIA 


Sir,—Mr. Shorter distrusts operations which distort 
the normal anatomy and also fascial grafts, preferring 
an inlay of floss silk to repair defects. Other operations 
distort the anatomy, but experience has proved them to 
eure patients—e.g., Lotheisen’s procedure for femoral 
hernia, Mayo’s radical cure of an umbilical hernia, that 
for hallux valgus and rigidus, partial gastrectomy, and 
others. The proof of this pudding is in the digestion 
rather than in the eating and I have found that Bassini’s 
repair of an inguinal hernia (performed after Bassini’s 
superb detail) has met the need of most of my patients. 
In those where there was actual atrophy of the abdominal 
museles, the Bassini procedure would not close the gap 
and this was darned with a fascial graft, and the edges 
of the strips sutured together with fine (120) interrupted 
thread, thus converting it into a membrane. No 
reeurrence has been seen after this. 

Mr. Shorter has only to use enough floss silk to be 
confronted with suppuration, persistent sinuses, and 
ultimately the tiresome task of removing the silk. This 

ad has been gone over before with silk, kangaroo 
on, and wire filigree ; it is a pity to relearn these 
lessons. I too regarded transversalis fascia as a 
“ flimsy ” structure until I excised cremaster as routine, 
thus exposing it fully—when I found it a real barrier and 
worthy of respect as a factor for repair. It seems to me 
the successful cure of an inguinal hernia — on 
many factors, not one. These are: avoi of 
cold infections around the time of operation ; 
spinal or local anzsthetic —— a general, which in 


and postoperative chests); asepsis; wide exposure ; 





removal of the sac ; excision of cremaster (to 


complete 
fully expose transversalis fascia and to lessen the size of 
the cord); accurate suturing with the finest suture 


material ; tasis; a secure pressure dressing; 
16-20 days in bed; support for 3-6 months to the 
lower abdomen while the abdominal muscles recover 
. ‘Finally, I agree with Mr. Shorter that it is a 
procedure worthy of a senior’s full attention, and that 
there should be resolute rejection of that destructive 
element, operating against the clock. 
Harley Street, W.1. HarotD Dopp. 


CHRONIC PARKINSONISM 


Sir,—In my paper there is the following statement in 
reference to the treatment of ‘ dribbling’ by means of 
deep X-ray therapy: ‘‘ One man, even after six exposures 
spread over 6 months, says it has not become less.” 
This case was particularly mentioned because it seemed 
only right to record failures as well as successes. 
However, on Feb. 8, 1943, after the paper had gone to 
press, this mam walked into my clinic at the Royal 
Hospital, looking much better in every way than he 
had been for many months. There was no moisture 
about his lips and no handkerchief in his hand. Inquiry 
showed that he had had a further dose of X rays about 
a fortnight before, since when the dribbling had ceased 
completely, and (as usually happens when this trouble- 
some annoyance is removed) there was a general all-round 
improvement. 

Dr. Frank Ellis, medical director of the radium centre 
under whose care all my cases have been, kindly gives me 
the following technical details: 

Aug. 28, Sept. 2 and 4, 1941: 500 RB over left parotid. Slight 

temporary improvement. 

Nov.. 13, 15 and 18, 1941: the same treatment over right parotid. 

April 16 and 23, 1942: 600 R over right and left submazillaries. 

Jan. 27, 1943: 600 R over each parotid. : 


It is only since the last exposure that real improvement 
has occurred. 

Perhaps this information may be of value to others 
who find some cases apparently refractory to this form 
of treatment. ' 

Sheffield. ARTHUR J. HALL. 


PERFORATED PEPTIC ULCER DURING AIR-RAID 


Srmr—Inm the course of 1942 several investigators 
commented in the Lancet on the greatly increased 
incidence of perforated peptic ulcers in those parts of 
England which had been subjected to severe air-raids. 
The fact itself is evident and has been confirmed in 
several areas (London, Bristol, Liverpool), but there is 
a good deal of disagreement: between authors concerning 
the stiology of these ulcers. 

In animal experiments conducted some years ago, | 
succeeded in producing similar acute gastric ulcers by a 
variety of non-specific damaging agents—for imstance, 
emotional excitement, toxic drugs, trauma, and exhaust- 
ing forced muscular exercise. These ulcers usually 
appeared conjointly with a set of other symptoms, such 
as accidental thymus involution, enlargement of the 
adrenal cortex, discharge of adrenaline from the adrenal 
medulla, appendicitis and others. They have been 
regarded as part of a syndrome which represents the 
somatic expression of a general alarm of the organism 
when suddenly confronted with a critical situation 
(Selye, H. Canad. med. Ass. J. 1936, 34, 706; Nature, 
Lond., 1936, 138, 32; Brit. J. exp. Path. W036, 17, 234. 
The earlier relevant literature will be found in the 
chapter on the alarm reaction in the Cyclopedia of 
Medicine, (1940, xv, 15). Since the publication of this 
monograph a good many additional papers have appeared, 
indicating that the alarm reaction is essentially a useful 
defence reaction against non-specific damage as such. 
though some of the accompanying symptoms (e.g., the 
gastric ulcers) are, of course, purely detrimental. The 
main benefit which the organism appears to derive from 
this reaction is an increase in the production of adrena! 
cortical hormones, which raise resistance in general. It 
may be of interest in connexion with the gastric ulcers 
seen during air-raids that starvation and cold greatly 
increase the ease with which such lesions are produced 
in animals by exposure to stress. 


McGill University. Hans SELY=. 
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THE NEUROTIC EX-SOLDIER 

Smr,—Your leader of Feb. 6 together with Dr. Aubrey 
Lewis’ memciet pe a same issue deal with a problem 
the urgeney of which is self-evident to the overworked 
general practitioner. Less attention is paid to the 
borderland case with a bias toward psychosis gl to 
these which have well-defined symptoms and 
unlikely to involve extensive investigation and clinical 
inquiry. Let me give an example from my own 
experience. 

An agricultural labourer, aged 20, of admitted mentally 
defective stock, absorbed after conscription into the RAF, 
survived twelve months training. On his own (subsequent) 
admission he determined to “‘ get his ticket ” and, by dint of 
cunning and. deception (well known to me as a dominant 
characteristic of his civilian life), he succeeded apparently by 
feigning sheer mental defect and inability to understand even 
the simplest commands. On arrival at the local country 
station, he inveigled the leader of the escort into hiring a 
conveyance to take him six miles that proved a short two. 

Now this man is not only sane but also a particularly 
fine physical specimen whose case calls not for follow-up 
investigation with a view to rehabilitation, but for draft- 
ing to Dartmoor for the duration. Not only has he 
successfully duped the Service doctors, boasted his 
achievement to ali and sundry, but also deceived the 
psychiatrists in such a manner as to cast a serious 
shadow on their methods. He has had no sickness since 
his discharge and earns a salary each week equivalent to 
a captain in the RAMC. This man is one of ten I have 
known who have gained their from active 
service, with no subsequent sickness, and who are 
apparently immune from inquiry as to restoration to 
fitness for military service. 

Devon Docror. 


TOTAL versus SUBTOTAL HYSTERECTOMY 

Str,—I agree with Major Berkson about bias in 
medical statistics, but he should not attribute to me 
the statement that “‘ this is a formidable array of material, 
large enough to reduce the statistical error to a mini- 


mum.’ It was against these words in your leading 
article of July.11 that the first half of my letter of 
July 25 was di . They referred to the records of 


2684 operations performed at the Mayo Clinic, and 

suggested that, as the number of cases studied increased, 

so all errors tended more and more to cancel out. 
Though still widely held, this view is quite wrong. 

ee errors tend to cancel out: systematic ones 
oO no 

To compare subtotal and total hysterectomy by a 
subdivision of cases into two grades—i.e., good and bad 
operative risks, on a basis of the absence or presence 
of physical hazards—does not e the bias of at 
least one important systematic error. Even though a 
patient is a good operative risk, unexpected technical, 
angzsthetic or other difficulties occurring during the 
course of the operation may materially alter the pro- 
cedure and prognosis. Under such conditions the 
surgeon is hardly likely to perform the total operation 
having previously decided on the lesser procedure ; 
he might however decide that the lesser, easier and 
quicker operation should be performed where the inten- 
tion had previously been to remove the whole uterus. 
Such a trend would swell the group of subtotal hyste- 
rectomies with cases of risk and so weight the 
seales in favour of the total operation. 

I acknowledge my error in stating that ‘‘ the criteria 
for — cases in one or the other grade are not 
given’ I should have said “incompletely given.” 
But when Major Berkson takes me to task for calculating 
the statistical significance of a table other than that 
used by the original authors he is doing me an injustice. 
I clearly stated that ‘‘ the differences in the mortality- 
rates after total and subtotal hysterectomy im ali three 
tables ’’ (including the one prepared by myself, though 
derived from the authors’ own tables) “are not statistic- 
ally significant.’’ I chose the table of the entire series 
to tlustrate this fact, as I considered, that the authors 
had overstated their case, that they had not made. it 
clear that it was only on the results of the group of 
lesser-risk cases that their conclusions were based, and 
that they had ignored the group of greater-risk cases 


0-08" ” 





pd which the ematiality after ‘the total operation was if 

hing higher than after the subtotal operation. 

ajor Berkson writes: ‘‘ If the appropriate statistical 
caleuiation is made for the difference between the 
mortalities, in this group with least risk, one obtains 
—that is, a 3% probability. I should be glad to 
know by what calculation he has arrived at this figure. 
Table 1 is in question, and by none of the accepted 
methods is such a value obtained. 


TABLE I—CASES OF LESSER RISK 


Cases Deaths 
Subtotal hysterectomy 463 - 4 
Total hysterectomy . 1034 ar 2 


Pearson’s x? with one degree of freedom gives a value 
of 3-60 corresponding to a probability (P) of 58%: 
Yates’s adjustment for continuity reduces x* to 2-12 
which corresponds to a probability of 14-5% ; this latter 
value agrees closely with the 15-5% probability as cal- 
culated by the exact method (R. A. Fisher, Statistical 
Methods for Research Workers). Taking P = 0-05 (5%) 
as the conventional level of significance, the observed 
difference in mortality is not statistically significant. 
Therefore in so far as McKinnon and Counseller’s con- 
clusion is based on this table it is without sure foundation 
and my kindly intentioned reproof was not out of place. 

I hold no brief for the subtotal operation, nor do I 
dislike or condemn the total procedure which in my 
opinion is the abdominal hysterectomy of choice in 
women whose cervix is parous or diseased. The im- 
mediate mortality from either operation, in hands, 
has been reduced to the region of 1%. To improve 
results still further, attention must now be focused on 
morbidity. Much of the paper under consideration, 
concerned with this aspect of the case, is of interest and 
value, but unfortunately this has been obscured by 
conclusions largely based on mortality differences of 
questionable value. 


Nuffield Department of Obstetrics 
and Gynecology, Oxford. 


THE MACINTOSH LARYNGOSCOPE 


Sir,—The principle involved in the laryngoscope 
described by Air-Commodore Macintosh is new, and it is 
surprising that anesthetists have not discovered before 
that the glottis can more easily be exposed by raising the 
tissues at the base of the tongue to which the epiglottis is 
attached, and so carrying it with them, than by actually 
retracting the epiglottis itself.. I have been using the 
Macintosh laryngoscope for two months and the ease. 
with which this curved instrument exposes the whole 
glottis, even with the patient under the lightest anzsthe- 
sia, is remarkable when one recalls how deep anesthesia 
must. be in order to avoid spasm when the sensitive 
epiglottis is lifted with a straight laryngoscope. 

New ideas in anesthesia have not been as fully tried 
eut in Great Britain as in America because hitherto we 
have had so few facilities for organised research. It 
should be widely known that at Oxford there is now a 
department of anzsthesia equal in every respect to any 
abroad, well organised and equipped, where such work 
has been quietly proceeding for six years ; and that it is 
ready to help anzsthetists in any branch of their subject. 
In the Macintosh laryngoscope the far-sighted bene- 
volence of the founder of the Nuffield Department of 
Anesthesia has again borne fruit for which anzsthetists 
will be grateful. 


C. Scott RUSSELL, 


STANLEY ROWBOTHAM. 


MEDICAL ANONYMITY AND THE RADIO 


Sir,—Friday, Feb. 5, saw a startling departure from 
tradition when a ussion was announced in the 
wireless programme and previously advertised in the 

Times to the effect that those taking part were the 
radio doctor, a GP from the Midlands and a gentleman 
described as the well-known surgeon ‘‘ Mr. A...B. 

In the past doctors broadcasting on medical and allied 
subjects have been nameless and recognisable only to 
those who knew their voices. Even the Distinguished 
Doctor was incognito in the Brains Trust till his identity 
became an open secret. There seems to be no particular 


* We regret that this figure was misprinted 0-3 in Major Berkson’s 
letter.—Ep. 











reason wiry mnaadonsting medical wieibibdginenn sei ant 
be named, as are members of other professions in which 
overt advertising is barred. Perhaps it is in the public 
interest that the origin of widely disseminated state- 
ments, opinion and advice shall be known so as to be 
better appraised. But hitherto medical practitioners have 
had the reputation of shunning general publicity as far 
as they are able to do so. 


London, W.1. ENQUIRER. 


Obituary 


ISAK NAHUM BLUSGER 
B A CAPE TOWN, FRCS 


Mr. Blusger, a resident surgeon under the EMS, had 
worked in this country since he qualified from Bart’s in 
1934 till last year when he decided to give up a promising 

career here and return to South 
Africa to join thearmy. He sailed 
at the end of November, and his 
ship was torpedoed with no sur- 
vivors. Blusger had held house- 
spuntiannnse et St. Bartholomew’s 
ospital, the Royal National 
Orthopedic Hospital and the Con- 
naught Hospital, Walthamstow, 
where he later became acting 
honorary surgeon. He took his 
fellowship in 1938 and he had 
- published a paper on osteomyelitis 
of the spine and one on local 
anesthesia in cystoscopy, which 
appeared in our columns after his 





Lilet & Fry 


P 
J. H. D., his collaborator in this work, writes : 
‘* Blusger was ambitious in the right sense—ready always 
to improve his methods—and he gave the greatest con- 


death. 


sideration to his assistants. Thoroughness was the key- 
note of his work, he would never finish a job until it 
was as perfect as could be. As a teacher he was interesting 
and an inspiring instructor who delighted in answering 
questions. His cheerful directness was everywhere 
appreciated, he was the life and soul of any party. His 
main pastime was riding, but he played a good game of 
tennis, and as a student was in Bart’s first rugger XV.” 


FRANCIS HENRY EDGEWORTH 
M D CAMB., D SC LOND 


Dr. F. H. Edgeworth, emeritus professor of medicine 
in the University of Bristol, died in Bath on Jan. 14 at 
the age of 78. He was the son of Dr. T. F. Edgeworth, 
a retired RN surgeon who practised for many years in 
Bristol. 

From Clifton College he won an entrance scholarship 
to Gonville and Caius College, Cambridge, where he gained 
a first-class in both gar of the natural science tripos (and 
was awarded the Shuttleworth scholarship. Edgeworth 
continued his medical studies at the Bristol Royal 
Infirmary, where his father had been a student before 
him. After taking. his MB Camb. in 1889 he visited the 
Universities of Paris and Tiibingen, and soon after his 
return became lecturer in physiology at University 
College, Bristol, and assistant physician at the Royal 
Infirmary. 

Edgeworth never held a resident hospital appointment, 
and often expressed his regret at having missed this 
essential part of a physician’ s education. He once 
remarked to a colleague: ‘‘ I have to think about things 
you appear to do automatically ; I suppose it is having 
been a resident makes the difference.” 

He had a long spell of outpatient work without beds 
at the Infirmary, from 1893 to 1906, and in those days 
this work was almost unrelieved drudgery without help 
from clinical assistants, house-physicians or pathologists. 

But Edgeworth had other résources upon which he 
could employ his fine scientific abilities. 

A clinical interest in neurology and his Cambridge 
training in zoology and anatomy led him to study the 
comparative anatomy of motor nerves and cranial 
muscles in the vertebrates for evidence of the genetic 
relationships and the phylogenetic history of man in 
the remote past. The Cranial Muscles of Vertebrates, 
published in 1935, is a valuable contribution to the central 
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‘ pochlem of Aicliicn-baebation: He chiaitnd many 
rare vertebrates and showed extraordinary care in the 
preparation of dissections and sections as well as in their 
interpretation, and though his conclusions were not 
always accepted all comparative anatomists must draw 
upon the vast storehouse of material he brought together. 

In medicine, besides his appointment at the Royal 
Infirmary, Edgeworth had also been for some years 
physician to the Bristol Children’s Hospital and econ- 
sulting physician to Almondsbury Cottage Hospital. 
During the 1914-18 war he was an & la suite officer of 
the Second Southern General Hospital (Territorial) in 
Bristot with the rank of major. In 1905 he was elected 
to the chair of medicine at University College, later the 
University, of Bristol. As a lecturer he was slow but 
clear, and students. never forgot the aphoristie obiter 
dicta with which he illuminated his accounts of systematic 
medicine, and they were quick to recognise the kind 
heart behind his gruff speech. Though he did not 
contribute a great deal to medical literature he saw things 
accurately, and he was one of the first to describe 
meningism as a symptom of pneumonia in infants. 
Edgeworth belonged to the generation of hospital 
physicians who engaged in general practice, and he was 
a sound and appreciated family doctor. 

In 1896 he married Miss Ethel Maud] Usher, who 
died in 1931, and he, leaves a son now living in America. 





Asbotntments 





BATEMAN, L ~ RA L., i —-, DPH: assist. MOH for Harrow. 

CAMERON, P.. FRCS : deputy medical superintendent, 
Bitkenhead Muniefpal Hospital. 

MARINKOVITCH, RADOYE, MD LEEDS: 
Nottingham. ‘ 


Births, “Marriages and Deaths 


venereal diseases MO for 








BIRTHS 


BENNETT-JONES.—On Jan. = at peat the wife of Mr. M. 
Bennett-Jones, FRCS—a di 

BRANDER.—On Feb. 11, at Lean o wife of Major W. G. Brande, 
RAMC, of Keighley, York—a son and daughte 

CrooKes.—On Feb. 2, the = of Captain F. r Cheoken, RAMC, of 
Eckington—a danghte r. 

Hupson.—On Feb. 1, at Cambridge, to Dr. Jessie Marian Hudson 
(née McKenzie), \ately captain ye wife of Wing-Commander 
E. H. Hudson, ~ oes RAFVR-—a& 

MAURICE.—On Feb. 11, ‘at Savernake, the wife of Dr. Timothy 
Maurice, of Marlborough—a so: 

May — Feb. 8, at Ware, | dy the wife of Dr. G. William May— 


a si 
NEw seg —~Ou apne 4, at East Grinstead, the wife of Dr. R. E. 
Newman—a si 
O’ RouRKE.—On Feb. 4, the wife of Dr. H. C. O’Rourke, of Green- 
ford—a daughter. 
in London, the wife of Surgeon Lieut.- 


SIMEINS.—On Jan 
, RN—a daughter 


,. 30, 
Commander W? W. Si 
SMYTH.—On Jan. 29, at Bran lis Corner, Devon, the wife of Captain 


Patrick Sm = RAMC—a 
STEDMAN.—On Feb. 8, at Paskee, the wife of Dr. R. E. Stedman— 
@ son. 
a MARRIAGES 


GossE—KEOwN.—On Feb. 2, at Cambridge, Philip Gosse, mp, to 


rdon Keown. 
ScORER—KEMSLEY.—On Feb. 10, at Cairo, Charles Gordon 


Scorer, FRCSE, RNVR, to Jean Scott Kemsley. . 


DEATHS 


ANDERSON.—On Feb. 7, in London, John Buckle Anderson, MRCS, 
colonel late AMs, 


aged 76. 
BUCHANAN. ag 4 12, at St. Albans, George Burnside Buchanan. 
MB GLASG, 


HaviLas.—On Feb. 7, in London, Henry Alfred Haviland, me 
age 
HowaRD-JONES.—On 9 10, in Edinburgh, Morgan Howard 


Howard-Jones, LRCP: 
MANNING.—On Feb. 6, é.. at Wells, Somerset, Richard Beattie 
ns MRCS, —- 


Mepreat CasvaLtins.—Recent casualty lists include the 
names of the following RAMC officers: 


W ounded—Captain W. K. Badgett, »mcs 3 cantein J a Ss Bishop. 
; Captain G. M. Calder, MB EDIN. ; Captain M p.<maree, 


; Captain 
artin, MB BELF. WS /Captain 


R. C Nba A Captain B. E. Miles, Mncs ; Lieutenant 
D: $/Captain 8. D. V. Weller, MB LOND. ; 3; and 
Ws/Captain G. aR. Wightman , MB EDIN. 


Prisoner of es ounae 5. R. Gibbs, Frese; Captain J. H. 
Gibson, MRcs ; and T/Major Rudolph Stuppel, FRCSE. 
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Notes and News 


THE NUFFIELD FOUNDATION 


Lord Nuffield has decided to form forthwith a 
charitable trust to be known as the Nuffield Foundation. 
As a capital fund he is handing over to trustees his 
shareholdings in the Nuffield organisation to the value of 
£10 million. The seven trustees appointed to administer 
the income from this fund are :— 


Sir William Goodenough, Bt. The Hon, Geoffrey Gibbs. 


(chairman). Sir Hector Hetherington 
ir John Stopford, MD, FRS 
Sir John Stopfor Sir Henry Tizard, FRS. 


(vice-chairman). 
Prof. F. L. Engledow. Miss Janet Vaughan, FRCP. 


The objects which the trustees will endeavour to assist 
are (1) medical research and teaching; (2) the organisa- 
tion and development of medical and health services ; 
(8) scientific research and teaching in the interests of 
trade and industry; (4) the pursuit of social studies ; 
and (5) the care and comfort of aged persons: The 
normal scope of the trust’s activities will be Great 
Britain and Northern Ireland, but attention may be 
given to projects particularly affecting the Empire, and 
the provision of scholarships and other assistance for 
Empire students is included. Lord Nuffield’s trusts which 
are already in being may benefit from the income of the 
new trust. 

The trustees are enjoined to consult the appropriate 
ministers or departments of State in connexion with any 
matters of major importance in which they may become 
interested ; but in carrying out the work of the trust 
they are not to be in any way bound by the views 
expressed by these ministers or departments. Lord 
Nuffield makes the donation from resources built up by 
private enterprise, in the essential importance of which he 
is a firm believer. He wishes in so doing to record his 
view that the spontaneous contributions which come 
from such sources to the service of the community are, 
and must always remain, a vital factor in the life of the 
nation. His own previous benefactions amount to more 
than £15 million. 


“HOSPITAL APPOINTMENTS 


Stncz last May, to meet the heavy demands of the 
Forces, holders of junior hospital appointments (offici- 
ally called A or B2 posts) have been called up at the end 
of six months, and have not been eligible for promotion 
either from an A post to a B2 post or from a B2 post 
to the more senior Bl appointment. Now, on the 
recommendation. of the Medical Personnel (Priority) 
Committee, the Minister of Health announces a return 
to the old system (circ. 2763). This will make no 
difference to the arrangements for A posts, which will 
continue to be filled by doctors who have been qualified 
for less than three months. But B2 posts and Bl 
posts may once in be filled by A or B2 officers 
respectively, provided that the Central Medical War 
Committee are notified at least a month before the 
original appointment expires. The CMWC have issued 
a eircular (D. 21/1942—43) to hospital authorities explain- 
ing the procedure and giving model advertisements and 
a draft intimation of a change of appointment. Medical 
men who are liable to be called up may only hold one 
B1 post; but medical women who are liable for service 
may move from one Bl to another once the “ freezing 
of holders of these posts comes to an end. he restric- 
tion on transfer from one Bl post to another is be 
kept in force till April 30, when the effect of the resum 
promotion between A, Bl and B2 posts will be felt. 
Recruitment to the Forces from B1 posts will also begin 
again on April 30. The new arrangement will help 
hospital authorities to plan ahead. 


OSLER versus TUBERCLE 

William Osler’s interest in tuberculosis became mani- 
fest early in his professional life. Dr. Charles Parfitt, 
who delivered the fifth Osler oration of the Canadian 
Medical Association in Alberta last year, was himself 
seleeted by Osler to undertake a special investigation of 
tuberculosis. He quoted Dr. James Bovell’s' account of 
Osler, in 1870, as “ trying to confirm some of Villemin’s 


findings by the inoculation of guineapigs with tubercle ”’ ; 
in after years Osler wrote ‘“‘ I got my first-hand intro- 
duction to Laennec, to Graves and to Stokes and became 
familiar with their works’’ as the result of researches 
in the Montreal General Hospi post-mortem room. 
** He did most of the autopsies ” we are told, “‘ and early 
in 1875 volunteered to take the service of the smallpox 
ward.” From this service came the autopsy which led 
to his classic paper on the pathology of miner’s lung. 
Starting from the work of Pearson in London in 1813 he 
went on to record original observations which promised 
@ new pathological approach to lung diseases in general 
besides being among the earliest accounts of the autopsy 
findings in anthracosis. His report on the first 100 cases 
of autopsy at the Montreal General Hospital in 1877 was 
sledicated to his teacher James Bovell, whom he admired 
greatly. Throughout Osler’s life at Montreal, Phil- 
adelphia, Baltimore and finally at Oxford, he encouraged 
the study of tuberculosis—witness the foundation of the 
Laennec Society in 1900, the Phipps Dispensary in 1903 
(both in Baltimore) and the organisation with Trudeau 
and many others of the American National Association 
for the Study and Prevention of Tuberculosis. He 
helped to attack the disease in Ireland in 1907 and he was 
president of the Oxford branch of the National Associa- 
tion for the Prevention of Tuberculosis in 1910. His 
classification of pulmonary tuberculosis in the 1892 
volume of his System of Medicine is itself a masterpiece. 


THE GROWTH OF SCHOOL CANTEENS 

BEFORE the war something over 3% of children were 
being supplied with school meals, most of them free. 
The war has turned the school canteen into something 
more than a means of feeding necessitous children: it 
has offered ways of supplementing rations during the 
growing years and of releasing the mother from the duty 
of providing the mid-day dinner. The Children’s Nutri- 
tion Council ' have lately shown what use is being made 
of this double opportunity. During the early months 
of the war evacuation of children led to some disorganisa- 
tion of existing schemes, and by June, 1940, only 2-4% 
of children were getting meals. The figure has risen 
steadily, however, to 4-6% in May, 1941, 11-5% in May, 
1942, and 16-6% (the latest available figure) in October, 
1942. Even as late as February, 1941, of the 315 
education authorities 97 had made no schemes; by 
May, 1942, the number putting off the task had fallen to 
45 and there has been progress since. Nevertheless 
80-85% of children are still unprovided with the chance 
of a balanced diet which school feeding offers ; and the ° 
school canteen is not yet playing its full part in our 
war economy. 


CHARITY ON SECURITY 

In their statement? on the Beveridge report the 
Charity Organisation Society declare that the scheme 
has little hope of success unless fully trained social and 
family case workers are employed in its administrative 
machinery, and they suggest that the advice bureaus, 
which it is proposed to run in connexion with every 
local security office, should be manned by voluntary 
social service agencies. They also hold that an organisa- 
tion of medico-social workers, comparable to the hospital 
almoner services, is an essential part of any comprehensive 
health and rehabilitation service. The society think 
that family allowances should begin only with the second 
child, should be paid by postal draft to the mother, and 
should be associated with a rigid state control of rents 
and with intensive education of the housewife in wise 
spending. 


Royal Faculty of Physicians and Surgeons of Glasgow 

Dr. George Graham will deliver the Finlayson lecture in the 
hall of the faculty, 242, St. Vincent Street, Glasgow, on 
Wednesday, Feb. 24, at 4 pm. He will speak on various 
hypotheses on the causes of diabetes mellitus. 


Ex-Services Welfare Society 

Lord Horder will open the annual medical conference of this 
society at the Waldorf Hotel, Aldwych, London, W.C.2, on 
March 11 at 10.30 am. The meeting will discuss war and the 
neurotic and psychotic. 
1. War-Time Nutrition Bulletia, January, 1943, No. 23. 
2. es > from the Society, 296, Vauxhall Bridge Road, London, 
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Royal College of neta of “England 

To a meeting of the council of the college, held on Feb. 11, 
Dr. J. Newman Morris, FRACS, brought a message of greet- 
ings from the Royal Australasian College of Surgeons. He 
received from Sir Alfred Webb-Johnson, the president, as a 
token of friendship to the sister college, a first edition (1664) of 
Willis’s Anatomy illustrated by Sir Christopher Wren. 

Mr. W. H. Bowen and Mr. P. J. Moir were re-elected 

members and Mr. N. F. Sinclair, Mr. W. D. Doherty, Colonel 
A. H. Whyte, Surgeon Commander J. B. Oldham, Brigadier 
H. C. Edwards, Mr. B. H. Burns and Surgeon Captain L. C. 
Rogers were elected members of the court of examiners for 
one year, and Miss Alice Bloomfield was elected an examiner 
in midwifery under the Examining Board in England for the 
remainder of the year 1942-43. It was decided to recognise 
the post of resident surgical officer'at the Chelmsford and 
Essex Hospital for the six months’ surgical practice required 
of candidates for the final fellowship examination. It was 
a Yalnap that the new bye-laws had been approved giving the 
lege power to make the primary fellowship examination 
solely postgraduate and to add pathology as an additional 
subject. Revised regulations will be published at a later 
date and the new regulations are likely to come into force in 
1944. 

Mr. H. 8. Souttar was appointed Bradshaw lecturer, and 
Mr.-J. Johnston Abraham was appointed Thomas Vicary 
leeturer for 1943, and Mr. H. E. Griffiths a Hunterian professor 
a 1943. 

Digiomnes of membership were granted to J. M. Titcombe 
ary W. P. Huddart and (with the exception of J. M. 
Childs, G. H. V. Clarke, R. H. Maudsley and A. N. Whiteside) 
to the candidates named in the report of the committee of the 
Royal College of Physicians in our issue of Feb. 6 (p. 190). 
Diplomas in public health were also granted jointly with the 
Royal College of Physicians to the candidates named in the 
same report. 
Chadwick Lectures 

At 2.30 pm on Tuesday, Feb. 23, Prof. M. Greenwood, FRS, 
will give the first lecture of the spring programme of the 
Chadwick trust at the London School of Hygiene, Keppel 
Street, W.C.1. He will speak on social and industrial 
environment and disease. Other lectures will be: (March 
16, at 2.30 pm, 26, Portland Place, W.1) Dr. Robert Cruick- 
shank, post-war problems in the control of infectious diseases ; 
(April 6, 2.30 pm, 90, Buckingham Palace Road, S.W.1) Mr. 
Thomas Sharp, MTPI, town planning and public health ; 
(May 11, 2.30 pm, 26, Portland Place, W.1); Dr. C, F. White. 
health problems in rebuilt London ; (June 17, 4 pm, Chelsea 
Physic Garden, Swan Walk, S.W.3) Mr. F, J. Chittenden, 
FLS, plants causing irritation. Further particulars of the 
lectures may be had from the offices of the trust, 204, 
Abbey House, Westminster, S.W. 


London School of Hygiene and Tropical Medicine 

Since the war began no courses have been held for the DPH, 
and the normal course for the DTM & H has‘also been sus- 
pended. The annual report shows, however, that short 
courses in tropical medicine and parasitology have been given 
to many hundreds of service medical officers, while instruction 
has also been provided for nurses and factory medical officers. 
Many members of the staff remain in the Services or in 
Government departments, but valuable research is in progress. 
The report mentions, among other items, inquiries into the 
incidence of trichiniasis, the control of mosquitoes and liee, 
the biochemistry of antibiotics such as penicillin, and the 
ventilation of factories. 


University of Birmingham 

The council has converted the lectureship in pharmacology 
into a chair to which they have appointed Dr. Alastair 
Frazer. 

Dr. Frazer qualified from St. Mary’s Hospital in 1931 and took 
his London degree the following year. After holding a house- 
ar mag in the surgical unit at St. Mary’s and junior appoint- 

nts in the department of experimental physiology he became 
mt director of the department and onstotant. lecturer in 
p hysiology and pharmacology. In 1937 he was appointed to a 
alley Stuart research fellowship and took up his present ~% 
reader in pharmacology at Birmingham some eighteen mon 
Dr. Frazer is a major in the RAMC GA) and ren ee of t 
Birmingham University Service Training Corps medical unit. ‘ie 
= mee: gra — on the inactivation of cobra venom by finely 
jon and on the structure and properties of fat 
eee fy human serum. 


University of Sheffield 


Dr. Helen Uprichard has been appointed an assistant tutor 
in medicine. 


NOTES AND NEWS 








Royal Institution Prize 

The Actonian prize for 1942 has been awarded by the 
managers of the institution to Mr. A. W. G. Ewing, PhD, and 
Mrs. Ewing for their investigation into deafness and hearing. 
aids, 


Medical Society for the Study of Venereal Diseases 

A meeting of this society will be held at 2.30 pm on Saturday, 
Feb. 27, at 11, Chandos Street, W.1, when Dr. A. H. Harkness 
will speak on drug resistance in gonorrhea, with special 
reference to etiology and treatment. 


Royal Society of Tropical Medicine and Hygiene 

A meeting of this society will be held at 26, Portland 
Place, London, W.1, on Wednesday, Feb. 24, at 4.30 px, 
when Dr. A, G. H. Smart will open a discussion on medica] 
problems in the colonies in war-time. 


Royal Society of Medicine 

The section of odontology will meet at 4.30 pm on Monday, 
Feb. 22, when Mr. E. B. Manley will read a paper on pulp 
reactions to dental cements. At 4.30 pm, on Feb. 25, Mr. 
H. L. Attwater will deliver his presidential address to the 
section ofurology. Hissubject will be the history of urethral 
stricture, The section of disease in children is holding a 
elinico-pathological meeting at the Hospital for Sick Children, 
Great Ormond Street, W.C.1, on Feb. 26, at 2.30 pm, At the 
same hour at the section of epidemiology and state medicine 
Major-General J. P. Helliwell, MRCS, LDS, will open a 
discussion on the dental aspects of post-war planning, 


Nutrition in Scotland 

Speaking at Edinburgh on Feb. 11 Dr. Andrew Davidson, 
chief medical officer of the Department of Health for Scotland, 
said that the nutritional surveys so far undertaken showed 
that families of workers in heavy industries in Scotland were 
receiving adequate supplies of the essential foods: im fact 
a survey last year showed a significant increase in supplies 
compared with 1941. Any deficiency was in vitamins A and 
and C. Infant mortality last year was the second lowest on 
record and maternal mortality was 0-5 per 1000 below -he 
average for the five preceding years. But infant mortality 
was 40 per cent. higher than in England, whereas thirty years 
ago the Scottish rate was lower than the English. In South- 
East Scotland last month only 21-6 per cent. and 16-8 per cent. 
of those entitled to orange juice and eod-liver oil under the 
Food Ministry scheme made use of it. ‘We must make 
mothers realise,” said Dr. Davidson, “ that these things are 
not medicine but food—-necessary additions to diets.” 


The fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 
paper should not be taken as an indication that they are 
necessarily available for export. 

Infectious Disease in England and Wales 
WEEK ENDED FEB. 6 

Notifications.—The following cases of emg PH disease 
were notified during the week; smallpox, 0; scarlet 
fever, 2119; whooping-cough, 1695 ; di bihieriing 897 ; 
paratyphoid, 8; typhoid, 9; measles (exe uding rubella), 
15,363 ; pneumonia (primary or influenzal), 1530 : 
puerperal pyrexia, 183; cerebrospinal fever, 110; 
Ha en Dogg 33 polio-encephalitis, 2; encephalitis 
ethargica, 0; dysentery, 89; ophthalmia neonatorum, 
85. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Feb. 3 was 2328, ineluding 
searlet fever, 617; diphtheria, 267; measles, 633; whooping- 
cough, 250; enteritis, 92 ; chickenpox, aed 5 
mumps, 38; poliomyelitis, 2; dysentery, 32; cerebrospinal fever. 
21; puerperal sepsis, 23 ; entericfevers, 16; encephalit:siethargics. 
1; german 9; yelitis, 1 ; glandular fever, 1. 

Deaths.—In 126 great towns there were 2 (1) deaths 
from enteric fevers, 3 (@) from searlet fever, 20 (2) from 
measles, 14 (2) from whooping- ——— 35 (3) from 
diphtheria, 54 (10) from diarrheea and enteritis under two 
years, and 109 (15) from influenza. The figures in 
parentheses are those for London itself. 

Exeter reported the fatal case of an enteric fever. B 
had 13 deaths from influenza, no other great town more than 4. 
The number of stillbirths notified during the week was 
224 (corresponding to a rate of 33 per thousand total 
births), including 9 in London. 
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PATHOLOGICAL FINDINGS IN A SERIES OF 
BLAST INJURIES * 


J. V. WILson, MD BELF R. E. TUNBRIDGE 
MAJOR RAMO; DEPUTY ASSISTANT MD, M SC LEEDS, MRCP 


DIRECTOR OF PATHOLOGY, MAJOR RAMC; MEDICAL 
MALTA COMMAND SPECIALIST 


SEVERAL mea. petestogicn) studies (Falla 1940, Osborn 
1940, et al. 1940, Zuckerman 1940, Hadfield 
and Christie 1941) have been made of the pulmonary 
lesions in cases where death had been attributed to 
blast injuries. The present series is reported 
of the uniqueness of the incident, the number of cases 
involved and the strong evidence that blast was the 

primary cause of death. 

During a heavy dive-bombing attack directed against 
a target in Malta a bomb fell near the entrance of a 
crowded deep rock shelter. Several people were killed 
instantan and many suffered from clinical symp- 
toms of blast or pulmonary concussion and burns of 
— degree. Those who survived told the following 
story :— 

Some bombs had fallen in the vicinity and considerable 
vibration had been felt in the shelter together with much 
noise. Suddenly a loud explosion was heard, which seemed 
to come from a bomb right on top of them, ‘and tongues of 
flame accompanied by a gust of wind of tremendous force 
went right through the shelter. The electric lighting failed, 
the shelter was plunged into darkness and the inmates were 
thrown against each other. 

The shelter was in deep rock and was entered by a stairway 
at either end leading down into the main tunnel. Before 
reaching the latter,” three right-angled bends had to be 
negotiated. From the side of the tunnel cubicles were 
hewn out of the rock ; bunks had been fitted in these cubicles 
and people were using them as sleeping compartments at 
the time of the incident. The bomb which did the damage 
burst within 5 yards, and almost directly in front, of entrance 
1 of the shelter, on hard rock making a small crater. A 
portion of the flame from the explosion passed straight down 
the entrance and through the shelter blackening with a 
deposit the normal white rock sides of both the staircases and 
shelter itself. On the raid in question most of the enemy 
aircraft were dropping 500 kg. bombs, and it is probable 
that the bomb that caused the damage to the shelter was one 
of these. Entrance 1 was completely demolished and 
persons standing on the steps were dismembered. The 
structure of the shelter itself was intact, the only damage 
being the blackened walls and the fact that entrance 2 had 
its concrete roof thrown back; the steel reinforcement bars 
supporting the concrete were not seriously distorted, how- 
ever, and so e agreed that the damage to this entrance 
was due to the blast passing out and not to a second bomb. 

The first person to enter the shelter after the incident 
stated that when he got down to the main tunnel no-one 
moved or answered him and even those who later were 
able to return home seemed at the time to be confused 

and dazed. There was no evidence of burning, the 
naked light he carried burned perfectly and there were 
no us noxious fumes even though his entry was 
made within 5 minutes of the bomb explosion. Medical 
aid soon arrived and it was found that a number of 
patients in the tunnel, in the bunks and on the stairway 
nearest entrance 1 were already dead. 

Some of the casualties were removed to hospital 
suffering from superficial burns and blast injuries. In 
most cases the burns were of minor degree involving 
the forehead and scalp. Some, however,;+were more 
serious—second degree—and involved the face; the 
forearms and the chest anteriorly. The patients com- 
plained of pain and tightness across the chest and 
cough ; many of them brought up a bloodstained tum, 
They ‘all had indefinite physical signs in the~ chest. 
There was no evidence on spectroscopic examination of 
carboxyhzemoglobin in the blood samples taken from 
fatal and non-fatal cases. 

The cadavers were divisible into two main groups ; 
those with multiple external injuries and those with 

no external injury except the burns described above. 
Of the latter group we were able to carry out autopsy 
bs abridged ve @ lohger report, and is 
pu ed without qwasting peunitbe coriections freae the authors. 
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on 11 cases where death had been more or less immediate 
and on | case that died 8 hours after the injury. Owing 
to the intensity of the bombing and the tragedy sur- 
rounding the incident it was impossible to get facilities 
to carry out au y examination until 36 hours after 
the incident and 7" t was not possible to examine either 
the brain or cord in any of the cases. This 
report therefore is confined to the effects of blast on 
the abdominal and thoracic cavities. 
PATHOLOGICAL FINDINGS 

Case 1.—A boy aged 8 years. No external injury ; 
thoracic cage intact. The body was covered with dust and 
the skin of the face was pitted with dust icles; mouth 
and nose covered with bloodstained froth. Both pleural 
spaces contained about 50-75 c.cm. of bloodstained serous 
fluid. The parietal layer of weg showed small patchy 
areas of ecchymosis, not exceeding 30 mm. in diameter, but 

was otherwise normal; no injury to ribs and no pneumo- 
pv Heart and mediastinum normal. The lungs 
showed the subpleural hzmorrhages illustrated in fig. 1. 
The linear hemorrhagic areas on the anterior surface of the 
left lung corresponded with the ribs. The upper and posterior 
two-thirds of the left lower lobe was one hemorrhagic mass 
which felt rubbery, but crepitus was still obtainable; the 
right lung emphysematous. The trachea and bronchi were 
filled with frothy bloodstained mucus. Cut surface of lungs 
showed extensive hemorrhage throughout the substance ; 
the hemorrhagic areas had not the feel of pneumonic con- 
solidation and floated on water. Abdominal cavity: no 
injury to any organ. A small amount of bloodstained fluid 
in the peritoneal cavity was apparently derived from the 
mesenteric vessels which were extremely congésted and 
showed evidence of perivascular hemorrhage. Microscopic 
examination: widespread capillary congestion in all parts 
of lung tissue ; in some areas the alveoli were packed with 
red cells and in others with cedema fluid; in other areas the 
alveolar epithelium was filled with red cells but the alveolar 
contained only a few cells. In some fields there was 
evidence of rupture of the alveolar epithelium with the 
formation of bulls. 

Casz 2.—A girl aged 10. The only external injuries were 
slight first-degree burns of sca]p and forehead. Ribs intact ; 
mouth and nares were covered with a bloodstained froth. 
About 75 c.cm. of hemorrhagic exudate in each pleural 
ade no injury to the pleura itself ; heart and mediastinum 

normal. The lung hemorrhages are shown in fig. 2. Super- 
imposed on the areas of hemorrhage in the left lung were 
dark linear markings running parallel with the ribs, and 
in the right lung the hemorrhagic areas in the upper lobe 
were determined by the rib positions. erse sections 
showed hzmorrhagic areas deep in the lung tissue and these 
communicated with the subpleural hemorrhages. The 
trachea and bronchi contained bloodstained frothy mucus. 
The only abnormal pathological findings in the abdominal 
or pelvic cavity were small hemorrhages into the peritoneum 
in the upper abdomen. Microscopic examination of the 
lungs showed extreme congestion of all the blood-vessels. 
Many alveoli were packed with red cells but none contained 
cedema fluid and there was no evidence of any special con- 
centration of these choked alveoli in the peribronchial 
regions. 

CasE 3.—Male infant 14 years. 'This child was 
being held in the mother’s arms (case 9). There was no 
evidence of external injury and all the bones were intact. 
On opening the thorax there were hemorrhagic areas in the 
mediastinum but the heart and the pericardium were normal. 
There was a small hemorrhagic effusion in both 
cavities... The are shown in fig. 3. ion 
of lung showed deep-seated hemorrhages. The trachea and 
bronchi were filled with bloodstained frothy mucus. All 
over the peritoneal cavity there were small areas of ecchy- 
mosis due to rupture of the mesenteric vessel@; none of the 
abdominal or pelvic organs was injured. Microscopic 
examination of the lungs revealed widespead congestion 
of all the alveolar capillaries. The alveolar epithelium in the 

ie areas contained numerous red cells, as did the 

alveolar spaces. One of the larger bronchioles showed 
mE of hemorrhage into the subepithelial layer with 
actual rupture and exudation of red cells in one small area. 

Cass 4.—A woman aged 54. Extensive second-degree 
burns over the face and upper thoracic , ye the mouth 
and nose exuded a bloodstained froth. Tho bony skeleton 

I 
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was intact and no wounds were present. The mediastinum 
was normal; a small hemorrhagic exudate was present in 
each pleural cavity. Hem are shown in fig. 4. 
The trachea and bronchi contained bloodstained mucus. 
Section of the lung revealed evidence of wid heemor- 
pre drow the lung substance, the whole of the central portion 
lung being involved. There were no abnormal patho- 
logical findings in the abdomen. Microscopic examination 
of the lung tissue showed widespread of alveolar 
capillaries ; the alveolar spaces were packed with red cells. 
CasE 5.—A boy aged 7. The mouth and nose were 
covered with bloodstained froth; no burns or 
injuries. The thoracic cage was intact and the mediastinum 
was normal; little if any excess fluid in the pleural spaces. 
Hamorrhages are shown in fig. 5; superimposed upon the 
hemorrhagic areas were darker linear markings 
to the position of the ribs. In the right lung there were 
emphysematous bulle. The trachea and bronchi were filled 
with bloodstained froth. On section the whole of both lungs 
with the exception of a few subpleural areas were found to be 
the seat of hzmorrhage. There was slight hm#morrhage 
into the peritoneum, but no injury to any of the abdominal 
or pelvic organs. Microscopic examination of the lung 
showed gross congestion of all the vessels especially the 
_ alveolar capillaries. The alveolar spaces were packed with 
_ red ‘cells. There was no evidence of hemorrhage into the 
lining epithelium of the bronchus. 
Casr 6.—A man aged 24. The mouth and nose exuded 
bloodstained fluid ; severe second-degree burns of the face, 
» and the hair over the scalp was singed ; no other evidence of 
injury to any part of the body. On opening the thorax the 
chest wall was found to be intact and there were slight 
mediastinal hemorrhages present with emphysema of the 
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Figs. |-12—Subplteural areas of haemorrhage in 12 cases. 





mediastinal structures. The cardiac muscle of the left 
ventricle cod ty: borepuaet- tut Shave rene ne deGnite 
subperic hemorrhage, Each pleural space contained 
about 100 c.cm. of bloodstained fluid. Hzmorrhages are 
shown in fig. 6. In the left lung there was emphysema 
in the upper lobe. The middle 2 in. of the inferior border 
of the lower lobe was the seat of a costophrenic angle pneu- 


monia. The trachea and bronchi contained bloodstained 


mucus. On section the lung substance showed widespread 
hemorrhage more particularly in the posterior half of the 
right lung. There were no pathological changes in the 
abdominal or pelvic cavities. Microscopic examination of 
the lung tissue showed congestion of the capillaries ; the 
alveoli were’ filled with red- cells and a few contained 
cedema fluid. 

CasE 7.—A boy aged 5.. There was no burning or evidence 
of external injury; mouth and nose covered with hlood- 
stained froth. There was some evidence to suggest that he 
was seated during the incident. His face was pitted with 
dust. The chest wall was intact. Nothing abnormal was 
noted in the mediastinum. The pleural cavity on each side 
contained about 30-35 c.cm. of bloodstained fluid. Lung 
hemorrhages are shown in fig. 7. The trachea and bronchi 
contained bloodstained frothy mucus. Section of the lung 
showed deep hzmorrhages throughout the lung communicat- 
ing with the subpleural areas. There was nothing abnormal! 
noted in either abdominal or pelvic cavities. Microscopic 
examination of the lung tissue showed widespread congestion 
of the vessels and many of the alveolar spaces were filled 
with red cells. 

Case 8.—A man aged 25. The mouth and nose were 
covered with bloodstained froth. There were slight first- 
degree burns of the face and upper part of thorax. The face 
was also severely pitted with dust particles. No obstruction 
to any of the vital respiratory passages and no evidence of 
externalinjury. The thorax was intact and nothing abnormal 
was noted in the mediastinum, heart or great vessels. Sub- 
pleural hemorrhages are shown in fig. 8. There were also 
hemorrhages into the pericardium and the mediastinal 
structures. The trachea and bronchi were filled with blood- 
stained fluid. Section of the lung revealed considerable 
areas of deep-seated hemorrhage. Nothing abnormal was 
observed in either the abdominal or pelvic cavities. On 
microscopic examination of the lungs there was widespread 
vascular gms gg particularly of the alveolar capillaries 
(fig. 13) ; cells seen in the alveolar spaces. 

CasE 9.—A woman aged 29. This woman was seated 
holding a child (case 3) in her arms. The mouth and ears 
were covered with bloodstained mucus. There were slight 
first-degree burns of the face and upper chest anteriorly 
but no other evidence of injury. On opening the thorax the 
ribs were found to be intact but there were slight but definite 
hemorrhages into the mediastinal structures and a slight 
degree of emphysema. Both | spaces contained at 
least 50 c.cm. of bloodstained exudate. Subpleural hzemor- 
rhages are shown in fig. 9. The trachea and bronchi were 
filled with bloodstained fluid. On section it was found that 
the costophrenic areas of hemorrhage did not communicate 
with those situated in the deeper parts of the lung substance ; 
and these deeper hemorrhages were not so extensive or 
severe as in other cases. There were slight hemorrhages 
into the peritoneal coverings in the upper and central 
abdomen but the great o s were intact. The chief 
feature in sections from this lung, apart from the congestion 
of the blood-vessels, was the large number of alveoli filled 
with cedema fluid. In quite a number of fields adjacent 
alveoli were seen, one filled with cedema fluid and the other 
with red cells. 

CasgE 10.—A man aged 32. The mouth and nose were 
covered with bloodstaimed froth; slight first-degree burns 


of the face and scalp but no other evidence of external injury. - 


The thorax was intact and there were no changes in the 
mediastinal structures. The pleural spaces contained no 
excess serous fluid. Fig. 10 shows the subpleural hemor- 
rhages. The left upper lobe felt rubbery along the whole of 
the anterior margin and the lateral surface, and along the 
interlobar septum. The lower lobe showed similar infiltration 
along the whole of the interlobar septum and the outer half 
of the inferior margin. The right lung had two lobes only. 
The trachea and bronchi contained bloodstained frothy 
mueus. On section there was hemorrhage in the deeper 
portion of the lung but this was not excessive ; its distribu- 
tion did not conform to any particular pattern. No abnormal 
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pathological find- 


nges- 
tion of the alve- 
olar capillaries. A 
notable feature of 
the sections was 
the widespread 
filling of the 
alveoli with red 
cells, some of 
which merely 
existed as 4 


“Case 11.—A 
woman aged 25. 
The mouth and 
nose were covered 
with bloodstained 
froth ; slight first- 
degree burns of 
the forehead and 
scalp, otherwise 
no evidence of ex- 
ternal injury; chest wall intact. The pericardial sac was 
enlarged and there was evidence of hemorrhage into the medi- 
astina] tissues around the roots of the great vessels. On opening 
the pericardium a large blood clot was found at the base of the 
heart and the sac contained in addition some 50 c.cm. of 
bloodstained fluid. The myocardium was intact and showed 
no. evidence of hemorrhage. The blood appeared to come 
from the first part of the aorta, in which a large tear (fig. 14) 
was seen extending transversely for about 1 in. and situated 
} in. distal to the aortic ring; the left’ coronary cusp of the 
aortic valve was also ruptured, but the free edge was intact. 
The wall of the ascending aorta was infiltrated with blood 
and inferiorly the infiltration extended into the pericardial 
sac. The mediastinal structures showed in addition small 
areas of hemorrhage and emphysema. Both pleural spaces 
contained about 30 c.cm. of bloodstained fluid. Lung 
hemorrhages are shown in fig. 11. In the left hmg there. was 
@ small area of costophrenic angle pneumonia. The inferior 
margin of the right lower lobe was singularly free from 
hemorrhage. The trachea and bronchi were filled with 
bloodstained fluid. In the abdominal cavity were large 
patches of ecchymosis and intraperitoneal hemorrhage, 
especially in the omentum and mesentery. None of the 
great organs showed any evidence tothe naked eye of abnormal 
pathology. Microscopie examination of the lungs showed 
that the alveolar capillaries were congested while the alveoli 
themselves contained blood-cells, A few alveoli were 
ruptured. A section taken from the aortie wall showed 
normal structure. 


CasE 12.—A man aged 24, who was admitted to hospital 
and died 8 hours later as a result of blast injuries complicated 
by extensive burns of face and upper thorax. Lung hemor- 
rhages are shown im fig. 12. Section of the lung showed 
evidence of wi d hemorrhage. On microscopic examina - 
tion of the lung tissue the principal finding was one of 
extreme congestion of the blood-vessels in all portions of the 
lung. The epithelium of many of the alveoli was full of red 
cells and many of the alveoli also contained blood-cells but 
very few could be described as being packed. There was no 
evidence of rupture of the alveoli. - 





Fig. 14—Heart with ruptured aorta (case !1). 


DISCUSSION 


The autopsy records of 12 cases, 7 adults (4 men and 
3 women) and 5 children (4 boys and 1 girl) are 
described. The ‘principal pathological findings were-: 
extensive bilateral pulmonary hemorrhages in all cases ; 
hemoperitoneum and congestion of the abdominal 
vesséls in 6 cases ; mediastinal hemorrhage in 3 cases ; 
and rupture of the aorta in 1 case. All cases had 
press loodstained fluid in the trachea, larynx, mouth 

nose. 

The pulmonary hemorrhages involved primarily the 
deeper ions of the lung tissues, the subpleural 
areas of hemorrhage i with those situated 
more -centrally.. The hzmorrhagic areas had not the 
feel of a true pneumonic consolidation, and in all sections 
tested the lung tissdes floated on water. In some 


areas, particularly where the hemorrhage involved the 
inferior margin, the lung tissue had a leathery feel. 
The area of subpleural hemorrhage had no constant 
pattern. Rib markings were a feature of all the cases, 
although they were more definite in the case of the 
children. In some instances the markings corresponded 
with darker linear shadows superim upon @ more 
widespread area of hemorrhage. sites of election 
for the subpleural hemorrhages were the anterior 
margin, the costal surface, particularly along the middle 
portion of the interlobar septum, and the posterior 
surface. The inferior margin was never extensively 
involved in the present series, although there was 
occasional involvement of this margin in the mid- 
axillary region corresponding to the costophrenic angle 
pneumonia described by Osborn (1940). In a few 
instances subpleural emphysematous bulle were noted 
and also evidence of emphysema of the mediastinal 
tissues. In no case was there a large effusion into the 
thoracic or peritoneal cavities, and there was no cage of 
pneumothorax. The vessels of the mesentery, omentum 
and peritoneal walls were in 6 cases congested and 
surrounded by numerous small hemorrhagic areas not 
exceeding 10 mm. in diameter. Of the cases with 
mediastinal hemorrhages, 2 were not severe, while the 
third—case 11—had an associated rupture of the aorta 
and of one semilunar valve and hzmopericardium. 
There was no evidence of hemorrhage into the cardiac 
muscle. 

The most characteristic feature of the microscopic 


‘ anatomy of the lungs was the congestion of the alveolar 


capillaries, even in areas comparatively free from gross 
hemorrhage (fig. 13b). Many of the alveoli were 
distended with red cells and in a few instances with 
cedema fluid. The alveolar epithelium was often found 





Fig. 13—(a) Section from centre of lung (case 8) showing extensive hamor- 


i Iveol paces; (b n with only slight 
heochosohanes éc} Samneseblige occa ab abdvetee walls. 
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packed with red cells, even when the alveolar spaces 
contained but few cells. In a few instances there was 
evidence of rupture of the alveolar epithelium (fig. 13 c) 
and the formation of bull, but this was not a prominent 
feature—a finding confirming the view expressed 4 
Hadfield (1941). The presence of alveoli filled wit 
cedema fluid alongside others containing red cells is 
difficult to explain. Cidema of the lungs has been 
described as an accompaniment of cranial injury, and 
while the possibility of such a factor cannot be excluded 
we prefer to consider that it is merely the result of the 
general vascular congestion. There was no evidence 
to suggest that the alveoli surrounding the larger 
bronchi. were more seriously affected than those else- 
where. The —— picture was the same in all sections 
and we could detect no essential difference in tissue 
taken from the peripheral or from the central areas of 
hemorrhage, from the young or from the old, from 
cases dying immediately or from the case dying 8 hours 
after the incident. 

Hadfield has drawn attention to the fact that bilateral 
pulmonary hemorrhages were a prominent feature 
although bere po agape of blast injury. The find- 
ings repo above ere closely with those 
described by Zuckerman (1940) in animals e to 
it, — with those in previously repo 


es. 
What evidence have we that blast was the primary 
cause of death in the present incident ? y factors 
—such as poisoning by io oom fumes (more ao 
carbon monoxide), asphyxia, burns, fat embolism 
trauma or blast injury—might have been the primary 
cause of death. No evidence of carboxyhemoglobin 
was obtained from simple spectroscopic examination 
of the blood of the reported cases or of the survivors. 
The possibility of death from poisonous fumes cannot be 
so readily eliminated. There were no ao among 
survivors to suggest carbon-monoxide po ; nor 
was there lacrimation or mucous membrane tation, 
which we observed among casualties exposed to bomb 
fumes in another incident ; further, we have not observed 
in civil cases of carbon-monoxide poisoning the exten- 
sive bilateral pulmonary hemorrhage described in the 
present series. We are inclined to agree with Hadfield 
and his eolleagues (1940) that the finding of extensive 
bilateral pulmonary hemorrhage in 3 of their cases, 
associated with at least a 50% blood saturation of carbon 
monoxide, suggests that the patients had suffered from 
a severe degree of blast injury before inhaling the 
explosive gases. While we cannot therefore exclude 
the possibility of poisonous fumes having contributed 
to the cause of death in the present incident, we do not 
consider it to be a cause. 

The trachea and bronchi contained no undue amount 
of dust, the atmosphere of the shelter was known to 
have cleared within 5 minutes of the incident, and the 
pulmonary hemorrhages were more extensive than 
those usually found in cases of death from asphyxia 
(Ross 1941). There was no evidence of gross compres- 
sion. We conclude, therefore, that asphyxia was not 
&@ primary cause of death. 

In the case of burns, death is usually due to shock 
or to sepsis. Death is rarely instantaneous unless the 
burns are extensive, but instances of sudden death 
usually attributed to reflex nervous factors have been 
descri All the cases in the present series did not 
suffer from burns, and in none were the lesions severe 
either in extent or degree. In no case was more than a 
quarter of the body surface involved, nor were the burns 
of greater severity than the second degree ; further, the 
lesions per se could not account for the respiratory 
—- observed among the survivors. Burns, 
therefore, can be excluded as a primary cause of death. 
Robb-Smith (1941a) reported the pathological findings 
in a series of accidents in which p verse? fat embolus 
was the principal cause of death. Hes (1941b and c) 
that some of the cases exhibited hemorrhagic pul- 
monary lesions similar to those described in cases of 
blast injury. Sections of the lung tissue taken from our 
cases were examined by the Robb-Smith technique, 
but no evidence of fat embolism was obtained. 

Fallon (1940) and Osborn (1940) have published 
evidence that trauma to the thoracic wall can give rise 
to pulmonary hemorrhage. Bright and Beck (1935), 
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Barber (1938, 1940) and Anderson (1940) have reported 
cases of injury to the heart and pericardium as a result 
of non-penetrating trauma to the thoracic wall. Direct 
injury to the thoracic wall cannot be readily excluded 
in the present incident. Some of the casualties in the 
shelter had fractured limbs, and at the entrance to one 
of the cubicles there was a portion of brain tissue from 
the skull of a man who had been thrown against the 
corner. The cases selected for autopsy, however, were 
those showing no evidence of external injury save burns, 
and were found lying huddled together in the centre 
of the tunnel or in the cubicles. That the bodies 
inst each other or against the floors or walls 
in falling is almost a certainty. In the case of direct 
trauma to the chest wall, the area of hemorrhage is 
confined to the lung tissue immediately beneath the 
site of trauma and does not extend throughout the lung 
substance, although contrecoup effects have been 
described. In the present series the pulmonary h»emor- 
rhages were bilateral and extended throughout the 
whole of the lungs, the central portions being those 
most involved. Although no detailed information of 
the mode of falling is available, it is difficult to conceive 
that dll the casualties fell with equal force and that the 
trauma was equally distributed over all parts of the 
body. Further, case 3 was found dead in his mother’s 
arms, and the mother was sitting on the edge of the bed 
in one of the cubicles. Case 7 was also found dead in a 
sitting ition. In all 3 cases the possibility of trauma 
other ti that due to blast was remote, yet the patho- 


, logical findings were identical with those of cases found 


lying dead in the main tunnel. We conclude, therefore, 
that the primary lethal factor in the present series of 
cases was blast. 

Three views have been put forward to explain the 
method of production of the pulmonary lesions in blast 
injury : 

1. The suction wave following blast leads to rupture of 
the alveolar capillaries (Logan 1939), 

. 2. The sudden distension of the lungs with air causes 
rupture of the lung tissues (Barcroft 1939). 

3. It is the traumatic effect of the blast wave upon the 

chest wali (Zuckerman 1940). 


Zuckerman devised a series of animal experiments 
which provide conclusive evidence in favour of the last 
theory. Animals placed laterally so that one side of 
the chest received the main force of the blast wave had 
more extensive hemorrhage in the proximal than in 
the distal lung. Further animals exposed after pro- 
tection by means of a sponge rubber jacket showed only 
slight hemorrhage compared with animals placed in a 
similar position but unprotected. The information 
available as to the position of the bodies in the present 
series is insufficient to permit of any discussion as to the 
significance of minor differences in the distribution of 
the hemorrhagic areas. Such minor differences as were 
observed might well have been due to individual differ- 
ences—weight, height, clothing—as has been suggested 
by Hadfield in another series of cases. 

The presence of emphysematous bulle might be taken 
as evidence in favour of the distension theory, but 
neither that theory nor the suction theory could account 
for the hemorrhages in the abdominal cavity. Zucker- 
man observed abdominal hemorrhages in 40% of his 
cases ; we observed them in 50% of cases. Breden and 
his colleagues (1942) described abdominal hemorrhages 
following exposure of men in the sea to depth charges. 
Further, it would be difficult to explain the presence of 
the ruptured aorta in case 12 by means of the distension 
or suction theories. Kahn and Kahn (1928) state that 
it is possible to rupture an aortic valve by striking the 
chest wall after death, and whilst such a factor could 
account for the rupture of the semilunar valve in case 11, 
there are no reports of rupture of the aorta, hemoperi- 
cardium and bilateral pulmonary hemorrhages attribut- 
able to such a factor. We consider, therefore, that the 


extent and nature of the lesions described in the present ~ 


series of cases support the view that it is the traumatic 

effect of the blast wave upon the body surface which is 
ible for the pathological changes. 

n the present series the pulmonary hemorrhages 

were so extensive that it is conceivable that.they may 

have caused death. Further experience (Wilson and 
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Tunbridge 1943) has led us to agree with Hadfield and 
his colleagues (1940) that the pulmonary lesions are 
not always extensive enough to account for death, and 
that ‘‘ it seems more likely that blast produces death 
by interfering with some vital tissue or centre in which, 
from the extreme rapidity of action, structural changes 
are unlikely to be found.” No examination of the 
brain or spinal cord was possible in the present series. 
Death from reflex causes, without gross pathological 
changes, is known; ventricular.fibrillation after direct 
trauma to the heart has been produced in animals 
(Moritz and Atkins 1938); sudden deaths after pul- 
monary infarction, puncture of the pleura during the 
inducement of an artificial pneumothorax and blows 
upon the abdomen are described, so that the possibility 
of death in cases of blast injury being due to direct or 
reflex action upon the vital centres is not unreasonable, 
though as yet unproven. 

In our opinion, then, the lesions produced as a result 
of exposure of man to blast are in no way unusual or 
specific, but are those one might expect to find if the 
body were struck by a violent force—namely, the per- 
cussion wave of a high explosive. 


SUMMARY 


The autopsy findings in the organs from the thoracic 
and abdominal cavities of 12 cases, 7 adults and 5 
children, dying primarily as a result of blast injury, are 
described. Of these cases 11 died immediately and 1— 
an adult—after 8 hours. 

The principal macroscopic findings were extensive 
bilateral pulmonary hemorrhages in all cases ; hemor- 
r into the peritoneal cavity in 6 cases, into the 
mi inum in 3 cases and in 1 case rupture of an 
aortic semilunar valve and heemopericardium. The 
lang hemorrhages extended throughout the lung 
substance and the subpleural hemorrhages showed no 
constant distribution. 

The sae microscopic findings were widespread 
congestion of the alveolar capillaries—with red cells 
in the alveoli and alveolar epithelium—and occasional 
areas of emphysema with rupture of alveoli. 

There was no striking erence in the pathological 
findings of the case dying 8 hours after the incident 
and of the cases dying immediately. 

We consider that the findings support Zuckerman’s 
experimental evidence that it is the traumatic effect 
of the percussion element of the blast wave upon the 
body surface that causes the lesions. 

‘ wed evidence is submitted as to the mechanism of 
eath. 


We wish to thank Prof. A. V. Bernard, CBE, director of 
public health, and the authorities of the Central Civil Hospital, 
especially Prof. Walter Ganado, for permission to examine 
cases 1-11 post mortem; Prof. P. P. Debono, for his help 
and codperation; Captain R. Rankin, RAMC, and Sgt. 
Samson and Sgt. Marsden, RAMC, for their technical assist- 
ance. We are grateful to Colonel A. S. Heale, MC, DDMS 
Malta Command, for permission to publish this paper. 
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ELECTROENCEPHALOGRAPHY IN 
CHRONIC POST-TRAUMATIC SYNDROMES 


MOoLure EB. HEPPENSTALL Dents Hitt 
B SC, PH D LonD * MB LOND, MRCP,DPM 


(From an EMS Neuropsychiairic Unit) 


CONSIDERING the numerous advances in knowledge 
made in other fields by electroencephalography, the 
attention given to the conditions following cerebral 
trauma has been limited. Jasper, Kerschman and 
Elvidge (1940), and Williams (194la), have demon- 
strated that the course of recovery from head injury may 
be followed by observing the progressive changes in the 
EEG, which is a more sensitive indicator of abnormality 
than clinical observation. The finding that the more 
severe and acute injuries are associated with a ter 
amount of slow frequency potentials parallels Walter’s 
work (1937) on cerebral tumours, in which the most 
acute and malignant produced the greatest slowing of 
the rhythm. 

In an investigation of 600 Services personnel who had 
suffered head, injury, Williams (1941b) correlated the 
EEG findings of 325 patients with the clinical state, the 
type of injury and the personal and family history. 
He found that of his total group 50% had abnormal EEGs 
irrespective of the time which had elapsed since the 
injury, that there was positive correlation between the 
duration of rg ares amnesia, dural penetration and 
abnormal EEG, but none with abnormal personal or family 
history. In 50 patients who were constitutionally inferior 
the EEG was abnormal in 37%, and in 58 whose symptoms 
were regarded as due to an exogenous neurosis 20% were 
abnormal. These figures agree with those obtained later 
(1941c) of 26% abnormal for mixed psychoneurotics and 
32% abnormal (Hil and Watterson 1942) for inadequate 
psychopaths (constitutionally inferior persons). 

In examining the EEG abnormalities in his series 
Williams (1941b) notes the generalised rather than 
localised quality of the abnormal discharge. The non- 
specific nature of the EEG in many neuropsychiatric 
conditions is now becoming recognised, and the import- 
ance of the need to elicit differences between what may 
be inherent tendency to psychiatric illness and what is 
certainly acquired as the result of trauma has led to this 
investigation. This preliminary report has been made on 
patients, largely Services personnel, suffering from chronic 
post-traumatic syndromes. It is interesting to note that’ 
40% were admitted to hospital with a diagnosis of pre- 
dominantly functional as opposed to predominantly 
organic cerebral conditions (table 1). 

The diagnosis of postconcussive syndrome rather than 
of a functional reactive state was made in mast cases 
whose presenting and predominant symptoms were 
headaches, irritability, postural giddiness, emotional 
lability and impaired memory retention. The EEG 
results have been considered in connexion with duration 
of post-traumatic amnesia, time since head injury, age 
at the time of injury) and abnormal personal and family 
history. In the different groups attention has been paid 
to the EEG abnormalities in so far as these could be 
divided into generalised and focal. The high proportion 
of traumatic epilepsy in this series is no indication of the 
incidence of this condition in post-traumatic states since 
the.presence of the EEG apparatus at this unit was.the 
reason why many such patients were seen. 

Method.—The technique employed is that advocated b 
Gibbs.and Gibbs (1941).and om by Williams.(1941a)-and Hill 
and Watterson (1942). A three-channel Grass ink-writing 
oscillograph was used, and each record, which lasted some 
20-25 minutes, including 3 minutes’ voluntary hyperventila- 
tion, was divided into four parts for the four electrode positions, 
two on each hemisphere. The criteria of abnormality used 
were the same as those previously described (Hill and Watter- 
son 1942) with the additional interpretation of what has been 
called ‘‘ focal” abnormality. With the technique originally 
elaborated by Adrian and Mathews (1934) for the localisation 
of Berger rhythm, and later used by Walter (1936) in cases of 
cerebral tumour, an EEG focus may be described as a point 
on the skull from which, if an electrode common to two 
channels connected in series is placed on it, electricg] oscilla- 
tions of opposite phase are produced. 


* Receiving a Rockefeller research grant, t 
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RESULTS 

The investigation was carried out on 150 patients, of 
whom 78 (52%) had abnormalities in the EEG. Of these 
78, 45% had an abnormal response to hyperventilation 
and in 5 this was the only abnormality. The EEG 
abnormalities have been divided into diffuse and focal, 
the latter including 10 cases in which a chief focus was 
found in a diffusely abnormal brain ; 32 patients (41%) 
showed focal and 41 (53%) diffuse abnormalities. 

Table 1 shows the incidence of these abnormalities in 
the different diagnostic groups. The figures in italics 
show that traumatic syndromes are more usually associ- 
ated with a positive EEG than functional ones (x? = 10-5; 
P <0-01), and that this preponderance is almost ex- 
elusively in the focal type of abnormality, 54% of the 
traumatic and only 16% of the functional being focal 
(x? = 8-2; P <0-01). These differences are significant. 


TABLE I—INCIDENCE OF ABNORMAL EEG FINDINGS 

















, (totals in italics) : 
mi betaa | at tal | Abnormal ae “i 
. | cases | “(and %) | Diffuse Focal) O37 
aos aig | } 
"PoatSincussive | | : 
payndzome +. | 68 | 33057) | 16 16 1 
epilepsy 29 22 (76) | 9 13 0 
Anxiety state ..| 21 ; 10(48) | 7 i 2 
Depressive state .. | 19 8 (42) | 5 2 1 
Schizophrenic state 2 | © ee 0 0 
Hysteria .. Sie aes See es st) 0 1 
Psychopathy ..| 7 | 2(29) | <2 0 0 
Organic states Die 87 55 (63) 25 29 1 
Functional states ..| 63 | 23 (37) | 16 3 4 











In agreement with Williams (1941b) the time since the 
head injury has been found to bear no relationship to the 
EEG result. The age at which the head injury occurred 
is, however, found to be important, and comparing those 
whose injury occurred before the age of twenty with 
those in which it occurred after that age it is seen that 
65% were abnormal] in the first group and 46% in the 
second. The hyperventilation response in these two 
groups is also interesting, 39% of the first and 16% of the 
second being abnormal. 


Age at time of head 

injury EEG + EEG =- Hyp. + Hyp. = 
Under 20 years .. 30 .. 16 1 a OBS 
Over 20 years ee. ee See ae ins See 


x? = 46; P = 0-035 x2= 97; P<0-01 


These two results are significant and indicate that a 
head injury suffered before the age of twenty is more 
likely to result in a permanently abnormal EKG, parti- 
cularly in hyperventilation response, than one suffered 


An association has been found between length of 
post-traumatic amnesia and abnormality of the EEG 
(see Williams 1941b). If patients are divided into those 
whose amnesia was less than an hour, less than a day and 
more than a day, in the first group 43%, in the second 
52% and in the third 58% are abnormal. . 

Abnormal * EEG 


Amnesia EEG + EEG = Diffuse Foeat 
< 1 hour pa 16 $F 21 13 a 2 
< 1 day 2 33 <8 30 15 43 14 
> 1 day 29 o; 21 13 igh 16 


x2= 19; P= 0-4 x2= 74; P= 0-03 
* Those abnormal on hyperventilation only have been omitted. 


_ While these findings are not significant statistically, it 
is interesting to note that if the abnormalities are 
divided into diffuse and focal, of the focal there are 13% 
im the first, 48% in the second and 55% in the third group, 
showing significant differences. 

In the organic group, 18 of 87 patients had abnormal 
personal histories, and in the constitutional and reactive 


TABLE II—RELATION OF PERSONAL AND FAMILY HISTORY TO 
EEG FINDINGS 














Apne al EEG | a 5hTe3 ‘ EEG 
Personal |__| ‘nor- | Family (___ or 
history | Dit- | | mal history Dif- | 
| fuse — Fecal | | fuse | Focal 
{ j 
Neurotic 12 6 | 32 [Neurotic | 20 |; 7 26 
| i { 
Normal | 29 | 26 40 |Normal L; @L5.) 235 | 46 
i a 








x2 = 7:2; P =0-03 x2 = 5-6;P = 0-06 
* Those abnormal on hyperventilation only have been omitted. 


states 33 of 63 patients. This result, which is significant, 
is expected, for when constitutional factors play a 
predominant réle one would expect to find evidence of 
neurosis in the previous personality. Of the patients 


with abnormal personal history, 37% had abnormal EEGs, - 


and of those with a normal his » 60%. Dividing 
again into diffuse and focal abnormalities it is seen that 
the first group had 33% and the second 47% focally 
abnormal records (table 1). These results are significant. 

In assessing the incidence of abnormal family history, 
disorders of the first-degree relatives have alone been 
considered. The assessment has been wide and has 
included epilepsy, psychosis, severe neurosis, mental 
defect and psychopathic personality. Of the 53 patients 
with an abnormal family history, 27 (51%) had abnormal 
EEGs ; and of the 97 with a normal family history, 48% 
had abnormal EEGs, showing no difference in the two 
groups. But division into diffuse and focal abnormalities 
shows a strong tendency towards significant results 
(table 11). In the first group—those with a positive 
family history —26% had focal and 74% diffuse abnormali- 
ties, while in the second group 54% had focal and 46% 
diffuse abnormalities. Thus in the t-traumatic 
syndromes a positive personal or family does not 
increase the probability of a positive EEG, but where 


diffuse as opposed to focal abnormalities occur it is more © 


likely that an abnormal personal or family history will 
be found. 
_. DISCUSSION 


Little attention has been paid in previous work to the 
localisation of abnormalities in the EEG in chronic 
post-traumatic states, and no attempt to divide these 
abnormalities into diffuse and focal has been made. 
Such a division, however, has proved of significant value 
and thrown some light on the question of what is inherent 
and what has been acquired in the EEG. 

Evidence of EEG differences between individuals of 
different constitutional type is now accumulating. 
Jasper, Solomon and Bradley (1938) and Lindsley and 
Cutts (1940) have shown significant differences between 
the EEGs of normal and behaviour problem children. 
Williams (1941c), in a survey of different groups, found 
ascending de of abnormality from the super-normals 
to the psychoneurotics. Hill and Watterson (1942) 
found significant. differences between different types of 
psychopathic personality and normal controls and also 
found abnormal personality traits in those of the controls 
whose EEGs were abnormal. In this series the EEG 
showed diffuse abnormalities, and there has been no 
suggestion, nor have the published records shown, that 
the abnormalities of other workers have been — tems | 
but diffuse. Both. Williams (1941c) and. Hill 
Watterson (1942) agree that the EEG abnormality in 
such cases indicates an inborn constitutional defect 
‘* which may find expression as epilepsy or a behaviour 
disorder such as a constitutional psycho-neurosis or 
psychopathy.” 

In his study of the EEG in post-traumatic states, 
Williams (1941b) found a higher percentage of abnormal 
records in cases thought to be primarily due to organic 
damage (55%) than in those thought to have a functional 
origin (31%). The comparable figures from this series 
are 63% and 37%, the higher value of the former probably 
being due to the greater proportion of traumatic epilep- 
tics in this series. But the si cant differences 
between focal and diffuse abnormalities in these cases 
suggest that a focal abnormality in the EEG indicates an 

uired lesion of the brain, and a diffuse abnormality 
indicates a constitutional defect. 
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Further evidence for this hypothesis is 
examination of the mal and family histories. In 
agreement with Willi (1941b), it is shown that 
abnormal mal and family histories are not —— 
influence the possibility of the EEG being abnormal, but, 
when the of abnormality is considered, the focal are 
found significantly more often in individuals with a 
negative personal history and the diffuse in those with a 
josh personal history. The relationship between a 

i ly abnormal EEG and a positive family history is 
almost statistically significant. This is not surprising, 
for Lennox, Gibbs and Gibbs (1940) have demonstrated 
the presence of dysrhythmia in 60% of the total relatives 
of epileptics and Hill and Watterson (1942) found 
abnormal family histories very frequently in cases of 
gael psychopaths, 65% of whom had abnormal 

Agreement with previous work (Williams 1941b) has 
been shown in that approximately 50% of all post- 
traumatic states have abnormal EEGs, irrespective of 
the time that has lapsed since the head injury. Also, 
there is an association with the severity of the injury, but 
not, it has been found, one of statistical significance. 
The comparison of post-traumatic amnesia with focal and 
diffuse abnormalities has shown that the more severe the 
head injury the more likely is the EEG to be- focally 
abnormal and the diagnosis to be post-traumatic syn- 
drome or traumatic epilepsy. Conversely, the less severe 
the injury the more likely is the EEG to be diffusely 
abnormal and the diagnosis to be a functional syndrome. 

Taking all these findings into consideration, it is seen 
that the presence of diffuse abnormalities in the EEG in 
post-traumatic states does not necessarily indicate the 
presence of cerebral damage. Further work may indi- 
cate the significance of a chief focus of abnormality in a 
diffusely abnormal brain, but in the present series the 
number is insufficient to draw any conclusions. 


SUMMARY 


Abnormal EEGs were found in 78 (52%) of 150 patients 
with post-traumatic syndromes ; patients were 
abnormal on hyperventilation only. 

An abnormal EEG and an abnormal hyperventilation. 
response occur with significantly greater frequency in 
patients suffering head injury before the age of 20, 
— time since the head injury does not influence the 
result, 

Focal abnormalities are found significantly more often 
in true postconcussive syndromes and traumatic epilep- 
tics, in patients with long post-traumatic amnesia and in 
those with a negative personal history. 

Diffuse abnormalities were found significantly more 
often in depressive, anxiety, schizophrenic and hysterical 
syndromes, in cases of short post-traumatic amnesia and 
in patients with a | peagech: personal history. 

he presence of a itive family history does not 
increase the probability of a positive EEG in post- 
traumaticsyndromes. When the EEG is abnormal there 
is a strong tendency for diffuse ” opposed to focal abnor- 
malities to be found associated with a positive family 
history. 

The findings suggest that focal abnormalities in the 
EEG. are associated with acquired cerebral trauma and 
diffuse abnormalities with constitutional deficiences. 


We are indebted to Mr. J. Theobalds, electroencephalo- 
graphic technical assistant, who took many of the records ; 
to Dr. Eliot Slater, clinical director at the unit, for his advice 
and criticism ; to Dr. Louis Minski for ission to use the 


permission 
case material; and to the Rockefeller: Foundation for the 


means which have made this work possible. 
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NIGHT VISUAL CAPACITY OF 
PSYCHOLOGICAL CASES 


P. C. Livinaston 
OBE, AFC, FRCS 
ATR-COMMODORE RAF MEDICAL OFFICER RAF 


THE processes concerned in dark-adaptation, or more 
broadly night visual capacity, are known to vary from 
time to time in the healthy individual, though the nature 
and degree of this variation is uncertain. There is little 
doubt that some of the responses elicited during research 
into nutritional conditions, as they concern the visual 
threshold, can be explained as individual variations, 
especially if the subject is tested on many occasions. 
There is no likelihood of establishing a near relationship 
between results that come from a test simplified and 
guarded from extraneous influences, and from one which 
presents complications that can only be unravelled 
through the medium of higher cortical analysis. Never- 
theless, even between these two extremes a link does 
exist, feeble though it may be. 

It is important to emphasise the difference between 
night visual capacity and dark adaptation. In dark 
adaptation considered as a physiological process, much 
emphasis has been laid upon the so-called cone adapta- 
tion curve, which constitutes the first part of the curve 
resulting from a technique which incorporates severe 
bleaching of the visual purple as an initial procedure. 
After this cone adaptation curve, the rod curve com- 
mences at about the end of 5 minutes. It is felt however 
that the cone adaptation phase is not really an adapta- 
tion as understood in terms of darkness, but only a 
recovery after an intense stimulus which is a different 
thing. There is every indication that the cones, in 
order to function at all, must be favoured by an adequate 
though minimal amount of illumination, and that this 
illumination is, in actual fact, higher than what can be 
regarded as clinical darkness. 

The term ‘night blindness” ig unsatisfactory. 
Outside the field of fcccwvmaaed ppwemy.d it is unusual to 
find anything more pronounced than varying grades of 
night visual defect. It is important to differentiate 
between those who at low levels of illumination can only 
reach the stage of awareness of an object and those who 
can analyse its character. 

A study of the night visual capacity of inpatients of an 
EMS hospital confirms these views and suggests that 
the apparent incompatibility of some of the results 
obtained from the examination of the visual threshold 
in dietetically deficient 
subjects may in part 
be due to varying 
attitudes ofmind. The 
results obtained in cases 
of mental illness may, 
it seems, be regarded as 
@ gross exaggeration of — 
the variables found in 
normality. 


BERYL Bouton 
MRCS 


APPARATUS EMPLOYED 


In brief, the apparatus 
used for testing night 
vision! presents 32 
letters and objects for 
analysis in the propor- 
tion of 24 letters to 8 = 
objects (fig. 1). The. | 
scores therefore are re- 
corded as fractions of 32. 
The letters are selected 
capital letters of the 
alphabet which in 
several instances are 
placed in abnormal 
Positions, such as an 
“E”’ facing backwards, 
upwards or downwards, 
or an *“* L.”’ or a sep 2 
on its side. The ob- 
jects shown are in the 


1, See Livingston, P. C. Brit. J. Surg. 1942, 29, 339. 





Fig. i—Rotating hexagon. Note the! 

letters above the routine test pan 
which are employed in cases where the 
attitude of the subject under test is in 
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om of aircraft, ships, arrows, crosses and parallel 
e8, 

Preparation for the test consists of half an hour's 
dark-adaptation behind dark goggles transmitting 3% 
of light. This is followed by a further 10 minutes in the 
dark room d which the details of the test are 
carefully descri The subject then writes down his 
Schenbeaiodian of the letters or objects seen, on special 
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ne aathiny or ioene anil cores recorded on the rotating 
hexagon: logical cases from an emergen 
hospital; 4) A Sor sormel aircrew personnel; (c) by 
anxiety patients; (d) by 15 depressive patients. 


braille cards, the points of reference being easily detect- 
able by means of metal buttons clamped to the support- 
ing board. Four routine tests are undertaken at different 
levels of illumination, each concerned with 2 objects and 
6 letters. In each test a minute is allowed in which to 
record the ‘answers, with due warning after 45 seconds 
(Livingston 1941 and 1942). In this investigation a fifth 
test was employed, to detect any | eres malingerers 
and hysterics; three eae capital letters were exposed 
against a background sufficiently illuminated to ensure 
that they were easily discernible pf rane by those suffering 
from advanced pathological conditions. 

The hexagon test examines a mixture of rod and cone 
vision. At one end of the scale the test is designed to 
elicit a cone response, at a brightness level of 0-0012 
equivalent foot candles, while at the other end rod vision 
is demanded at 0-00025 equivalent foot candles. A total 
of 30-32 marks may be considered exceptional, while 
anything over 20 is good and anything under 4 is poor. 


RESULTS 

Fifty wezcbolnaicel patients volunteered for the test. 
Care was taken not to s to them that an abnormal 

result was anticipated, but rather that they were being 
selected as representative of the non-flying population 
of the country, for comparison with flying personnel. 
Thirty patients were suffering from anxiety states. Of 
these, ten were sent for testing because they complained 
of poor night vision, though they had not been questioned 
directly regarding this. Among the other patients, who 
were scloctall at random, fifteen’ were grouped as depres- 
sives, with an allied anxiety state in five ; two were cases 
of hysteria, one of epilepsy, one of psychopathic 
» and one was obsessional in character. The 


night visual ty scores of these fifty cases grouped 
together are shown ‘in fig. 2a: These can be compared 
be Reger amar anata ah os Ad 

40,000 cards res during routine testing in 


recording sco 
the Royal Air Force (fig. 3D). It will be seen that 
psychological cases as a whole produce a far greater 
number of poor results. The average score in 6051 RAF 


personnel was 19 marks, while that of the 50 cases under 
review is 9-6. 

Anxiety states Ge 2c) pgeovides poorer results. than did 
depressives’ (fig. e ten patients with anxiety 
states who Oe ied night blindness gave an average 
score of 4. Of these, phage ena pt ee keen at -time 
work was that of forge hand scored 22, five scored 1-7 
marks, while four returned no score. In this group was 
one malingerer. It is interesting that a subject may 
complain of night blindness and'yet, the condition may 
not confirmed by test. The anxiety states uncom- 
plicated by complaints of night blindness produce an 
average score of five subjects returned no score, five 
returned 10-20 marks, and three excéeded 20. 

The fifteen depressives averaged 13 marks. Five 
who suffered from an added anxiety state included one 
case with no marks and two exceeding 20. One of these 
was a man who had been a tweed designer. He inter- 
preted all the figures in the form of animals such as bison 
and buffaloes, although no suggestion was made that 
animal forms could be expected in the test. He scored 
23 marks, as a result of accurate interpretation of the 
letters where his imagination was kept within bounds. 
Among the ten depressives without an anxiety state none 
scored less than 2 marks, and three scored over 20, the 
highest .being 29, a figure only exceeded. by 50 of the 
normal population of aircrew age. The two hysterics 
scored no marks, the obsessional 26, the epileptic 14 and 
the case of psy ychopathic migraine 8 marks. 

The attitude of these psychological patients towards 
games was interesting. It was found that few played 
any team game such as football or cricket, or joined in 
any form of athletics such as cross-country running 





- Only those who had actually served for some time in the 


Army had played games with any regularity. It 
the team’ instinct, probably one of the 
most valuable possessions of man, was practically 
non-existent in these people. Nor did it —_— that 
they possessed any hobbies. It is debatable whether 
this lack of interest in group games existed because of 
their psychological state, or whether the psychological 
state itself had in somé way created a form of isolation 
from competitive sport or hobbies which had persisted 
throughout their lives. Nevertheless, the negative 








Psychological states “tenses | ATgCORe NV 
Anxiety .. <P — | 20 } 8 
Anxiety with complaints of night a i 
Depressives oe vs ws 10 13 
Depressives with anxiety state. . 5 | 13 
Hysteria . 2 | 0 
Obsessional XA 1 | 26 
Psychopathic migraine .. 1 8 

1 


Epileptic .. ae ry +H rife 14 


atlas of the epistles: instinct in these 50 cases was 
striking. 





CONCLUSIONS 

From the result of tests of night visual capacity in 50 
psychological inpatients at an EMS hospital. it seems 
that patients with an anxiety state are on the whole 


- incapable of concentration and record a low score for that 


reason (average 8 out ofa possible $2). Depressives, even 
where some anxiety background has been revealed, seem 
capable of a’ reasonable effort when aroused by 
an oe problem ; scores of 20, 24, 25, 27, and 20 
pen recorded in this group. The hysterics failed to score 
y.marks, while the obsessional by virtue of his very 
pore Fs co did well in obtaining 26. ‘The cases of epilepsy 
and psychopathic migraine presented no special features. 
Some of the variations in night visual capacity recorded 
in healthy people may depend on lesser degrees of the 
same differences in mental make up. 


We wish ° thank Dr, W. 8. Maclay, superintendent of the 
Emergency Hospital, for us to undertake this study, 
and Dr. y rman Lewis, the clinical director, for his help in 


selecting the cases. 
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SLOWLY ACTING PITUITARY 
PREPARATIONS IN DIABETES INSIPIDUS 


DonaLtp CourRT STANLEY TAYLOR 
MB BIRM, MRCP B PHARM, PH C 
ASSISTANT PHYSICIAN, ims ASSISTANT PHARMACIST, WEST- 
MINSTER HOSPITAL 


DIABETES insipidus was first discovered by Willis in 
1674. No rational treatment was achieved until the 
introduction of posterior pituitary extracts_in 1913. 
Since then several attempts have been made to gain 
more effective control of the apaptoas by modifying 
either the preparation or the istration of the 
hormone. ong these may be mentioned subcutan- 
eous injection of the liquid extract (Farini and Ceccaroni 
1913, von den Velden 1913), intranasal application of 
liquid extract (Blumgart 1922) and of powdered whole 
gland (Choay and Choay 1924), and the use of sup- 
positories. With the separation of the pressor and oxy- 
tocic factors, and the demonstraticn that the antidiuretic 
principle was associated if not identical with the former 
(Kamm et al. 1927), a more refined pre tion became 
available and subcutaneous injections of this material— 
‘ Pitressin ’—or of the official liquid extract are now the 
standard method of treatment. 

Unfortunately all the methods described have two 
great disadvantages: the period of control is short 
(usually not more than 6 hours for each dose); and 

i ble side-effects occur. Confronted with these 
difficulties in relation to a child of three we began in 
1938 to consider the possibility of a more slowly-acting 
preparation. 

The only previous attempt in this direction appeared to be 
that of Strauch (1929) who incorporated the drug in the 
aqueous phase of a/ water-in-oil emulsion. His formula was : 

Concentrated and sterile solution of drug 10 c.cm. 


Sterile olive oil .. 4 i 2-5 c.cm. 
Sterile metacholesterin 0-2 g. 
Sterile myricin .. ‘es 0-3 g. 


The final product, having the consistency of an oint- 
ment, was administered in a modified syringe. The 
pituitary extract used was 15 times the normal strength 
and doses contai 8 times the standard amount were 
given without ill effect; 8 cases of diabetes insipidus 
were treated by this method, the controlafter a single 
dose lasting 3-6 days. No detailed case-records were 


given. 
We failed, — Strauch’s formula, to produce a stable 
flui 


preparation, at body temperature, and therefore 
ed a simple geen using woolfat and beeswax 
as emulgents. formula was : 
Concentrated pituitary extract .. 4 c.cm. 
Woolfat .. oe “4 J e3 0-5 g. 
Betswax .. SA x bas 0-2 g. 
Parachlormetaxylenol -. , O1% 
Olive oil to a -. 10¢.cm. 


Details of its preparation have been given elsewhere 
(Court and Taylor 1939). Later by concentrating the 
aqueous pituitary extract to a tenth of its volume, a 
double strength emulsion was produced. This is solid at 
room temperature and must be warmed to body heat 
before injection. Overheating is dangerous a8 it may 
produce a separation of the two phases. The clinical 
effects in 3 patients are given below. 

Concurrently Naterman (1939) in America and 
Wankmiiller (1939) in Germany were studying the effects 
of similar emulsions and claiming favourable results. 
Wankmiiller, with a single dose containigg 24-36 units 
produced control for a period varying from 3 to 5 days. 
A different approach was made by Dodds and Noble 
(1937) and lene oF ges pave (1940). . They showed that 
the antidiuretic effect terior pituitary, preparations 
was prolonged by the addition of zinc and other metals. 
The effect -was obvious when as little as 0-1% of zinc 
acetate was used and became increasingly evident with 
higher concentrations. Stephen, using the dog, found 
that the control exercised by a re dose of pitressin 
could. be, extended from 12 hours to 24 by the addition of 
0:1% zinc acetate. As far as we know this effect has 
not been applied to the treatment of the disease in man. 
The subcutaneous implantation of, pellets of dried 
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posterior pituitary gland has also been tried (Greene and 
Jan 1940a). e encouraging results were 
vitia’ in man by local inflammation—a complication 


_which was intensified when the pellets were impregnated 


with lanolin and beeswax. 

The latest phase is represented by-suspensions. Good 
results were first obtained with a suspension of pitressin 
powder in peanut oil. A single injection containing 20 
pressor units gave adequate control for fully 48 hours 
while some effect was still evident on the 4th day. A 
more satisfactory preparation was obtained by pre- 
cipitating the pitressin with tannic acid. The resulting 
insoluble ‘‘ tannate ’’ is suspended ‘in sterile peanut oil, 
so that 1 c.cm. of the fi product contains 5 pressor 
units. It is given by intramuscular injection. The 
control period effected by this dosage varies between 30 
and 120 hours (Greene and January 1940b, Caddy 1942). 
Sharpe (1942) has shown that this is not due to varia- 
tion in the product.. He points out that in diseases 
of this kind the effect of a fixed dose will vary with a 
number of factors such as the rate of absorption and the 
degree of control still exercised by the damaged but not 
necessarily defunct hypothalamic pituitary mechanism. 
It is important to shake the suspension thoroughly, before 
use. The clinical effects of this preparation are shown 
in the table and charts and discussed in a subsequent 
paragraph. 

CASE-RECORDS 

Only data considered essential to prove the existence 
of diabetes insipidus has been presented (fluid 
balances are shown in the figure). 


Casg 1.—A boy of 6. Born by instrumental delivery. 
Polyuria and polydipsia from the age of 12 months. When 
first seen in November, 1938, he would drink at least 5 pints 
in.24 hours and if restricted would take any fluid available. 
This included a bottle of disinfectant and the water from a 
vase of flowers. An intelligent, wasted child with a coarse 
dry skin. Daily fluid intake about 100 oz. Urine: specific 
gravity 1003, with no abnormal constituents. Blood-urea 
16 mg. per 100 c.cm. Urinary chlorides 0-99 g. rising to 
1-29 g. per litre on a restricted salt intake. Wassermann 
reaction, Kahn and complete Mantoux tests negative. 
Radio, of the entire skeleton normal. He was treated 
first with liquid pituitary extract (BP) and then with pituitary 
emulsion. Unfortunately evacuation made _ supervision 
intermittent from the middle of 1939 to,September, 1941, 
when he was admitted to hospital. He was now 6, weighed 
45 pounds and seemed in good general health. He had been 
having 0-5 c.cm. pituitary emulsion twice a week. Treatment 
was stopped and the daily fluid intake soon reached 200 oz. 
A thorough examination still revealed no known etiological 
factor. Several.small nodules were found at the injeotion 
sites. As the child had received over 300 injections of 
emulsion and no deposits were found in the first 3 months they 
probably represented the effect of repeated injections into the 
same subcutaneous area. Biopsy showed that they were 
paraffinomata. While in hgspital he was given ‘ Pitressin 
Tannate ’ in oil with satisfactory results and is now receiving 
1 c.cm. twice a week. 

CasE 2.—A nurse, aged 40, had pain in the left hip after 
a motor-cycle accident in 1930. Sudden onset of polyuria 
and polydipsia with anorexia and restlessness in March, 1933. 
Liquid pituitary extract 0-5 c.cm. given intermittently with 
symptomatic benefit. In 1934 an accident to the head led to 
further investigations, which ted the presence of xantho- 
matosis. An operation on the left ilium at the London Hospital! 
provided histological confirmation for this diagnosis. Deep 
irradiation was given to all affected areas, including the head, 
without effect on the diabetes insipidus. In 1940 she was given 
pituitary emulsion intramuscularly, 0-5 c.cm. every 48 hours, 
though from time to time the effect lasted 3-4 days. Later 
pitressin tannate, 1 c.cm. every 2 or 3 days, was substituted 
with rather better effect. Examination in 1941 revealed a 
well-nourished woman with no abnormalities apart from small 
translucent areas in the left ilium and the right parietal bone 


“ consistent with the existence of the Hand-Schiiller-Christian 


syndrome; and well-defined atrophic areas in the sub- 
cutaneous tissue of both arms and thighs where liquid poeeey 
extract had been given. There was no. evidence of nodules 
like those in case 1. The scars of tw@. abscesses, one after 
the liquid extract and one after the emulsion, were present. 
Case 3.—Housewife of 70 had had intermittent headaches 
for many years. Attacks of abdominal pain with vomiting 
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for the past 5 years. A car accident 4 years ago was not 
associated with head injury or unconsciousness. In January, 
1941, she had an influenza-like illness with excessive drowsi- 


ness, followed quite suddenly by great thirst and frequency. 


When. seen on March 27, 1941, she was a well-nourished, 
sensible, rather plethoric patient in a good state of preserya- 
tion. The fluid intake varied between 12 and 15 pints in 24 
hours. No other abnormality was found except the presence 
of a duodenal diverticulum. Blood-pressure 140/80 mm. Hg. 
Blood-urea 23 mg. per 100 c.cm. WR and Kahn negative 

Cerebrospinal fluid normal, Urine normal. In July, 1941, 
Dr. Russell Brain felt there was no evidence of cerebral 
tumour and consideréd the case one of postencephalitic 
diabetes insipidus. The symptoms have been well controlled 
with pituitary emulsion and pitressin tannate. She has 
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produced one or two nodules at the injection site, presumably 
where the emulsion was given subcutaneously, 

Casp 4.—A housewife, aged 36, admitted December, 1941, 
with a 5 months history of progressive pallor, fatigue, giddi- 
ness and transient bruising. A well-nourished, composed, 
extremely woman. No petechiz. A few small glands 
felt in the neck and axille. No obvious enlargement of spleen 
or liver. Initial blood-picture: red cells 595,000 per c.mm. ; 
Hb. 13%; colour-index 1-05; white cells 29,200 per c.mm. 
(polymorphs 9%, myelocytes 13%, lymphocytes 17%, 
monocytes 1%, myeloblasts 8%, premyelocytes 9%, pre- 
monocytes 8%, 75% of the cells were peroxidase positive). 
Further blood and sternal marrow examinations confirmed 
the diagnosis of caahiaeneda leukemia. For family reasons 
repeated blood-transfusion was carried out and she was 

discharged on Feb. 7, 1942. Readmitted on March 23 with 
a return of weakness and in addition polyuria and polydipsia, 
which had been present for 3 weeks. Urine normal, apart 
from low specific gravity. Blood-urea 15 mg. per 100 c,cm. 
Radiograms of the skull and axial skeleton showed no 
abnormality. As the symptoms persisted treatment with 
pitressin tannate was instituted, the controlling dose being 
0-4 c.cm. every 48 hours 


DISCUSSION : 

Slowly acting pituitary preparations with powerful 
antidiuretic properties are now available. From their 
historical development it is evident that the delaying 
effect has been achieved in two main ways: by emulsi- 
fying an aqueous solution of the See or suspending 
an insoluble derivative in a suitable o: «f medium. A 
study of the charts and table presented in this paper 
show that preparations of both types can give excellent 
control. A fluid intake and output not greatly above 
the average follows an injection once in 48 or 72 hours. 
Pituitary emulsion however has some serious dis- 


advantages ; the standard dose contains as much as 20 . 


oxytocic units ; as the emulsion is solid at room tempera- 
ture and the hormone thermolabile, preparation of the 
injection requires considerable care; and y 
paraffinomata may develop at the site of injection, a 
ably owing to the hydrocarbons present in beeswax 
This view is supported by January and Greene’s experi- 
ments with beeswax-impregnated pellets and our own 
experiments with various emulgents ‘where beeswax also 
gave rise to inflammation and abscess formation. This 
unfortunate sequel deserves to be noted since a similar 
vehicle has recently been used for adrenaline. Pitressin 
tannate in oil is free from these drawbacks; 1 c.cm. 
contains only 5 pressor units; administration is simple 
and painless; and after 6 months careful observation 
no local deposits have been seen. There is no rise in 
blood-pressure during the 90 minutes after injection, or 
at subsequent periods. Pallor intestinal cramps,nausea 
or vomiting commonly associated with injections of the 
liquid extract have not been present in our series or in 
those of other observers. The results of treatment are 
summarised in the table. 

The only complication we noted was the development 
of minor symptoms of water retention in case 3 when 
receiving 1 c.cm. every 48 hours for 3 weeks. A similar 
dosage in case 1 however did not produce this effect. A 
more serfous degree of water intoxication with rapid 
increase in weight, oliguria, drowsiness and headache is 
repor Thorn and Stein (1941), after three daily 
injections of 0-6 c.cm. which lasted 48 hours after the last 
injection. They also noted increased menstrual flow 
in 2 cases, which in one was so severe that therapy was 
stopped during the menses. This has not so far been 
reported by others. The amount of tannic acid in 
1 ¢.cm. of the final preparation is only 1 mg. and animal 
experiments show -no tissue injury from such minute 
quantities. 

Dosage is closely related to the definition of the word 
control, which should be conceived in functional rather 
than mathematical terms. If the patient is able to lead 
a normal life to undertake long journeys in comfort and 
is free from the distressing nocturia and restlessness of the 
untreated state, then control is satisfactory, even if the 
daily output of urine is somewhat ee than the 
expected average. We first used a 1 ¢.cm. anand of 
pitressin tannate Need 48 hours; eee 
1-5-2 c.cm.—did not prolong the effect and only slightly 
improved the control. Our attention was then drawn 
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to the paper by Thorn and Stein (1941) advocating a 
smaller dosage. They favour.a daily dose of 0-15-0-2 
c.cm. (0-75—-1 eM eng nit) though admitting that satis- 
actory con be achieved with a correspondingly 
large dose every 48 hours. We have since confirmed 
their observations including the fact that the maximum 
effect is not reached on any Moca dose level until 2—4 
days after the beginning of th 

We suggest that any case of dial diabetes insipidus ag 2 
with pitressin tannate in oil should receive dail 
jections of 0-2 c.cm. (1 Fe gssgnen unit) for 14 days. If the 
effect is satisfactory 0-4 c.cm. can be given every 48 
hours for 3 weeks. If control is still adequate the same 
dose may be given at 3-day intervals or a smaller dose 
every 48 hours. If0-4c.cm. isnot enough the dose should 
be progressively increased to 1 c.cm. (5 pressor units). 
The essential points to remember are the time interval 
before the full effect of et Cane amy is established and 
the variable intensity of t' different patients 
and in the same patient at different times. ith the 
smaller initial doses advocated here, water retention— 
the mest serious potential complication—is unlikely: 


EFFECTS OF DIFFERENT PREPARATIONS OF THE POSTERIOR LOBE 
OF THE PITUITARY IN 4 CASES 














} Av. | 
| Le h | 
of | Total | relict | daily | dail 
Cane; note Preparation jec- | jec- | fluid | flui 
| tions | tion | intake output 
| days) | (hours)| (02+) | (oz.) 
1+ HM Ext. pituit. liq. 0-25 | ; 28 } 12 64 | 65 
c.cm. | | 
. 0-5 c.cm. nocte } } 
+ 32 Pituit. emulsion il 68 58 1a. 
0-5 c.cm. (= 20 units) | 
44 Pitressin tannate | 28 50 82-5 | 70-5 
1 c.cm. (= 5 units) j 
2 | 6 Pituit. emulsion fe Bop FB 4-76 79 
| 0-5 c.cm. (= 20 units) | 
Ty 7 Pitressin tannate 8 51 65 74 
| Lem. ( =5 units) } t 
; 
3 13°. I Ext, pituit. liq. 30 10°35 125 152-5 
6-5 c.cm. b.d. or t.d.s. 
25 -Pituitary emulsion 12 50 61 70 
0-5 c.cm. eee al 
57 Pitressin tannate 27 52 | 81 74-5 
1 c.cm. (= 5 units) © 
j 8 Pitressin tannate: 4 48 | 65:5 64 
| 2¢.cm.( = 10 unite) | j 
4 5 Ext. pituit. liq. 10 | 12 (143 147 
0-5 c.cm. bd. | 
j Pitressin tannate Bg 24 (100 75°5 
8 | 0-2 c.cm. daily } j 
| 0 Pitressin tannate 5 as | 86 {81 
| 0-5 c.cm. alternate days | - ' 
| 26 Pitressin tannate |. 13 48 | 76 | 73-5 
0-4 c.cm. alternate days | 





The very small amount of hormone required to give 
control is striking as already noted by Verney, who 
found that in cats minute doses were sufficient to control 


In a disease needing repeated injections for an indefinite 
period the use of oil as a vehicle is undesirable. More- 
over, the fact that the main delaying action in pitressin 
tannate is due to the insoluble nature of the tannate 
is surely significant. The production of stable aqueous 
suspensions may well prove the next stage in the 
aes ef slowly acting pituitary 2 an wer 


SUMMARY 
Pitressin tannate in oil seems to be the — and most 


effective pays acting preparation of the posterior 
so far ‘available for the treatment of 


diabetes i inaivl dus. 
Pitui ee perc, giving excellent control, 
has several drawbacks, notably the delayed formation of 
mata at the injection sites. 
Four cases of diabetes insipidus showing the effects of 
these two preparations are 


We wish to thank Dr. A. G. Signy and Dr. H. W. C. Vines 
for help with pathology, and Dr. Hugh Gainsborough for his 
critical encouragement ; also Messrs. Parke Davis for liberal 
supplies of pitressin tannate in oil. 
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GANGRENE AFTER ARTERIAL CONTUSION 
K. H. PrRipim, MB Lond, FRCS 


A CARPENTER of 32 was knocked down by a truck and 
then crushéd against a wall on Nov. 26, 1941. On 
admission to hospital he was in great pain and ap 
much worse then his blood-pressure of 120/80 mm. Hg 
and pulse-rate of 120 per min. indicated. 

He was found to be suffering from: (1) A laceration of the 
left hand with fractured head and base of 5th metacarpal ; 
tendons and nerves were intact; a debridement was per- 
formed, sulphanilamide powder was applied and the wound 
loosely sutured. (2) A crack in the lower end of left ulna ; 
both and forearm were functionally healed in a month. 
(3) A spiral fracture in the subtrochanteric region of the left 
femur with avulsion of the lesser trochanter. There was 
much bruising of the upper half of both thighs and tenderness 
and guarding in the lower part of the abdomen. .X rays 
showed no evidence of any fracture of the pelvis. The 
external iliac artery was pulsating but the femoral, popliteal, 
and dorsalis pedis arteries could not be felt. On account of 
the great swelling round the fracture site the absence of 
femoral pulsation was thought to be due to a large hematoma 
extending from the site of the fracture. 

The patient’s general condition improved after the left 
femur had been put on skin traction with extension strapping, 
Russell traction being the routine method we use for fractures 
of the shaft of the femur. The foot of the bed was raised on 
blocks. On Nov. 27 the pulse-rate was 140; temperature 

normal. He was still complaining of pain in ‘the left ankle 
and so the extension strapping was changed. Pulsatjon in the 
external iliac artery over the head of the femur was still 
palpable but no pulsation could be felt in the other arteries. 
He vomited and continued to have pain in the lower abdomen. 
There was bruising in both inguinal regions but nothing 
abnormal was found on abdominal palpation except tender- 
ness in both iliac fosse. The respiration-rate was raised. 
On Nov.'30 the patient still complained of pain in the foot 
and the strapping was again removed. The foot was cold and 
pale and the condition was thought to be due to arterial 
thrombosis. He was given brandy by mouth and hot soaks 
to the right leg in order to improve the circulation of the left 
leg. He could-move his foot and toes but some discoloration 
of the toes began to appear. On Dec. 2 a Kirschner wire was 
inserted into the lower end of the left femur for extension and 
the limb was placed on a Braun’s frame. The foot was ve 
cold and there was loss of sensation over the distal half of the 
foot but he was still able to mave his toes. On Dec. 4 the 
femoral, popliteal, tibial and dorsalis pedis arterial pulsations 
were not palpable. The toes showed signs of becoming black 
and tesa er was discoloration of the foot to. just above the ankle. 

Operation for exposure of the femoral artery.—Local anzs- 
thesia and a little gas and oxygen were used. The external 
iliac artery was beating and of normal size. About 3 in. of 
the femoral artery was found to be in spasm but it was normal 
above and below. The outer thin coat was found to be 
infiltrated with blood; it was split and dissected from the 
main artery. The artery was then freed from its bed. Pro- 
caine was injected along the artery and sprayed on to it. 
When the artery had been freed it began to beat and pulsation 
was seen and felt throughout the whole length exposed, 
though it was feeble ; before the artery was cleared there was 
no pulsation. The constriction was 3 in. long and extended 
from the origin of the common femoral to below its branches. 
i hag seemed to be empty and dilated and was not easily 
visible. 

On Dec. 5 the leg we was warmer. 


In the meentime the foot 
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underwent mummification and was kept dry and cool with 
ice packs, All the toes were <hrivelled and mummified up to 
the toe clefts, and the skin on the dorsum of the foot was 
discoloured to just above the ankle. During the whole of 
this time although the toes were completely dead and mummi- 
fied the patient had full power of movement in them at the 
metacarpophalangeal joints. ‘ 
On Dec. 17 a below-knee amputation was performed. Th 
muscles were found to be very ischemic and light brown in 
colour; the usual healthy red was not seen. There was 
little bleeding and it was not necessary to tie more than two 
vessels. The wound was stitched up without drainage, and 
the dressing was undisturbed for 10 days. 

On Jan. 7, 1942, the sutures were removed ;° sulphanilamide 
powder dressings were applied to keep the wound dry, and it 
was exposed to the air. On the 17th the stump skin-flaps 
were almost healed. The Kirschner wire was removed from 
the femur and skin traction was again applied. By the 27th 
he started using crutches. He complained of dragging pain 
in the stump which was relieved by a crépe bandage.. He 
was discharged home on Feb. 13 with everything satis- 
factory, to await his artificial limb. When seen on May 9 
he had full movements in the stump and did not complain 
of any pain. The stump, however, was colder than the 
opposite leg. 

This case demonstrates that arterial contusion of a 
“latgé artery, such as the common femoral, may lead to 
gangrene of alimb. All severe fractures, whether of the, 
upper or lower limb, should be repeatedly examined for 
pulsation in the arteries‘below the site of the injury. 
Early exploration within “6-10 hours is the safest 
measure if there is any anxiety about vascularity of the 
limb. This case shows that late exploration, though it 
may not saye a limb, yet releases the spasm and may 

ea more distal amputation possible. Heparin drip 
was not used in this case, but it might prove valuable in 
the prevention of thrombosis in cases of this type. 


TRANSFUSION OF FILTERED LIQUID SERUM 


S. ACKROYD, MRCS 
LATELY ASSISTANT TRANSFUSION OFFICER 


G. A. HarRRIsoN L. E. R. Picken 
M D CAMB PH D CAMB 
CHEMICAL PATHOLOGIST TO LATELY BALFOUR STUDENT 
ST. BARTHOLOMEW’S HOSPITAL, IN THE UNIVERSITY OF 
LONDON CAMBRIDGE 


(Regional Blood Transfusion Laboratory, Cambridge) 


WHILE most of the regional transfusion services store 
filtered citrated plasma and but little serum, this region 
has stored filtered liquid serum only since October, 1940 ; 
an account of our experience may therefore be of interest. 

The reason why plasma is widely used and serum 
comparatively neglected is largely historical. Processing 
citrated plasma began as an attempt to reduce wastage 
inherent in the maintenance of stores of citrated blood. 
In spite of the difficulties encountered in clarifying and 
sterilising plasma by filtration through asbestos pads 
(Bushby and Whitby 1941, 1942), the processing of 
plasma continued; citrated blood was held to be the 
transfusion medium of choice for the emergency treatment 
of hemorrhage and circulatory shock, and large stores 
of citrated Ulood were maintained. 

It is net necessarily true, however, because blood has 
been lost, that blood must be transfused. Granted‘ that 
both vélume and composition of the circulating fluid 
must tltimately be restored to normal, experience has 
yet shown that lasting restoration of the plasma volume 
is the first necessity in resuscitation, while restoration of 
the red cell number is rarely of immediate im ce. 
The prime function of the transfusion services is to-pro- 
vide a t ion medium for the emergency treatment 
of circulatory shock in previously healthy subjects 
(Vaughan 1942) ; — of blood for the treatment 
of anemia, whether secondary or primary, while 
undoubtedly within the province of the regional services, 
need not, and:jn our opinion should not, determine the 
orientation of their entire economy. This should rather 
be decided by the answer to the question which of the 
possible and equally usefal blood substitutes can be most 
economically prepares and stored, The considerations 
which led us to filter serum at a time when it was natural 


—in view of the precedent of the sector blood depots—to 


(FEB. 27, 1943- 
filter plasma, are in our opinion still valid. Furthermore, 
now that serum has been shown to be a safe and valuable 
medium for emergency transfusion, these considerations 
merit attention, if only in the interests of economy of 
labour and materials. They may be summa as 
follows :— 

1. About 80% of all citrated blood collected by the regional 
services is ultimately processed for plasma and stored as 
such ; about 80% of the blood collected may, therefore, be pro- 
cessed immediately. The interval between collection and 
filtration in which bacterial growth can occur is thus reduced. 
That this interval should be as short as possible is ted 
by the observation of MacFarlane and his colleagues (1942) 
that at least 5% of all bottles of blood are contaminated. 

2. If 80% of the blood is processed at once, citration (and 
hence the filtration of plasma) is both unnecessary and 
extravagant; it is simpler and more economical to collect 
clotted blood and filter serum. This saves labour in preparing 
standard sodium citrate solution in pyrogen-free distilled 
water, ant filtration, and has the advantage that the 
contents of all bottles collected can be utilised ; ,whereas 
partly filled bottles of citrated blood, containing an excess of 
citrate, have to be discarded. _ In addition it is more econo- 
mical of storage space to bottle a product of high protein 
content (7% protein in serum) than one of low protein content 
(45% and often less in citrated plasma), If the filtered 
product is to be dried, serum is again-more economical than 
citrated plasma: there is no added water to be removed, 
and 400 c.cm. of serum yield about 28 g. of dried, protein, as 
compared with abopt 18 g. from the same volume of citrated 
plasma. 

3. Contaminating organisms multiply less rapidly in clotted 
blood and serum than in citrated blood and plasma. 

4. No filter is required in the giving set supplied for tho 
‘transfusion of serum. 

When it was decided to filter and store serum, wastage 
of dissolved protein in unused citrated blood at first sight 
appeared inevitable. It may be argued that such wastage 
is preferable to the risk of filtering grossly contaminated 
material, or to introducing the labour and expense 
of the bacteriological control necessary to exclude 
contaminated bottles. Wastage can however be reduced 
by defibrinating, instead of citrating, bloed ‘fer storage 
(Harrison and Picken 1941la) and incorporating serum 
from defibrinated blood with that from clot blood. 
If on the other hand citrated blood is stored, the plasma 
separated can be converted into serum before Seitz- 
filtration (Picken 1941, Maizels 1941). 


COMMENTS ON TRANSFUSIONS OF SERUM 
Up to Dec. 31, 1942, 2012 bottles of serum had been 
transfused in this regi The conditions for which 1532 
of inistered to 838 patients are classified 
in the following table; concerning the remaining 480 
bottles we have no information. 
WAR-TIME GROUP 


Patients Bottles 
- 40 118 


PEACE-TIME GROUP 
Patients Bottles 
Peace-time 


surgical .. 188 301 
dical 33 


| Me am 69 
325 .. 627 | Obstetric and 
} ee oa ae 155 233 
23 82 | Children’s 
—_—- moe - diseases .. 63 84 
388 827 Miscellaneous .. 11 18 


5 450 705 

The division into categories of war-time and peace-time 

tients is of course only eperonmatdly correct. It may 
egitimately be concluded, however, that fully 40% of the 
serum used was t for conditions not attributable 
to enemy action. This is important support for the 
view that facilities for preparing and ring blood 
substitutes should be maintained after the war. While 
a detailed analysis of the subgroups in the table would be 
of little value, the following comments may be of interest. 

Our experience conforms with that of others, that 
results obtained in the treatment of severe burns by 
transfusing serum. have been disappointing. On the 
other hand replacement by serum of blood lost during 
operation has been most successful. The subgroup of 
peace-time surgical conditions included operations for 
enlarged prostate, gastric and duodenal ulcers, malignant 
growths and civilian accidents. The medical cases 
included nephroses, colitis and diabetes. Most of the 


Burns 
Injuries, includ- 
fractures 


Amputations. . 
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cy 
obstetric and gynecological patients were cases of hamor- 
rhage postpartum or antepartum, and included difficult 
labour, cesarean section, placenta previa, ruptured 
ectopic gestation and abortion—indeed some of the most 
gratifying results from transfusions of serum were 
reported in the complications of childbirth. Most of the 
children transfused suffered from gastro-enteritis. 

On an average each patient received slightly less than 
2 bottles of serum. In the great majority of cases the 
quantity was either 1 or 2 pints. Most of the subjects 
receiving serum 4 or more bottles died—not as a 
result of, but in spite of, the transfusion. The experience 
of our colleagues in this region coincides, therefore, with 
that of Grant and Reeve (1941): if the condition of a 

atient is not improved after 1500 c.cm. of serum have 
n administered, it is seldom that a greater volume will 
have any good effect.. Experience has thus borne out the 
conclusions previously reached on theoretical grounds 
(Harrison and Picken 1941b). The number of instances 
in this series of cases in which continued or repeated 
loss of blood or plasma from the circulation has necessi- 
tated further replacement has been too small to influence 
our figure for the average volume transfused. 

‘There have been a few examples of overloading the 
heart, or of pulmonary cedema, when 4 or more bottles 
of serum were transfused within a few hours, but the 
information available is not sufficiently detailed to 
justify comment. Most of our colleagues seem to have 
con aware of the danger, and have seldom transfused 
volumes greatly in excess of those lost from the circula- 
tion. A small number of patients received the contents 
of many bottles: several, 5 or 6 bottles; a few, 7-11 
bottles ; and one patient with nephrosis received 22 
bottles of serum over a period of 2 months ; in none of 
these cases was there any evidence of serum-toxicity. 
In the experience of medical officers in this region, there- 
fore, serum separated from the clot soon after collection 
(within 48 hours) and sterilised by Seitz-filtration is a 
non-toxic safe medium for transfusion. This is further 
borne out by the small incidence of reactions. Our 
records indicate a reaction rate of 4% in a total of 838 
patients; 5 patients showed rigor and rise in body 
temperature ; 5 slight r without rise in body tem- 
perature; 18 rise in y temperature without rigor. 
Such records are, of course, of limited value only. 

We are tly indebted to those who have completed and 
returned the detachable, franked teards from-which the 
data summarised here have been obtained. 


REFERENCES 
Bushby, S. R. M. and Whitby, L. E. H. (1941) J. R. Army med. Cps, 
4; (1942) Ibid, 78, 255. 
Grant, R. J. and Reeve, E. B. (1941) Brit. med. J. ii, 329. 
arrison, G. Ae and Picken, L. E. R. (1941a) Lancet, i, 405 ; (1941b) 
>, R. G., Macsween, J. C., Mainwaring, B. R. 8. and 
Parish, H. J. (1942) Brit. med. J. i, 377. 
M. igen Laneet, ii, 722. 
L. E. R. (1941) Ibid, p. 190. 
. med. J. ii, 19. 
SUPERFICIAL ATRESIA OF THE VULVA 
REPORT OF TWO CASES ; 


CONSTANCE M. OTTLEY, BM OxFD, FRCS 
SURGEON TO NEW SUSSEX HOSPITAL FOR WOMEN AND 
MARIE CURIE HOSPITAL 

SINCE atresia vulve superficialis is rare the following 
two cases seem worth recording. 
CasE 1.—An unmarried woman of 49 had noticed gradual 


closure of the vaginal orifice since the menopause 2 years - 


before. The constriction at last reached a degree at. which 
micturition was hindered. She was obliged to strain to pass 
any urine, and it continued to dribble away for several hours 
afterwards (though the bladder felt empty), so that she had 
" to wear a towel constantly ; she complained of moderate 

frequency (diurnal 8-9, nocturnal 1), with no pain or hema- 
turia, The external genital organs showed entire absence of 
hair; the labia majora were absent ; the clitoris was greatly 
hypertrophied ; the labia minora were represented by two 
small wrinkled masses lying immediately behind the clitoris, 
from them a median raphe extended towards the anus, and 
about 1 cm. from the anterior end of this.line there was an 
opening just large enough to admit the point of a fine probe 
(vin figure). The patient was advised to have an operation, 
and it was to admit her to hospital. During.the 
few days she had to wait for a bed the obstruction became 


complete, and it was necessary to admit her as an emergency. 
Under general anesthesia a probe was with difficulty made to 
enter the opening, which was now of pin-head size. Once 
the probe had entered there was no difficulty in using it 
to slit up the light adhesions joining the edges of the labia 
minora. To prevent’ recurrence an “2 
ellipse of skin with a wedge of sub- 
cutaneous tissue, including the narrow 
line of adhesion, was then excised. 
The incisions were planned to evert 
the vaginal ostium and to bring the 
suture-lines well away from one another. 
A large vaginal dilator was passed at 
intervals ‘during convalescence, and 
the patient was advised to continue to 
pass it occasionally to guard against 
cicatricial contraction of the orifice. 
So far (15 months) there has been no 
such tendency. 


Case 2.—An unmarried woman of 
91 complained of acute retention of 
urine for 12 hours, with painful disten- 
sion of the bladder and constant dribbling of urine, For many 
years she had had difficulty in passing urine and frequency of 
micturition (every 2 hours, day and night). There had been: 
no hematuria. Examination revealed a bladder reaching to 
the umbilicus. The clitoris was large, labia majora and hair 
were absent, and the labia minora were fused in the midline 
except for an opening in front, just behind the clitoris, about 
3 mm, in diameter. The old lady was so frail that it seemed 
best to avoid an anesthetic and to do as little as possible. A 
glass catheter was persuaded to enter the opening, and with 
a sudden quick movement the adherent edges of the labia 
minora were torn apart. There was a small amount of 
bleeding. The patient at once passed 40 ounces of urine 
without difficulty. No plastic operation has been advised in 
this case, in the hofe that if the condition should recur it will 
do so slowly and will not trouble the patient during the brief 
remainder of her life. ; 


In both these patients urinary infection was present, 
Case 1 was treated with sulphanilamide; case 2 was 
given merely an alkaline mixture with hyoscyamus. 
Masturbation was denied by case 1, and unlikely as a 
cause in case 2 on account of the patient’s age. Neither 
had had previous medical or surgical treatment for any 
gynecological condition. The clitoris usually becomes 
atrophic after the menopause and the enlargement in 
these cases cannot be explained. ' 

Salmond? in 1930 described the condition, including 
one new case and a bibliography of cases previously 
reported, I have not discovered any later work on the 
subject. The cause is unknown ; microscopic examina- 
tion of the excised area of skin has yielded no evidence 
of inflammation. In most cases progressive difficulty 
with micturition has been the symptom which brought 
the patient to seek advice. In both the cases here 
described the lightness of the adhesions was striking ; 
the edges of the labia minora appeared as though 
gummed rather than fused together. 


1. Salmond, M. J. Obstet. Gynec. 1930, 37, 824. 


Case | at first examina- 
tion ; v= vaginal orifice. 
The apparent orifice be- 
tween the vaginal open- 
ing and the anus is an 
artefact. 











Hospitat Diets In CAPE Town.—The medical com- 
mittee of the Groote Schuur Hospital have collaborated 
with the chief dietitian to give their views on and 
experience in dietetic treatment, and to suggest a 
practical basis on which individual needs can be 
worked out (Review of Standard Hospital Diets. Cape 
Town: Paul Kaston. . 57. 5s.) The standards 
for children in health, as tinct from the special diets, 
have received careful\thought ; as in America, they are 

lanned to contain all the necessary food factors. 
Dietetic treatment of disease follows the lines accepted 
in this country, except that the diabetic diets contain 
more protein and less carbohydrate than those current 
here. This is an important matter for the diabetic of 
limited means. From the patient’s point of view it is 
perhaps a drawback that, except in one diet of high 
calorie value, no pudding is allowed. Diabetics should 
be encouraged to feel as normal as possible, and standard 
diabetic diets now in use in British hospitals include 
a pudding at midday. But perhaps South Africans 
are less addicted to puddings than the English. 


12 
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oat Reviews of Books 


New Paths in Genetics 
J. B. 8. Hatpane, FRS, Weldon professor of biometry in 
the University of London. London: Allen and Unwin. 


Pp. 206. 7s. 6d. 

THE applications of the statistical method to human 
gunnliea 3v. Fisher and Haldane, and their associates, 
are nowhere so conveniently assembled as here. - 
fessor Haldane’s clear vigorous style is a great help 
when the matter to be presented is so incomplete and, for 
many readers, unfamiliar ; but it cannot be said that he 
has succeeded in his object which was to prepare a book 
for students of medicine, emBryology, biochemistry and 
other branches of biology 4s much as for geneticists. 
Many students of medicine will find the going too wr yf : 
those who persist however will learn about some of the 
main growing points of a study which doctors cannot 
afford to overlook. They will also learn more about the 
author, from his preface and his obiter dicta, than is 
sometimes discernible’ in scientific treatises. The 
circumstances in which\the book was prepared ~and 
__ published in 1940-41 probably account for the indifference 
__shown by Professor Haldane to relevant work in the 

United States and elsewhere—for instance, Jarvis’s 
findings in phenylketonuria. 





Disability Evaluation 
(3rd ed.) Eart D. McBrinz, MD, FACS, associate 
professor, orthopedic surgery, University of Oklahoma. 
London: J. B. Lippincott. Pp. 631. 55s. 

In its first edition this book broke new ground and 
now in the third edition Professor McBride has used his 
experience to clarify and enlarge some sections and to add 
new chapters. Of these, the two mest important are 
that setting out a schedule of evaluations of partial 
permanent disability and that on the doctor as an expert 
witness. He suggests an ingenious method of assessing 

reentage disability resulting from injury. The first 
ew hone, geri deal largely with compensation laws and 
the legal aspect of injury, but these are not of direct 
interest to British readers because of administrative 
differences between this country and America. But 
this does not detract from the value of the clinical 
discussion. These are in any case problems common to 
the two countries; thus he says: “ It would seem as if 
an employer should be foreed by law, if necessary, to 
find a place in his organisation for the convalescent 
employee.’’ He thinks medical evaluation of disability 
ought to be standardised ; if this could be achieved the 
odious spectacle of two doctors swearing to the truth of 
diametrically opposite opinions would less common. 

In the main the book is a presentation of the clinical 

aspect of injuries of all types, and of all of the 

body ; diagnosis,’ treatment, aftercare and disability, 
temporary and permanent, are all considered. His matter 
ranges from elementary descriptions of examination and 
treatment to complicated problems of muscle mechanics 
and joint movement. Illustrations are plentiful and 
the diagrams, photographs and X-ray pictures are all of 
good quality. His material is well organised and on the 
whole presented in a clear and uncomplicated manner ; 
the chapters on functional disorders and “ industrial 
back ”’ merit special mention. 
best reference ks of its kind. 


Development of Occlusion ; s 
Wim K. Gregory, PhD, DSc, professor of vertebrate 
paléontology, Columbia University; B. Hotty Broap- 
BENT, DDS, FACD, director of reséarch, Bolton study of 
facial development of growing child, Western Reserve 
University; Mito Hetiman, DDS, ScD, professor of 
anatomy and oral surgery, Columbia University. London : 
Humphrey Milford, Oxford University Press. Pp. 72. 
9s. 6d. 


Tuis is the story of the development of dental occlusion 
set out in three sections by American reséarch scientists. 
Professor Gregory deals.thoroughly with the evolution 
of dental occlusion from.fish to man. The evolutionary 
sequence can be traced in teeth with greater ision 
than in a organ of the body because the aw nme 
of the teeth protects them from the ravages of time, 


The volume is one of the 


Professor Broadbent discusses the ontogenetic develop- 
ment of occlusion. During the past 12 years his depart- 
ment has taken standardised cephalometric radiograms 
and tracings from 5000 Cleveland children, monthly, 
quarterly, bi-annually and annually. Diagrams show 
the temporary and permanent dentition from the age of 
1 month to 18 years. He points out that at birth the 
jaws contain the ially calcified crowns of no less than 
20 deciduous teeth, and the crypts of the first permanent 
molars, and his diagrams show that at 7 years the crowns 
of all except the wisdom teeth are calcified. Only if a 
child has a normal healthy development will the bony 
skeleton achieve its destined size and form, and denta/ 
occlusion be perfect. “Professor Hellman points out that 
it takes a third of life to reach adult dentition in man, and 
stresses the importance of the expansion of the dental 
arches in orthodontia to ensure normal occlusion. 


Facts for Childless Couples 
E. C. HamsBien, MD, associate professor of obstetrics and 
gynxcology, Duke University School of Medicine, North 
Carolina. London: Bailliére, Tindall and Cox. Pp. 103. 11s. 
HERE is,an excellent and much needed counterpart to 
the innumerable pular manuals on contraception 
already in the hair of the public. People are steadily 
recognising that something can be done about sterility 
but are still vague about what investigation and treat- 
ment entail, and what the chances of success may be, 
In this little book Dr. Hamblen, briefly and in simple 
language, has covered that ground. Much of what he 
says is dogmatic and might be questioned but this can be 
forgiven in a short book not intended as a text for experts. 


Vitamins in Medicine 

FRANKLIN BickNELL, DM Oxfd, MRCP; 

Prescott, PhD Lond., MRCS. London: 

Pp. 662. 458. 

THIs comprehensive work is well illustrated and 
documented. While there has been no parochialism in 
the selection of the literature or illustrations, it is a 
pleasure to turn over the pages and find that a modicum 
of English material has been included. Vitamins A, B, C, D 
and all the other old friends are there, and the new faces 
also, such as pantothenic acid and pyridoxin. Emphasis 
is laid on the clinical aspects of the subject, and the 
authors have tried to summarise the owledge at 
present available; but they write critically and are 
refreshingly frank about their own opinions. They tell 
us exactly what they think about pasteurised milk and 
dental caries; ‘in discussing the relative efficacy of 
vitamins D, and D,, they. admit that the evidence is 
contradictory and give it in detail—but they make their 
own view clear that D, is the better. There are a few 
questionable statements in the book, and it is a minor 
annoyance that the references are not listed alphabeti- 
cally and numbered in that order. The authors must 
have found it difficult to produce a book of this calibre 
in 1942, but r shortage has not been allowed to 
interfere with its publication: now is just the time when 
a book of the kind is wanted. It will be a standby to all 
who are interested in biochemical medicine, especially 
those who will be called upon to visit Europe some time 
in the next few years to help the starving millions to 
regain their health. "7 


Handbook of Allergy Fetes, 
For Students and Practitioners. WyNnpHAM B. BLANTON, 
MD, professor of clinical medicine and chief of immuno- 
logy clinic OPD, Medical College of Virginia, Richmond. 
London : Bailliére, Tindall and Cox. Pp. 190. ' 16s. 6d. 
Tus book condenses the subject of allergy to meet the 

requirements of courses usually given in American 

medical colleges as part of the curriculum. As yet the 
subject has not reached such prominence in this country ; 
nevertheless the busy practitioner will find the subject 
presented here clearly and precisely. The book covers 
the causes (inhalants, ingestants, absorbents, infectants, 
contacts) and the results—that is. the clinical manifesta- 
tions of allergy. No details of treatment are given. 

The appendix contains a series of egg-, milk- and wheat- 

free diets and recipes of interest mainly to American 


FREDERICK 
Heinemann. 


2 aps eg since most of the alternatives are not obtainable 
y the allergic English just now. 
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et § HOSPITAL 


OPERATION TABLE 


Latest Improvements include 


Easy-to-operate Release Lever for lowering the table; Tren- 
delenburg position increased to 75° tilt; Foot - operated 
rubber-covered Floor Brake, and rubber-tyred wheels fitted 
‘with self-oiling bearings. 
The St. Bartholomew's Hospital Operation Table is now manu- 
factured in five different models and thus supplies a range 
of modern operation tables embodying the latest ideas of 
well-known surgeons for carrying out surgical operations. 
All models can be supplied with either tripod or platform base. 


Prices from £89.10.0. 
Over 1200 of these tables are in use at home and abroad. 
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Manufacturers of Surgical Instruments and Appliances, Sterilized Surgical Sutures, 
Hospital Furniture and Electro-Medical Apparatus, 
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BYNIN 
AMARA 


In Convalescence from Influenza 

the characteristically profound 

lassitude and the low blood- 

pressure are likely to be accom- 

panied by diminution of the 

capacity for digesting food and 
by slight anemia, 














Forsthe speedily effective treat- 
ment of these disturbances 
BYNIN AMARA is most 
useful. It contains iron phos- 
phate, and alkaloids of nux 
vomica, in Bynin Liquid Malt. 


In bottles at 3/6 
and 12/- 
Plus Purchase Taz. 
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VITAMIN 


THERAPY 


IN THE DEBILITY OF CONVALESCENCE 


As every physician knows, the period of debility 
following acute illness—as, for example, influenza 
and pneumonia—calls for special care because of 
the tendency to relapse or of the lowered resist- 
ance to other infections. Modern work on nutrition 
indicates that this state'is due in no stall measure 
to sub-normal nutrition from the restricted food 
intake during the illness and also partly: to the 
increased utilization of food elements during the 
infection. Furthermore, there is much to support 
the view that many of the symptoms of such debility 
are actually manifestations of hypovitaminosis. 
Thus deficiency of the vitamin B complex may be 
shown clinically by anorexia, lassitude, mental and 
physical fatigue, atonic gastro-intestinal disturb- 
afrees, constipation, irritability, nervousness, and 
cardiac weakness, all of which may be present in 
the debilitated state. 


The probable part played by vitamins in render- 
ing the body resistant to infections generally has 
been the subject of much investigation. Clinical 
studies have shown that mild deficiencies of 
vitamin A are comparatively common, and may 
lowet the fesistafice to infection, since this vitamin 
helps to maintain a healthy, and therefore germ- 
resistant, condition of the epithelial tissues. Recently 
it hasbeen claimed' that lack of vitamin C, 
nicotinic acid, or vitamin A> may result in fuso- 
spirochaetal infection of the mouth, as in Vincent’s 
angina. Vitamin C has been shown to be con- 
cerned in some way with raising the resistance to 
infections such as diphtheria, and, since infections 

. cause a greatly increased demand for vitamin C, it 
is possible that this vitamin may be necessary in the 
production of immune bodies in the serum. 


RESTORING THE DEFICIENT FACTORS 


For curing many of the above-mentioned 
symptoms common to debility and to hypovita- 
minosis, the factors of the vitamin B complex are 
of established value. For improving the blood- 
pieture, particularly in hypochromic and macrocytic 
types of anemia, vitamin C is a valuable adjunct to 
more specific ‘types of therapy. That vitamin C 
has a beneficial effect, too, on the muscular system 
is indicated by recent work*®; which showed 
that the vitamin markedly increases the ability to 
withstand strenuous exercise, prevents painful 
muscular spasms from overt-exertion, and renders 
the subject fresher and stronger after exercise. 


A COMPLETE 


Complevite Tablets contain the vitamins A, B,, 
C and D, with calcium, phosphorus, and available 
iron in amounts and proportions shown by recent 
dietary surveys to meet nutritional requirements. 
Apart from their convenience, they are less costly 
than a numbet of different supplements, given 


singly. ' 


THE RICHEST NATURAL SOURCE 
OF VITAMINS B,, B, & E 


Bemax ptovides in a most palatable and 
stabilized form the richest natural source of vitamin 
B,, with associated factors of the vitamin B 
complex. Bemax also contains vitamin A and im- 
portant amounts of E, as well as of available iron and 
copper. It has a high nutritive value, being rich in 
protein of first-class biological value. The regular 
use of Bemax, even by apparently healthy indi- 
viduals, has been found by ample experience to main- 
tain an increased resistance to infections generally. 


20 


To restore depleted reserves of& vitamins and 
maintain an optimal level, the debilitated patient 
should receive, in addition to a diet liberal in enetgy- 
giving elements, a ecm course of intensive 
vitamin therapy. oteover, since clinical hypo- 
vitaminosis is almost always of a multiple character, 
compound vitamin therapy is advisable, generous 
amounts of all the available vitamins being given. 
This can be inexpensively, conveniently, and effec- 
tively ensured by the prescription of Complevite 
Tablets or Bemax, two products the vitamin potency 
of which is controlled by careful assay. 


SUPPLEMENT , 


: 100% = The full daily requirement 
i Complevite supplies, at time of 
Average Dietary Deficiency manufacture, approximately 
VITAMIN A 
VITAMIN B, 
VITAMIN C © 
VITAMIN D 
CALCIUM 
PHOSPHORUS 
* The irom in Complevite exceeds the calcwlated deficiency expressly to combat the 
nutritional anemia so common in children-und in women ofchild-bearing age. 
ing Complevite or Bemax 


from Vitamins Ltd. (Dept. L.X.M.),23, Upper Mall, 
London, W.6. «State product in which you are interested. 





I J. Amer. Med. Assit. 1940, 114, 1073. 
2 Schweiz, med. wach. 1941, 71,715 
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LONDON: SATURDAY, FEBRUARY 27, 1943 . 


MEDICAL PLANNING 

OFFICIAL pronouncements on the Beveridge report 
were more encouraging in substance than in form. 
Commenting on Sir Joun ANDERSON’s statement, the 
Times points out that, with all its limitations, no 
speech ever delivered in the House of Commons has 
committed a government to more far-reaching 
measures of social advance. There are disappoint- 
ments; but it is satisfactory that the Government 
welcomes the conception of a reorganised and com- 
prehensive health service and is to begin negotiations 
immediately with the medical profession. It is also 
satisfactory that the council of the British Medical 
Association are asking their representative body and 
the panél conference for a mandate to codperate in 
the preparation of a scheme of health and rehabilita- 
tion service available to every member of the com- 
munity (see p. 284). Their main proviso—that 
doctors working under such a scheme shall, with 
suitable reservations, remain free to see insured 
persons as private patients—is met by an assurance 
that the Government do not want to “force the 
new services on those who continue to prefer to make 
private arrangements for medical attendance or 
hospital treatment.” 

The Government’s intentions for the future of 
medical services became clearer in the debate. Sir 
Kinestey Woop spoke of “almost a complete 
revolution in medical ideas and prospects,” but Sir 
JoHN ANDERSON explained that there must be the 
least possible disturbance of existing association 
between doctor and patient and that the well-being 
and integrity of the medical profession, and also 
the position of the great voluntary hospitals, must be 
safeguarded. His most significant statement, per- 
haps, was that the ultimate responsibility for the 
adequacy and efficiency of medical service in any 
area must be laid on “ the well-tried local govern- 
ment machinery working very often over larger areas 
perhaps, and certainly working in consultation and 
collaboration with voluntary agencies.’’ Without 
doubt the present local authority areas are too small 
to support individual health services, and some kind 
of regional solution appears inevitable. But a choice 
will have to be made between regional services con- 
trolled from the centre and regional services con- 
trolled locally. The Government shows no present 
leaning towards a National Medical Corporation, and 
presumably relies on the Mini of Health, acting 
through the local authorities, to achieve the necessary 
unity in essentials. 


PRIVILEGES IN HOSPITAL 
WHEN we have reached the desired estate in which 


every citizen can obtain all treatment for every 
medical and surgical disability, will hospitals still 


offer privileges to patients who have money to buy. 


them ? In theory the answer is No; but in a country 
where progress is by evolution rather than by revolu- 
tion it may be long before theory becomes practice. 
There may be at least a transitional period in which 


the custom of purchasing extra comforts will survive.; 
and it behoves us to consider what should be allowed 
for the luxury of the well-to-do which is neither to 
their detriment nor to the detriment of those not so 
affluent. 

The subject is less academic and remote than it 
appears, for it affects the structure of buildings. 
Of recent years pay-beds have been started in the 
wards of certain hospitals. If this had been done 
because the patients could afford to pay ad hoc and 
not only by insurance, all would have been well. 
Payment was accepted in this way, however, not, 
merely for the service of the ward, but\also for 
certain additional advantages, which were the very 
things that many were beginning to demand for all. 
These advantages included a partial privacy, supper, 
a wardrobe, and the right to have visitors daily. 
In some hospitals the beds are fully exposed to view ; 
in others curtains can be drawn to surround the 
head ; in very modern ones rails are fixed all down 
the wards with curtains hanging so that the patient 
is secluded from sightseers when performing the rites 
of nature and of hygiene. Anyone who has seen this 
last arrangement will agree that it should become 
the rule for all hospitals, municipal or voluntary ; 
but the fact that this degree of privacy ranks as a 
purchasable extra delays its general application. 
As for suppers, if these are needed for one they are 
needed for all. Likewise a cupboard in the wall 
beside each bed should now be deemed a necessity 
in planning a new ward. But the “extra” that is 
most highly prized is the right to have daily visitors. 
That a husband should be unable to see his wife 
except on Sunday or by losing half a day’s work on 
Wednesday is wrong. He should be allowed to go 
in every evening when his work is done. This verges 
on the therapeutic, for she will sleep the better when 
she has had news of her children. ‘ 

Every ward will in the future have separate rooms - 
for the desperately ill, for those recovering from 
operation and for those that need privacy as a part 
of treatment, and none must be precluded from the 
use of such rooms because it has been bought by 
others. Perhaps too we may look forward to a 
time when those with money will actually prefer to 
go into the general ward, because it is better for them 
mentally, morally and physically. It is not generally 
realised how bad for the patient is the modern 
nursing-home or private block. Physically, ventila- 
tion cannot be attained in such a building except 
by opening all windows and propping open all doors 
for a period at stated times of day ; a condition that 
the occupants of the room do not pay for. Mentally 
they are not conducive to recovery. One patient, 
anxious to get her money’s worth, rings the bell every 
few minutes for the nurse ; another, having hired a 
telephone, is able to invite her friends at half-hour 
intervals throughout the day—though visitors ad lib 
are as injurious as weekly “hours.” Put both these 
patients into a ward and each is the better for it ; 
the one because she realises that others are worse 
than she, the other because she is controlled by a 
healthy discipline. There are of course a few people 
who need to work when ill and to converse on matters 
that should not be heard by all; but it should not be 
beyond the powers of the administration to arrange 
for these exceptions. 
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. The one thing that must not be evaded by payment 

is to be used for teaching. The person who is dis- 
tressed by becoming the object of a demonstration 
is not necessarily a 
money : he is found in all walks of life. The decision 
whether a patient should be excluded from the 
teaching round should depend on his physical and 
mental condition, not his income. Some thoroughly 
enjoy being talked about ; others are upset thereby. 
It is probably inadvisable to use the former for teach- 
ing as much as they would wish, but it is often good 
for the latter to put up with a little. When they 
‘understand the. need, most people are willing—indeed 
glad—to turn their illness to good account by contri- 
buting to the education of future doctors and nurses ; 
and they themselves will benefit from this service, 
provided they are made to feel useful. 


RECOVERY OF NERVE FUNCTION 


Wak injuries have given a fillip to the study of 

“regeneration of nerves, and modern work lays 
“increasing emphasis on recovery of function. Re- 
generation is not complete when new nerve-fibres 
have grown down to the end-organ: it is only 
achieved when they are sufficient in diameter and 
medullation to carry impulses of such frequency 
and velocity that this function is possible." ADRIAN, 
GaSSER and others have shown that each function 
is mediated by nerves of a particular diameter, the 
large fibres conducting faster than the small. Thus, 
though the: spinning of new fibres is a stage in 
regeneration, recovery is complete only when the 
nerve has returned to its original state. It is doubtful 
whether this ever happens after the suture of a 
divided nerve. No special mechanism ensures that 
growing fibres are directed back into appropriate 
pathways, nor does recent work support the hypo- 
thesis of chemotactic or other attraction of such 
fibres towards their end-organs.2? TELLO’s experi- 
ments seemed to show that fragments of peripheral 
nerve implanted in the brain attracted bundles of 
outgrowing cerebral fibres, but Lz— Gros CiaRK * has 
now shown that this was a misinterpretation and that 
few or no fibres grow into such grafts. 

Severed nerves unite by means of an outgrowth 
of the neurilemma cell of Schwann from .the peri- 
pheral towards the central stump ; from the central 
stump there simply seems to be an outflow of viscous 
axoplasm. Streams- of this fluid pour from the 
central fibres (which become smaller in consequence) 
and spread along the surfaces of the Schwann cells 
and into the tubes formed by the endoneurium of 

-the peripheral stump. These tubes, from which 
the axons and myelin have disappeared, are occupied 
by the hypertrophied protoplasm of the Schwann 
cells ; the new fibres grow over the surfaces of these 
cells ‘* and are later enclosed within their protoplasm 
which then produces a new myelin sheath. Thus 
the growth and orientation of Schwann cells in the 
scar deserve special study in relation to nerve suture, 
since these cells guide the fibres for the most hazardous 
part of their journey. Once within a tube in the 
peripheral stump the fibre is led all the way to the 
end-organ with which that tube is connected. Un- 


7 Fe nag J. Z. rns ol Rev. 1943, sae 318. 
. . Je am. Pet Pym 


‘ J. Anat. 1942, 77, 20, 
. Weddell, G. Thoin. rp. 48 
; Holmes, W. and ‘oung, J. Z. Ibid, p. 63, 





person who happens to have. 


fortunately we know little of what happens if the 
connexion proves to be an unsuitable one. Since 
fibres are not specifically attracted to the correct 
peripheral pathways, a large central fibre can become 
connected with a large peripheral tube only by good 
luck. 

Anything which inhibits the outflow of axoplasm 
is likely to prejudice the degree of regeneration 
achieved ; thus it has been suggested that nerve 
suture should be carried. out as early as possible 
because delay gives time for the tubes in the peri- 
pheral stump to shrink, and so to retard or prevent 
recovery.’ Some return of function can be expected 
even when-nerves are sutured years after the injury, 
so that there is a temptation to delay operation in 
the hope of spontaneous recovery. This practice 
has probably spoiled the best. chances of many nerve 
lesions ; as time the Schwann cells become less 
active, muscles (and probably skin) atrophy, and other 
trophic disturbances cause trouble. We need further 
information about the rate of such changes before 
we can decide the best time for operation, but recent 
work all favours early suture. 

It is difficult, however, to diagnose complete 
interruption of a nerve in gunshot wounds. A nerve 
trunk may suffer injury varying from the formation 
of a long stretch of impassable scar to a very 
slight lesion from which recovery can occur without 
surgical intervention, The lesion is not known in the 
cases of spontaneous recovery, but the axons are pro- 
bably interrupted while the connective tissues remain 
intact and maintain continuity of the stumps—a 
condition lately named axonotmesis* to distinguish 
it from complete section of the nerve or neurotmesis. 
Nerve contusion ’ has been suggested as an alternative 
term for axonotmesis; but the condition in which 
the axons degenerate and the tubes are spared forms 
a group separable from the many cases of “ nerve’ 
contusion in which the internal anatomy of the nerveis 
severely deranged. It is still impossible to distinguish 
the two types at the outset ; a step towards providing 
criteria would be to collect information about the 
rate of recovery after the various lesions. In studies 
of nerve regeneration one must distinguish between 
the rate of advance of the tips of the axons and the 


‘rate at which they become medullated sufficiently 


to mediate any given function.. In the rabbit 
** functional completion ”’ of the new nerve has keen 
shown ® to advance along the peripheral stump at the 
rate of about 2 mm. a day after nerve suture— 
whereas the axon tips advance at the rate of 3°5 mm. 
a day. Study of human cases on the same lines 
would probably yield similar results. There is 
evidence already that the rate of nerve regeneration 
in man sometimes exceeds the widely quoted 1 mm. 
a da 

The rejoining of some at least of the tens of thou- 
sands of fibres in a peripheral nerve with their end- 
organs is thus accomplished without any specialised 
mechanism. The fluid state of the axoplasm and 
its power to spin new fibres are attributes retained 
from the embryonic state; so is the power of the 
Schwann cells to-apply themselves to the new fibres 
and medullate them; true these cells must first 
6. Seddon, H. J. Brit. med J. 1942, ii, 237. 
7, Brain, W. -R. Ibid; p, 349. 


8. iar w uttmann, L., Medawar, P. B. and Young, J. Z. 
etp. Biol: Toss, 19, 14.” 
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proliferate and become dedifferentiated, which might 
be regarded as a special preparation for regeneration. 
The third agency in the regenerative process is the 
connective tissue of the endoneurium, which provides 
Schwann tubes not only in the nerve trunks but also 
in the plexuses and so directs the advance of the new 
fibres. It is still only possible to guess why conditions 
do not allow of regeneration within the central 
nervous systems. SuGarR and GERARD however have 
recently observed functional recovery after complete 
division of the spinal cord in young rats*; Le Gros 
CLarK on the other hand has been unable to find 
any signs of regenerative activities on the part of 
neurons of the cerebral hemispheres of rabbits. In 
the cord it seems that neurons are able to put out 
processes, but under ordinary conditions they find 
no suitable pathways, perhaps because of the absence 
of suitable connective-tissue tubes, or of Schwann 
cells, SuGAR and GERARD inserted grafts (such as 
pieces of peripheral nerve) which may have helped 
to. provide pathways. There can be_no prospect at 
present of any such outstanding advance as would 
make it possible to repair lesions within the CNS, but 
our knowledge of the powers of repair in peripheral 
nerves is advancing steadily, and with it the methods 
of treatment of nerve injuries. Spectacular results 
can hardly be expected; the process of nervous 
regeneration is bound to remain slow; but the 
present policy of segregating nerve injuries in special 
centres provides the proper conditions for continuous 
a in treatment. 


SURGERY IN THE TROPICS 


‘In the tropics surgery is every doctor’s business, 
and a medical officer whose interests lie perhaps in 
the abounding protozoal diseases of East Africa 
cannot refuse to exchange the microscope for the 
scalpel when confronted with a forearm mangled 


in sisal machinery, or a ruptured uterus. Nor can 
he leave to her own devices a woman with an ovarian 
cyst so huge that she can do no more than lie in the 
sun, but who still refuses to be carried more than a 
mile or so from her home. A man with a scrotum 
weighing 50 lb., heavy with elephantiasis, will 
entrust: it to the local medical officer, but too often 
will not consent to go further afield than the local 
hospital ; and the expert surgéon cannot be every- 
where, hindered as he is by the problems immediately 
to his hand. Every medical man is his own surgeon, 
therefore, and must be ready to potas a cesarean 
section, to amputate a limb, ,Tepair a vesico- 
vaginal fistula, to plaster a + Shonti to deal with 
countless hernias and hydroceles, and to have a 
plan for the treatment of those abundant ulcers 
which fill his hospital. — 

Not much is written on tropical surgery, yet there 


are plenty of surgeons with vast experience and it is , 


a subject whose importance goes beyond the im- 
mediate results. Dramatic cures, such as are often 
obtained, have incalculable value in inducing Africans 
not only to submit their lumps for removal, but also 
to entrust their fevers and worms, and ultimately 
their sanitation and infant feeding, to the super- 
vision of those in whom confidence has been estab- 
lished. Lord Harty ® has stated that “disease of 


. Sugar, O. and Gerard, R. W. J. Neurophysiol. 1940, 3, 1. 
10. Hailey, Lord, An African Survey, London, 1938. 





the type which. causes moet shdechiof in Africa is 
generally a mass infliction, and must be attacked in 
the mass”’; but it is difficult to influence whole 
populations without their willing codperation, and 
coéperation is impossible without confidence. Suc- 
cessful surgery creates confidence. 

Describing his surgical experiences in the East 
African campaign, ErRasMUs ™ gives a catalogue of 
diseases that will be strange to western surgeons. 
Ulcers, either arising from infestation with chiggers, 
or the true tropical phagedwnic ulcers of unknown 
etiology, are constant problems; but there is 
interest in the observation that no tropical ulcers 
were observed in West African troops, whose rations 
were supplemented by a generous supply of palm oil 
and nuts. That nutrition plays a part in the causa- 
tion of tropical ulcer has long been suspected, and 
the point has recently been made by Lurrsrorti ® 
in Abyssinia ; but Louw ™ has observed that ulcera- 
tion is comparatively rare in transport drivers, whose 
skins are usually oily. Next to ulcers, the condition 
most frequently observed by Erasmus was pyo- 
myositis, but this again was not seen in the West 
African troops. There has been no lack of con- 
troversy over pyomyositis ; it has been attributed to 
filariasis, but Erasmus reports the finding of Staph. 
aureus in all his cases and rejects the filarial theory. 
The long muscles are the principal sites of this 
inflammation, but he has seen it in the sternomastoid 
and other less easy muscles: he admits a number 
of mistakes in diagnosis, but there would be few 
who could distinguish between perinephric abscess 
and pyomyositis of the quadratus lumborum. 

Filariasis is common in East Africa, and its surgical 
sequele are legion. Erasmus recognises the in- 
flammatory and the obstructive results of this 
infection—the former including lymphangitis, fever 
and abscess formation, the latter elephantiasis and 
the lymphatic varices. Malaria may present surgical : 
problems, and “‘ almost any acute abdominal emerg- 
ency may be simulated,” as a rule without diarrhea 
in this author’s experience. The danger of ruptured 
spleen, of course, lies rather in dissimulation than 
simulation ; delayed hemorrhage and delayed diag- 
nosis, after trivial injury, provide one of the classical 
pitfalls of abdominal surgery. For the rest, Erasmus 
mentions appendicitis, perforated peptic ulcer, and 
carcinoma of the liver. The first two are rare but 
should not be regarded as impossible in Africans ; 
the last is commoner in Africans than in Europeans. 
The bulk of the urological surgical work was due to 
schistosoma infection, and cases of hydronephrosis 
and of carcinoma of the bladder were attributed to 
this worm. Guineaworm is common in West African 
troops, but not in East African natives; the con- 
sequences of infection of the worm track can be 
disastrous. 

These are some of the problems which will confront 
the tropical surgeon, but he will be a fortunate man 
who has been taught what to expect and who has 
not to learn his job by hard experience. It seems 
evident that instruction in tropical medicine should 
include more surgery than is the custom for those 
entering upon a career in hot climates. 





' 41. Erasmus, J. F, P. S. Afr. med. J. 1942, 16, 379. 
12. Lutterotti, M. Désch. trop. Z. 1941, 45, 697. 
13. Louw, J. H. S. Afr. med. J. 1942, 16, 43. 
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Annotations 


A MASTER ACTIVATOR 


Sir Frederick Gowland Hopkins, OM, FRS, who is 
retiring this year from the Sir William Dunn chair of 
biochemistry at Cambridge, has exerted a remarkable 
influence upon biochemistry and medicine during a long 
period of service to the university. After leaving Guy’s 
Hospital for Cambridge, he became tutor at Emmanuel 
College and taught physiological chemistry to successive 
generations of students, all of whom can well remember 
his stimulating personality, his vigour and the width 
of his penetrating knowledge: when asked about any 
point, he not only knew the relevant literature but had 
usually thought about it deeply enough to hold a view. 
The number of his pupils who have oceupied distin- 
guished positions is a testimony to his success as an 
advanced teacher. When freed from college duties by 
Trinity College, where he became prelector in _bio- 
chemistry, he was able to devote himself more definitely 
to his scientific work; but he was not made actual 

_professor of biochemistry until 1914. None who have 

—had,tq do with him, either in the Cambridge school or 
elsewhere, will forget his simplicity and unfailing courtesy, 
or his deep and continuous human interest in all around 
him. 

Important as Hopkins’s activities have been in 
teaching and stimulating research in biochemistry, his 
contributions to research have had the rarer quality of 
opening successive new chapters. His isolation (with 
S. W. Cole) of the amino-acid tryptophane paved the way 
for work on essential amino-acids in nutrition ; it formed 
a fitting introduction to his well-known studies on 
accessory food factors or vitamins, which have proved of 
incalculable importance. His observations on gluta- 
thione, published shortly after the last war, again brought 
to effective focus a large group of biochemical pheno- 
mena in which the sulphydril group is involved. 
The final isolation of glutathione, requiring the separa- 
tion of a difficult substance from biochemical mixtures, 
reveals .the hand of a master. Again, his work with 
colleagues upon xanthine oxidase was a starting-point 
for immensely significant investigations of enzymes 
concerned with tissue oxidation—investigations which 
are beginning to yield large dividends for medicine—and 
in this connexion mention must also be made of his 
classical research (with Savory) on Bence-Jones protein. 
Nor can even the shortest sketch of his crowded life 
omit reference to the famous work upon lactic acid in 
muscle carried out in collaboration with the late Sir 
Walter Fletcher. A whole edifice of knowledge of the 
intimate mechanism of carbohydrate metabolism has 
been based on it. 

Sir Frederick was an original member of the Medical 
Research Council and also served on the Agricultural 
Research Council. He received the Nobel prize in 1929, 
was president of the Royal Society for five years from 
1930, and became a member of the Order of Merit in 
1935. His colleagues in medicine respectfully and 
affectionately wish him many happy years of rest after 
great achievement. 


A TEST FOR MYASTHENIA GRAVIS 

“ATTENTION has often been drawn to the similarity 
_between the symptoms of myasthenia gravis and curare 
poisoning. It is now suggested * that there is more than 
a similarity: that curare in fact “ produces artificial 
myasthenia gravis,” and that “ physostigmine is a 
specific ‘antidote for curare intoxication and relieves 
the symptoms of myasthenia gravis.” The second of 
these claims is simply a statement of fact. It has been 
found that the myasthenic patient is abnormally sensi- 
tive to curare, one-tenth of the average dose required 


1. Discussion reported in T'rans. Amer. Neurol. 43s. 1942, p. 102, 





to produce generalised paresis inducing profound 
exacerbation of symptoms in myasthenia. Curare can 
thus be used as a diagnostic reagent. Whereas intra- 
vascular injection of ‘ Prostigmin’ (Roche) produces 
a muscular weakening in the normal individual which it 
does not produce in the myasthenic, administration of 
curare may be used conversely to induce in a myasthenic 
a weakness which it would not produce in the normal 
person. 

Disagreement is so often found among physicians in 
the diagnosis of myasthenia gravis that it would cer- 
tainly be useful to have another reagent added to the 
diagnostic armamentarium. At the same time ful! 
regard must be had to’ the potential dangers of so 
powerful a drug as curare when given to a sensitive 
and enfeebled person. Fortunately the antidote is at 
hand in prostigmin. 


BOURNEMOUTH CANCER CLINIC 


THE county borough of Bournemouth, with a fine 
sense of civie responsibility, has not allowed the diffi- 
culties of the times to interfere with its care for sufferers 
from cancer within its borders. Other local authorities 
have accepted telease from the. duties imposed by the 
Cancer Act 1939, but Bournemouth has gone ahead with 
its scheme. A free municipal cancer clinic has been 
established at the Royal Victoria Hospital, under the 
direction of Mr. Sampson Handley, consulting surgeon 
to.the Middlesex Hospital and a recognised authority 
on the pathology and treatment of cancer. The Ministry 
of Health has sanctioned its establishment for an 
experimental year, during which the experience gained 
will be of exemplary value when the wider adoption 
of the act is practicable. The 1939 act, it will be re- 


membered, gave everyone who believes himself to be - 


suffering from or threatened with cancer the right of 
access to special free clinics which must be established 
on a regional basis by county and county borough 
authorities. The right to free treatment is also granted 
under arrangements which it becomes the duty of these 
local authorities to make and to pay for. They have 
in particular to see that adequate facilities are available 
for treatment by surgery, by radium and by deep X rays. 
This treatment is to be concentrated so far as is possible 
in those few large hospitals which have on their staffs 
skilled radiotherapists and physicists as well as sur- 
geons.* Any necessary additional beds are to be 
provided in such hospitals and local authorities may make 
contributions to the capital and maintenance costs 
involved. Consultation and follow-up centres are to be 
provided and records kept on forms approved by the 
Ministry. Local autkorities are advised that publicity 
must be given to these arrangements. Medical prac- 
titioners are to be informed of them. The public must 
be reassured and (in the words of circular 1813) encour- 
aged to utilise the available facilities whether or not 
they have previously consulted their own practitioners. 
It is yet to be shown whether such a scheme in practice 
will not create a wave of cancer hysteria and bring 
nervous people to the clinics in such numbers as to 
make it unworkable. Or will the public shun the clinics 
as violating the privacy of their health concerns? Will 
the scheme interfere with the relationship between the 


‘ patient and his family doctor? The answer to these 


questions may be inferred from experience of the 
tuberculosis service and can only be given by trial. Lay 
opinion, it may be feared, entertains undue hopes of the 
influence the act when it comes into full operation may 
exert in lowering the death-rate from cancer. The 
major function of the clinies may well be to act as 
centres of enlightenment. They should drag the 
unpleasant subject into the open and deprive it of the 
1, Sree FS been made by Dr. Ralston Paterson 


posals have 
: 1942, ii, 317), and by the Faculty o a Radiologists in a 
report reviewed on p. 246 of our last iss 
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TESTS OF MENTAL DETERIORATION 





phosphorescent horror which secrecy and repression 
have created round it; and so by degrees the public 
will seek earlier advice for doubtful symptoms. 
Directors of cancer clinics will need wide clinical experi- 
ence of the disease in all its forms based upon study of 
its pathology and a first-hand knowledge of the results 
of treatment. To avoid an unfair burden falling upon 
the finances of Bournemouth and the accommodation 
of its hospitals the regional basis of the pioneer scheme 
will be strictly observed and its benefits restricted to 
the inhabitants of the borough. 


TESTS OF MENTAL. DETERIORATION 

INTELLECTUAL deterioration is so fundamental a sign 
of organic cerebral disease that its early detection is 
diagnostically important, especially when it is necessary 
to evaluate the symptoms complained of after injury 
to the skull, or cerebrospinal fever. Psychological 
methods more refined than those commonly used by the 
clinician have been introduced, some of them piecemeal 
and some as a group or ‘“‘ battery’ of tests; the most 
familiar of the latter, devised by Babcock, relied upon 
the assumption that command of vocabulary is less 
impaired by organic cerebral disease than are other 
intellectual functions, and that this disparity can serve 
to detect, and measure, the degree of deterioration. 
Goldstein, and others following him, haye emphasised 
how much organic damage reduces the capacity for 
abstract thinking, and have accordingly used tests that 
show up any failure in this direction. At a meeting of 
the section of psychiatry of the RSM on Feb. 9, E. L. 
Trist reported a detailed investigation which he and 
V. Trist had made into the problem. Four tests of 
abstract thinking were employed; they required the 
subject to state similarities, sort ambiguous shapes, 
interpret form in ambiguous pictures, and carry out a 
sorting test modified from that of Weigl. Three groups 
of subjects were examined; a group of 25 persons who 
had been treated. for general paralysis of the insane, 
with fairly satisfactory results; was compared with 
neurotic persons with low intelligence scores on the 
matrices test, and with 125 normal subjects. It would 
be premature, in Trist’s opinion, to suppose that such a 
battery could at present be used, with confidence, for 
the clinical diagnosis of dubious cases of organic deteriora- 
tion. At the same meeting, M. B. Brody described a 
series of tests, some of which like those of Trist, were 
concerned with abstract thinking, but which covered, 
on the whole, a wider range and were interpreted in a 
more elastic way. The actual tests employed were those 
of vocabulary, paragraph memory, sorting, detection of 
absurdities, cancellation, recognition of pictures and the 
meaning of proverbs. Brody likewise emphasised the 
diagnostic limitations of the procedure, and insisted that 
the signs must not only be observed, but evaluated with 
due regard for their occurrence also in normal persons of 
even high intelligence. Abnormality could be inferred 
when these signs were prominently and repeatedly 
displayed in tests which the patient, before his illness, 
could certainly have performed well. Brody would be 
reluctant to interpret the psychometric data alone, 
but would consider them as informative when taken in 
conjunction with the rest of the clinical picture. 


STABILISING LONDON HOSPITALS 

Tus year King Edward’s Hospital Fund for London 
enters upon the forty-sixth year of its beneficent work. 
The publication of a short history of its origin and 
development is timely and gives an opportunity for 
reviewing ,the extraordinary changes in the financial 
and constitutional situation of the London voluntary 
hospitals which have taken place in its time. From 
being almost completely bankrupt most of them have 
achieved freedom from debt; they have largely been 
rebuilt and re-equipped ; and on the constitutional side 
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they have been redeemed from that. isolation which 
sometimes led to overlapping and duplication of re- 
sources. The fund was founded by King Edward VII— 
then Prince of Wales—to commemorate the diamond 
jubilee of Queen Victoria. His concern for the desperate 
condition of Guy’s. Hospital inspired his ambitious 
scheme for rehabilitating the finances of all the London 
hospitals. From the beginning he presided at all the 
meetings, generally at Marlborough House, and when 
the preliminary outlines were settled he sent a long 
letter to the press, stating that the fund was to be a 
permanent institution which aimed at securing an 
annual increase in the total income of the hospitals of 
£100,000 to £150,000 in subscriptions from those who 
had not hitherto regularly contributed. Before he 
died the latter figure had been attained, and within a 
year of its founding the fund received well over £200,000. 
He also insisted that income only should be distributed 
and a capital sum built up. Mr. Frank Long’s account 
of the fund’s foundation and achievements shows that 
it began to distribute monetary aid the year after it 
was founded, when £56,000 was given to a comparatively 
small list of the most urgent cases. Since 1931 it has 
distributed each year at least £300,000 while its per- 
manent capital has steadily increased. But the financial 
side of its work, though striking, is less important than 
the changes and reforms which it-has been instrumental 
in introducing and fostering in the hospital world. 
Financial aid could not be given on any haphazard 
plan, so that the fund has had to survey the needs, the 
buildings and the projects of the hospitals in the metro- 
politan area. From this practice have sprung the 
economies in accountancy and expenditure, the approval 
of building schemes and the other activities which the 
fund now helps to control. In .1907 the fund was 
incorporated by Act of Parliament. The war of 1914 
brought fresh problems and vastly increased expenses 
to the hospitals, but thanks to its prudent finance, the 
continued support of the public, and the large con- 
tributions of wealthy subscribers, the fund was able 
to maintain and even to increase its distributions. In 
the depression years it rescued the hospitals from an 
otherwise inevitable decline in progress, and even 
ensured that in 1924 there were more available beds and ° 
better services than in 1914. It has thus stabilised 
the voluntary hospital system of London ; and whatever 
changes may be in prospect in the approaching medical 
reorganisation King Edward’s Fund will undoubtedly 
continue to give good service. 


SYMPATHETIC OPHTHALMIA 

Is sympathetic ophthalmia as great a danger to eyes 
injured in warfareasiscommonly supposed? Loewenstein! 
has studied. the mediéal history of previous wars and has 
collected some unexpected statistics. In the Crimean 
and American Civil War the incidence of the condition 
was high, but after reviewing the records of the latter 
war Dimmer? came to the conclusion ‘that there had 
been a good deal of confusion between sympathetic 
ophthalmia and sympathetic irritation— irritation being 
no more than a mild degree of photophobia and lacri- 
mation in the sound eye following injury to the other 
eye. The medical history of the 1914-18 war is more 
exact. After two years of it Jessop* had not found a 
single case of sympathetic ophthalmia in England. 
None was found in Austria or Hun by Dimmer, 
Salzman and Grosz,* while Reis studied 2000 eye injuries 
on the German western front and did not discover one 
instance of the disease. Sir Arnold Lawson's * report on 
war blindness at St. Dunstan’s written in 1922 (by which 
time one would have expected all cases of sympathetic 
ophthalmia to have come to his notice) emphasises the 
1, Loewenstein, A. Bull. Czech. med.-Ass.1943,2,37. 

Dimmer, F. ‘Klin. Mol. Augenheilk. 1916, 87, 257. 


2. 
3. Quoted 4 Loewenstein, loc. cit. 
4. Lawson, A. War Blindness at St. Dunstan’s, 1922, London. 
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notable absence of this disease in war-blinded men. 
Only 4 cases of sympathetic ophthalmia passed through 
St. Dunstan’s, and not one case of blindness from this 





cause has been a result of disintegration of one eye by shell - 


splinters or bullets. On the final count, after 4} years 
of war the French Army reported 35 cases, the German 
13, and the Americans 1 dubious case only. Considering 
the enormous numbers of eye injuries these figures are 
very low—much lower than the records show for peace- 
time injuries. Lawson expected this, for in his opinion 
sympathetic ophthalmia is a particular form of sepsis, 
and missiles entering the eye in war-time are usually 
aseptic. 

Do these low figures mean that the danger of sympathe- 
tic ophthalmia has been exaggerated, or were they due 
to the radical surgery formerly employed, and the 
excision of all injured eyes that did not at once settle 
down? Probably both factors come in. Certainly an 
eye with a perforating injury is better removed if there 
is no chance of it becoming a useful organ of vision, but 
much experience is necessary before the verdict can be 
given, and it is unfair to leave such.an important decision 
It seems likely that if the 

falmologist can be allowed to work near enough the 
front line, a great many eyes might be saved which would 
otherwise be sacrificed through lack of anyone sufficiently 
experienced to bear the responsibility of ‘‘ hanging on.” 
If excision is necessary the greatest care must be taken to 
preserve all the conjunctiva, for on this depends the size 
of the socket and the ability of the man to wear a glass 
eye of normal size. That a glass eye should be unobtru- 
sive is important to the young man when he returns to 
civilian social life. It is no easy task to enlarge a 
contracted socket, and few of the sockets so enlarged are 
wholly satisfactory. 

3 


ENDOCRINE TREATMENT OF PROSTATIC CANCER 


Lane! is concerned with the palliative effects of 
castration in prostatic cancer. The design of this 
operation is to cut down the supply of androgen and so 
to hinder the growth of the neoplastic tissue; for the 
cells of a prostatic cancer are commonly differentiated 
enough to be affected by gonadal hormones. Other 
papers** on this subject have appeared and this 
additional material, which includes the early results in 
115 cases most of which benefited by castration, also 
notes results of giving estrogen either alone or as an 
adjunct to castration. An unfortunate impression 
seems to prevail that estrogen and androgen neutralise 
each other, much as an alkali will neutralise an acid. 
Though in some circumstances estrogen will prevent 
the biological action of androgen it will do so only if 
present in sufficient proportion ; in lower concentrations 
estrogen may accentuate the action of androgen. 
Moreover transmutation of estrogen into androgen and 
vice versa is known to be possible in the body. Further 
experience will therefore be needed before the adminis- 
tration of oestrogen can be regarded as an efficient 
alternative to castration. Herbst * states that in some 
instances the malignant process in the prostate has been 
accelerated rather than retarded by cestrogen. 


VENEREAL DISEASE PUBLICITY 


. As part of the weleome campaign to combat venereal 
disease the Ministry of Health, in collaboration with 
the Ministry of Information, and with the help of the 
Central Council for Health Education, has published 
an advertisement in the daily press drawing attention 
to some facts about ‘these diseases. This plain state- 


i. Lane, T. J. D., Lancet, 1943, i, 166 ; and see p. 177. 
og dena and a a a A. F. A rl med. Ass. Ft 
> ;. Creevy, C. D. Ibid, p. ; Thom m, G. J. 
Ibid, pe 1405; Nesbitt, R. M. and Cummings, RH. Ibid, 
p. 1109; Gutman, A. B, Jbid, p. 1112 
3. Herbst, W. P. Ibid, p. 1116. 





ment sets out the incidence of syphilis and gonorrhea, 
the dangers of transmission of disease to a new generation, 
and the good results to be hoped from early treatment. 
It has been ably drawn up and is in line with three 
pamphlets? lately issued by the council for distribution 
by local authorities. Unfortunately, as the Daily 
Mirror (Feb. 19, p. 3) has pointed out, the original 
wording of the advertisement has been watered down 
to meet the mistaken sense of delicacy of the proprietors 
of the daily press. This is a second occasion on which 
prudery has been allowed to hinder health education : 
it will be recalled that about a year ago advice to the 
public about washing the hands after evacuation of the 
bowel had to be withdrawn because the papers could not 
bring themselves to print ‘“ water-closet.” In the 
present instance the precision of the original advertise- 
ment has had to give place to vaguer general statement 
in three paragraphs. The actual loss of information 
is not great but the facts are not quite so easy to follow 
and a parenthesis identifying syphilis and gonorrhea 
with pox and clap has been expunged. It would be 
well to bear in mind that this advertisement has been 
designed to reach the simplest people; a barricade of 
unfamiliar terms may seem almost as impenetrable to 
them as a barricade of silence. 


SAFE MILK 


THE Tuberculosis Association, at a meeting on 
Feb. 19, passed an unopposed resolution advocating 
that all milk should be boiled before it is drunk. They 
were moved to what may sound an extreme measure by 
the fact that even pasteurisation, as carried out in war- 
time, is not proving completely effective in removing 
tubercle bacilli from milk. This failure is explained by 
loss of skilled staff and hence difficulty in maintaining 
adequate care of plant. Nevertheless pasteurisation, 
if properly carried out can provide 100% safe milk, as 
Toronte has proved. A medical deputation received 
by Lord Woolton and Miss Florence Horsbrugh on 
Feb. 18 drove home this point. Prof. L. P. Garrod 
noted that 2000 children die yearly of milk-borne tuber- 
culosis, and Dr. Alan Moncrieff emphasised the dis- 
tinction between: safe milk—which we cannot afford 
to wait for—and clean milk, which we may hope to get 
in time. Sir Alfred Webb-Johnson and Prof. R. M. F. 
Picken also spoke emphatically, and Prof. W. H. Tytler 
said that the case against untreated milk as a carrier of 
disease is as strong as the case against the mosquito as 
the carrier of malaria. ith 

The Government has just announced that it favours 
extension of the feeding of children in schools, of which 
the milk-in-schools scheme forms an important part. 
But it is clearly improper that any milk should be 
officially distributed unless its safety is guaranteed. 





Dr. JOHN FREELAND Ferevus died at Glasgow on 
Feb. 18 in his 78th year. Physician, hospital manager, 
medical historian, verse and play-writer, he had been 
president of the royal faculty of physicians and surgeons, 
and a member of the university court. 





1. ‘*What are the Venereal Diseases?’ ‘‘ Facts on Sex for Men” 
and “‘Women in War-time.” Issued by the Central Council 
for Health Education, Tavistock House, Tavistock Square, 
London, W.C.1. , 





Nursine, a Priorrry SERVICE. king to a meeting of 
nurses at Manchester on Feb. 15 Miss Florence Horsbrugh 
said that the Rushclifie report had given them a new deal 
and made peeve. more t hughes goalie a future. 
Nursing was being given the highest priority by the Govern- 
ment, and its who had sapletered for ‘istionat service 
could choose nursing as their job at any time before their 
call up. They were in the same position, Miss Horsbrugh 
— out, as men who volunteer for flying duties in 
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Medical Societies 


NUTRITION SOCIETY 


A MEETING of the English branch of this society was 
held at the London School of Hygiene on Feb. 6 to discuss 
Nutrition in Pregnancy 

Mr. PF. H. A. MARSHALL, ScD, FRS, who took the chair 
at the first session, referred to the remarkable powers of 
adjustment of the footus, enabling it to ve under 
different conditions. Not only did gestation time vary 
from ‘species to species but it could be prolonged up to 
14 times the normal by using extracts of corpus luteum. 





FQ@TAL DEVELOPMENT 


Mr. ALECK BournE, FRCOG, said there was no doubt 
the diet of the mother-affects both the development of 
the foetus and the function of the uterus during labour 
Faulty nutrition was certainly one of the reasons for the 
neonatal mortality of 41-7 per 1000 in illegitimate infants 
compared with 27-7 in normal. Birth-weight was 
apparently unaffected by the mother’s nutrition unless 
this was extremely deficient, but the vigour of the infant 
might be impaired. In prematurity, vigour was more 
important than weight alone. The death-rate of 
premature infants was inversely proportional to their 
birth-weight, but a 5 lb. baby from a small mother had a 
better chance of survival than one from a big mother, 
and a 5 Ib. baby of 40 weeks than one of 36 weeks. Such 
considerations emphasised the importance of vigour 
rather than birth-weight alone. _ 

Mr, A. S. ParKss, ScD, FRS, in a paper read by his 
wife (Miss Ruth Deanesly, DSc), described experiments 
on rabbits in which he found that excess of anterior 
pituitary hormones led to superfecundation, so that over 
30 embryos might be implanted ; but very few came to 
term, so the number of young was normal. These 
results suggested that the limiting factor in the develop- 
ment of the embryo was the nutrition of the mother. 

Dr. ALAN MONCRIEFF said it was widely recommended 
that the diet of the mother should be restricted in protein 
so as to reduce the size of the infant ; there was at least 
one nursing-home where pre: t women are placed on a 
vegetarian diet with this object in view.—Prof. EstHER 
Krizick, MRCP, asked whether the loss of weight in the 
first few days ‘after birth could not be avoided by. 
appropriate treatment.—Mr. BouRNE, in reply, said 
there was no evidence that reduction in the protein of the 
mother’s diet alters the weight of the foetus, but it was 
likely to reduce the efficiency of uterine function during 
labour. The initial loss of weight of newborn infants 
might possibly be obviated if great care were taken to 
prevent heat-loss from the moment of birth and to begin 
feeding at once, but the advantage was not evident. 

Mr. JoHN HammonpD, DSc, FRS, said that the factors 
determining the distribution of nutrients between the 


foetal and maternal tissues were probably similar to~ 


those responsible for their relative distribution in the 
different tissues of the mother. It was known that the 
latter is determined by the relative metabolic rates of 
the tissues. If the diet was reduced, the distribution to 
all tissues was reduced: this meant, for example, that 
fat, which has the lowest metabolic rate, was the first to 
lose its supply ; indeed, on further reduction of the diet 
it might even be mo bilised to s upply other tissues. It 
re» that the metabolic rate o the foetus was at first 
high, lying between that of the brain and of the bone 
cells of the mother. Later it fell, and there was less 
competition between the foetus and the maternal tissues, 
but it remained high enough for ery rma of the maternal 
diet to affect many of the maternal tissues before affecting 
the foetus. That nutrition might be a limiting factor in 
foetal development was seen in crosses between a large 
stallion and a small mare: because of the limited size 
and nutritive power of the uterus the foal at birth was 
smaller than would be expected on genetic grounds. 
Similarly an increase in the number of young resulted in a 
deassawe iz inenreine weights : a. rabbit born ae y 
t wei grammes, w e average we’ in 
tter of 11 might be 45 g. The effect of ma 
aeaidiiearmassieeehieain tek Seas t on varying p! 
of nutrition ; a low plane did not Lo ie reebt ofa 
single lamb {about 9 Ib.) but would reduce the weight - 


twin lambs from 9 lb. each to about 6 Ib. The birth- 
weight was not unimportant; for it affected not only 
anatomical but also physiological development. 

Prof. F. G. Youne, DSc, agreed that in humans only a 
severe reduction in the plane of nutrition would alter 
birth-weight ; many claims to have done this with less 
restricted diets were probably to be explained by their 

causing premature delivery. The People’s League of 
Health Had found that supplements of vitamins and 
salts given in pregnancy had no significant effect on 
the birth-weight, although it was followed by decrease in 
stillbirths and in pregnancy toxemia. In confirmation 
of other work, they had demonstrated a higher birth- 
weight in multigravide, which seemed to be due not to 
age but to order of birth. 

Dr. W. H. NEwTon pointed out that non-nutritional 
factors played a part. If young mice were removed the 
week before parturition the weight of the mother con- 
tinued to increase normally until the placentas were 
expelled.—Prof. O. KestTNER said that the heat-regulation 
of puppies or kittens born in litters of four or five was 
inferior to that of animals of litters of one or two.—Mr. 
A. L. BacwaracH suggested that isotopic elements 
would probably be of use in testing Dr. Hammond’s 
theory.—Dr. HAMMOND, in reply, suggested that the 
increase in weight of mice after removal of the foetus was 
due to placental hormones. He agreed with Mr. Bourne 
that the plane of nutrition of the mother affected the ease 
of labour less by its effects on the foetus than by its in- 
fluence on the development and functioning of the uterus. 


NUTRITIONAL FUNCTIONS OF THE PLACENTA 

Sir Jos—EPH BAROROFT, F'RS, said it was important to 
decide whether the placenta. had any real nutritive 
function or whether it acted simply as an ultra-filter. 
Sodium ions and oxygen were examples of nutrients that 
pass across the placenta much more slowly than across 
capillary walls. This resistance might be reduced in 
many ways, structural or physicochemical. Among the 
structural devices were an-increase of the surfaces in 
contact by means of villi, the development of a network 
of foetal capillaries over the villi, or reduction in the 
number of layers in the placenta from a possible six to as 
few as one. In the case of oxygen a further device was 
that by which the blood in the foetal and maternal 


. capillaries flows in opposite directions ; thus the most 


reduced foetal blood meets the most reduced maternal 
blood and the transference of oxygen proceeds most | 
efficiently. Among physicochemical devices was the 
oxygenation of foetal blood at relatively lower tensions, 
which facilitated transfer of oxygen from the maternal 
blood. In the sheep this effect was accentuated by the 
acidosis present. The transfer of water could not be 
explained by osmosis and was apparently due-to differ- 
ences in hydrostatic pressure. Salts such as those of 
calcium and iron were required inrelatively small amounts, 
and the placenta offered little barrier to these. It would 
—_ that the size of the foetus might well be limited by 

AS gee AEN papay by: the quantity of oxygen 
who might cross it. Appearances, however, could be 
deceptive: the placenta of the horse looked very 
inefficient, but the foal was born in a very advanced stage 
of development. 

Mr. T. Moore, DSc, referred to work on rats showing 
that transfer of vitamin A to the foetus is very limited, 
so that the young have low reserves. The high -vitamin- 
A content of colostrum compensated for this.—Mr. H. 
Hocn, DPh, had found that the amount of vitamin A in 
foetal blood is parallel to that in the maternal blood. 
Carotene, however, was much lower in foetal blood and 
bore no relation to the amount in maternal blood.— 
Prof. P. ELLINGER, MD, asked whether the electrical 
properties of the elements might not account, at least 
partly, for their properties in placental transfer.—Prof. 
W. J. Hamitton, MD, and also Prof. A. St. G. Huaanrt, 
MB, drew attention to the different types of placenta in 
different species, their different structure and thickness 
and also the change in thickness during the course of 
= regnancy.—Mr. A. N. WORDEN said that newly born 

bs had no vitamin A at all and derived a great 
quantity from colostrum.—Sir JosEPH BAROROFT, in 
reply, a¢ agreed that —_ were differences in placental 
type and structure and changes in thickness. It was 
just these differences which made the problem so real, 
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for they were unrelated to the stage of development 
reached by the young at birth. 


DIET OF THE PREGNANT WOMAN 


Prof. HuGGEtr pointed out that the rate of growth of 
the foetus is inborn and depends on genetic constitution. 
If the animal was deprived of nutrients the resulting 
impairment of growth could be rectified only with the 
greatest diffic . The foetus, however, would be 
affected only if the diet were severely deficient; the 
maternal health and reserves would first be affected. 
This was shown by the results of feeding tests such as 
those of the Toronto workers, the People’s League of 
Health and the Birthday Trust, in which the beneficial 
results were much more evident in the mother than in the 
infant. Reviewing war-time diet in relation to pregnancy, 
Prof. HuGGETT ape ve that, apart from a shortage of 
iron and a possible slight shortage of animal protein, it 
was adequate. If, however, the allowance of one pint of 
milk a day was not taken there would be a serious 
shortage of calcium and phosphorus. 

Dr. MARGARET BALFOUR gave a short account of the 
Birthday Trust experiment. The supply of extra food 
to pregnant women in depressed areas had produced an 
~improyement.in both mothers and infants compared with 
contzals. The experiment had also had an educative 
influence on the mothers in showing the importance of 
correct feeding. j 

Prof. J. R. MARRACK, MD, said that, even after the 
addition of supplements, the diet in the Birthday Trust 
experiment was still very poor. To help in evaluating 
nutritive factors in pregnancy, supplements should 
either be such as to produce a completely satisfactory 
diet or they should consist of one factor at a time. A 
problem still to be solved was the real cause of the 
increased vitamin requirements in pregnancy. In view 
of their increased requirements, pregnant women would 
be excellent. subjects for studying the effect of war-time 
diet, e.g., the adequacy of iron supplies.—Dr. H. M. 
SINCLAIR felt that the incidence of anemia in pregnancy 
had been exaggerated because many observers did not 
allow for pregnancy hydremia. Many of the results in 
the experiments of the People’s League of Health and 
of the Toronto workers were open to criticism and he 
wondered whether the controls in the Birthday Trust 
experiment were adequately selected.—Dr. Lucy WiL1s 

d that the hydremia in’ pregnancy was often over- 
emphasised, as shown by the fact that the decrease in 
hemoglobin was often unaccompanied by a decrease in 
red cells.—Dr. BALFOUR, in reply, stated that the selec- 
tion of the controls in the Birthday Trust experiment was 
in the hands of the medical officers ; even though the 
controls were of better social status than the experimental 
women this would only favour the former. In tests of 
this kind on human subjects the selection of cases was 
less easy than with experimental animals. 


STILLBIRTH AND NEONATAL MORTALITY 

Mr. R. M. Trrmuss spoke of the.enormous wastage of 
life represented by m i , stillbirths and infantile 
smorteliey: In the, three years 1936-1938 there were at 
least 90,000 spontaneous abortions, 75,000 stillbirths and 
103,000 deaths within the first year. This total of over 
@ quarter of a million represented about one in eight of 
the 2 million pregnancies in the three years. From 1937 
onwards there had been no change in the rate of stillbirths 
or of deaths in the first 24 hours, but there had been 
a fall in the deaths at later ages, which became increas- 
ingly noticeable up to one year. This meant that 
neonatal mortality represented a greatly increasing 
proportion of infant deaths. It was well known that 
infant mortality is associated with socio-economic 
indices but less well known that this-is also true of still- 
births. _Both appeared to be affected partly by social 
status and partly by the availability of adequate nursing 
and medical care. The social differences for infant 
mortality were striking ; the neonatal death-rate of the 
poorest class was 50% higher than that of the richest 
class and the ratio rose to over 400% for deaths between 
6 and 12 months. There was considerable room for 
farther reduction of this large loss of life. ‘ 

Mr. GEOFFREY BouRNE, DSc, said that infantile 
mortality was lowest (40 per 1000) in countries such as 
New Zealand and Australia which were the best fed. 


Italy, Spain, Egypt and Japan had rates three times as 
high. Similarly, stillbirths were 26 Ban 1000 in New 
Zealand against 40 in England and Wales, and deaths 
in the first year were 19 per 1000 in New Zealand 
against 30 in England and Wales. Nursing and medical 
services, as well as nutrition, were factors concerned in 
the production of these low rates. In Europe during this 
war there appeared to be no increase in Germany but a 
large increase in Holland, the south of France and 
especially in Greece. 

Miss I. Lerrcn, DSc, believed that the greatest cause of 
death between the first and twelfth month was infectious 
disease, in which, apart from diet, such factors as cloth- 
ing and housing played a part. The reason why 
improved feeding and obstetrics had less effect on still- 
births and neonatal mortality might be partly due to the 
carrying to term of infants who in poorer conditions would 
have been lost at an earlier stage. This was supported 
by a slight increase in malformations at birth.—Prof. 
HUGGETT mentioned a recent statement by Mr. Howard 
Kershner, director of the American Friends Relief Service, 
on conditions in Vichy France. The growth of children 
had declined appreciably, and Mr. Kershner had stated 
that the birth-weight had also decreased by 33%. ‘There 
was no doubt of the accuracy of the first statement, but 
conditions of clinical work in Vichy France were such 
that it was impossible to substantiate the second.—Dr. 
E. J. Biagwoop said that there was evidence from 
Belgium that the poor diet now consumed by many 
women, containing some 1500 calories, had not affected 
birth-weight. 

Mr. F. BERGEL, PhD, asked whether there was any 
possibility that vitamin-E deficiency played a part in the 
creatinuria of pregnancy as it had been suggested it does 
in muscular dystrophy.—Dr. Stnciar thought that the 
results of several recent workers had thrown doubt on 
the validity of the relationship between vitamin E and 
muscular dystrophy.—Dr. FRANKLIN BICKNELL held 
that this recent work was open to criticism.—Dr. Moor» 
recalled that muscular dystrophy in rats due to deficiency 
of this vitamin could not be cured by its administration. 

Brigadier F. A. E. Crew, MD, FRS, chairman of the 
second session, thought that Dr. Hammond would be 
interested, from the point of view of the relative demands 
of the tissues, in the composition of aborted twins which 





" were common in cattle and of which a specimen examined 


by him had normal skin and hair, imperfect bone an 

the rest an unorganised mass. No-one had mentioned 

the persistent higher mortality of males from the 

moment of conception, which he had also observed ‘in 

ys Pog chicks ; maleness might almost be considered a 
isease. ; 


MEDICAL SOCIETY OF LONDON 


AT a meeting of this society on Feb. 15 with the 
president in the chair a discussion on recent advances 
in the knowledge and treatment of 


Bright’s Disease 
was opened by Dr. Horace Evans. He began by saying 
that 14 years’ study of this condition at the London 
Hospital, in association with Prof. A. W. M. Ellis? and 
latterly Dr. Clifford Wilson, has had the result of 
emphasising the genius of Richard Bright, to whose 
memory he paid tribute. Since those famous initial 
observations, based on clinical and pathological founda- 
tions, nearer landmarks were the separation by Allbutt 
in 1895 of ‘ essential hypertension” as an entity 
and the publication in 1914 by Volhard and Fahr 
of their monograph. The innumerable classifications 
since pro (but seldom seconded) ‘have,’Dr. Evans 
thought, done more to hinder than to advance knowledge 
in this field, because for the most part they have been 
based not on the full clinical course of the disease but 
on random cross-séctions, without reference to the 
original onset or the ultimate end. The London 
Hospital — has prs that cases’ of nay 
disease, excluding essen: rimary malignant hyper- 
tension and miscellaneous conditions such as acute focal 
or acute interstitial nephritis, and aniyloid disease, can 
be separated into two main types, differing not only in 


4, See Bilis, A. W. M., Lancet, 1942, 1. 1, 34, 72, 300. 
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their pathological.characteristics, but also in the main 
features of their clinical. course. 

The more common chs gs I nephritis, 225 cases of which, 
seen within four w of onset, have been analysed, 
occur in an earlier age-group (children and yo adults), 
are preceded in 80 per cent. of cases by infection— 

y an upper respiratory infection such as sore- 
throat or tonsillitie and are accompanied by malaise 
(headache, tiredness, vomiting). Hematuria is almost 
constant and usually enough to make the urine smoky. 
(Edema is common, chiefly in the face and legs, but is 
relatively slight and usually transient. Albumin, 
though always nt in the urine, is seldom seen’ in 
great quantity for long. Finally, some 80 per cent. of 
the cases recover. 

By contrast, in type II nephritis, age-groups are 
affected more equally.; there is no undue incidence in 
children and young adults. The onset is insidious, and 
unaccompanied y general symptoms. Patients usually 
complain first of the oedema, which is more conspicuous 
and more lasting than in t: I. No history of previous 
infection can be obtained. ABuminuria, which has 
been demonstrated in a few cases before the onset of 
cedema, is usually marked, and long-continued: the 
patient does not complain, as in type I, of discoloured 
urine—for blood is typically present in the urine only 
in microscopic quantities—but he may assert that he is 
passing very little urine during the periods of increasing 
cedema, or that the urine is frothy, likening it to soap- 
suds or champagne (accordi to his income). The 
outlook in this type of nephritis is much worse than in 
type I, and after a course of some 5-7 years 80 per cent. 
have died. 

These two clinical types show a comreapending anatom- 

ical difference. Seen at an early stage the type I kidney 
shows diffuse glomerular change with acute afferent 
arteriolar necrosis, whereas type II shows primary 
tubular degeneration with some glomerular hyalinisation. 
In the former type at a later stage the changes are those 
of vascular hypertension with gross contraction of 
kidney substance and reduction in number of glomeruli : 
in the later stage of type II nephritis there is progressive 
uniform glomerular hyalinisation without gross reduction 
of kidney substance or of number of glomeruli. A 
diffuse fibrosis occurs, but the changes of vascular 
hypertension are but rarely seen. 
' While in broad outline the two types follow the 
courses outlined above, there are some cases of each type 
which develop along different lines and make the final 
picture much more complex. About 15 per cent. of 
type I cases show a residual albuminuria which, after 
20-30 years, may end in vascular hypertension with 
uremia and death in renal failure. It is in this variant 
that the initial attack, often mild, may be easily missed. 
In the remaining 5 per cent. of type I nephritis, death 
takes place early, either in the acute stage from heart- 
failure, anuria, infection, or hypertensive complications, 
or in the course of a few months with hypertension, 
cedema and progressive renal failure, the ‘‘ subacute 
nephritis ’’ of Volhard and Fahr. 

th with hypertensive changes and uremia is the 
outcome of 80 per cent. of type II nephritis cases, after 
some 5-7 years of albuminuria and edema. In a few 
patients it may come earlier, usually from intercurrent 
infection. Less than 5 per cent. of the cases recover, 
and it is this small group which has been in the past 
separately described as lipoid nephrosis. In the opinion 
of the speaker and his colleagues, there is no justifica- 
tion for this. 

The end stage of the two types may thus be very 
similar—a similarity common also to the end stages of 
some cases of pyelonephritis, pregnancy toxemia and 
malignant hypertension, The explanation of this may 
be found in the concept of the ‘“ vicious circle” in 
Bright’s disease; renal ischemia and other processes 
prod hypertension initiate vascular changes in the 
kidney which may further decrease the blood-supply of 
the survivi tissue. Substantial support for this 
concept has n given by the experimental work of 
Wilson and Byrom, who were able toshow thatconstriction 
of one renal artery in the rat produced hypertension 
with vascular changes in the opposite and unprotected 
kidney. If the vicious circle can be interrupted before 
hypertension has produced irreversible renal damage— 


e.g., in unilateral renal disease by removal of the diseased 
kidney—a cure my effected, and this has been done 
in several cases. ore usually, however, a temporary 
benefit only is secured, a staving-off of the final malignant 
phase ; this is thought to be due to the establishment 
in such cases of vascular change, the effect of hyper- 
tension itself in the primarily up kidney. 

Dealing with other types of renal disease, Dr. Evans 
mentioned acute focal —— characterised by 
hematuria in the course of an acute infection, and 
suggested that this might be found to be related to the 
t I nephritis group. Recurrent attacks of hemor- 
does rom the kidney, as in some cases of purpura, 
might produce some permanent residual change. 

For type I nephritis complete rest in bed is essential. 
A starvation regime has been found satisfactory, even 
for children—one pint of orange juice (or its war-time 
equivalent) daily for 5-10 days. Heart-failure demands 
venesection: this and lumbar puncture will relieve 
hypertensive encephalopathy, while for .anuria Dr. 
Evans, deprecating surgical interference, recommended 
an intravenous glucose drip. 

* Type II nephritis should also be treated in bed. 
Diuretics are not called for in the initial treatment, for 
during the first three weeks on a restricted fluid and high- 

rotem diet there is usually a spontaneous diuresis. 

n cases where this does not happen, mercurial diuretics 
may with advantage be used. No ill effects have been 
seen from repeated intramuscular injections, but there 
have been seven or eight deaths during the intravenous 
use of these drugs, the mechanism of which is not 
understood. The chief disadvantage of intramuscular 
injection is pain, and this can be obviated by the pre- 
liminary injection of procaine. Infection should be 
treated along the usual lines, and vomiting by reference 
to its cause, which might be heart-failure, digitalis, 
morphia,. or increased intracranial tension. Hyper- 
tension should be treated by rest and phenobarbitone, 
and occasionally by venesection. The excellent results 
of nephrectomy in some early cases of unilateral renal 
disease warrant roe investigation in all young 
patients. where this diagnostic possibility may be 
entertained. Denervation of the kidney he has found 
uniformly disappointing. In summary, Dr. Evans 
stressed the division of Bright’s disease into the two 
types, and the differentiation from benign and malignant 
hypertension, in- which he said there is no definite 
evidence as yet of a renal origin. 


DISCUSSION 


In the discussion Dr. GEOFFREY MARSHALL told of a 
patient he had seen 35 years ago when he was clerking . 
in the wards. The man had been examined by Sir 
James Goodhart for an hour and a quarter, and sent in 
without: a diagnosis. Seven members of the staff 
produced five different diagnoses, none of which fitted 
the post-mortem finding of small, pale, shrunken kidneys. 
At that time some 25 cases had been autopsied at 
Guy’s Hospital, of which only 9 had been diagnosed as 
nephritis before death.—Another speaker from personal 
experience of the patient’s point of view complained 
that despite the apparent advance in diagnosis, no 
advance had been made in zxtiological theory since the 
days of Bright. He himself found ‘Salyrgan’ more 
effective and less painful than ‘ Neptal,’ an observation 
confirmed by his physician.—The PRESIDENT emphasised 
the importance of the diastolic pressure as the criterion 
of ‘‘ pathological?’ hypertension. 

Dr. Evans in his reply said that sepsis, if severe, 
should be dealt with irrespective of the kidney lesion, 
while the removal of mildly infected tonsils was best 
postponed to the fourth or fifth week : that might cause 
a transient hematuria, but seldom more. He agreed 
with several of the speakers on the sometimes devasta- 
ting character of the proctitis following use of mercurial 
suppositories. 





Universiry or CamBripGs.—Sir Frederick Gowland Hop- 
kins, OM, will resign from the Dunn chair of biochemistry on 
Sept. 30. 

The Raymond Horton-Smith prize for 1941-42 has been 
awarded to-Major E. T. C. Spooner for his essay on the bacteri- 
ology of war wounds. 
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In England Now 

A Running Commentary by Peripatetic Correspondents 
It would be an amazing fact if gravity, which gives 
us wrinkles, piles, pendulous breasts, probably enlarged 
prostates, and finally lowers us to the grave, did not 
affect our thoughts also. But, of course, it does and its 
graduated mechanism can be .discerned in the two 
interim medical planning reports. The ‘old ”’ report 
is full of benignity, placates everybody and does not 
face difficulties: ‘‘ The patients, they must have every- 
thing of the best, of course. The doctors, they must 
have the same too. Night work? No, no, certainly 
not, or an absolute minimum. The state, being im- 
personal and therefore unhurtable, must grant the 
powers, pay up, but not control.” The “ middle-aged ”’ 
report is a far more Olympian affair. It takes cognis- 
ance of the gravitational matters, the world background 
and human frailty, the traditional wrecker of human 
schemes. Its ‘ parallelism” is a fair compromise 
between the jealousies and antagonisms, which according 
to the postwar biographies prevail even in the highest 
political circles, and that awful atrophy of > 
r function. 


have not long ceased to fight gravity successfully ; but 
they are fighting other things. When they do come 
home we shall have a mass of experienced young men 
of character, and I hope they redraft all the blue 
prints, both medical and political. I believe that in the 
affairs of man there is a biological sequence of peace 
after war, provided, as would be natural, the peace is 
directed by them who fought. After all it was a failure 
of character (‘‘ There is no more certain way of losing 
a general election than proposing rearmament,” is a 
nice example), not of intellect, which made the interval 
between the war to end war and this war so uneasil 
short. If we hand the country back to the same crowd, 
or their heirs in law—stockbrokerage, society, big 
business or trade unionism—we shall probably get the 
same cycle again. This is no squib from an ambitious 
youngster, but from an old crock, well out of the arena, 
who wants to see the Christians eat the lions. 


* + a 
Few occasions upset the medical man’s day so effec- 
tively as having to appear as an expert witness in the 
County Court. There is an atmosphere of hushed 
expectancy as he pushes open the resisting swing-door 
of the court-room. All eyes are upon him, to his em- 
barrassment, as the door closes abruptly behind, almost 
.precipitating him down the few ste towards the 
wooden ‘Seats for Witnesses.” y litigants 
with their supporters are assembled communing with 
each other in subdued whispers. Seated, the doctor 
has time ‘to pull his wits together in anticipation of the 
ordeal in the witness-box. Three black-gowned figures, 
for all the world like crows, flap through the swing-door, 
and hurry silently, robes ballooning behind them, 
towards the long table where they settle in a row, 
proceeding to sort and legal-looking documents. 
A fourth enters with nonc t air: apparently a 
personage of some importance, a barrister wearing a 
frizzed tie-wig, conscious of his own dignity, though his 
hands are deep in his breeches’ —, 
A door beside the still empty Bench now opens, and 
a name is called. Nervously first one hurries across the 
room, then another; one conjectures-that minor cases 
are being settled “in Chambers.”’ During this pro- 
ceeding, the three crows softly flit about interrogating 
witnesses, till all seems to be settled and ready. Mean- 
time, the doctor watches the hands of the clock. At 
11 am promptly in bounds His Honour, the court up- 
standing, and almost before he is seated the court 
opens. First one crow then another jumps up “‘ may 
it please your Honour,” who grunts assent. Debts 
are taken at once; then “ applications”; then the 
business we came about—a_ hair-dye poisoning, 
defendant be @ hairdresser, her one-time client 
the pursuer, for ge 
The brunetted pursuer averred that she had been 
poisoned as the result of the in application of a 
well-known hair-dye by the , whereby she 
had suffered much pain and swelling of scalp, face and 


buccal mucosa, so that her doctor, visuali the possi- 
bility of cedema of the glottis, had her itted to 
hospital. But having gone a-soldiering he could not 
now be called. In his place two consukants were 
ealled : both admitted that they did not obtain any part 
of the contents of the bottle of dye for chemical analysis 
or for use in a patch test. Both, however, had seen the 
patient, one while she was in hospital, the other many 
months after while there still remained some extent of 
dermatitis. 

The case for the defendant (she was blonded) was 
next submitted: that due care was taken to apply 
the dye according to the makers directions; that 
thorough washing followed, so as to remove all unfixed 
dye; and that, in any case, the pursuer was unduly 
sensitive to the particular chemical dye. His Honour, 
not so old in years, though old to the ways of men and 
women, p to sum up thus: Pursuer had, a 
number of times on her own admission, herseif applied 
the same dye without apparent harm to her skin; she 
knew that this dye cogtained a noxious substance and 
she took the risk; he found for defendant and 
allowed costs. 

A medical witness feels that he is no sooner in the 
box than he is out of it; he loses all sense of time; he 
is thankful to be “ released ” by the judge, then to hurry 
out of the rather oppressive air of the court-room into 
the airy traffic of the street. What he has said, he 
cannot remember; but he likes to recall his paucity 
of words and cautious replies; how he contented him- 
self by answering yes or no, only qualifying his reply if 
asked to explain, not being too eager to reduce a technical 
answer into ae terms in case he might tie himself 
in a knot! And he firmly resolves that in future he will 
take and keep a short record of each case at the time of 
medical examination. Case notes, if in ink and taken 
at the time of examining, no judge will disallow when 
produced in the witness-box. It is humiliating to keep 
replying ‘‘ I don’t remember ’”’—as humiliating as to be 
asked querulously to ‘‘ Speak up!” 

* 


* * 

Once a week I go to the factory, and for 3 hours forget 
I am a doctor. Our factory is not a very grand affair, 
but our production figures are excellent. Before the 
war it used to be the workshop of a garage. Now the 
small room is crammed with machinery—capstan lathes, 
small lathes, a milling machine, large and small drills, 
a bandsaw, grindstones and innumerable spare parts. It 
is working for 23 out of the 24 hours, and much of the 
labour is part time—the clerks from the local bank, the 
wardens from the local ARP post, the civil servants from 
a large government office, and the ladies from a loca} 
block of flats (they came first to find out what all the 
noise was about; it was stopping them from sleeping ; 
they stayed to become enthusiastic workers). I seldom 
work more than oné night on the same machine, so I am 
picking up a little mechanical knowledge about a lot of 
things. ut even in these short three-hour spells I get 
an inkling of the potential boredom of the factory worker 
on mass production. I should guess that this is only 
likely to be serious where the intelligence of the worker 
is far in excess of the intelligence required. I find myself 
clock watching. 'Then when 9 o’clock comes and I wash 
under the soapy lubricating fluid on one of the capstan 
lathes, I feel a righteous glow; and I catch my tube to 

home and supper with a tired back but a light heart. 
We are in charge of Mr. Dilley, Mr. Smith and Arthur. 
Mr. Dilley is very gloomy ; Mr. Smith is very cheerful ; 
and Arthur comes somewhere in between. Mr. Dilley 
is & gi mpeg om x ; Mr. Smith is a critic of life ; and Arthur 
wo so hard he can only be an engineer.- “‘ Twelve 
hours a day for two years, bar Sundays,” said Arthur ; 
‘Thad two days off Christmas, and I didn’t know what 
to do.” ‘I should have stayed in bed,” I said. ‘I 
did,” said Arthur. Mr. Dilley confined himself to two 
remarks per night for my first eight weeks :—‘‘ You here 
again ’’; and “‘ here’s your three bo y your taxi 
home. At the end of this period they vered my 
— Next Thursday night Mr. Dilley and Mr. 
ith approached me:”’ ‘‘ We want to ask you some- 
thing,” they said. “Is it gravity that causes the food 
to travel through the bowels ? ’’ I gave a short lecture on 
peristalsis. ‘‘ And another »” they went -on in 
chorus, “its a bit unpleasant, but how is it that everything 
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goes in different into your mouth and comes out the 
same at the other end?” I gave a short lecture on 
bilirulin. The next question came from Mr. Smith only. 
“ This one may not be quite yp Rea street. Why does 
the magnetic North change its position?’ I had to 
confess that it wasn’t up my street, so Mr. Smith is going 
to try the Brains Trust. 

Mr. Smith has some original views on ‘‘ Music While 
you Work.” ‘‘ This negro music,” he explained, ‘‘ was 
invented with a purpose. It’s all right in its place but 
it’s all wrong in a factory. It’s intended to produce 
sexual excitement, and I’ve no doubt it’s very effective. 
But it makes our lads cheeky. And they go trying to 
work in rhythm with it and they’ve smashed ten pounds 
worth of tools, It’s no joke in a little place like this,” 
Mr. Smith has also given me his views on religion, Professor 
Joad, the Air Training Corps, and India. But none of 
these is quite suitable for recording here. 

~ * +. 


It does not pay to take short cuts in Army routine. 
One day in his office the CO said to me, “ Tell the 
carpenter to come and hammer on this form to make it 
safe for the Matron to sit on. I am afraid that it may 
collapse under her.’’ In my own office I repeated this 
almost verbatim to the sergeant-major and shortly after 
overheard him outside instructing the orderly sergeant 
to “‘ Tell the carpenter to go to the CO’s office to hammer 
on a form to make it safe for the Matron to sit on.” 
The orderly sergeant was then heard to pass on these 
instructions, with suitable adjectives, to the orderly 
corporal. This individual, it seems, then repaired to 
the carpenter’s shop and informed the enterprising 
tradesman of the circumstances requiring his assistance; 
only to be told that the quartermaster’s permission 
would be necessary before such repairs to barrack 
equipment could be undertaken. To this end the 
orderly corporal presented himself at the quarter- 
master’s office. ‘‘Sir,’”’ said he, “‘may the carpenter 
go to the CO’s office to hammer on a form to make it safe 
for the Matron to sit on?” ‘* Submit it in writing,” 
quoth the QM. Returning te the company office the 
orderly corporal committed his request to paper and 
returned in triumph to the QM who, not paying much 
attention to it, said ‘‘ What’s this?” e corporal 
explained. ‘‘ Submit it on the proper Army form,” 
said the QM. The unfortunate corporal, feeling that 
the situation was getting a little out of hand, enlisted 
the aid of the company clerk and between them they 
vainly searched the hospital for an hour for the appro- 
priate Army form. Finally they neatly made out a 
pre=-fofma and on it t a uest to the effect that 
carpenter should go to the CO’s office &e. This the 
corporal handed to the QM. ‘ What’s this?” said 
the QM somewhat unnecessarily. ‘The abashed corporal 
diffidently explained that it was a request on a pro- 
forma of the appropriate Army form that the carpenter 
&e. &e. ‘‘ Ho!” quoth the QM, “ that’s not the right 
way to do it. Hand it im to store as US and draw a 
néw orie.”’ s: 

And so was the Matron’s person safeguarded against 
accident. As Robb Wilton might have said, ‘It was 
all a matter of form.” 


It is, I suppose, too much to hope that after the war 
one will be permitted to go on wearing all the clothes one 
is wearing now. But I shall make a determined fight 
for certain garments: that pair of corduroy breeches, for 
instance, that I bought in my extremity from a French 
tailor at St. Omer in 1917; that cubbing coat of un- 
istinguished colour and lamentable cut now heavily 
darned and patched by my own fair hand and invaluable 
for shooting; those various pairs of grey bags—the 
accumulation of years—all more or less threadbare and 
distasteful to a feminine eye but still, in my view, 
eminently wearable for ygare yet; those khaki shirts, 
so bleached by frequent dering as to be no longer 
a as khaki, but still beautifully warm and 
orta On the other side of the picture is that 
new. dress suit—the second of a lifetime—fashioned of 
idnight blue (as the tailors call it) which was made and 

c ; for me in August, 1939. Except for fittings 
I have. never. worn it yet. And I don’t much care if I 


never do. 





____. Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


THE Beveridge debate revealed grave differences of 
opinion in the House. The vote of 119 members, includ- 
ing the leader of the Labour Party, Mr. Arthur Green- 
wood, and the GOM of the House, Mr. Lloyd George, 
marks the end of the military war period in Parliament 
and the opening of the period of post-war reconstruction. 
Mr. Graham White, speaking for the Liberals on the 
original and colourless ‘‘ peg ’’ motion pro by Mr. 
Greenwood, described the debate as ‘‘ the t of a long 
series of discussions upon the social services and of 
ss soy for reconstruction during and after the war.”’ 

ut the Government gave no clear indication of their 
decision on the main directive of this vast plan for 
social rebuilding. Below that level of consideration one 
of the major issues discussed was the reorganisation of 
our medical services. Sir William Beveridge’s assump- 
tion of a “ unified and comprehensive health service ”’ 
has been accepted by the Government. Sir John 
Anderson, first of the three ministerial spokesmen, said 
that the conception of this service did not ‘‘ necessarily 
spring. from ... the Report,” and indeed at the 
Ministry of Health in London and at the Scottish office 
a Close study of the project has been proceeding for about 
eighteen months. Sir John propounded a service under 
local-government control in the different areas in colla- 
boration with voluntary agencies. There is to,be free 
choice of doctor and the least possible disturbance of the 
existing relation between doctor and patient. The 
Minister of Health did not intervene in the debate and 
that perhaps explains why no further indication was 
given of the scope of the new medical service. No hint 
of any plan for attack. on the problem of preventable 
diseases, of measures for securing the increased number 
of men and women doctors who will be required to 
remedy the admitted inadequacies in dentistry and 
ophthalmology. Nor was the place of the medical ser- 
vices at the armistice discussed, when there will be a 
eall on our medical man-power for relief work in Europe, 
North Africa, India and elsewhere. 

When Mr. Greenwood opened the debate he rightly 
stressed one of the main assumptions of the report—the 
maintenance of full and active employment in this 
country. .On that the main directive depends. The 
key to prosperity, he said, is “‘ developing production 

on science and efficiency,’’ the urgent problem 
“ the switching over from war industries to industries of 
peace time,” the main danger the shattering of the hopes 
of those who will return after they have achieved victory. 
There is cynicism in the Forces now and the Government 
must not allow the victors ‘ to eat the bread of dis- 
illusionment.’’. To avoid these dangers he urged that 
‘“‘a@ substantial amount” of the Beveridge proposals 
should be accepted and brought into law during this , 
session. 

To maintain ‘full employment’’ Mr. Greenwood 
asked for codperation with the Dominions and Colonies 
and with the United Nations in the economic field. But 
at present the Government have said that no discussions 
are proceeding with the Soviet Union or the United 
States—a grave omission. It did, however, appear that 
the Government were considering expenditure on 
“ education, agriculture, housing, roads, forestry, civil 
aviation, colonial development ’’—to give Sir John | 
Anderson’s list. The Chancellor of the Exchequer, 
speaking on the following day, stressed housing as an 
Al priority and also civil aviation, the cost of which he 
claimed as a limiting factor on the social security pro- 

of Beveridge. 

The last day’s debate was overshadowed by the dis- 
satisfaction of the House with the speeches of Sir John 
Anderson and Sir Kingsley Woad. The large group of 
Tories led by Lord Hinchingbrooke and _ including 
Quintin Hogg, who made a brilliant speech calling for 
reform if we want to avoid revolution, were intending to 
vote for their own amendment against the Government. 
The Labour Party, disheartened by the lack of vision 
and drive in the Government’s statements, put down an 
amendment which amounted to a vote of no confidence. 
But Mr. Herbert Morrison, who wound up the debate, 








' 
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made an abler speech than the other ministers and 
convinced the young Tories that all was well. They 
voted with the Government. - But Morrison did not con- 
vince the Labour Party, they felt he was too “ clever ”’ 
and that his speech differed from those of the other 
ministers notin substance but only in form. The attempt 
to read the resolution of the National Council of Labour— 
which calls on the Government toe introduce legislation 
at an early date to which the Government refuse to bind 
themselves—did not go down at all well. Morrison 
could not give a date “‘ when a Bill would be produced.” 
Sir John Anderson had no plan to suggest for maintaining 
full — ent except vague generalities. Sir Kingsley 
Wood laid the chill hand of the Treasury on social 
enthusiasm, and the Atlantic Charter which declares 
freedom from want a war aim of the United Nations 
became a decorous background to normal Parliamentary 
procedure. ; 

At the end of Morrison’s speech Arthur Greenwood, 
who had moved the original motion, rose and said “‘ the 
House will of course understand that in these cireum- 
stances I shall associate myself with the amendment.” 
The Government had missed the great and glorious 
opportunity, as it was called in the debate, and the first 
large-and important vote was cast against them. But 
there. are many members, of all parties and not all 
represented in the votes given in the division, who are 
determined to make social security a reality. This is 
only the prelude to other debates. 


FROM THE PRESS GALLERY 


Beveridge Report Discussed 

Tue three days’ debate in the Commons on the 
Beveridge report ended with a majority of 216 votes for 
the Government, but a substantial minority of 119, 
mainly non-official Labour members, went into th 
opposition lobby. * 

The main motion before the House in the name of 
Mr. ARTHUR GREENWOOD, was a peg on which to hang 
a general debate and for the first two days the Speaker, 
although strongly pressed, refused to call any of the 
amendments, which-stood in the names of members of 
the extreme Right and the extreme Left. But on the 
third day he relented and permitted an amendment, put 
forward by over 50 members, to be discussed. 

Mr. Greenwood’s motion welcomed the Beveridge 
report as a comprehensive review of the present pro- 
visions in the sphere of social insurince and allied ser- 
vices, and “as a valuable aid in determining the lines on 
which developments and legislation should be pursued 
as part of the Government's policy of postwar recon- 
struction.”? No document within living memory, he said, 
had made such a powerful impression, or stirred such 
hopes, and the people of the country had made up their 
minds to see the plan in its broad outline carried into 
effect, and nothing would shift them. It was their due 
on grounds of social justice and in fulfilment of article 5 
of the Atlantic Charter. Mr. Greenwood called on the 
Government to begin implementing the scheme without 
delay. He recognised that it was too early for a state- 
ment on details but the people did expect an assurance 
that the principles of social security are accepted Govern- 
ment policy. Children’s allowances must be one of the 
pillars of the temple of social security, and comprehensive 
health and rehabilitation services were essential to any 
scheme to abolish want. Proper expenditure on hos- 


. pital, rehabilitation and medical services, as well as on 


housing and education, was not cripp but a good 
investment. He could -not share oy Be that the 
Beveridge scheme would be an intolerable burden on 
the State. He did not believe that the way to national 
recovery and prosperity was through the dark foetid 


channel of harsh restrictions and economy. Pounds, 
shillings and pence had become m less symbols. 
The key to prosperity was developing production, based 


en science and efficiency. A minister of social security 
with a staff of experts to deal with the different sides of 
this problem should. be appointed at the earliest possible 
moment.“ Mr. Greenw "was anxious ‘to see a start 
made, and he would not mind if a series of bills were 

bringing in the scheme by stages. The recom- 
mendations of the Tomlinson , for instance, must 
be considered in relation to the larger plan, but he saw 
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no reason why they should wait until we had a complete 
plan for medical services. He rg that a substantia! 
amount of ground could be covered this session, and then 
the Government could, if necessary, introduce later a 
general amending and consolidating measure to fit the 
whole plan together into an integrated scheme. 

Sir ARNOLD GRIDLEY supported the motion as a basis 
for discussion, but he that cost could not be 
ignored, and that the country could only afford the 
Beveridge scheme if it was spread over a period of years. 
All would agree that our médical services should be 
brought within the reach of a wider public. In his view 
there must be an extension of state and municipal con- 
trol but room must be left for private practice and at 
least a proportion of the voluntary hospitals. There 
were the strongest arguments for the retention of the 
friendly societies under proper safeguards and with 
improved methods. If common agreement was to be 
reached at this early stage it might be done, he 
thought, on the following lines: the establishment of 
@ new minis of social security; separate funds 
for each statutory benefit; an extension of National 
Health Insurance ; the approval of maternity and mar- 
riage grants without delay ; the removal of restrictions 
limiting the output of production ; effective safeguards 
against malingering ; and that all should contribute to 
and be eligible for old-age pensions. He was in favour 
of children’s allowances being one of the first of the 
Beveridge proposals to be implemented. Sir Arnold 
doubted if there was any justification for setting up an 
industrial insurance board. He thought that people 
with incomes of over £600—-£700 should go to their own 
doctors and pay for treatment. 

Mr. D. G. LoGan, speaking as one associated with the 
administration of an approved society, warned his 
Labour friends against owing the Government to 
abolish approved societies. Some of those societies had 
considerable invested funds, and he questioned the right 
of the Government to take those funds ‘‘ because there 
was a desire to bring a new Eldorado into operation 
without anybody knowing what it really meant.” 


OUR MEDICAL SERVICES 


Sir JoHN. ANDERSON, Lord President of the Council, 
who was the first Government spokesman, said he was 
not able to announce the adoption of the report in its 
entirety, but promised to give some definite assurances. 
The general lines of development of the social services 
laid down in the report were those the Government 
would wish to follow. They were not disposed to be 
deterred by doubt as to finance from putting their plans 
into shape, but apart from social insurance, which must 
take a high priority, education, housing, agriculture, 
must also be considered, and protrac negotiations 
were inevitable. The scheme would be worked out as 
rapidly as possible to the stage of draft legislation, and 
then the Government. and Parliament would take their 
decision in the light of the financialsituation at that time. 

The Government, Sir John continued, welcomed the 
conception of a reo: i and comprehensive health 
service. This implied the reorganisation of the existing 
services. He defined ‘‘ comprehensive’”’ as a service 
covering the people as a whole, and including institutional 
treatment. Some eighteen months ago the Minister of 
Health had announced the general lines of a plan for 
reorganising the ital services and the preparatory 
work of that plan wk yrs on steadily ever since. e 
health departments i given attention to other aspects 
of the personal medical services, notably the draft interim 
proposals of the BMA planning commission, and they 
would seek the help of local authorities, voluntary or pro- 
fessional organisations, in working 
service. The Government sought, he said, 
through a public, organised 
every man, woman and child could obtain, easily and 
readily, medical advice and attention through the 
general practitioner, the consultant, the hospital and 
every related branch of professional up-to-date methods. 
The fullest use must be made of existing resources, in- 
cluding the services of the local authorities for tuber- 
culosis and cancer. The idea of the new service must 
be tion of public authorities, voluntary hospitals 
and other voluntary cies and the profession towards 
one common end. ere must be no doctrinaire 
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scrapping of existing resources, nor must there be over- 
lap - Public health must not be many people’s 
b and nobody’s responsibility. Experience justi- 
fied putting this ultimate responsibility on to the local 
government machinery, working often over largerareas and 
in collaboration with voluntary agenciés. The interests 
of the medical profession must be saf . The 
Government recognised that the profession was approach- 
ing this major reorganisation in a progressive spirit. 
Perhaps most important of all it was necessary to main- 
tain to the oeines nee extent the principles of free 
choice of doctor, of the family doctor relationship, 
as the background of general medical practice, and con- 
versely to create the least possible disturbance of existing 
association between doctor and patient. This need not, 
in are SePW. $ the Ssoreatnene nt, be inconsistent with ae 
principles of group public practice at well-equip 
clinical centres which underlay most of ie sau 
thought on the future of family practice. 

The Government, continued Sir John, had no intention 
of forcing the new services on those who preferred to 
make private arrangements for medical attendance or 
hospital treatment. Equally the position of the great 
voluntary hospitals must be saf ed. Our public- 
health services showed ample evidence of achievement, 
but postwar reconstruction gave us an opportunity to 
pull together many of the loose strands of the last twenty 
years—an opportunity which would be camenes by the 
mass return of young doctors from the Forces. He, had 
one word of caution. In some specialties, notably 
dentistry, ophthalmology and, Dr. Summerskill sug- 
gested, obstetrics, there was a deficiency of personnel, and 
it would inevitably be many years before this shortage 
could be fully made good. 

CHILDREN’S ALLOWANCES 

Before the publication of the Beveridge report the 
Government had come to the conclusion that whatever 
might be decided about cash allowances, the most effec- 
tive measure was the fullest development of our child- 
welfare services. Two years ago about 350,000 children 
were being given dinner at school in England, Scotland 
and Walts. Last October the number had increased to 
1,000,000, and now it exceeded that figure. Important 
proposals were being.carried out now which would pro- 
vide canteens for another 500,000 children, and it was 
likely that during 1943 a further provision for between 
500, and 750,000 children would have been approved. 
It would be a considerable time before this benefit in 
kind would reach its maximum and some inequality 
would always be inevitable. Welfare services did not 
of themselves di of the arguments for cash allow- 
ances to parents, but it was important that these allow- 
ances should not be at a rate which would hinder the 
development of the welfare services. The Government 
were willing to consider extending these benefits free of 
cost as’ part of the scheme. They saw no difficulty in 
providing services equivalent to 2s. 6d. and even more 
per per week, as against the ls. assumed by Sir 
Wm. Beveridge. The Government therefore proposed 
that the rate of children’s allowances should be fixed at 
5s. for the second and other children instead of the 8s. 
recommended in the report. 


OTHER BENEFITS 

The Government’s provisional view was that sickness 
and unemployment should be the same and Sir John 
— that it might -be possible to fix rates not widely 
different from those in the report. The Government 
aceepted the principle of the contributory scheme with 
a definite statutory relationship between contribution 
and benefit. It was the Government’s considered opinion 
that unemplo: mt and disability benefit should be of 
limited duration, although the od need not be the 
same in every case. An invalidity benefit at pension 
rates might a be substituted for disability benefit 
after a prescri period. Old-age pensions were one 
of the most difficult features of the report. The Govern- 
ment could not contemplate a scheme under which a 
contribution was to be settled now and im by 
legislative enactment, so that pensions w become 
en en ee They 
preferred contributions and benefits now. The 
initial pension might be somewhat higher than that 
recommended in the report. 
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Sir John Anderson said that the Government thought 
workmen’s compensation called for further consideration. 
ing to what he described as “ the very controversial 
quéstion of the approved societies’’ he said that the 
system was one of unequal benefits for equal contribu- 
tions. He could not contemplate the passing of approved 
societies in their present form without very keen regret, 
but if those societies had to go it was not because they 
had failed, but because there was no longer a place for 
them under changed conditions. It might, however, be 
possible for the societies to act as agents in the adminis- 
tration of the national scheme. The Government agreed 
that a death grant should be one of the benefits, though 
‘the amount would be subject to further consideration. 
The Government agreed that the administration of the 
insurance side of the entire social security scheme ought 
to be consolidated into one organisation. Whether that 
organisation took the shape of a new ministry or some 
kind of statutory board it would be set up as soon as 
legislation introducing the new scheme had been passed 
by Parliament. 

Summing up, Sir John Anderson emphasised that there 
could be at present no binding commitment, but the 
Government adopted the Beveridge scheme in principle, 
and no reservations that he had made would affect-the 
speed and vigour of the Government’s preparations. 

In the,second day’s debate Mr. QuinTIN Hoae said 
we must restate political problems in terms of practical 
idealism which would be acceptable to the young. The 
Government had failed in practice by failing to set up 
an organisation to give effect to their principles, and in 
idealism because there was not a word in Sir John 
Anderson’s speech which kindled the smallest spark of 
imagination. ‘If you do not give the people social 
reform,” said Mr. Hogg, “they will give you social 
revolution.”’ 

The CHANCELLOR OF THE EXCHEQUER reminded the 
House of the serious financial implications of the Beveridge 
scheme, and pointed out that social security was only 
one of many pounns postwar claims, including housing 
and education. To bring about a comprehensive medical 
service the Minister of Health and the Secretary of State 
for Scotland would begin negotiations immediately with 
the medical profession. A comprehensive medical] ser- 
vice would invelve adjustment in medical practice. 
There would be almost a complete revolution in medical 
ideas and prospects, and the negotiations and setting up 
of the new system must take a considerable time. It was 
vital that matters affecting an honourable profession like - 
medicine should be settled with the greatest good will on 
both sides. As regards children’s allowances there were 
considerable difficulties, not in connexion with the prin- 
ciple, but in the adjustment of income-tax allowances 
and such matters. The drafting of legislation would 
thus take time, and the Government must have an oppor- 
tunity to survey the financial situation before finally 
committing themselves to the scheme. That, said Sir 
K. Wood, was not only reasonable, but if the Government 
did not do it they would be very irresponsible pee. 
He declared that the setting up of a ministry of social 
security at this moment would retard rather than 
expedite the carrying out of the Beveridge plan. For 
instance, the responsibility for a comprehensive medical 
service must lie on the Minister of Health, and if a new ~ 
minister was interposed it would only hamper and hinder 
the machine. Even if a minister of social security were 
appointed, his duty would be mainly confined not to 
matters like a comprehensive medical service or unem- 
ployment, but to the collection of contributions and 
things of that kind. Sir Ian Fraser, who followed the 
Chancellor, thought that the Government’s case was 
better than their speakers had made it out, to be. 

At the be: ing of the third day’s debate the Deputy 
Speaker announced that he had decided to call the follow- 
ing amendment in the name of Mr. JAMES GRIFFITHS and 
other members : 

That this House expresses its dissatisfaction with the now declared 
Rolicy of his Majesty’s Government towards the report of Sir William 

social insurance and allied 


veridge on an ed services, and urges the 
m of that policy with a view to the early implementa- 


tion of the plan. 
Mr. Griffiths declared that the Beveridge plan had become 


in the minds of the le a symbol of the Britain they 
were determined to build after the war, and a test of the 
sincerity of the Government’s promises. We could not 
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face the future without this scheme, ‘and the Government 
had no right to ask the people to do so. If the plan could 
not, be accepted during the war, hoe re chance was there 
of it being accepted afterwards 

Mr. W. Gapdeieane tear nk: tanks and aero- 
planes were needed they’ were ordered. The Chancellor 
did not say ‘‘ We will have to consider finance before 
we begin production.’”’ Yet when we faced the question 
of producing strong healthy men, women and children 
the first thing we came up against was finance. He 
hoped that the Government would see their way to adopt 
the whole report with regard to workmen’s ie. Poa ne 3 
Mr. R. D..- DENMAN felt that the-more we feared pove: 
at the end of the war the more urgent it was to implement* 
the Beveridge scheme, for the poorer we were the more 
essential it was to have minimum. standards. Mr. 8. 
Storey did not agree that the ultimate responsibility for 
the health services should be put on local authorities. 
Coéperation between the public authorities and the 
voluntary hospitals and enenes would not be easily 
attainable if on one of the ners had over-riding powers. 
To place the respo naibllity on local authorities ¥ would 
also spall ation; foe for it would uire complete reorganisa- 
tion of their boundaries. Regional councils were being 
set up under the auspices of the Nuffield Provincial Hos- 
pitatls Trust. He thought by an extension of this system 
pont ame contrive a flexible administration of our health 

ices. 

The Home SEcRETARY had a full House’ to hear him 
wind up for the Government. He declared himself 
mystified by the belief that the Government were trying 
to evade the issue or to double cross. They had accepted 
a whole series of important proposals, including a com- 
prehensive health service based on universality, free 
benefit, no means test, medical reorganisation, free hos- 
pital treatment—And representative control of hospitals ? 
asked Dr. H. B. MorGAN. . Morrison replied that this 
was not a country where you can get everything on a 
uniform dead-level pattern. We should always have a 
lot of bow tgr mew 6 effort, and if it died British democracy 
would be dead. The Government had also accepted 
children’s allowances at the rate of 5s. a week plus the 
development of a charter of child welfare which would 
give the Minister of Health freedom to go ahead. The 
—_ of disability benefit had also been accepted. 

ut because the Government propose to make long-term 
sickness benefit the same as unemployment benefit some 
protection against abuse is necessary. Mr. Morrison 
thought it better that the fonctions of health administra- 
tion shoéuld remain with the state department already 
looking after health, and the feeding and medical 
inspection of children with the Board of Education. But 
the door to a Ministry of Social Security was still open— 
indeed Mr. Shinwell felt quite a draught. Mr. Morrison 
claimed that the Government had beaten the clock in 
reaching conclusions on a great and important report 
while wea were beset with the problems of war. 


QUESTION TIME 
Medical Advisory Committee for Scotland 

Commander T. D. Gatsrartrs asked the Secretary of State 
for Scotland what steps he was taking to keep in touch with 
representative medical opinion in regard to current problems 
affecting the development of the health services.—Mr. T. 
JOHNSTON — By long-established practice, the Depart- 
ment of Health for Scotland has from time to time sought 
outside expert advice upon special medical problems. But I 
find there is in the profession a general desire for a regularly 
constituted committee to advise the department on the many . 
problems with a wide medical interest which are confronting 
the country today. I have therefore set. up a medical 
advisory committeé whose téfms of reference are ‘ to advise 
on the médical of problems relating to the health of 


the people.” The following i is a list of the members of the 
committee : 

Sir John Jue (chairman), | Sir Alexander Macgregor, 
Prof. E. P. Cathcart, FRS, | Dr. E. K. MacKenzie, 

Dr. G. Matthew Fyfe, | Dr. A. F. Wilkie Millar, 

Dr. Catherine Harrower, | Mr. Robert Richards, 

Prot. James Hendry, Sir John Orr, r 

Colonel T. D. Inch, } Prof. Adam Patrick, 

Dr. D. Dale Logan, I . Sydney Smith 


Rushcliffe Recommendations 
Dr. E. Summersxrit asked the Minister of Health why the 
eee. Committ ti on the nursing 





services were not made obligatory on all hospital siuthbesities, 
whether he was satisfied that tial nurses would be 
attracted to the profession at a standing salary of £40 a year 
and that £55 was an uate salary for the assistant nurse, 
category E; and whether he was satisfied that £70 a year was 
a fair salary to offer a fully state-registered nurse. — 
Mr. E. Brown replied: I Have no power to impose = 
obligation , but, I do not in any case believe that such 

action would necessary to secure the adoption of recom. 
mendations made by a committee so fully representative of 
hospital authorities eid of nurses. I think that the adoption 
of the recommendations will materially assist in recruitment 
for the nursing profession and I see no reason to dissent from 
any ofthem, I have already commended these recommenda. 
tions to hospital authorities and have informed them of the 
Government’s readiness to give financial assistance towards 
the substantial increase in cost which they will involve. 


. Tuberculosis Allowances 

Mr. W. GALLACHER asked the Minister on what date the 
financial scheme for persons leaving work on account of 
tuberculosis, announced by him in October, would commence 
operation ; and whether 1¢ would apply to all such persons, 
including nurses.—Mr. Brown replied : arrange- 
ments for the scheme are now at an advanced stage and I 
hope that it will be possible to bring the allowances into 
operation early in the coming financial year. They will 
cover all persons who suffer loss of income by giving up work 
to undertake treatment for tuberculosis. 


- A Ea ae Snel ees 





BMA AND THE BEVERIDGE REPORT 


Ar a meeting of the council of the association held on Feb. 3, 
Prof. R. M. F. Picken (acting chairman) presiding, it was 
decided to call a cial meeting of representatives for 
Wednesday, March 31, to consider whether the association is 
willing to codéperate with the Government in preparing a 
scheme for national health and rehabilitation. ‘The 
representative body will be asked to approve the following 
resolution : 


That if Parliament, after consideration of the Beveridge Report, 
decides to accept the — of the Report, and t into 
oneantion the proposals of the Report, taken as a whole, including a 


e for comprehensive heal at rehabilitation services for 
prevention and cure of disease and restoration of capacity for work, 
pepe = all oe hw the ¢ a = Sa eee toe 

willing to coépera’ preparation: @ scheme, pro 
(a) that the character terms, and conditions of the medical service 
are determin: negotiation and agreement with the medical pro- 
() that those those members of the community who decide 
ves in gant. oe r in whole of the benefits of 4 
service open to them 3 should not be precluded from obtaining t 
medical services desire from doctors within the scheme, paying 
= such setvices phecney, with the necessary safeguards to prevent 
use. 
A special conference of representatives of panel committees 
will be called for the same p and at the same time, Dr. 
H. G. Dats to preside over the combined meeting. In a 
preamble: to the resolution (as circulated in advance to the 
divisions) it is to be made clear that the resolution does not 
imply a whole-time salaried service. 


Infectious Disease in England and Wales 
WEEK ENDED FEB. 13 
Notifications.—The following cases of eta disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2073 ; whooping-cough, 1596 ; diphtheria, 895 ; 
paratyphoid, 4; typhoid, 1; measles (exel uding rubella), 


7,308; pneumonia ( or influenzal), 1542: 
puerperal pyrexia, 146; cerebrospinal fever, 124; 
poliomyelitis, 3; polio-encephalitis, 23 encephalitis 


lethargica, 1 ; dysentery, 85; oph ja neonatorum, 
78. No. case of cholera, plague or ‘zphee fever was 
notified during the week. 

Deaths.—In 126 great ‘towns there were 0 -deaths 
from enteric fever, 3 (1) from scarlet fever, 17 (1) from 
measles, 15 (3) from whooping-cough, 19 (2) from 
diphtheria, 34 (8) from diarrhea and enteritis under two 
years, and 131 (13) from influenza. - The figures in 
parentheses are those for London itself. * 

Birmingha m diarrhoea. Bristol had 7 
fatal cases ot indioaen, 0 hefiehi 6, Stoke-on-Trent 5. 

The number of stillbirths notified during the week was 
218 (corresponding to a rate of 32 per thousand total 
births), including 20 in London. 








In A 
Yorkshi 
aged 1¢ 
third cl 
and the 
bacteric 
culturec 
to the 
throat : 
C. diph 
farmer’: 
and wai 
June af 
of then 
at this 1 

The 1 
and a f 
sheds v 
farmhoi 
Next t 
contain 
being tl 
5 cows : 
undertc 
milk vt 
this wa 
in the 1 
supplies 
quantit 
subsequ 

Betw 
the tov 
milk-pr 
butor. 
outbrea 
public 
was cul 
immedi 
houses | 
persons 
found 1 
patient: 
hours o 

It ha 
in milk 
affected 
epidem: 
females 
the fem 
that of 
farmer 








ies 


rear 
rse, 
was 


the 
uch 
om.- 
> of 
‘ion 
ent 
rom 
da. 
the 
rds 


the 
, of 
nee 
ons, 
ige- 
d I 
into 


ork 





TSE LANCET} 


PUBLIC HHALTH 


[wEB. 27, 1943 285 





Public Health 


A MILK-BORNE OUTBREAK OF 
DIPHTHERIA * 


WILLIAM GOLDI= E. C. G. Mappock 
MB ABERD, MRCP CIE,MD EDIN, FRCSE 


(Emergency Public Health Laboratory, Pocklington) 
SEVERAL outbreaks of diphtheria have now been 
described in which a milk-supply has been the vehicle 
of infection. Wilson (1933) collected 13 such outbreaks 
in Great Britain between 1912 and 1931, and Armstrong 
and Parran (1927) 26 in America from 1906 to 1926. Ta 
very few of the epidemics hitherto described, however, 
_ eS ific organism been isolated from the milk- 
though it has o a yon bong ben reg + orga either 
in nase pharynx persons dling the milk or 
in ulcers found on the teats of cows. Bowhill (1899), 
Eyre (1899), Dean and Todd (1902), and Marshall (1907) 
have isolated the specific organism from milk in small 
outbreaks of diphtheria, although in all instances the 
number of bacteria present was said to be small. Klein 
(1901) claimed to have isolated the from one of 
100 mixed London milks which were being examined 
for other purposes. In the outbreak to be described 
here C ium diphtherie gravis was isolated from 
milk on two separate occasions. 


FIELD OBSERVATIONS 

In April, 1941, 3 of the 4 children of a farmer in East 
Yorkshire developed sore throats. The first child affected, 
aged 10 years, was not seen by a doctor. The second and 
third children, aged 11 and 8 years, became ill a week later 
and the clinical diagnosis of diphtheria was confirmed by 
bacteriological examination, C. diphtheriw gravis being 
cultured from their throat swabs. The two were removed 
to the local isolation hospital. Some days later nasal and 
throat swabs from the rest of the family were examined and 
C. dy ie. gravis was isolated from the throat swab of the 
farmer’s wife. She also was removed to the isolation hospital 
and was discharged with her two children at the beginning of 
June after four consecutive throat and nasal swabs from each 
of them had been reported negative. No steps were taken 





at this time to safeguard the milk-supply. 


The farmer, his wife, 4 children aged 11, 10, 8 and 4 years, 
and a farm labourer lived in # small farmhouse. The cow- 
sheds which were clean and airy were separated from the 
farmhouse by a concreted yard and adjoined a pail closet. 
Next to the house was a single-roomed dairy. The dairy 
contained a cold-water tap supplied by the town main, this 
being the only water-supply to the house. The farmer owned 
5 cows and was himself ible for the milking. His wife 
undertook the straining of the milk and the washing of the 
milk vtensils. The daily yield of milk was,10-11 gallons and 
this was taken by the farmer himself in cans to a distributor 
in the neighbouring town. On his way he distributed small 
supplies to three houses. The remainder was mixed with 
quantities from other sources and the bulked milk was 
subsequently distributed raw to about 300 houses. 

Between July 10 and 16, 7 cases of diphtheria occurred in 
the town, 4 of them in the houses supplied direct by the 
milk-producer and 3 in families supplied the milk-distri- 
As raw milk aj to be a common factor in this 
outbreak a sample was examined at Pocklington emergency 
public health laboratory on July 17. C. diphtherie gravis 
was cultivated from the sample and the sale of the milk was 
immediately stopped. The number of at risk in the 
pe, tes cok oe 18, and of these only the 4 affected 

r with a further child who was subsequently 
andl ae bao thane anaes: Geeuit tate salle The 3 other 
patients also drank raw milk; one of these died within 48 
hours of the onset of symptoms. 

It has been observed (Godfrey 1929 and Picken 1936) that 
in milk-borne outbreaks of diphtheria the average age of the 
affected persons is higher than is generally found in other 
epidemics. The outbreak affected 4 males and 3 
females ; the ages of the males were 8, 15, 38 and 69, and of 
the females 16, 22 and 34. It must be pointed out, however, 
that of the 18 persons in the 3 houses supplied direct by the 
farmer only 3 were under 16 and of these 1 developed diph- 


* A report to the Medical Research Council. 





theria and the other 2, one of whom was found to be a throat 
carrier, had both been recently immunised. 

On July 2i, ee Seen a nie nee 
one unstrained and therefore not handled by the farmer’s wife 
ped rt ar Same ats Po ayaten cradle C. diphtheria 
gravis was cultivated from the second sample but not from the 
first. At the same time throat and nasal swabs were taken 
from all members of the household. C. diphtheria gravis was 
isolated from the throat swabs of the youngest son, aged 4 
years, who subsequently developed clinical diphtheria: and 
from the throat of the farmer’s wife. After the removal of 
these two-to hospital further examinations of the milk were 
uniformly negative and the ban on its sale was removed on 
July 29. No. further cases developed in the district at this 
time. 

Further inquiries elicited the fact that the farmer's wife, 
who, as already mentioned, had been removed to hospital on 
the result of a positive throat swab, had a sore throat in March, 
1941. She gave a history of a frequent feeling of rawness in 
her throat together with some swelling of the cervical glands 
and a spasmodic cough. 

Throat and nasal swabs were also examined from al! 
members of the three households whose milk-supply came 
direct from the farmer. An evacuee boy aged 11 who had 
previously been immunised with two doses of APT was found 
to be a throat carrier of C. diphtherie gravis. As has already 
been said, he also drank raw milk and thus all the members of 
the three households who drank raw milk were accounted for. 
It was not found practicable to examine swabs from all the 
persons living in the 300 odd houses supplied by the milk 
distributor. 

BACTERIOLOGICAL INVESTIGATIONS 

The cases are divisible into : (1) those which occurred in the 
farm in April and which invelved the 3 children and the 
mother, and (2) those in July. 

In all instances swabs were inoculated on Léffler serum 


‘slopes and Neill’s (1937) heated blood-tellurite medium. 


Samples of milk were centrifuged for half an hour and loopfuls 
of the sediment were similarly inoculated on Léffler and Neill’s 
media. Smears from the Léffler slopes were stained and exa- 
mined next morning and the tellurite plates were scrutinised 
at intervals up to 48 hours. Typical colonies were picked 
off the tellurite, inoculated on heated blood agar and after 18 
hours’ incubation were seeded into 3 tubes of Hiss’s serum 
water containing 1% glucose, starch and saccharose respec- 
tively and into broth. 

In the April series bacilli with the morphological character- 
istics of C. diphtheria were easily recognised in smears pre- 
pared from Léffler slopes from the throat swabs of the farmer’s 
wife and 2 children. On tellurite plates heavy and typical 
growth of the gravis type was observed in each case. The 
organism produced acid in glucose and starch and there was 
typical pellicle formation in broth. It has already been 
stated that the farmer’s wife and her 2 children were dis- 
charged from hospital at the beginning of June after four 
consecutive throat and nasal swabs had been reported nega- 
tive. On two occasions these examinations were carried out 
at Pocklington EPH laboratory and on the other two at 
another laboratory which used Léffler’s medium only. 


BACTERIOLOGICAL FINDINGS IN 10 SUBJECTS, EITHER PATIENTS 
OR CARRIERS 











| Pocklington EPH lab. | Lab. ! Lab. B 
Subject |pyams * ae 
<x L+ | Tt ‘Wxams. +ve (|Exams.| + ve 
| } | | 
1 ae eae reas aay oe 1 
2 2 0 ee ee 0 1 1 
3 “A = he Bae ie 1 1 
4 1 | w on a 0 i 
fa le el we Aaa te OR tad a te 
7 z | 0 2 | 3 0 
8 2 | 0 iio @ -| 
9 h | 0 ag o® | 
10 3 0 TRE 0 
11 2 0 Tae 2 eget 0 


| | 
L + =positive result from Loffier’ 8 serum slopes. 
T + = positive result from Neill’s medium. 


The bacteriological findings in the 10 persons who were 
either patients or carriers in July are summarised in the table. 
Bacteriological examinations of swabs from 8 of them were 
also made at laboratory A where Léffler’s medium only was 
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used. In the referring to the results at Pocklington 
only positive findings are given; in every instance the first 
examination 


to results at labdératories A and B the figures given 
refer to the total examinations carried out. It will be seen 
that in no instance was a positive result obtained on Léffler’s 
medium either at P or at laboratory A. At 
Pocklington on the other hand heavy and typical growth of 
C. diphtherie gravis was obtained on the tellurite medium 
ca a eae oe Sees and from the milk. The 
organism acid in glucose and starch and showed a 
—-* pellicle growth in broth. Subculture of typical 
onies from tellurite to Léffler was carried out in 
several instances. Diphtheria bacilli were recognised in 
smears prepared from these slopes but barring of individual 
bacilli was not so well-marked as usual. On the two occasions 
when the organism was discovered in the sample of milk, 
growth on the tellurite was exceptionally heavy. 

Virulence tests.—Cultures of the bacilli jsolated from the 
farmer’s wife, from the evacuee carrier and from the first milk 
sample submitted were sent to Prof. J. W. McLeod at. the 
department of bacteriology of Leeds University, who kindly 
carried out virulence tests. He reported all three cultures 
to be typical gravis strains and to be virulent. 


DISCUSSION 


Several features of this outbreak are of interest. The 
consistent failure in two of the laboratories concerned to 
identify diphtheria bacilli by Léffler’s medium.from the 
July series of cases is unusual. While it is generally 
admitted that a tellurite medium gives a much higher 
percentage of positive results in dip Ghent contacts and 
carriers, it is also that in clinical diphtheria there 
is not so much to choose between the two media. Golds- 
worthy and Wilson (1942) point out that the mode of 
preparation of Léffler’s medium is an important factor 
in its —e in the diagnosis especially of gravis strains, 
and show that the best results are obtained by using 
serum which has been sterilised by filtration and sub- 
jected to the minimum amount of heat nec for 
inspissation. It seems improbable that this is sufficient 
to explain the n og ty results at Pocklington, as no 
alteration was made in the technique of preparing the 
Léffler slopes between April, when positive results on 
this medium were obtained, and July, when they were 
uniformly negative. Again, the organisms could be 
recognised in the July series when typical colonies on the 
tellurite medium were subcultured on Léffler slopes. 

From a few experiments carried out since the outbreak 
it would appear that when diphtheria bacilli are intro- 
duced into raw milk kept at room temperature the 
number present remains about constant up to 4—6 hours, 
but thereafter gradually diminishes so that at the end of 
24 hours the organisms can usually not be demonstrated ; 
too few observations have so far been made to j justify 
any general conclusions on the ability of diphtheria 
bacilli to multiply in milk. If our pre fixidings 
are confirmed they would probably explain the low 
incidence of diphtheria among consumers of the mixed 
milk as compared with the high incidence in those 
supplied direct by the farmer. 

Other factors may have been involved. Dilution of 
the milk must be taken into account ; the farmer’s daily 
10 gallons of milk was added to about 50 gallons from 
other sources. It is estimated too that 80-90% of the 
school-children in the district had at that time- been 
subjected to diphtheria immunisation and this was pro- 
bably a factor in preventing a greater incidence. It has 
already been pointed out, however, that of the 7 cases 
poi between July 10 and 16 only 1 was of —— 

t seems to us that dilution-together with a 
diminution in the number of diphtheria bacilli in nil 
were the important factors in limiting the outbreak, so 
that in all cases where the milk was not consumed in 
considerable quantities soon after its delivery the 
— of diphtheria bacilli administered would be very 


et mthe difficulty of isolating diphtheria bacilli from milk 

tellurite days has been stressed (MRC report 1923). 
A instance where C. diphtheriae interm: ag oe was 
isolated from milk on a tellurite medium has been 
brought to our notice (Fry 1941). It seems therefore 
that’ the isolation of diphtheria bacilli from milk is 


= a gud simplified by the use of a medium containing 
jurite 

There seems to be little doubt that in this outbreak 
diphtheria bacilli gained access to the milk from the 
throat of ong farmer’s wife while she was s the 

milk. > cough from which she — 
soohitile te itated the infection of the milk. The im 
portance of ensuring as far as possible that those engaged 
in the handling of raw milk are not vectors of infectious 
disease is obvious.- 

SUMMARY 

A small outbreak of diphtheria in a ro in East 
Yorkshire was traced to a milk-supply. C. diphtheria 
gravis was isolated from the milk on two occasions. 

The wife of the farmer was found to be a throat carrier 
of C. diphtherie gravis, and it seemed clear that she 
infected the milk while straining it. 

The isolation of diphtheria bacilli from all cases and 
carriers and from the milk-supply was made on a tellurite- 
containing medium. Results,on.Léffler’s medium were 
uniformly negative at two laboratories. 
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Special Articles 


Wilson, G 


GENERAL MEDICAL COUNCIL 


A SPECIAL session of the council opened on Feb. 17, 
with Mr. H. L. Eason, the president, in the chair, was 
chiefly devoted to disciplinary cases. 


_ Charges agdinst Medical Practitioners 

The council considered the cases of Alan Gray, MB 
Durh, who had been convicted of being drunk in charge 
of a motor vehicle, and of Francis Percival de Cauz, 
MRCS, who had been sentenced to five years’ penal 
servitude for procuring an abortion, and erased both 
names from the register. The name of Arthur Hilary 
Clifton Hill, MROS, charged with wrongful certification, 
was not erased. 


A CERTIFICATE FACILITATING EVASION OF MILITARY 
SERVICE 


The case of James Jackson Brown, registered as of 63, 
Lauriston Road, South Hackney, London, E.9, MRCS 
(1914), who had been summoned to appear before the 
Council on the following charge : 

That being a registered medical practitioner :-— 

1. You gave the towing certificate in your professional capaci 


for subsequent use for administrative purposes under the Sational 
Service (Armed Forces) Act, 1939 :— ace 


LIhereby certify that Mr. A. B. of *** has been a patient under my 
care foron 2 years. He then had asevere attack of Influenza which 
left him in the Post Encephalitic state. 
Herewith Specialist’s report. 
J. J. BROWN, MRCS, LRCP LOND. 
You stated in the said certificate given by you and dated May 


9 1040, that the said A. B. had been a patient under your care for 

» that toe say about, two years before that date, whereas in 
fact 4% had not been under your care for any such ‘and you 
had only seen him on one occasion, in May, 1940, m you did not 


~*~ Y¥ wir t k fessional inquiri 
. You no’ seake Ony.of sug. Sapper pentnnn quiries 
before you gave the said certifica 
mS The-certificate given by you ia the case of the said A. B. was 
. misleading, or improper within the paragraph | 
of the Warning Notice issued by the General ‘Medical Council dated 
bey 
You gave the said certificate for the purpose of enabling he 
said A. B., who was to your knowledge a 
liable, under the National Tn 
called up for service, to evade an which 
liable to discharge under or by virtue of the Act. 


Charges of conspiracy and of encouraging A. B. to produce 


become 


a ca) Act, 1939 to od 
orces > 
he might 





apparent disability were withdrawn, as were simila 
charges relating to another patient, C. D. 
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The complainants were the Ministry of Labour and 
National Service, represented by Mr. Gerald Howard, 
instructed by Messrs. Waterhouse. Respondent was 
accompanied by Mr. A. A. Pereira, counsel, instructed 
by Messrs. Le Brasseur & Oakley, on behalf of the 
London and Counties Medical Protection Society. 

After Mr. Howard had opened the case he called and 
examined A. B., and Mr. Pereira cross-examined. 
A. B. could remember very little about his interview 
with Dr. Brown. He thought he remembered Dr. 
Brown using a stethoscope on him, taking a specimen of 
urine and testing a knee-jerk. At his first medical board 
he had been put in Grade IV, but later had been regraded 
I. He had met Pell in a city office and Pell-had offered 
to help him te evade military service, but had added that 
it fr $4 cost £250.. He was not suffering from any illness 
at the time; he had acted before Dr. Brown. 

Dr. Brown, giving evidence on his own behalf, said 
that he was a British subject. His surgery and all his 
records had been destroyed by an air-raid in October, 
1940. Pell’s parents had been his patients. He had not 
recognised A. B. but had accepted Pell’s statement that 
he had treated him for influenza two years before. Pell 
had done most of the talking. Respondent had insisted 
on a second opinion, and four days later had been shown 
a specialist’s certificate confirming his own diagnosis. 
He had then issued a certificate. He was not perfectly 
acquainted with English and his certificate might appear 
misleading for that reason. He had subsequently refused 
= — anything to do with patients brought to him by 

. Pell. 

Counsel spoke, and the President announced that the 
council had found proved the charges as set forth above, 
and had directed the Registrar to erase Dr. Brown’s name. 


DESERTION FROM THE ARMY 


The case of Andrew Dorset Harper, registered as of 
Five Ways, Torquay, MB, Lpool (1924), FROS (1933), 
who had been summoned to appear before the council on 
the following charge : 

That being a registered medical practitioner and a captain in 
the Royal Army Medical Corps you when on active service deserted 
His Majesty’s Service, in that you, at Crookham, near Aldershot, 
on April 12, 1942, after having been warned to proceed overseas, 
with intent to avoid so , absented yourself without leave 
from the ist Depot and Training Establishment, Royal Army 
Medical Corps, until April 22, 1942, of which offence you were found 
guilty by a general court-martial held at Crookham on June 5, 1942, 
and were sentenced to be cashiered and to be imprisoned without 
hard labour for eighty-four days, the finding and sentence being 
subsequently duly confirmed. And that in relation to the facts so 
alleged you have been guilty of infamous conduct in a professional 
respect. 


Mr. Harper appeared, accompanied by Mr. A. A. 
Pereira, counsel, instructed by Messrs. Le Brasseur & 
Oakley, on behalf of the London and Counties Medical 
Protection Society. Mr. F. P. Winterbotham, solicitor to 
the council, explained that Mr. Harper had been gazetted 
to the RAMC on the outbreak of war as a surgeon 
specialist, with the rank of major, but in September, 
1941, had been downgraded to captain. He had taken 
no steps about this change until March, 1942, when he 
had written to the War Office objecting that the drop in 
his pay made him unable to meet certain financial liabili- 
ties. At about this time he was detailed to go overseas 
with a draft and reported at Crookham depot on April 7. 
The War Office had not replied, and to assist him the 
assistant adjutant rang them up and ascertained that the 
letter had been misdirected. It was dictated over the 
telephone and given to Mr. Harper. He observed that 
he must take initiative into his own hands. He inter- 
viewed the commandant, who allowed him to attend 
penconaiiy’ at the War Office. On return he ked his 

it and left the depot in a taxi-cab, giving the orderly 
cameeeet a letter for the commandant, in which he said 
that he had reached no solution of his problem and had no 
alternative but_to take the initiative in solving his own 
financial difficulties, and would stay at his home until the 
authorities reposted him under conditions of pay which 
would enable him to solve them. On April 22 he was 
arrested at Torquay. 

Mr. r, giving evidence, said he was 4i years old. 
He had a practice at Torquay, partly general and 
partly as a consultant and operating surgeon. As 
surgeon specialist in the Army he had held appointments 


in vario arts of the country. At one unit his com- 
manding officer formed the opinion he had applied for too 
much leave. On one occasion this CO recalled him 
from leave after twelve hours under the impression that 
Mr. r had left two days before his pass entitled him 
to go. The pass itself exposed the CO’s error, but he 
made an adverse report on Mr. Harper. This was with- 
drawn after interviews with the authorities. Mr. 
Harper also had trouble with his surgical chief, who 
expressed dissatisfaction at his work, disagreed with his 
technical views, and made another adverse report on him. 
Mr. Harper protested, and reserved his right of appeal 
under the Army Act. The general atmosphere at that 
station was one of undue watchfulness and suspicion in 
clinical matters within his domain. He was untactfully 
interfered with, and this worried him considerably, for 
he was not accustomed to a “ barrage of unfounded 
criticism coming from the blue.’’ He was posted to 
Bude as a captain to do general duty, and at that time 
sent in his appeal. It was dismissed about the end of 
January, 1942. He thought: it. reasonable to wait 
before taking action about his downgrading, but his 
order to proceed: on draft came, and once he left the 
country he would not have been able to take up the 
matter again. He was very much worried by the 
shortness of the time and by his financial position, for he 
had lost about £300 a year. and could not see how to pay 
his income-tax and mortgage interest. In refusing to go 
abroad he acted with his eyes open. He conducted his 
own defence before the court-martial. He served 42 
days in Winchester gaol and was released for goed 
conduct. He then returned to Torquay, and had 
resumed his practice there. He was now, he said, well 
aware of how wrong his action had been, and he tendered 
the deepest regrets. His judgment had been influenced 
by his anxiety. , 

The council decided not to erase Mr. Harper’s name. 

The council then spent a long period in camera 
discussing its evidence before the Inter-Departmental 
Committee on medical schools, procedure in penal cases, 
and other domestic business. 


MEMORANDUM ON SCABIES 


FURTHER investigations into the part clothing and 
bedding play in the spread of scabies have led the 
Ministry of Health to amend the edition of their memor- 
andum on scabies issued last June. They ask for the 
following paragraph to be substituted for the last para- 
graph in the section on methods of spread and preven- 
tion on p. 3 of the memorandum :— 


Recent investigations have shown that whilst articles of 
clothing and-bedding may play some part in the spread of 
the disease the importance of these as a means of dissemination 
has been much over-estimated : and that with the standard 
methods of treatment (benzyl benzoate emulsion or sulphur 
ointment) routine disinfestation of clothing is unnecessary, 
as the layer of medicament which covers the body after 
treatment is usually sufficient to kiil.all mites on the clothing. 
Moreover, in view of the small reinfestation or relapse rate 
which has occurred when disinfestation has been abandoned, 
it is simpler to repeat treatment in such cases rather than to 
expend the amount of manpower and material required for 
routine disinfestation in all cases. Emphasis should rather 
be laid on the follow-up and treatment of the family contacts 
and other close contacts of the original case, including, for 
instance, children of other families who are playmates with 
an infected child. It is not necessary, therefore, to insist 
on disinfestation as a routine procedure, though it may be 
justified on Occasion, as for instance when there is a high 
incidence of scabies amongst people living in overcrowded 
conditions and compelled to use communal bedding and 
clothing. The parasites are killed comparatively easily and 
by very moderate temperatures, and ironing with an ordinary 
hot iron is quite effective for clothing or blankets. 








Meproat CasuaLtiszs.—Tho following casualties have lately 
announced : : 
Missing—Lieutenant W. Bremner Highet, FROS, RAMC, 


Wounded or injured—T/Surgeon Lieutenant G. R. Walker, 
RONVR. 
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Lattioen'& to the Editor 


NURSING ‘REFORM 


Sir,—Now that the Rushcliffe committee have made 
their report there seems to be a danger that both the 
nursing a and the public may believe that the 
last word has been said on nursing reform. This is not 
the case. The committee’s terms of reference included, 
at first, the drawing up of seales of salaries and 
emoluments ; later, hours of work, holidays and super- 
annuation. rights were included. 

The report states (¥ 11lb) that “ the number of 
trained nurses qual at the present time is in- 
adequate to satinfy the large and growing demands for 
their services . . . we regard it as a matter of the first 
importance that, notwithstanding the many other 
demands on woman power at the present time, an 
increased flow of suitable student nurses into hospitals 
should be both enco ed and effected.’”’ The improved 
seale of salaries is to welcomed, but it is doubtful 
whether this scale, which represents but a small advance 
on that already found in some municipal services, will 
encourage and effect an increased flow of student 
nurses into hospitals. The 96-hour fortnight, the other 
.. recommended reform, has already been declared im- 
Pp icable under present conditions in many quarters. 

ages and hours are the traditional concern of trade- 
unions. Yet the staunchest supporters of the Rush- 
cliffe re ee often decry the attempt to organise nurses 
on trade-union lines. In my experience organised 
nurses are asking for far more fundamental reforms 
than. those recommended in the report: no less than the 
reorganisation of the profession in order to bring its 
educational standards and living conditions into line 
with those obtaining among other groups of professionay 
women. It is clear that many desirable reforms are 
impracticable until there are many more trained nurses 
available ; but if a complete scheme for reorganisation 
were to be drawn up at once, some reforms put into 
practice n&w and the remainder assured fer the near 
future, girls starting their training now would have the 
promise of greatly improved conditions four years 
hence on qualification, A few reforms immediately 
possible are: living in to be optional; nurses’ homes 
te be run on informal hostel lines by a lay warden ; 
reduced restriction in off-duty times; no marriage 
bar ; part-time work to be found for the married woman 
with home ties; lectures to be given in duty periods 
and to be closely connected with the nurses’ ward work ; 
freedom of organisation to be allowed and self-govern- 
ment to be encouraged. Future progress would aim 
at’ emphasising the ‘‘ student ’”’ in the term “ student 
nurse’; this would gradually become possible, since 
with more trained staff available hospitals would be 
increasingly staffed by trained nurses and domestics, 
not probationers combining the two offices. 

A moderate increase in salaries and reduction of hours 
are not going to double and treble the entry into the 
nursing Agog which an adequate health service 
will ne in the future. More radical reforms are 
needed ; these should be faced now, wherever possible 
instituted immediately, or where that is not possible 
assured for the earliest possible future date. 

Sedbergh, Yorks. PaTRIA GAIRDNER. , 


DARWIN AND PSYCHOTHERAPY 


Sir,—Some of _ pleasure found in writing on the 
health of Charles Darwin arose from the belief that 
one could neglect all but the original literature. This 
notion, although pleasant and I believe proiitable, was 
ilusory for the subject has attracted much medical 
authorship. Sir Buckston Browne ‘has recently pub- 
lished ( ature 1943, 151, 14) a short article entitled 
Darwin’s Health in which he refers to a diary now in the 
possession of the British Association for the Advance- 
ment of Science. This is a health diary kept by Charles 
Darwin from 1849 to 1854 and is written on thirty-four 
ee of unruled foolscap. Sir Walter Langdon- 

rown, with encyclopedic memory, told me that an 
American named Kempf had published a previous 
analytical study. This I have now read (Psychoanal. 
Rev. 1918, 5, ial). It is a study for the expert and is 
based on the ‘theory of mother-fixation ; it dives beneath 


the surface of Darwin’s letters and brings up some 
innocent-looking guns and pistols as sexual symbols. 
Kempf makes reference to two further articles: one by 
Ww. Johnson (Amer. Anthrop. 1901, vol. 3) who 
concludes that Darwin's illness was ‘“ chronic neuras- 
thenia ” and another by G. M. Gould in his Biographic 
Clinics attributing his ill health to ‘‘ eye-strain.”’ 

Sir Arthur~Keith has pointed out an error in my 
article which deserves public correction. Sir Buckston 
Browne, in his enlightened generosity, presented 
Darwin’s home, Down House, to the British Association 
for the Advancement of Science as a national memoria! 
to Charles Darwin. The farm and laboratories which 
he built for the Royal College of Surgeons are also at 
Downe and on land adjacent to Down: House. 

Derby. Dovetsas HUBBLE. 


DISTRIBUTION OF EXPENSIVE REMEDIES 

Sm,—We have read Doctor Don’s letter with great 
interest and quite appreciate his point of view. On the 
other hand, under existing conditions, burns on a large 
scale are extremely common and are resulting in serious 
mortality. Research work on burns is being pursued 
vigorously in many directions, and we feel that it is 
justifiable to recommend the use of substances which 
may now not be too readily available, provided that their 
use has value in curing burns and in reducing the mortality 


from them. R. M. Heeers, 
Wakefield. E. M. ABBOTT. 


GLOVES OR NOT? 

Sir,—Your leader of Feb. 13 recalls to my mind a 
visit I paid some two years after the last war to Prof. 
Carl Gauss of Freiburg, in order to learn about twilight 
sleep from him. I watched him perform several major 
operations. He never wore rubber gloves; instead he 
put on two pairs of thin white sterilised cotton gloves. 
If the outer pair got much soiled in the course of the 
operation he would slip them off and still have a clean 
pair underneath to carry on with. While rubber is so 
scarce, our surgeons might resort to this method. 

London, S.W.1. C. Horwitz. 


HUMOUR AND MENTAL DEFECT 

Sir,—Your peripatetic correspondent asks ‘‘ can the 
presence or absence of any special sense of humour be 
taken as evidence of mental capacity or mental defect ? ”’ 
I have consulted Hazlitt, and perhaps the prognosis is 
not so grave as it appears at first sight. According to 
this .authority it is a Sg Pte of nationality. In his 
Essay on Merry England he says, “‘ I flatter myself that 
we are almost the peg people who understand nonsense. 
In these days of paper shortage I have refrained from 
further quotations, but I commend the whole essay to 
him. In support of. Hazlitt’s claim we have the ever- 
lasting enjoyment by the English of the works of Lewis 
Carroll, and. above all of Edward Lear. 

Hove. J. P. SPENCER WALKER. 


MEDICAL ANONYMITY AND THE RADIO 

Stmr,—Your correspondent Enquirer is “ startled ” 
that my name should have been announced over the 
radio at the end of.a broadcast discussion on state- 
organised medicine, and its publication in the Radio 
Times (with which I had nothing to do). It is not easy 
to see why he should be troubled by this when he admits 
that ‘‘ perhaps it is in the public interest that the origin 
of widely disseminated statements, opinion and advice 
shall be known so: as to be better appraised.”’ I can 
assure whoever hides beneath the pseudonym Enquirer 
that it is in the public interest, and precisely why | 
insisted that if I put forth views over the radio they 
should not be anonymous. With regard to the insinua- 
tion that the occasion was used as a means for advertise- 
ment, I may point out that itis not profitable to advocate 
opinions which are contrary (so I am told) to the large 
majority view. In any case the profession has a tribunal 
in whose hands the question of advertisement or publicity 
may be safely left. 

My answer to the insinuation is that which Henry Ford 
is alleged to have given, and with the same contem pt, 
when asked about.‘ Culture ’—‘“‘ I haven’t got it, nal 3 I 


don’t want it.” 
London, W.1. ALECK BouRNE. 
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Obituary 





HARRY LAMBERT LACK m 
MD LOND, FRCS 


As we announced last week, Mr. Lambert Lack died 
on Feb. 14 at the age of 75. He was one of the most 
distinguished exponents of laryngology in this country 
and one of its pioneers. 

He was. educated at King’s College, London, and at 
King’s College Hospital, where he carried off most of the 
possible prizes. m & house appointment at King’s 
he went to the Children’s Hos om Paddington Green, 
and the Throat rg ag Go n Square, as resident 
medical officer, and he joined the staff of both these 
hospitals after taking his surgical fellowship in 1893. 
The Jacksonian prize of the Royal 
College of Surgeons was awarded 
to him in 1899 for an essay on the 
pathology, diagnosis, and treat- 
ment of inflammatory affections 
of the nose and its accessory 
sinuses and air-cells. His work 
on the nasal sinuses, begun. thus 
early in his career, revealed a 
critical mind, highly developed 
powers of observation and a 
sound knowledge of pathology. 
He was elected throat surgeon to 
the London Hospital, and in 1906 
peoduend Diseases of the Nose and 

Accessory Sinuses, dedicated to 
his old teacher Watson Cheyne. 





Elliott & Fry 
This book put him in the front rank of his specialty— 


—a position he retained all his life. Not a little of its 
material was. derived from his own investigations, and 
many of the conclusions are as valid today as they were 
37 years ago. The chapter on nasal obstruction, with 
its ingenious views on the resulting deformity of the 
—_ septum, mouth and teeth, shows an unusual 
ity for reasoning, and has been the basis of much 
a uent discussion on a complex problem. 

was also particularly interested’ in the nature 

and causation of nasal polypi, and carefully examined 
their pathology, including the condition of the bone in 
the region of their origin. He devised an operation for 
their removal which involved the partial eradication 
of the ethmoid air-cells, a ring curette being the instru- 
ment chiefly employed. This operation was difficult 
to perform thoroughly and with safety, but in the hands 
of its originator gave excellent results. Among many 
other subjects he studied was congenital laryngeal 
stridor, and he accurately described the form of larynx 
associated with this condition. He personally carried 
out many bacteriolo one investigations into fibrinous 
rhinitis and discussed its relation to diphtheria. <A 
paper on operations for cancer of the vocal cord suggested 
a new manner of approach with removal of a portion of 
the thyroid eartilage, and this technique was adopted, 
with modifications, by othersurgeons. He was a careful 
and skilful operator; though very loth to adopt drastic 
measures where conservative treatment offered a good 
chance, he could be very radical when occasion demanded. 

In view of his training and wide clinical a agen 
it is not surprising that-in cases presenting difficulty in 
ore se his opinion was often séught by other laryngo- 

One of them, who had a long professional 
ateteion with Lack as clinical assistant, registrar and 
junior colleague, writes that he owes much to this 
intimate relationship, which was always profitable and 
delightful. ‘‘ He was at all times kind and considerate, 
and he was much beloved by his colleagues, the nursing 
staff, and his patients.” 

At home, he was proianstely_} fond of the country 
and the life to be found in field, wood and garden. He had 
an exceptional knowledge cf antique furniture, on which 
many sought his advice. He read widely, and as his 
memory was remarkable his mind became a storehouse 
of information. In his wife,.a daughter of Colonel 
McNeill Rind, he had an ideal companion. She survives 
him with a daughter and three sons, one of whom, 
Ohristofer, is-serving in the RAMC. His — son is 
one of the world’s nt nate on wild birds 


Sir Charlton Batons: Slliens ** Lambert Lack cntinad 
King’s College as a student in his 17th year, shortly before 
the retirement of Lister. He was house surgeon and 
pathological assistant to Watson Cheyne. He realised 
the influence which these two had on his scientific outlook 
and success. 

‘* He was born in Norfolk, and his choice of a profession 
was influenced largely by his uncle, a well-known practi- 
tioner in that county who attained to a great age. He 
was brought up on his father’s farm and attributed his 
power of clinical observation to that early environment 
and training.. He remained faithful to the Eastern 
counties, and spent many holidays, there, and after retire- 
ment: much time with his sons bird-watching in the neigh- 
bourhood of Thetford. He was always good-tempered 
and unhurried, and never put out when things did not go 
exactly as they should. ut his greatest characteristic 
was a certain slow deliberation, from which he reached a 
decision on which he was absolutely certain and from 
which he could not be moved. This obtained both in 
clinical and mundane matters—in a diagnosis or in judg- 
ing the genuineness of a piece of antique furniture. 
Early on in his career he made up his mind to retire at a 
comparatively early age, and when that time arrived 
retire he did, in spite of the protests of his many friends. 
In his prime he was a keen cyclist and later a golfer, but 
after giving up practice his activities consisted mainly in 
gardening and bird-watching, though he entered into 
the pursuits of his children like an elder brother. After 
fifteen years of retirement to most he must be a reputa- 
tion, but to those who knew him in the old days an abiding 
memory of a great-hearted friend.”’ 


GEOFFREY CHARLES PURSLOW ‘ 
M B BIRM 


Dr. G. C. Purslow has died at sea as a result of enemy 
action. He was the son of Lieutenant George Purslow, 
who was killed in the last war, and of Mrs. D. G. Gwynne 
of Cheddleton Heath, near Leek. 
Geoffrey was educated at Adams 
School, Newport, where he was 
head boy for two years. He left 
with a Kitchener scholarship to 
study medicine at Birmingham, 
where his uncle, Dr. C. E. Purslow, 
was consulting obstetrical and 
gynzcological surgeon to the 
Queen’s Hospital. He showed 
great promise as an oarsman, and 
in 1939 was a member of the junior 
four of the Birmingham Rowing 
Club. A. fellow member of the 
Midland Sailing Club writes: 
“* Geoffrey’s keen sense of fun and 
sportsmanship were apparent in all he undertook. Tall, 
dayk and debonair, he was a general favourite, and his 
attractive personality and capacity for leadership made 
him a stalwart member of the team.’’ Purslow graduated 
MB in 1940 and took his English conjoint qualification 
the following year. He was serving as a medical officer 
with the Cunard White Star Line when his ship was lost. 
He saw his patients safely into a lifeboat and was later 
rescued from the sea himself by another lifeboat. He 
worked among its occupants for some days until he died. 
No further details are yet available. He was 26 years 
of age. 








Aetigeintintindes: 





GOODWILL, SIBYL, MRCS, DPH : temp. asst. MO for Islington. 
Hinton, W.S., MRCS: examining factory surgeon for Mitcheldean, 
Glos. 


INGLEs, J. S., MB EDIN.: examining factory surgeon for Worcester. 


Colonial Medical Service-—The following appointments are an- 
nounced :— 
FRANKLIN, G. C., MB CAMB: MO, Gold Coast ; 
HUTCHINSON, M. P., mRosS: MO, Sierra Leone ; 
MAcnamara, F. N., MB CAMB.: MO, Nigeria ; 
MacnaMarRA, O. D., MB OAMB.: MO, Nigeria ; 
MILNE, F. A., MRCS: MO, Northern Rhodesia; 
Poo1e, L. G., MB LpooL: MO, Fiji; and 
SPRINGETT, V. G., MRCS: MO, Nigeria. 








‘ < Needham on embryology and of Newton’s 
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BOOKS FOR THE CONNOISSEUR 


Now, when old books cannot be bought from abroad, 
a catalogue (Z’art ancien: catalogue 28. Ziirich). of 
books by pioneers of medicine and natural science 
makes the mouth water. This list covers all sciences 
from renaissance times, including several interesting 
medicalitems. There are unfamiliar continental editions 
of English classics: a Dutch edition of Lower on the 
heart for £12 and Stephen Hales’ s Hemostatics in 
French for £4. Fabricius, Harvey’s master at Padua, 
— from a Lyons press, and there is a German 
tion of Cesalpino who (they say_in Italy) discovered 
the circulation. A rare edition of Résslin’s Woman’s 
Book is offered for 300 Swiss frances (£18) bound up with 
two equally rare tracts by Pictor on popular hygiene, 
dating from 1565-66. Among several early her' are 
some fifteenth-century editions of the Gart der Gesund- 
heit and a Fuchs, whose name is familiar today through 
the fuchsia. There is a German translation of Sir 
Thomas Browne’s Vulgar Errors, and a series of the rare 
Geneva editions of Boyle. There are Dutch P armeerya ag 
incipia 
umber of books by Glauber (of Glauber-salts fame), 
alileo and some Faradays, or a fine copy of the 
butterfly plates engraved by the great Czech engraver 
Wenceslas Hollar who worked in England in Charlies I’s 
reign, might appeal to different tastes. Among more 
modern classics are a copy of Billroth’s Surgical Clinic 
of 1869-70 and an early neurological work of Flourens. 
Altogether it is an engaging catalogue, containing few 
great prizes but much to interest and attract the amateur 
of old books. 


Eugenic Aspects of Family Allowances 


In his Galton lecture to the Eugenics Society on Feb. 16, 
at which Lord Horder presided, Sir William Beveridge referred 
to the dysgenic fact that the birth-rate is higher among the 
poor than’among the prosperous. According to R. A. Fisher 
the explanation was not that prosperity caused infertility, but 
that infertility caused social promotion and prosperity. 
Children’s allowances would help to equalise conditions 
between small and large families and would thus diminish the 
social promotion of the infertile. But the flat subsistence 
rates proposed in his report did not, from the eugenic stand- 
ieee oo far enough. They would need to be supplemented 

me of children’s ar, Aha rsert in each of the professions 

ant occupations demanding a test of ability from its entrants 

(e.g., medicine, law, teaching, Civil Service and accountancy). 

schemes must offer far more than bare subsistence, and 

their cost would have to be met by contributions within the 

occupation. An additional means of removing the premium 

on infertility was the maintenance and extension of income- 
tax rebates for children. . 


Royal Society of Medicine 


A general meeting of the fellows of this society will be 
held at 5 pm on y, March 2. On March 3, at 2.30 PM, 
Sir Arthur MacNalty will speak to the section of history of 
medicine on the official medical history of the war. The 
section of surgery will meet at the same hour when the 
following short papers will be read: Dr. P. L. Mollison, 
revised principles of blood transfusion; Mr. F. Ronald 
Edwards, a form of bovine serum suitable for a plasma 
substitute in the treatment of shock; Mr. J. D. Ferguson, 
suprapubic cystotomy; Dr. Howard Ives, lumbar sympathetic 

procaine injections in peripheral vascular disease. On 
March 5, at 10.30 am,"at the section of otology, Captain E. P. 
Fowler, USAMC, wilk speak on audiogram analysis and 
interpretation and the fitting of hearing-aids with special 
reference to Service requirements. Other speakers will 
include Lieut.-Colonel Myles Formby, Mr. T. E. Cawthorne, 
and Air-Commodore E. D. D. Dickson. The section of 
laryngology will meet at 2.15 pm on the same day, when 
Prof, Alexander Fleming and Mr. E. D. D. Davis will 
open a discussion on the prevention of acute pyogenic infec- 
tions of the nose and throat. The section of anzsthetics 
will also meet on March 5, at 2.30 Pm, when Dr. John 
Gillies will read a paper on the time factor in surgical 
operations. 


NOTES AND NEWS 
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Medical Honours 
The King has awarded the following honours to medical 
officers in recognition of gallant and distinguished services in 
the Middle East duting the period May to October, 1942: 
CB—Brigadier A. J. Orenstein, CMG, CBE, MRoP, S. African 


Forces. 
, Fos pal -General P. S. Tomlinson, CB, DSO, MRCP, KHP, 
a 


CBE—Major-General D. O. Monro, FROSE, laterame Brigadier (T) 
Edward lips, MB DUR, late RAMC; Colonel T. D. MacG. Stout, 
FRos, NZ Mili Forces. 

OB Majur 


Lieut. Colonel) H. 8. Allen, FRcs, RAMC ; Colonel 
(@) Douglas Bluett, MB DUBL., RAMO; -Major (T/Lieut. ae ) 
R. Burke, — IDED.. mane; ” Major (T fLieut.-Colonel) G. A. H. 

Buttle, MRCS, RAM T) Norman Cameron, MB GLASG 

RAMC; Lieut. Golonel Jagdish — , MB PUNJAB, IMs; Ma: jor 
(TiLieut. ——_ R. K. a ; Colonel @) 

Dickson, MB GLASG. ut.-Colonel W. FE. 
Ee CIE, LRCPI, IMS ; Major (T! thiLiewt. “Geionel) oO. B. Levick, 
FRCP, RB. RAMC ; Colonel A (ty —— Morrison, MC, MB ABERD., RAMC ; 
aes fs ¥ ) uae, gases T /Majo: ad ‘A. H. * Champi 
im ( r nero an FRCS, 

Captain Brian de omg eee 7, ri IMS ; i iS. Hacking 5 We Ww. a: 
Dennis, MB ST. AND., Captain iar iB 


MB CAMB., RAMC ; Captain ( (T Major) 8. W. Hobda: aieetek 
(T/Major} 1 R. J. Kellar, MB EDIN., RAMC ; Captain (T/Major) 
MB MANC.; RAMC; Captain (T/Major) Jo mappa nog ay macs, 

IMS ; Captain T/Major) i. L. W. Sixsmith, 
(T/Major) E . Spring, RAMC; Captain (T/Major) I B. *g. 
FROP, RA 
Pee Crrhay jo 5 ) M.S. Wililamisg = 3D DURE. Mxano On , Captain 

in ajor illiamson. D A 
B.A. B RAMC ; Captain William Darby, MB LOND., 


Captain Sukhdev Kapila. 


The following awards have lately been made to medical 
Officers ; 
DSC—Prob. T/Surgeon Lieutenant A. E. De La T, Mallett, 


RAMC ; Boaptain VF e FP. Siqueira, MB, IMS ; 
IMs. 


a mere —Captain W. H. Canipbell, 11, Australian Military F 
Dp MB, A ‘orces : 
captain M. H. K. Haggie, MB-CAMB., RAMC; Lieutenant C. G. Rob. 
CS, RAMC, 3 


Medical Society of London 

A meeting of this society will be held at 11, Chandos Street, 
W.1, on Monday, March 1, at 4.30 pm, when Surgeon Rear- 
Admiral ©. P. G. Wakeley, Surgeon Lieut.-Commander W. G. 
Gill, and Prof G. R. Cameron will open a discussion on the 
effects of underwater explosion. 





The fact that goods made of raw materials in short 
supply owing to war conditions are, in this 
paper should not be taken a8 an indication that they are 
necessarily available for export. 


Births, Marriages and Deaths 


BIRTHS 
BLACKBURN.—On Feb. 16, the wife of Major Guy Blackburn, 


FRCS, RAMO—2 son. 
CooPER.—On Feb. 18, in London, the wife of Dr. Peter Cooper— 


a@ son. 
DAviEs-JONES.—On ae, ,15, at Leicester, the wife of Dr. Cyril 
Davies-Jones—a@ so: 
GERALD STEEDE.-On Se 12, the wife of Major F. D. 
FitzGerald Steede, RAM iter. 
‘ALL.—On Feb. ita at t Church a Hants, the wife 
. T. Furni o—a daughter. 


of Lieut. sag one 
N—On Feb. 8, in Manchestér, Di aie: r. Fores Graveson (née 
Scott). wife of Dr. Stanley 
HAWEINS Py 3: Feb. 16, at Beaton th tine we wite of of Dr. Leslie Hawkins— 


Hysior—On Feb. 10, at Settle, the wife of Dr. David Hyslop—a 








dai 
a ry - Feb. 19, Fron race magyg Latimer, Northants, the wife 


of Dr. 
WaAtTTs.—On ‘Feb. 16, at Chigwell, the-wife of Major Harold Price 
Watts, RAMC—a son, 


MARRIAGES 
BREMNER—CAMMOCK.—On Feb. 12; at Sheffield, Alan Elmslie 
Cammock, MB. 


Bremner, MB, to Mary 
Lots Romenes.__-On Jan. 30, at ben ery USA, Walter E. 
Loch to Mary Hyde Robbins, MB, of East Grinstead. 


DEATHS 
Ameer are. —On Feb. 19, at Redhill, Thomas Anstey-Chave, 
FROSE. 


MB LO 

panes Paine Feb, 1 18, in Glasgow,John Freeland Fergus, MD GLASG., 

Hanomn On Feb. 16, Freek Arnold Harger, mMRcs, of Waltham 
Abbey, Essex, aged 7 

Lace Feb. 14, Hoses, em Lack, MD LOND., FRCS, of 

ugh Place, Lond: Nws, 

ROOCKSTRO foe Feb. 15, Frank ‘Braine 7 Rocksiro, MRCS, BD LOND., 

SpaRK.—On Feb: 18, at Newquay, Percy Charles Spark, MRcs, 
of Dulwich, aged 72. 

STRETTON.—-On. —. 14, at Kidderminster, John Lionel Stretton. 


MRCS, 
THORNTON.—On Feb. 18, at Castlederg, Northern Ireland, Kenneth 
Roy Thornton, MB GLASG., late captain RAMC, 
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UNRECOGNISED CONGENITAL SYPHILIS 


Davip NABARRO, MD LOND, FROP 


LATE DIRECTOR OF THE PATHOLOGY DEPARTMENT OF THE 
FOR SICK CHILDREN, GREAT 


[HE HOSPITAL 
ORMOND STREET; PATHOLOGIST, EMS 


t policy of the 
Sir 


Wilson Jameson, the ban on the free ventilation of the 
venereal ae a oe roblem by radio and in the lay press 
has been lifted. Inthe recent debates in both Houses of 
Parliament and in all the recent correspondence there is 
one aspect of the subject. which has been almost over- 
looked because it is not widely known even among 
members of r— profession—namely, unrecognised 
congenital age » early and late. 

Much of congenital syphilis seen today is different 
from that seen 50 or even 25 years . It is quite 
exceptional—or it was until the outbreak of the present 
war—to see a case of the infantile disease with 
rash, = epiphysitis and “ old man’ appearance 
which st iil figures in the textbooks. Instead there may 
be only an evanescent rash, possibly aecompanied by 
slight snuffles and usually attributed to catarrh or 
adenoids, a condition which in the absence of a blood 
test on mother and child will-lead to some simple diag- 
nosis, but generally not to one of syphilis. Sometimes 
the only symptom may be a failure to thrive. This 
change in: the? clinical manifestations of congenital 
syphilis is, I think, largely due to the attenuation of the 
spirochzete consequent upon the partial treatment of the 
parents. The belief is prevalent in the profession, and 
most students are being taught, that it is today a rare 
disease. Even many pediatricians hold this view and 
consequently teach it. 


An interesting illustration of this came to my notice some 
time ago when talking to a pathologist about my experience 
of congenital syphilis at Great Ormond Street. She recalled 
how when she was a student there some years before she was 
asked by the physician to examine an infant, and when she 
had carefully gone into the symptoms and signs and was asked 
what she thought it might be, her reply was meal the <r 
disease she could make it fit in with was congeni pratt! 5-8 
“* Congenital fiddlesticks ’ exclaimed the pinyris Biyicien. 
do you women always think of syphilis ore jpn ase 4 
blood test proved that the woman’s surmise was correct. 

Why did the women students at Great Ormond Street 
‘* always think of syphilis ? ’’ Because it was part of their 
training at the particular hospital from which this 
student hailed.. The hospital has a well-directed VD 
clinic for women and children which doubtless the 
students are all encouraged to attend and-there is also 
an efficient antenatal clinic where they see the beneficial 
results of treatment of infected expectant, mothers. Men 
students, on the other hand, are not taught much about 
congenital syphilis “as if is too rare a disease to spend 
much time upon ” and their attendance at VD clinics is 
short or non-existent. D the 23 years that the 
VD clinic at the Children’s Hospital, Great Ormond 
Street, was under my care many cases came to my notice 
where congenital syphilis had been overlooked—some- 
times for years—when the diagnosis from the teeth, 
nerve lesions or mental condition should have suggested 
the possibility or probability of the disease, and prompted 
the performance of a blood or a spinal fluid test or both. 
Sometimes on the other hand congenital syphilis is 
diagnosed on insufficient grounds and when it is not 
present. The following family well illustrates both 
these aspects of the diagnosis. 

An infant 5 weeks old was admitted to the special LCC unit 
under my care with the diagnosis of congenital syphilis, 
based on the history of “‘a rash and wasting” and the fact 
that the mother:had a positive blood test. On admission 
of the child to the unit there was no sign of a syphilitic rash, 
the X-ray pictures of the long bones showed no changes 
and nin @ blood tests from 5 weeks to 7 years of age es well as 
a spinal uid test have all been negative. There is, therefore, 
little saelaraae. that the child has ever suffered from 
congeni 

The family history is interesting: the baby’s grandfather 
died, -aged 57 years, in a public assistance institution from 

‘ progressive muscular atrophy ”’ which in all probability was 
due to general paralysis. He had been an inmate for 4 years 

6236 


but no blood or fluid test had hemnensenit out. His 
daughter, the st of my patient, was a feeble-minded girl! 
who at the age of 25 years was seduced and became pregnant 
in consequence. Shortly afterwards she was admitted to an 
institution for the feeble-minded and although her blood a 
month after admission gave a positive Wassermann reaction, 
she had no treatment throughout her pregnancy and has had 
very little since. When her infant was admitted to my ward 
I wrote to the medical rintendent of the institution asking 
for fuller information about the mother. The reply came 
“that she was a feeble-minded girl with a mental age of about 
i years, poorly educated, simple and childish. She had 
F unequal and inactive pupils and the knee-jerks were 
exaggerated.” One would have thought that these symptoms 
and signs together with the positive Wassermann reaction 
would be sufficient evidence of congenital syphilis, yet the 
letter ended with the sentence “‘ There is no evidence of 
congenital syphilis.” Ireplied that I thought it was probably 
a case of congenital neurosyphilis and asked if a spinal test 
could be dene. One attempt to do this proved unsuccessful 
and it was ‘‘ deemed undesirable to make another attempt.” 

Some years later I saw the patient in the institution when 
the diagnosis was fairly obvious from her teeth alone. From 
her case-sheet in which the above correspondence was epito- 
mised, I learned that a subsequent assistant medical officer 
had diagnosed the teeth and made a note to that effect, also 
that later still another medical officer had made a note saying 

“This is an interesting case of congenital neurosyphilis and 
should have the spinal fluid examined.’ I further discovered 
in the notes that before admission she had been examined by 
two experts at headquarters, both of whom apparently con- 
centrated on her backward mental condition and failed to 
recognise that the mental defect was due to congenital 
syphilis ; if it had been treated even at that time the patient’s 
prospects might have improved. Now she is doomed to a 
lifelong stay in an institution. 

In syphilis, as in tuberculosis, the family is the unit to 
be investigated. As soon as a case of syphilis is discovered 
all thé members of the family should be examined 
clinically and serologically. For many years I have been 
doing this with but moderate success so far as the 
fathers are concerned but with more success in getting 
the other children to attend. Dr. W. D. Nicol, of 
Horton Mental Hospital, for several years has been 
examining the families of all the general paralytics 
admitted to that hospital. This should become a universal 
practice, for many latent cases of congenital syphilis. 
would be discovered in that way. Moreover, it is not. 
sufficiently appreciated that congenital syphilitics may 
go for as long as 25, 30 or even 35 years before developing 
interstitial keratitis, congenital GPI or congenital tabes ; 
possibly, too, some of them may develop cardiovascular 
disease at even a later age, the WR having in the mean- 
time become negative. For several years I have been 
encountering young adults born during or shortly after 
the last war who were latent congenital syphilitics. 
Their fathers doubtless received some antisyphilitic 
treatment—sufficient perhaps to render them only mildly 
infective, so that the child born shortly after showed no 
recognisable signs of the disease in infancy and possibly 
not even until adolescence or early adultage. Then they 
may develop congenital GPI which, as in a case I saw 
recently, may be diagnosed as encephalitis lethargica. 
If the patient is a woman she may have a congenitally 
syphilitic baby by a healthy husband; I have seen 
several instances of the kind, and to my knowledge 
several cases of the latent form of the disease have been 
discovered accidentally among young persons who have 
volunteered as blood donors. 


INCIDENCE OF CONGENITAL SYPHILIS 


It is impossible to give even an approximate figure 
for the number of patients suffering from congenital 
syphilis. At the Imperial Conference of the British 
Social Hygiene Council held in 1930, Colonel L. W. 
Harrison } said :-— 

“* We calculate that of the approximately 25,000 stillbirths 
in this country per year, 4000 are due to syphilis. That alone 
should not be. But the 4000 stillbirths are an index of the 
considerable number who survive birth and later become a 
prey to such manifestations of syphilis as eye disease, nerve 
disease and so forth, which convert a promising youngster 


1. Harrison, L. W. Hlth &> Empire, 1930, 5, 169. 
K 
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from an economic asset into an economic burden. Such cases 
should not occur, but they will continue to do so until we 
convince those that matter that there is much more syphilis 
in women than is disclosed in returns from VD treatment 
eentres or, for that matter, is acknowledged by practitianers.” 

He estimated also that of the 700,000 women who 
became permeat every year no fewer than 16,000— 
and probab Creare more—should be under treatment 
for syphilis ughout their pregnancies ; but no 
approaching that number is treated at the centres, whic 
indicates a large hole’in the net of the venereal- 
prevention scheme. 

With the decline in the incidence of adult syphilis 
since the last war down to the year 1940, the incidence of 
congenital syphilis has also fallen. Thus during the 
six-year period 1917-22 I saw at Great Ormond Street 
322 new cases (an average of 53 a year) of whom 58 died 
under the age of two years ; whereas during the six-year 

od 1933-38 I saw 123 new cases at Great Ormond 
treet and 73 more at two other institutions, a total of 
196 (or 32 Le SRR of whom 31 died under two years 
of age. fi are evidence of a considerable 
decline in the incidence of the disease. But they are still 
far too high, gnd with the serious increase in the number 
of new cases of venereal disease in adults reported during 
-the past two years there is bound te be a corresponding 
~inerease in the number of congenital syphilitics unless 
adequate precautions are taken. 
ese precautions are comparatively simple : we must 
test the blood of all expectant mothers and treat as 
early as possible in s pregnancy those who react positively. 
In a recent paper Major S. M. Laird * has shown how by 
so doing the incidence of congenital syphilis in Sweden 
has been reduced almost to extinction; preventive 
treatment is also carried out in the United States ; even 
in Java, where health consciousness is only just awakening, 
since 1936 all the Indonesian and inese expectant 
mothers attending the antenatal clinic in Batavia have 
their bloods tested and the itive reactors are all 
treated. On March 3, 1942, the day that Batavia was 
evacuated, I received from Dr. Loe Ping Kian of that 
city a copy of his MD thesis on syphilis and pregnancy in 
Chinese and Indonesian women. He found 7:5% of the 
Chinese and 6:1% of the Indonesian mothers, syphilitic, 
yet by treating them during gestation 203 pregnancies 
resulted in 181 living children, of whom only 8 were 
syphilitic, and the mothers of these had not attended 
regularly for adequate treatment. If this can be done 
in a relatively primitive community surely we ought to 
do it here. 

It is all the more incumbent upon us to prevent con- 
genital syphilis because it is impossible to be certain of a 
cure unless adequate treatment is started early—within 
the first three months of life and certainly not later 
than the sixth month. Unfortunately the treatment 
often given even in our public institutions is restricted 
to some form of mercury, and if arsphenamine prepara- 
tions are employed they are often given in totally 
inadequate doses. Even though one may find the WR 
~— for ten or more years after approved treatment 

though no obvious later symptoms are mani- 
fested, ome can never be sure that cardiovascular 
lesions arising say in the fourth or fifth decade of life 
may not be the result of congenital syphilis. Syphilis 
may be a life-long disease; A. S. Warthin was able to 
demonstrate spirochetes in the heart and other organs 
of patients who were considered to have been thoroughly 
treated and cured, and who had not shown any symptoms 
for years before their death. 

Those who still doubt the gravity of our shortcoming 
I would recommend to read the oration delivered in 1917 
to the Medical Society of London by Sir William Osler.* 
The VD clinics had just started to function in this country. 

He pointed out that a “ killing transmission in the great 
infections like tuberculosis is very rare. In syphilis it stands 
out less as a biological peculiarity than as a fact of supreme 
importance in the national health. The spirochete may kill 
the child in uéero, a few days after birth, or within the first 
two years of life, or the blighted survivor may be subject to 
innumerable maladies.” He referred to the number of 
syphilitic stillbirths, which he estimated at 20,000 for the year 


1915, and the syphilitic deaths among infants under one year, 
which he estimated at 15,000-20,000, ‘‘ So widespread are 
the manifestations of the spirochzte in the body,” said Osler, 
“ that there is truth in the paradox I was in the habit of telling 
my students. Study one disease, study syphilis thoroughly 
and you take a knowledge of all others on the way—general 
medicine, nearly all surgery, and certainly all the ialities. 
But I see am incredulous look on some faces, and I hear the 
whispered. comment—’tis heard often eno ! ‘Where is all 
this ilis! It does not come my way.’ Yes it does, The 
8 ilis we see, but do not recognise, everywhere awaits 
diagnosis, so protean are its manifestations.’ 

From my experience: these words of Osler uttered in 
1917 are as applicable today, in so far as congenital 
syphilis is concerned, as they were then. 

The nation is eager for health knowledge, the medical 
profession must give it them; and we can with full 
assurance tell them how congenital syphilis is to be 
prevented. Whenwedo enlighten them upon the subject 
it will not be long before they demand that steps be 
taken to protect’ the coming generation. If and when 
we do so, then indeed—and within a generation—will 
congenital syphilis become a ‘‘ very rare ’’ disease. 


PSITTACOSIS (ORNITHOSIS) VIRUS 
IN ENGLISH PIGEONS 


C. H. ANDREWES 
MD LOND, FRCP, FRS 


(National Institute for Medical Research, Hampstead, London) 


THE virus of psittacosis has been found to cause 
disease in pigeons in South Africa (Coles 1940) and in 
the United States (Pinkerton and Swank 1940). It has 
also been recovered from apparently healthy pigeons 
in many American lofts. At least 5 cases of psittacosis 
infection have been reported in human beings having 
contact with sick Tigoons in America, and probably 
larger numbers of mild cases have been unrecognised 
(Meyer 1942). Lately, the virus of meningopneumonitis 
has been shown to be very like, if not identical with, 
pigeon strains of psittacosis (Pinkerton and Moragues 
1942); it is hardly surprising that no history of contact 
with diseased birds has been forthcoming in cases of 
human pneumonia due to this virus, since a man to man 
chain of infection is possible. 
group of viruses attack birds of several different orders, 
Meyer has suggested the term “ ornithosis ” in place of 
‘“* psittacosis.”” There is no evidence that virus in 
pigeons has infected human beings in Britain ; neverthe- 
less it seemed that the virus should be looked for over 
here, especially in view of the wide use of pigeons in the 
Services. 


K. C. Mints * 


METHODS 


Since it is reported that sera of infected pigeons may 
fail to fix complement with psittacosis antigens, we 
thought it best to try to recover virus from English birds 
rather than to rely on seralogical tests. American work 
has shown that pigeon-virus, unlike most parrot strains, 
infects mice irregularly when injected intraperitoneally ; 
intracerebral and intranasal inoculations are however 
satisfactory. 


We obtained batches of 6 or more domestic pigeons from 
several sources. The birds were killed and pieces of liver, 
spleen and kidney from individual birds were removed. 
Roughly 10% suspensions of these pooled organs were made 
by grinding with powdered ‘ Pyrex ’ glass and nutrient broth. 
Supernatant fluids after light centrifugation were tested for 
sterility on blood agar slopes and inoculated into anzsthe- 
tised mice. The suspension from each pigeon was given to 
each of 3 or 4 mice intracerebrally (0-02 c.cm.) and to each 
of 3 or 4 mice intranasally (0-05 c.cm.). In order to diminish 
risk of infection of those handling the virus, all intranasal 
inoculations were carried out in the special inoculation box, 
described by van den Ende (1943), in which a draught carries 
all potentially infected air away from the experimenter 
through a chimney the walls of which are kept at red heat by 
a muffle furnace. Other precautions included the use of 
masks, special gowns, rubber gloves and an. isolation.room for 
animals; no evident laboratory infections developed. 





2, Laird, S. M. Brit. J. ven. Dis, 1942, 18, 84. 
3. Osler, W. Trans. Med, Soc. Lond. 1917, 40, 290. 


* On visit from the College of Physicians and Surgeons, Columbia 
University, New York. 
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Bacteria, especially salmonella, were often present 
in the ames of pigeons. At times these interfered with 
isolation of virus, but more often one intracerebral 
passage through mice rendered the material bacterio- 
logically sterile and virus was recovered. 

Intranasal tests.—Intranasally-inoculated mice were killed 
after 7 days, whether looking wn or not. Whether or not 
lesions were present, 10% lung suspensions in broth were 
made, cultivated and used for intranasal to more 
mice. Not more than one such “ blind ”’ was made 
with material which produced no lesions. Presence of virus 
was indicated by scattered reddish-grey nodules in the lungs 
of inoculated mice. P. from such lungs raised the 
virulence of the virus, after about 3 , to a point at 
which it killed mice in 4~7 days with complete pulmonary 
consolidation. Such lungs were commonly bacteriologicaily 
_ Sterile. Psittacosis virus was identified as described below. 

Intracerebral tests. —Intracerebrally inoculated mice which 
showed no symptoms were in some instances killed after 
7 days, their brams being removed for blind . It was 
found more profitable, however, to wait for the development 
of symptoms for a fortnight or longer, since blind passage 
rarely revealed virus which did not show its presence in the 
mice receiving the origi igeon material. In some in- 
stances virus was obtained by waiting for a fortnight, while the 
passage from brains of healthy-looking mice killed after a 
week yielded nothing. In the presence of psittacosis infection, 
mice looked rough and ill, their backs were arched and they 
had difficulty in regaining their balance when thrown on to 
their backs; a few had convulsions. From brains of sick 
mice further intracerebral readily reproduced the same 
picture in the absence of cultivable bacteria. Infective 
brains also caused characteristic lung lesions when inoculated 
intranasally while virus-containing lungs produced. typical 
meningitic symptoms on intracerebral injection. In a small 
number of intraperitoneal inoculations we failed to produce 
any characteristic picture. 


IDENTIFICATION OF THE VIRUS 

Impression preparations from ey or cut surfaces 
of lungs were dried in air and stained Giemsa, Casta- 
neda and Machiavello stains. Each of these revealed 
the elementary bodies of the virus (Levinthal-Coles- 
Lillie or LCL bodies) as described by many workers. 
Machiavello’s stain gave in our hands the most satis- 
factory pictures and later was used alone. Clusters of 
small round bodies were seen, chiefly intracellularly ; 
they were usually stained bright , but often red- 
staining and blue-staining bodies were intermingled. 
Lung impressions usually showed far more virus bodies 
than did those from brain. 

Histological sections showed the meningeal and pul- 
monary lesions of psittacosis as described by other 
workers. A mononuclear reaction was evident at first, 
but later polymorphs abounded. In some sections 
of solid lungs, Giemsa staining revealed clusters of virus 
bodies in cells of bronchiolar epithelium. 

Filtration.—10% suspensions of infected lungs or 
brains in broth were filtered through paper and asbestos 
pulp and then through ‘ Gradocol ’ collodion membranes. 
While 0-7 filtrates revealed the presence of virus by 
intranasal or intracerebral inoculation, filtrates through 
gradocol membranes of average pore-diameter of 0-31 4 
and 0-27 yielded none. Though titrations were not 
carried out, the results are those that would be expected 
for psittacosis virus, and indicate that one of the larger 
viruses is concerned. 

Serological’ tests.—Consolidated mouse lungs were 
sent to Prof. S. P. Bedson, who kindly carried out com- 
plement fixation tests according to the technique he has 
described (Bedson 1935, 1937).. He informed us that 
fresh and steamed preparations from 2 of the 3 mouse 
lungs we gave him completely fixed 2 MHD of comple- 
ment in the presence of a human convalescent serum 
known to react with psittacosis antigen of parrot origin. 
There was no fixation with a known negative human 
serum. Fixation was for 4 hours at room temperature 
and the positive serum was active at a dilution of 1-: 32, 
the highest tested. 


RESULTS 


1. Pigeons from a London dealer.—Organ suspensions 
from each of 6 healthy pigeons were inoculated intra- 
nasally and intracerebrally into groups of 3 mice. No 








lesions were produced by intranasal insoulation even 
after one blind passage. Emulsions from 2 of the 6 
pigeons aon deaths in intracerebrally inoculated 
mice, t these were shown to be due to bacterial 
infection. Passages from other brains in’ the series 
also caused fatalities from the same cause. Salmonella 
typhi murium was isolated, but was probably picked up 
from the mouse stock. In spite of the trouble from 
salmonellas, we established that 4 of the 6 pigeons 
yielded no virus. Further supplies of pigeons from this 
source could not be obtained. 

2. Pigeons from a farm in Berkshire.—The 6 pigeons 
from this source were of a stock coming from the USA 
some years ago. They were kept in lofts with an out- 
door flight of 16 ft. x 10 ft.6 in. x 10 ft. Some abnormal 
mortality had recently been noted amongst squabs. 
The birds we cxetiitnedl were healthy, but their spleens 
were rather large—1-—2 cm. in their longest diameter. 
Virus was recovered from each of the 5 transmission 
series (4 strains from single pigeons, 1 from a pool of 
the organs of 2 pigeons). In3 of the 5 series, lesions were 
produced in the lungs of the first lot of mice inoculated ; 
in the 2 others lesions appeared after one passage. Intra- 
cerebral inoculation produced symptoms in the first 
lot of mice in 4 out of 5 trials. Thereafter serial pas- 
sage was easy. This was the source of the virus whose 
identity was confirmed serologically by Prof. Bedson. 

3. Pigeons recently arrived from the USA.—A group of 
9 birds was examined; 1 was dead on arrival and the 
others were rather thin and unhealthy-looking ; another 
had died during transport. to the laboratory. Spleens 
were enlarged (1-2 cm.) in most of these. Virus was 
recovered from 6 of the 9. Lung lesions were produced 
in 5 series of intranasally-inoculated mice, all in the first 
** generation.’’ These were shown by passage and mor- 
phological examination to be due in 4 instances to 
psittacosis virus. nen we inoculated mice intra- 
cerebrally 4 pigeons yielded virus. Failure to recover 
virus from some birds was often due to trouble from 
bacterial contamination. When small quantities of 
virus was present, all was sometimes lost by filtration ; 
one could not therefore rely on filters to clean-up virus 
in early passages, 

4. Pigeons flying loose, trapped in W estminster.—Greater 
difficulty was encountered in establishing virus in mice 
from these pigeons than with other strains. The 14 
pigeons examined were healthy-looking and their spleens 
were notably smaller than those from Berkshire. Virus 
was recovered from one pigeon by intracerebral inocula- 
tion of mice ; it proved filtrable, killed mice intracere- 
brally and produced typical lung lesions when given 
intranasally ; morphologically typical virus bodies were 
found intracellularly in smears of infected lungs. The 
virus was, however, of lower virulence than other strains ; 
it commonly took up to 2 weeks to kill mice after intra- 
cerebral injection and the virulence did not increase after 
four passages. From 5 other pigeons we obtained organ 
suspensions which killed mice in 3—23 days when inocu- 
lated intracerebrally in the absence of cultivable bacteria, 
but we did not succeed in establishing virus strains by 
passage. 

DISCUSSION 

Our ready recovery of psittacosis suggests that the 

virus is probably widespread in English pigeons. No 
evidence exists to show whether it also occurs in domestic 
fowls over here as it apparently does in America. We 
must assume that the virus in pigeons constitutes a 
risk to human beings, though probably a very slight one. 
Atypical pneumonias in pigeon-fanciers have not been 
described in Britain, but on the other hand it is unlikely 
that anyone has looked for them. American experience 
suggests that overt psittacosis in pigeons is much more 
likely if the birds are kept under cramped or unhygienic 
conditions, but that the hazard to man is probably 
negligible unless the birds are themselves ill. 

A question of major interest remains to be decided : 
has ornithosis been for centuries endemic throughout a 
large part of the bird kingdom, or is it a disease primarily 
of the parrot family but now extending its zoological 
range to include other birds and perhaps mammals ? 
The available evidence suggests that the former alterna- 
tive is far the more probable: the virus seems to be 
endemic not only in psittacine birds, but in fulmar 
petrels (Haagen and Mauer 1938) and in pigeons—birds 
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pe very different families and habits. It esti a a eeew 
isolated from finches and other small passerine birds, 
though it is not stated eaaeen! ne had been in-captivity, 
in possible contact we Haagen and Mauer 1939). 
On the other hand, wpe Francis (1942) found 
evidence of its oT in domestic poultry of several 
kinds in Michigan, but not in related wild birds. The 
possibility that the virus is extending its host-range 
should be excluded by further study, in view of a 
future menace to poultry and to man himself. 


SUMMARY 

Psittacosis virus was recovered from apparently 

| agi pigeons obtained from two sources in Geothewn 
d, as well as in pigeons recently arrived from 

pening Experiments with pigeons from another 
English source gave inconclusive results. 

We wish to thank all those who assisted us by providing us 
with pigeons. 
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ANALGESIC VALUE OF PETHIDINE BY 
MOUTH 


RONALD V. CHRISTIE, MD EDIN, DSC, FRCP . 
PROFESSOR OF MEDICINE IN THE UNIVERSITY OF LONDON ; 
PHYSICIAN TO ST. BARTHOLOMEW’S HOSPITAL 
In June, 1939, Eisleb and Schaumann described a new 
analgesic and spasmolytic drug, which they named 
‘ Dolantin.’ Numerous reports have since been pub- 
lished, mostly from Germany, claiming outstanding 
pr pene with this drug in the relief of almost every type 

EH sewes but particularly in pain associated with spasm. 

tin, or pethidine as it has been named in Britain, 

is effective when given by the mouth and of low toxicity, 

and there is no evidence that tolerance may develop— 

a combination of properties which suggested that it 

pac be useful in the treatment of war casualties, 

cially in circumstances where immediate medical 
ntion might not be available. 

we clinical trial on the lines indicated was accordingly 
organised by the war wounds committee of the Medical 
Research Council, and the present report is primarily 
concerned with the results of several separate investiga- 
tions designed to discover as quickly as possible the 
value of the oral administration of pethidine in the 
relief of pain due to trauma. 

Pethidine is the hydrochloride of the ethyl ester of 
1-methyl-4-phenyl-piperidine-4-carboxylic acid and was 
discovered by Eisleb and Schaumann in the course of a 
search for compounds having the properties of atropine. 
Ii is claimed that it will antagonise the effect of acetyl- 
choline and of histamine on the gut, and that it has a 
depressant effect on smooth muscle (Eisleb and Schau- 
mann 1939, Duguid and Heathcote 1940, Schaumann 
1940), but this generalisation is doubted by Gruber and 
his colleagues (1941) who go as far as to state that the 
drug shows no promise of value as a spasmolytic agent 
on the intact smooth muscle of the stomach, pylorus, 
small intestine, uterus and bladder. There seems to be 
general agreement however that the drug has a definite 

ic action, which is easily demonstrable and con- 
stant. It is relatively non-toxic, though euphoria, dizziness, 
nausea and vomiting may follow its administration. 

Pethidine may be given by tie mouth, by the rectum 
or by the intravenous, intramuscular or subcutaneous 
routes. When given by the mouth, its effect appears in 
15-20 minutes and lasts for 5-6 hours. Parenteral 
administration is said to be more rapid and wore effec- 
tive, and the therapeutic results obtained by mosi of — 
German investigators seem to have been 
Only a limited number of the articles which have i 
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published | on pethidine are cveniise: in this cunniiey: 
and in only a few of these are details given us of the 
results obtained (Althoff 1939, Rosenthal 1939, Schiifer 
1939). These claims are summarised in table 1, and 
they suggest that pethidine is indeed a valuable drug. 
Good results have been described in a variety of con- 
ditions, such as renal and gall-stone colic (Schiifer 1939, 
Jessen 1940, Dietrich 1939, Schaumann 1940), urethritis 
and cystitis (Schifer 1939), dysmenorrhwa (Schaumann 
1940), obstetrics (Benthin 1940, i942, Fuchs 1941, 





TABLE I—RELIEF OF PAIN BY PARENTERAL ADMINISTRATION 
OF PETHIDINE 


Relief of pain 


} . : } Dosage | Toxi 
ype 0 | ang ‘oxic 
Author pain Cases! ‘and \Com- Doubt- [as one| effects 


| route ' plete | ful 











Althoff | With spasm) 47 100 39 3 5 } 2 
Pain only | 44 | subent.. 37 3 4 cases 
Rosenthal} Postop. | 500 100 «| 66% None of 
intra- signi- 
| muse. ficance 
Schiifer Renal colic 12) 100 11 os 1 
intrayen. 
| Gallstone 6 100, | 6 ~ 1 
colic intraven. 
Postop. 160 700° 90%} «2 te. 5 
intra- } 
musc. 
Mixed Good results 





Fractures | 100 


Sonnek 1941), neuritis (Dietrich 1939, Ranzenhofer 1940), 
migraine (Dietrich 1939), hiccup (Jessen 1941), post- 
operative pain (Schafer 1989, Ranzenhofer 1940, Schau- 
mann 1940), fractures (Schiifer 1939), arthritis (Keeser 
1941), asthma (Althoff 1939), pneumonia and pleurisy 
(Althoff 1939, Ranzenhofer 1940), whooping-cough and 
bronchitis (Jessen 1940, Ranzenhofer 1940, Sprockhoff 
1941), anginal pain (Jessen 1940, Heydner 1940), 
morphine addiction (Rosenthal 1939). 

Some authors go as far as to suggest that pethidine 
may replace morphine, but the general opinion appears 
to be that when given parenterally it is usually slightly 
inferior to morphine, except. perhaps in renal and gall- 
stone colic and in some cases of neuralgic pain. Detailed 
results of the oral administration of pethidine are not 
available in the Continental literature, but the impression 
is given that it is a useful analgesic when taken by the 
mouth, although not as effective as when administered 
by injection. Tt was the lack of accurate evidence as 
to its activity by the mouth which suggested that 
further trials should be made on the lines described 
below. 

CLINICAL TRIALS 

The effects of pethidine when given by the mouth in 
doses of 100 mg., 50 mg. and 25 mg. have been observed 
in 335 patients who were suffering from pain, 2nd the 
results are set out in tables U, UI and Iv. The 
observations were made by the medical and nursing 
staffs in 8 hospitals. A large number of pe sons col- 
lected this information, and in some wards tliere was a 
bias against what was considered to be an -xperiment, 
while in others the drug was tested with entiiusiasm. It 
is not surprising therefore that there were differences of 
opinion as to its value, but the number ci observations 
is sufficiently large to warrant some conclusions. 

Of 335 patients suffering from pain, 236 obtained 
complete or partial relief i the oral e.dministration of 

pethidine in the doses indicated (table m). In 203 of 
toms (group A) a further analysis of results was possible 
(table m1). Of the patients with ‘‘severe” pain, com- 
plete relief was obtained in 55 % and. partial relief in 20 % ; 
while of those with “ moderate ” pain, complete relief 
was obtained in 61% and partial relief in 12%. In 109 
patients a comparison with tab. codeinz co. (NWF) was 
made (table tv). The usual dosage of tab. codeine co. 
compared with the given dose «f pethidine was two 
tablets (containing acetylsalicylic acid gr. 8, phenacetin 

gr. 8, eodeine phosphate gr. }). In 21% of the cases 

pethidine was reported as equal in its effect to the dose 
rt tab. codeine co., in 46%, it was superior, and in 33% 
inferior. In neuralgic pain and in pain due to vascular 
disease pethidine seemed to be particularly effective as 
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compared with tab. codeinze co. (table Iv). The effect 
of the drug was usually apparent in between fifteen and 
thirty minutes, and the duration of the effect: was almost 
invariably more than two hours and usually from four 
to five hours: 

From the data in table m the conclusion might be 
drawn that a single dose of 50 mg. of pethidine is superior 
in its effect to one of 100 mg. or to doses of 25 mg. 
repeated 4-hourly (for six doses), This, however, may 
be a false impression, since in groups B and D the larger 
doses were probably given to those with more severe 


pain. In table m1, which relates to cases in which the 
choice of dosage was random, 100 mg. of sauaine was 
slightly superior in effect to 50 mg., and 50 mg. was 


superior to 25 mg. 4-hourly. 

In 13 cases, pethidine in the doses mentioned was 
compared with morphine gr. } or gr. } given by mouth 
in tablets of similar size and appearance. In every case 
its effect was less satisfactory than that of morphine. 
In a few cases pethidine was given also by injection, but 
no accurate comparison was made of its effects with 
those of morphine given parenterally, as that was out- 
side the scope of the present inquiry. As might be 
expected, pethidine by injection appeared to be more 
effective than pethidine by the mouth, 

Tote effects.—In 22 out of 335 patients toxic effects 
were noticed from pethidine, but in no case were these 
serious. In 8 there was vomiting; in 4, nausea; in 
9, giddiness ; and in 1, ‘‘ hangover.’’ It is claimed that 
the gastric disturbances can be avoided if the drug is 
given after meals and if exercise is avoided (Schafer 
1939, Rosenthal 1939), Simultaneous administration of 
the sulphonamides is said to increase the toxicity of 
vethidine (Oelkers and Wanowius 1942). 

Tolerance and addiction.—In none of the references 
quoted was tolerance described, nor was it observed in 
any of our cases. In one patient with obliterative 
vascular disease of the legs, 50 mg. of pethidine con- 
tinued to relieve severe pain over a period of three 
months, and no withdrawal symptoms were observed 
when the drug was sto opned. There is however some 
danger of addiction ; and though it appears to be slight, 
the drug is supplied i in Germany on special prescription 
only. At least 8 cases of pethidine addiction have been 
described (Amark 1942, von Briicke 1940, Kucher 1940, 
Schwarke 1941, Gorda 1941), but this danger seems to 
be vastly. less than in the case of morphine. In cases 
of morphine addiction substitution of pethidine partially 
satisfies the craving for the drug, but when the pethidine 
is withdrawn a definite but mild abstinence syndrome 
occurs, which is of short duration (Himmelsbach 1942). 
For these reasons, the value of pethidine in the treat- 
ment of drug addiction is doubtful (von Briicke 1940). 


TABLE II—RELIEF OF PAIN BY ORAL ADMINISTRATION OF 


PETHIDINE IN 335 PATIENTS 

















100 mg. 50 mg. ag Py Fg 4 
Group sg. | he oz so in eZ S2u | ad | o2) Total 
eee she! a 
A 62 {18 8| 68 |25|2 20 |10| 2 203 
B a 7 212 24 
Cc 3 3 0 Kod Ble - 9 
D 2) hh) oe | epoca > tle | 20 
E a 25° | 6 1 | 12 | 4 | 47 
F 13} 0} Oo) 8 | &} Oo! 3s | wo} se 
Total | 82 391151137 | 48.) & |. 37 | 19 2 | 335 








Groups: A= cases from St. Bartholomew’s Hospital, 
London, and sector III; B=from St. Mary’s Hospital, 
London, and sector VI; C= from University College Hos- 
pital, London, and sector IV ; D== from British Postgraduate 
Medical School, London; E= from Birmingham. Accident 
Hospital, and Rehabilitation Centre; F— department of 
aa Sheffield. University and Royal. Infirmary, 
Sheffie 


TABLE III--RELIEF OF PAIN ACCORDING TO ITS SEVERITY AND 
TO THE DOSAGE OF PETHIDINE 


— 














Severe pain Moderate pain 
Dose | Total 
(mg.) |Complete | Partial' No |Complete| Partial| No ote 
relief relief relief relief relief relief 
100 27 3 11 | 25 5 7 |. 8 
50 22 12 10 31 ° 3 15 93 
25° 4 2 2 11 > 8 30 
Total 51 1 |.23 |. 6m | as | so-) ees: 


* 4-hourly for six doses. 


TABLE IV—-EFFICACY OF PETHIDINE COMPARED WITH TAB. 
CODEINE 00. (wwe 




















Pethidine 
Type of ‘ hadith Total 
pain : r ‘ ove 
Superior Equal Inferior 
Traumatic 10 9 | 14 33 
Neuralgic 13 3 2 18 
Arthritic and 7 7 9 2 
fibrositic 
Vascular 9 2 4 15 
Miscellaneous 11 2 7 20 
Total 50 23 36 109 
SUMMARY 


Pethidine when given by the mouth to 335 patients 
proved to be of therapeutic value as an analgesic. In 
46% of 109 cases it was clearly superior to a mixture 
of acetylsalicylic acid, phenacetin and codeine (tab. 
codeinzs co. NWF), in 21% equal in effects and in 33% 
inferior. In 13 patients it proved less effective than 
morphine gr. } or gr. $+ by mouth. 

Toxic sy AR. esi ‘from pethidine by mouth were 
uncommon and never serious. There was no evidence 
that tolerance to the drug might develop, but a slight 
danger of addiction has been reported. 

Pethidine given by injection to a few cases seemed to 
be more effective than pethidine by the mouth, as sass 
be expected. 


This investigation was undertaken on behalf of the war 
wounds committee of the Medical Research Council by Mr. 
W. Gissane, Prof. H. P..Himsworth, Dr. J. McMichael, Prof. 
G. W. Pickering, Prof. R. V. Christie and Prof. E. J. Wayne, 
who wish to thank the staffs of the hospitals concerned for 
their codperation, and Roche Products Ltd. for abstracts of 
Continental literature on pethidine. 
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PETHIDINE, under the name of ‘ Dolantin,’ was intro- 
duced in Germany in 1939 as an analgesic comparable 
with on but possessing in addition a powerful 
spasmolytic ac It was recommended particularly in 
renal and biting colic and for gastro-intestinal pain. 
Chemically, pethidine is the hydrochloride of the ethyl 
ester of nmiethyl-phenyl-piperidine carboxylic acid. 

Pethidine became available for clinical trial in this 
country in 1941 and a small quantity was placed at our 
disposal through the war wounds committee of the 
Medical Research Council. We gave it to twelve subjects 
selected as having severe pain arising from diverse types 
of neurological conditions. For the sake of convenience, 
the different types of pain have been classed in three 
groups :— 

A. Pain of peripheral origin 

Case 1, radial neuritis with fibrositis. 

Gase 2, brachial neuritis. 

Case 3, supraorbital neuralgia. 

Case 4, trigeminal neuralgia. 

Case 5, sciatica. 

Case 6, sciatica. 

B. Pain of central origin 
Case 7, thalamic syndrome. 

Case 8, painful phantom limb. 
Case 9, tabetic crisis. 

C. Alleviation of pain during and after operation 
Case 10, gasserian ganglion injection for tic douloureux. 
Case 11, lumbar puncture headache, 

Case 12, encephalographic headache. 
METHOD 

Pethidine has been given by the intravenous, sub- 
cutaneous and oral routes. The dosage employed has 
varied between 50 and 100 mg. The intravenous 
injections were given slowly, over a period of 2-4 
minutes. The effect has been gauged from the patients’ 
own comments and by clinical observations. In addition, 
whenever it was considered necessary, repeated blood- 
pressure readings’ and pulse- and respiration-rates were 
recorded, 

In the first three cases a number of the constituents of 
the blood were estimated before and an hour after the 
intravenous administration of 100 mg. of pethidine ; but 
since no changes were noted no further estimations were 
made. The substances estimated were blood-sugar, 
plasma bicarbonate, inorganic phosphate and chloride 
and serum sodium, potassium, calcium and magnesium. 

The effects of pethidine are illustrated in a repre- 
sentative case-history from each group. 


GROUP A.—PAIN OF PERIPHERAL ORIGIN 

Case 4.—A man, aged 65, admitted under thg care of Dr. 
E. Arnold Carmichael, ‘complaining of severe spasmodic pain 
in the distribution of the first and second division of the right 
trigeminal nerve. The pain was accompanied by spasm. 
A diagnosis of tic douloureux was made, Pethidine, 100 mg., 
was given intravenously, 100 mg. subcutaneously and 50 mg. 
orally on separate occasions. The response to morphine 
gr. } was also noted. Within 4-7 minutes of the intravenous 
injection of pethidine the frequency of the spasms and 
the intensity of the pain diminished. Within 11 minutes the 
pain had beeome considerably less, and after an hour the 
spasms and pain were further reduced, though they could 
still be initiated by touching certain areas on the affected 
side. After this, the patient. slept well for the rest of the 
night and had “the first good night for ages.” He awoke 
10 hours after the injection with a full return of symptoms. 
Pethidine, 50 mg., given orally, within an_ hour, relieved 
the pain considerably, but during the next 3 hours the pain 
gradually returned until, 7 hours later, it had reached its 
original level. After 100 mg. of pethidine had been given 


subcutaneously, the pain began to ease within 10 minutes and 
was much less within 25 minutes. For the rest of the day 
the patient slept and dozed, but some 10 hours after the 
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injumtiont the pain had potent in. its s fall severity. Within 
an hour of his reeeiving morphine gr. } subcutaneously the 
pain was diminished; 3 hours later the pain was still 
diminished, but he said, ‘‘ It’s not so good as the other st’ 

No adverse features, subjective or objectivé, were noticed 
with any of these injections, apart from complaints of 
sleepiness, i 





GROUP B.—PAIN OF CENTRAL ORIGIN 

Case 7.—A man, aged 52, who had previously been admitted 
in March, 1940, under Dr. Gordon Holmes, as a residual right- 
sided hemiplegia. This patient suffered constant pain and 
there was gross over-reaction to noxious stimuli in an area 
embracing the right half of the trunk and right arm. Stimu- 
lation by rubbing with the fingers on the right forearm, or 
attempted movements of the right shoulder, precipitated 
severe pain. Blood-pressure varied between 250 and 220 
mm. Hg systolic and 170-140 mm: Hg diastolic. A diagnosis 
of vascular hemiplegia with thalamic syndrome was made. 
The patient’s response on two occasions to 100 mg. of pethi- 
dine intravenously and, on one occasion, to 50 mg. sub- 
cutaneously, was noted. Morphine gr. } and sterile saline 
subcutaneously were also given on. separate occasions. On 
both oecasions when pethidine was given intravenously pain 
was lessened within 5-7 minutes and very considerably 
diminished within about 30 minutes. Pain began to return 
after 2 or 3 hours, and after 24 hours it was again at its 
original level. When 50 mg. of tem was given sub- 
cutaneously, the pain lessened a 2 hours and | hour 
later the relief was considerable. Pain commenced to return 
6 hours after the injection. Within 20 minutes of a dose of 
morphine gr. } subcutaneously the pain diminished, and within 
an hour it -was much ‘less. Pain continued at this level, 
before a return to its full severity, for at least 7 hours after 
the morphine injection. The subcutaneous injection of saline 
was given in view of some objectionable reactions to both the 
pethidine and the morphine. The response to this injection 
was essentially negative. The patient’s pain was not nor- 
mally relieved to any appreciable extent by analgesics such 
as aspirin, phenacetin, tab. codeine co. (NWF), phenazone 
or gelsemium. On both occasions when he was given pethi- 
dine (100 mg. intravenously over a period of 3 minutes), 
giddiness, faintness, nausea, a feeling of heat, thirst and a 
moderately severe headache were noted. He appeared 
anxious, pale and perspiring. The blood-pressure fell to 
185-200 mm. Hg systolic and the pulse-rate rose on 
both occasions, gradually returning to normal. All these 
features were noted, though to a less extent, when 50 mg. was 
given subcutaneously. Similar objectionable feelings were 
noted by the patient a“er morphine gr. }, though there were 
no objective findings. 

GROUP C.— PAIN PRECIPITATED BY OPERATION 

CasE 12.—A girl, aged 12, admitted under the care of Dr, 
Gordon Holmes. She had previously been operated upon for 
@ right temporal abscess, and was under treatment for epi- 
lepsy and severe headache. These headaches were treated 
with 50 mg. of pethidine orally; 66 mg. of pethidine was 
given intravenously over a period of 2 minutes while she was 
being radiographed after the introduction of air for an 
encephalogram. The patient had, at this time, a, severe 
generalised headathe. Three minutes after the injection the 
headache was somewhat relieved and she had stopped crying. 
Ten minutes after the injection a dramatic change had 
occurred. The patient was entirely free from headache and 
would allow her head to be flexed and extended without com- 
plaint. She remained in this condition until the end of the 
operation and for a further hour and 20 minutes, though 
lying still and looking pale. She slept well all night and did 
not complain of headache until 6 am, when it was severe. No 
adverse side-effects were noted. Morphine gr. } and atropine 
gr. 1/100 were given as premedication for a second encephalo- 
gram. During the operation the patient complained of very 
severe headache and vomited. The headache continued with 
increasing severity after the child was returned to bed until 
6 hours later, when she received a further gr. 4 of morphine. 
This was at 7 pm and afterwards she slept fitfully until 6 am 
when she awoke complaining of severe headache, 


e DISCUSSION 


In ten of the twelve cases pethidine was given intra- 
venously : in eight, 100 mg. was given ; in one, 66 mg.; 
50 mg. One patient also received, on a 

separate occasion, 150 mg. of pethidine intravenously . 
Four patients were given the drug subcutaneously ; the 
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dose in three of these was 100 .,and in one, 50 mg. 
Four also received. pethidine ly ;_ in three the dose 
was 50 mg., and in one, 100 mg. Whenever the drug 
was used intravenously the injection was given slowly, 
taking 2-4 minutes. In all cases, with the exception of 
case 8, by whatever route pethidine was employed, some 

of relief from pain resulted. The shortest duration 
of this relief followed an intravenous injection of 100 mg. 
of pethidine (case 1); relief lasted only 36 minutes. 
On the other hand, relief for 30 hours followed 100 mg. 
subcutaneously in case 3. The average duration of 
relief was between 6-8 hours, and this relief was on a 
number of occasions accompanied by sleep; however, 
this sleep may not have been due to any soporific effect 
of the drug but simply to relief from pain which had 
previously been sufficiently severe to interfere with 
sleep. The relief from pain intravenous injection 
usually commenced within 10 minutes. 

The pain response to pethidine was excellent in eight 
of these twelve cases. These patients received complete 
relief from severe pain for a number of hours. In two 
cases the results were very striking. In one of these 
cases—a child of 12 (case 12)—the ‘patient had 
developed a very severe headache immediately after the 
introduction of air during an encephalography. The 
headache was rapidly relieved by 66 mg. of pethidine 
intravenously ; the remainder of the procedure was 
earried through without discomfort and the child subse- 
quently slept. 

In three of the twelve cases the relief was considerable 
although the pain was not entirely abolished and the 
duration of relief was not beyond 4 hours. The only 
patient who did not obtain any appreciable relief (case 8) 
was a highly emotional subject who had been accustomed 
to considerable amounts of opium and rather resented 
being given a different drug. 

Adverse -side-effects—which ranged from transient 
giddiness to pallor, faintness, sweating, blurring of 
vision, nausea, tremulousness and anxiety—were noted 
in seven of the ten cases in which pethidine was employed 
intravenously. Though objectionable, these features 
were transitory in all but two (cases 2 and 11). In 
case 2, after 100 mg. intravenously, giddiness and 
blurring of vision lasting 35 minutes were complained of. 
In case 11, a girl of 15, 50 mg. was given, but she 
seemed rather disturbed by the accompanying effects ; 
these disappeared in a few minutes but “ giddiness ” 
returned for a few minutes, 10 minutes later; in this 
case the side-effects lasted a total of 15 minutes. 

It has been possible to compare the relief gained with 
pethidine with that following morphine gr. }¢ in seven 
cases. With morphine all received considerable relief, 
but it was less definite and of a shorter duration than 
that following pethidine. Tab. codeine co, (NWF) and 
other similar analgesics gave much the same relief as 
pethidine given orally in 50 mg. doses, but the period of 
relief was shorter. : 

SUMMARY 

In twelve neurological cases pethidine was found to 
have effects on pain comparable with, and in some 
instances superior to, those of morphine. 

“When given intravenously it sometimes produced 


objectionable side-effects ranging from transient giddi-- 


ness lasting a few minutes to giddiness, pallor, faintness, 
sweating and nausea persisting about half an hour. 


We wish to thank the staff of the National Hospital for 
permission to treat the cases under their care, and particularly 
Dr. E. Arnold Carmichael, director of the neurological 
research unit. 

The work was undertaken as part of a clinical investigation 
of pethidine arranged by the war wounds committee of the 
Medical Research Council. 

Bucxston Browne Prizk.—The council of the Harveian 
Society of London have awarded this prize to Dr. Ernst 
Jokl, of Johannesburg, for his essay on the evaluation of 
methods of physical training and the best schemes for general 
application. : 

Brirish PHarmMacorara.—BP 1932 has been out of print 
for some time owing to the destruction of copies by enemy 
action. A new issue of 2600 copies is now on sale and 
orders should be sent to Messrs. Constable, 10, Orange 
Street, London, W.C.2 (21s, 9d. post free). 








FAT-EMBOLISM 
AFTER COMPOUND FRACTURE OF TIBIA 


RonatD G. HENDERSON, MB GLASG, FRCS E 
RESIDENT SURGICAL OFFICER AT AN EMS HOSPITAL IN SOOTLAND 


A TALL, muscular soldier, aged 26, was admitted to 
hospital on July 27, 1942, about three hours after a 
motor-cycle crash in which he had sustained a compound 
fracture of the right tibia and a few minor abrasions, 
He had been given morphine, gr. }, hypodermically 
shortly before admission and been sent to hospital in 
an ambulance with the leg bandaged and fixed on a back 
splint. He was slightly shocked. Two hours later, 
after premedication with morphine, gr. 1/6, and hyoscine, 
gr. 1/100, he was taken to the theatre and anzsthetised : 
*Pentothal Sodium’ intravenously, 3 g.; he was 
resistant to the first 2 g. Two lacerated skin wounds 
of the calf were excised together, each. was about 1} in. 
long overlying the anterior border of the lower third of 
the tibia. The underlying fracture was found to be 
roughly transverse with forward angulation, serrated 
but not comminuted. There was little muscle damage 
and no undue hemorrhage. The wound was excised, 
cleansed with small quantities of flavine solution and 
hydrogen peroxide, and dusted with sulphanilamide 
powder; the fracture was accurately reduced and the 
wound closed with interrupted silkworm sutures. The 
leg was then encased in plaster from toes to upper third 
of thigh. 

The patient reacted well and next day his general condition 
was excellent until about 9 pm (26 hours after operation), 
when he was observed by a nurse suddenly to throw his 
arms about and to roll his head from side to side. When 
seen a few minutes later he was slightly cyanosed, bathed in 
perspiration and semi-conscious, though still able to answer 
questions slowly and indistinctly but rationally. Tempera- 
ture 100° F, pulse-rate 120, respirations 32 per min.; the 


* eorresponding figures 3 hours before had been 98-6° F., 104 


and 20. There was no paresis in limbs or face, the pupils 
were central, of moderate size and reacted to light; the 
abdominal reflexes were absent, tendon reflexes in the arms 
and left leg were present and not exaggerated, plantar 
stimulation gave an extensor-flexor response. By 11 em he 
was quite unconscious and had been incontinent of urine 
and feces. The temperature had risen to 102-8° F. the pulse- 
rate to 136, and respirations to 38. Blood-pressure 125/80 
mm. Hg. Seven small petechial spots were seen for the first 
time over the point of the right shoulder and anterior part 
of the neck. Fine crepitations were audible over both lungs, 
especially in front. The pupils were as before; there was 
now a positive Babinski sign on the left side. On lumbar 
puncture the cerebrospinal fluid was clear and not under 
increased pressure; compression of the jugular veins in- 
creased the rate of flow. The fluid contained | cell per c.mm., 
protein 30 mg. per 100 c.cm. and no excess of globulin. At 
12.30 am on the 29th he was more cyanosed, the pupils were 
larger but still reacted to light ; the fundi appeared normal. 
One observer suggested at this time that there was some 
spasticity of the left arm but this was doubtful and not 
subsequently detected. 

Oxygen had been given through a BLB mask from shortly 
after the onset of symptoms ; treatment otherwise had con- 
sisted of the single lumbar puncture, and injection intra- 
venously of 30.c.cm of 25% glucose, neither of which measures 
had produced any obvious effect. Oxygen administration 
was continued but his condition deteriorated, and ‘by 9 am 
he was very c'yanosed, respiration was laboured and there was 
much frothing at the nose and mouth ; the pupils were now 
widely dilated and fixed. A catheter specimen of urine 
showed specific gravity of 1002; acid; albumin present ; 
no sugar or acetone ; many fat globules ; some white biood- 
cells and epithelial cells; urates.. Unfortunately liquid 

had been used as the catheter lubricant but after 
extraction of the fat the biochemist reported that much of it 
was of animal origin and had not been derived from the 


‘ lubricant. The patient died from asphyxia at 1.20 rpm on 


July 29. 

Autopsy on Julg 31.—The body was that of a tall strongly 
built young man; a few petechial hamorrhages present. 
Heart enlarged and dilated ; a few subendocardial hemor- 
rhages present on the posterior wall of the left ventricle. 
Numerous small subpleural hemorrhages present over the 
lungs, both of which were congested and cdematous. Liver, 
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opleets and Midnige pale bat gihnptinn, normal. Considerable 
—- of the meninges and brain substance. Right leg : 
old rrhage at the®site of fracture ; fragments -in good 
alignment ; no thrombus in popliteal or femoral veins. 

Histologically the organs showed considerable post- 
mortem change but frozen sections stained by hemalum and 
Sudan IIE showed small fat globules in the vessels of the 
lungs and brain and in many of the renal glomeruli. 


I wish to thank Dr. W. J. Richard and Mr. A. M. 
a ed oy marrage to publish this case, and Dr. Alice 
J. Mars for the autopsy report 


RESTORATION OF FUNCTION 
BURNT HAND 


D. C. BODENHAM, MB BRIST 
FLIGHT-LIEUTENANT RAFVR 


BURNS are inevitable in modern warfare, and are nearly 
~~ the direct result of exposure to flames. Whether 
the burns result from aircraft accident, gun flash, or 
incendiary bombs, the exposed parts of the body ‘will 
suffer most, and parts protected by clothing may escape 
injury altogether. 

For the hands, leather gloves undoubtedly afford 
the best protection. They should be of the gauntlet 
fype morder to give adequate protection to the wrist, 
and it is important that they should be free from holes 
through which serious burns can occur. Leather is a 
good heat insulator and not harmful when heated. 
Gloves made of wool or silk worn separately, or used as 
linings for leather gloves, tend to melt when heated and 
adhere to the burnt part. Fireproof gloves are far too 
heavy and stiff to be worn in routine work. 

With modern methods of treatment in the Royal Air 
Force a high percentage of flying personnel who have 
received severe burns have been able to return to full 
flying duties. Observations made during treatment of 
large numbers in an RAF burns unit and elsewhere and 
the conclusions drawn therefrom form the material on 
which this paper is based. The principles advocated in 
RAF burns units are equally applicable to civilian burns ; 
they are not necessarily claimed as original. The return 
to full function of the burnt hand should be the aim in 
treatment. 

The first principle, preached but often not practised, 
is the maintenance of a “ basic position.” This position 
is so chosen that, given the minimum ultimate range of 
movement, such movement will be operating at the 
maximum advantage for function. The basic position 
of rest for the hand is as follows : 

Wrist : slight dorsiflexion. 

Fingers: mid-flexion at all joints. 

Apposition : the thumb is. in apposition with the tip of 
index finger. 

Long axis of fingers in flexion pointing towards lower end 
of radius (fig. 1). 

The interphalangeal rather than the metacarpo- 
phalangeal joints are the common site of the damage. 

In 10% of a large series of cases with burns of the hand, 
tendons and joints were destroyed in three or more digits. 
If in such cases the basic position of rest is 
the limited ultimate range of movement possible will 
permit the man to carry out the simpler essential actions 
of eng ond life, and in many cases he can return to full 
flying duties. ‘ 

A common malposition is to place the hand first in full 
extension ; it soon drops at the wrist, and the = is 
then taken by the fingers, which become hypere 
at the metacarpop jeints. In thin aad ‘position the 
normal action of interossei and lumbricals is upset and 
the latter become extensors of these joints. The meta- 
carpophalangeal joints become subluxated, and later 
permanent joint ¢ render this position irreversible. 
At the same time the hyperextension increases the pull of 
the long and short eae of the fingers and the i inter- 
 aprencs, san joints become acutely flexed, and a 
** claw- ” is the inevitable result (fig. 2). Probably 
organisation of the exudate in the small muscles of the 
hand encourages their contraction and makes the final 

posture worse. Cases in which the hands have become 
ioe deformed after burns received during the first year 
of the war are not uncommon. This condition is a 
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' milder cases the hand “‘ fits the splint ”’ 





disaster and no surgical procedure has pat Deen devestbell 
which can render such a hand useful 


if a burnt hand is nursed in the outstretched ition, 
and allowed to develop such a posture, the owner 
a eas himself or even writing. 


Man’s ition of thumb and 
is thus Senied | him. Such a result is due not so much to 
the injury itself but to improper treatment. 


MAINTENANCE OF POSITION 

The basic position can be maintained either by effective 
splinting or means of | age wes used as a single slab or 
for total enclosure of the hand. In practice, a light 
metal s — has advantages over plaster, and a splint 
made of aluminium i is so light as to be hardly noticeable 
by the patient. It is malleable for minor adjustments, 
and can be boiled and used repeatedly ; and it does not 
soak up discharges and become soft and heavy as a plaster 
cast may do (fig. 3). 

The splint is made from a plaster cast taken from an 

‘average hand.” The bulge for the thenar eminence 
allows ti the thumb to come into apposition with the tip 
of the forefinger. The splint projects beyond the finger 
tips to give them protection ; this is desirable because 
the finger tips are very sensitive during the early stages of 

The hand is maintained in position on the 
splint by elastic crepe bandages. In severe cases, the 
hand distorted by injury and cedema is gradually coaxed 
into the correct position over a period of 48 hours by 
periodic adjustment of the bandages. A few layers of 
gauze provide sufficient padding for these splints. In 
immediately, and 
the support and protection given is a great comfort to the 
patient. 

The metal splint is an essential accessory to. the saline 
bath treatment, or may be used in place of plaster if the 
“* closed ’’ method of treatment is adopted. In the latter 
case splint and dressings are left in position as long as 


- necessary, as in the Winnett Orr treatment of compound 


fractures. 

The splint is used in aeute burns from the beginning of 
treatment. In the later stages it is only used during the 
rest periods and at night, in order to control the position 
of the hand during sleep. It has also been used with 
success to maintain position and fixation, after the 
application of toni. both to the dorsum of hands and to 
the fingers. 

Separation of the fingers.—It is of great importance 
that during the early treatment of the burnt hand some 
form of dressing be used to separate the fingers. ‘ Vase- 
line ’-impregnated netting of the tullegras type has been 
found most effective. Without such care, rapid growth 
of granulations across the adjacent surfaces of burnt 
fingers will ' 
lead to their 
p ee fusion. ie 

pec care 
should be 
taken to limit 
this tendency 
where it is 
most likely to 
occur—in the 


ishes function, 
and though 
much can be 
done later in .— 
the field of ~— 
plasticsurgery 
to improve 
hands with 
fusion of the 
fingers, pre- 
vention is 
r than 
cure. 
Elevation of 
the hand. —A 
burn which 
destroys only 
the skin pro- 





Fig. |—Basic position of rest. Fig. 2—Claw-hand. 
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and. codenantems: uaciatdines in 
this reaction is augmented 
by infection which is inevitable with skin destruction. 
The exudate distends tendons and joints, and its organi- 
sation permanently reduces movement in those parts. 
Elevation of the hand lessens the exudate effectively by 
diminishing its production and later by hastening its 
absorption. In a hand not previously elevated this 
posture will cause visihle improvement within 48 hours, 
and the comfort of the pottont is materially increased 
within 6 hours. Elevation of any unhealed hand will 
reduce the amount of exudate from the surface, and this 
is of proved value during skin-grafting ; elevation during 


the ‘‘ take period ’”’ has led ng @ greater percentage of 
satisfactory results. A stro looped round the 
hook of the splint and pe m a beam over the 


bed is a satisfactory support. od When plaster is used, 
a loop of tape may be incorporated in the plaster itself. 
In either case the patient is comfortable because the 
weight is distributed over the whole hand and arm. 


MOVEMENT 


Active movement in the early treatment of a burnt 
hand may increase the inflammatory and cedematous 


reaction and reduce the available range of movement. 
On the other hand there is a stage, depending on the 
depth of the burn, after which movement is of great value 
in reducing this swelling by improving the lymphatic 
and venous return of the part. 


Whenever the hand 
is not 
being 
moved it 
should 
be well 
elevated 
to pre- 
vent the 
reaccu- 





Fig. 3—Aluminium splint designed to maintain basic position. 
Complete length [14 in. Length of trough for forearm 8 in. 

too long 
in milder burns will, from disuse, delay the return 
to full function. Movement of the burnt hand should 
be énco as soon as swelling has been controlled 
by elevation, and this movement may be safely 
continued unless the patient develops : pain ; an increase 
in the swelling; or any subsequent stiffness. 

With second degree burns movement may be allowed 
within a day or two of the injury. At first such move- 
ment should be limited ; if there is no reaction it should 

ragressively increased each day. With such burns 
fol b gees return to full movement and function 
oneal coin coincide. In third degree 
burns where the full skin thickness 
is destroyed the subjacent distur- 
bance in joints and tendons is 
and movement should be 
strictly limited for a period de- 
pending on the extent of the 
in the severest cases 





Fig. 4—Clock-spring substitute for extensor tendons. 


affected digits. Continuous care must be taken to 
prevent this. 

When the hand is healed a weak clock spring may be 
adapted as a substitute for the extensor tendons and used 
as a temporary exerciser until surgical repair can be 
attempted. The spring should be well padded and 
anchored at one end to the dorsum of the hand, and at 
the other lightly fixed to the terminal phalanx by a loop 
of soft leather. The spring must not be allowed to 
produce hyperextension at the metacarpophalangeal 
joints (see fig. 4). When finger-joint cavities are actually 
exposed fibrous fusion should be allowed with the joints 
in the optimum position; if this is obtained it is sur- 
prising how usefyl a severely burnt hand. may become. 
Far too many patients who had sustained burns during 
the first year of the war have finger-joints fused in full 
extension and hands which are therefore functionally 
useless. 

Partial or complete destruction of sebaceous glands by 
burning leads to a drying up of the healed skin. Much 
of the normal flexibility can be lost through this, <and 
finger movement may be much reduced. A lubricant 
such as lanoline is of great value, and many second 
degree burns, and all those of third degree whether they 
have healed alone or by grafting, require such lubrication. 
Recently a ‘‘ semi-vanishing ’’ cream has been used with 
success, being less sticky than lanoline and more lasting 
in effect ; it is made by emulsifying ‘ Lanette Wax SX.’ 
(Ronsheim ) with w: ‘ater and soft paraffin. The formula 
is as follows : 


Lanette wax SX - a so, eve 
Yellow soft —" a ind .. 2oz 
Water... ™ Ri . 402, 


Active and passive movemenis.—All movements of the 
burnt hand should be active ; passive movements should 
never be allowed. The organisation of exudate within 
joints and surrounding tendons which results from the 


leo 





damage ; 
rae the whole dorsum of hand 
and fingers is burnt to this depth, 
2 weeks’ initial rest is advised. If 
the burn is complicated by loss of 
tendons and exposure of joints, 
3-4 weeks’ complete and con- 
tinuous rest with the hand well 
splinted in the. optimum position 











isadvised. Toattemptimmediate 
movement in such a case is painful 
and not only increases swelling 
but. also increases subsequent 
stiffmess. A hand which retains 
mobility of the joints but 
suffers loss of extensor tendons 
is a particular problem. Once 
taken out of the splint the un- 
opposed flexor muscles lead 
to complete flexion of the 


. 








Figs. 5-10—Six essential movements: flexion, extension, apposition of fingers, flexion of metacarpophalangea! 
joints, flexion of distal joints, and abduction of fingers. 
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— breakdown of adhesions by passive movements can 
y serve to limit further the ultimate movements of the 
burnt hand. Even more nag oy is the effect. of mani- 
pulation under anesthesia, to aaaeve position. The 
end-result is far worse and paeeee © ever rg wr If 
treatment is carried out correetly from the beginning, 
and the basic position has been maintained, there is no 
need to improve position, and movement Ray slowly 
from this basic position is never lost. The initial freedom 
following manipulation is short lived. 

For the best results, codperation of the patient and 
nursing staff is important. Patients should be taught to 
understand some of the value of ition and of early 
movement, and it ald be aloe of post to them how 
much their progress depends on their own efforts. A 
scheme of essential movements has proved a valuable 
guide (figs. 5-10). The interest of the patient is main- 
tained as he goes through his daily exercises and watches 
his own progress. During the course of treatment the 
surgeon should be satisfied with any improvement, how- 
ever small, rather than attempt too much and produce a 
reaction. 

SUMMARY 


A basic position for the treatment of burns of the hands 
is sligit dorsiflexion at the wrist, mid-flexion at all finger 
joints ahd apposition of index and thumb. 

A metal splint is used to maintain this position. 

The digits should be separated by suitable dressings and 
bog Pr hand should be elevated. 

ne active movements as soon as swelling has been 

— by elevation are the rule in successful treatment. 

‘Fall coéperation of the patient and nursing staff is 
essential. 

A system of hand exercises helps to keep the patient 
interested in his progress. 

I wish to thank the Director-General of Medical Services 
and the Officer Commanding a RAF hospital for facilities 
in doing this work, and Mr. A. H. McIndoe for help and 
encouragement. 
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LYMPHOGRANULOMA INGUINALE 
WITH ANTHIOMALINE 
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BRITISH WEST AFRICA 


A TOTAL of 220 cases of lymphogranuloma inguinale 
were diagnosed and treated during 18 months among 
both British and African troops in West Africa. The 
large majority had some form of pathological confirma- 
tion of the clinical diagnosis, either in the form of Frei’s 
intradermal test, or gland and primary lesion biopsy with 
histological section. In the earlier European cases a 
Dmelcos chancroid vaccine test was carried out as a 
control to the Frei reaction, a negative reading being 

uired for the diagnosis of lymphogranuloma inguinale 
roe pe maintained. Owing to lack of supplies this control 
could not be used throughout the series. 

The lesions seen and“treated were almost entirely the 
result of exposure to infection from native women in the 
tropics. With 3 exceptions all were genital and inguinal 
in situation, and were less extensive than in the female, 
where vulva and vagina may be involved, or the whole 

Ivis, as in the genito-ano-rectal syndrome, or there may 
be esthiomene, with elephantoid changes in the vulva. 
Cases of rectal involvement with stricture formation, 
which may occur in either sex, were not seen in this 
series. 

The problems which were much in evidence in dealing 
with soldiers on active service were, first, the accurate 
diagnosis of the disease, a much more difficult problem 
during early days in the tropics than later; secondly, 
determining* a course of treatment which would be 
efficient and quick and would not require a long stay in 
hospital, thereby conserving man-power and hospital 
beds for casualties ; thirdly, avoidance of relapses, and 
associated with this ‘the ‘eanaion of reinfection, immunity 
and prophylaxis. 

CLINICAL PICTURE 

The early stage of the disease consists of a small 
herpetiform ulcer, papule, vesicle or pustule, often 
described by the patient as a “‘ pimple,” on the glans 


penis, coronal sulcus, prepuce, body of the penis or even 
inside the meatal orifice or urethra. This * ecr may be 
single or multiple and more often than not is missed com- 
pletely, as it is small, painless and transitory. 

In this series a history of primary lesions was obtained 
in 15 cases and the lesion itself was actually seen on 79 
oceasions ; 12 of this total were in Europeans and the 
remaining 82 in Africans. In the European patients the 
primary lesion was situated most often on the prepuce 
or glans penis, but in the Africans, where circumcision 
was the rule, the coronal sulcus and body of the penis 
were the usual sites. Multiple uleers occurred in 21 of 
these cases. Oppestinddtion were taken to perform 
biopsies on some of these ulcers, and the histological 
appearances were carefully studied. In 17 instances 
evidence of a recently healed primary lesion was seen as 
a@ faint scar or small area of depigmentation. Of the 
European patients, 26 out of 33 were uncircumcised. 
This agrees with Hanschell (1938) who had only 2 cases 
in cireumeised men out of 130. He suggests that the 
delicate, easily penetrable, soft moist surface of the glans 
in the man with a protective prepuce, and the smegma, 
form an ideal ground for infection and cultivation of the 
virus; but over 85% of the African cases occurred in 
circumcised men, so another factor must be sought. 
This is more likely to be repeated infection from the 
female, some minor abrasion of the relatively horny 
glans penis or penile skin occurring during intercourse 
allowing infection to take place in much the same manner 
as the syphilitic spirochete gains entrance to the body. 

In some of the earlier cases urethroscopy was per- 
formed to establish the presence of any intra-urethra! 
lesion. Romanis and Mitchener (1941) mention the 
occurrence of the primary lesion as a papule in the 
urethra, but in these cases, and in controls free from any 
venereal infection, urethroscopy merely showed con- 
gestion within normal limits. 

The primary lesion usually appears in 3-5 days after 
expostire to pane yo and disappears within 8 days, 
though cases have been repo ported in which the primary 
lesion persisted for 14-21 days after its appearance. In 
this series, where history of a definite penile ulcer was 
obtained, the onset was usually within a week of exposure 
to infection, and the duration was 5-21 days. In the 
52 cases in which an ulcer was actually present during 
observation and treatment, exposure to infection had 
occurred from 5 days to 7 weeks previously, and the 
ulcer had been present for 3-24 days. The actual 
*bubo’”’ appeared in 1-12 weeks after exposure to 
infection. y difficulties were encountered in obtain- 
ing the history from the African patients, and even then 
the accuracy of their statements could not always be 


The “ bubo ” or gland swelling in the groin usually 
makes itself felt as well as apparent 3-6 weeks after the 


primary lesion; occasionally as long as 8-12 weeks. 
At this stage the genitalia, as a rule, show little or no 
signs of the primary lesion. In a European there may 
be a faint scar of a recently healed ulcer, and in the 
African a small area of depigmentation may be found in 
the region of the coronary sulcus or prepuce indicating 
the probable site of the primary lesion. 

The gland enlargement alone was sufficient for the 
case to be presented to the medical officer, but among 
Africans, whether from Sierra Leone, Gold Coast or 
——— pain was the commonest presenting symptom. 

‘0 these patients the loss of pain was tantamount to 
joo Occasionally the glandular enlargement is pain- 
less, being discovered at routine examinations, or pre- 
senting solely as a groin swelling. Im such cases spon- 
taneous resolution was likely to occur, even without 
local or general treatment. The oblique group of 
inguinal glands is the one most commonly involved, but 
in some cases the vertical group and even the femoral 
glands also show enlargement, and in 5 cases these were 
the main- group affected. It is also common to find one 
main gland enlarged, surreunded by several smaller 
ones, or such a gland lying at the base of a sinus or 
fistula. Excision of this “ principal or feeding ’”’ gland 
has been suggested as a form of treatment, particularly 
if lying at the base of a sinus. 

In both European.and African patients there was 
bilateral glandular involvement in approximately 30%. 
In cases of unilateral glandular enlargement there was a 
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—_ preponderance for the right side. ‘Three ‘cases in 
series had involvement of the cervical glands, and 
this was bilateral in one instance. Confirmation by 
biopsy was carried out in these 3 cases in addition to the 
Frei test. Generalised glandular enlargement did not 
occur among these cases, but several patients showed 
massive involvement of inguinal or iliac glands, with 
masses extending rds and outwards from the 
internal angle of the in to the mid-iliac crest level, 
and along the spermatic cord. On several occasions dur- 
ing operations for inguinal herniz glandular masses along 
the spermatic cord were found and removed, and micro- 
scopic section showed them to be lymphogranuloma 
inguinale, in spite of there being no clinical evidence of 
this disease at the time of operation. Two such cases 
on further investigation rc fo to be Frei-positive, but 
beyond radical cure of the hernia no other treatment 
was effected or required and no other gland involvement 
seen. 

The condition may present itself in other ways, par- 
ticularly with a severe general reaction or constitutional 
disturbance, simulating the early stages of typhoid fever, 
or where the deep internal iliac and lumbar glands are 
extensively involved as an acute abdominal disorder 
such as appendicitis. The mass may even extend up to 
the perinephric region, simulating perinephric abscess. 
The Set wt constitutional disturbance is usually 
much more in evidence in Buropean than African patients. 
General malaise, raised pulse-rate, constipation, head-- 
ache and pyrexia—a temperature as high as 103-5° F. 
was noted in one case—and rigors and vomiting were 
seen (2 cases), and anzmia (2 cases), slight jaundice and 
neck-rigidity were all observed. Joint pains and 
effusions were seen in some cases and splenic enlargement 
in one case. Erythematous skin rashes, conjunctivitis, 

bitis, pneumonitis and even meningitis have been 

cribed but were not seen in this series. One patient 

developed pleurisy while undergoing treatment, but this 
was regarded as incidental. 


CLASSIFICATION OF TROPICAL BUBO 

The glandular enlargement, except in the relatively 
Seuitens bncineine with shakiiy cobsseod, eailily Gcller, 
gressive, beginning with sli y enlarged, mi nder, 
elastic, discrete, single or multiple glands, por | ending 
with large grape-like masses, and even with suppuration 
and fistula formation. As Stammers and Law (1941) 
suggest, it is convenient to enumerate four iy a at any 
of which the patient may present himself for treatment. 
Stage 1.—A firm solitary gland, usually tender, but not 

i i This gland is not attached 


to skin or deep tissues, and there is no alteration in the over- 
i in. The genitalia may show evidence of recent or 
Stage 2.—The stage of periglandular inflammation. Glan- 
dular t is more definite and more widespread, and 
periglandular infiltration more apparent. The gland or 


glands become adherent to skin and r tissues and 
coalesce, resulting in a matted mass which may extend above 
Poupart’s ligament into the iliac and even lumbar areas or the 
pelvis. Nearly all the evidence of a primary penile lesion has 
disappeared by the end of this stage. 
Beg wma with softening of the gland mass 
ial feature of this stage. This process begins in 
multiple small foci throughout the mass, somewhat resembling 
caseation, and sometimes produces a clear, sticky, yellowish 
fluid, which can easily be aspirated. On other occasions the 
aspirated material is almost caseous, or frankly purulent and 
bloodstained, and unless secondary infection has occurred 
i culture always proves sterile. In some cases the 
cavity is unilocular and the whole of the fluid or semifiuid 
contents can easily be withdrawn, but in others there are 
multiple loculi of varying size rendering aspiration more 
difficult and less ne pies GUag 
Stage 4.—The process of suppuration. progressed r, 
with skin ulceration and fistula formation. Multiple fistule 
are likely to form, and superimposed infection may 
make these sinuses slow to heal, as well as aggravating the 
general toxie effects. 
PATHOLOGY 
The causal agent is an beg wertzee filtrable virus, 
the existence of which was first established by Heller- 
strém and Wassen (1930), and finally confirmed by 
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Findlay in 1932. Tamura has cultivated this virus usin 
Tyrode’s solution, and Findlay has described large an 
small forms, indicating that a developmental cycle 
occurs. 

The virus can be transmitted to monkeys and mice by 
intracerebral injection of material from “ buboes,” giving 
rise to a meningo-encephalitis. In monkeys also, injec- 
tion into the prepuce of material aspirated from infected 
human lymph-glands, or gland emulsion itself, produces 
enlargement of the inguinal lymph-nodes. In guinea- 
pigs, intraglandular injection of lymphogranuloma 
material produces inguinal gland enlargement. The 
disease has more widespread manifestations than those 
of the genitalia and draining lymph-glands. Blood- 
protein estimations in this series could not be carried out 
owing to lack of facilities. 

Histologically, the primary lesion shows infiltration of 
the perivascular lymph spaces of the dermis by plasma 
cells, mononuclear leucocytes, large vesicular nucleated 
reticulo-endothelial system cells, and a few polymorphs. 
Ulceration occurs as the result of granular and hydropic 
degeneration in the epithelial cells. The blood-vessels 
show “ cuffing ’’ and endothelial proliferation and dilata- 
tion. The lymph spaces also show endothelial prolifera- 
tion and dilatation. The histological appearance of the 
glandular enlargement varies according to the stage 
attained. In the first stage there is considerable 
* stuffing ’’ of the follicles with lymphocytes, mono- 
nuclear cells, and a few giant cells, with an increase in the 
fibrous interconnective tissue. In the second stage focal 
necrosis occurs at multiple sites throughout the gland 
with the production of what appear to be numerous 
small abscesses in the gland substance. Increase in the 
periglandular connective tissue and fibrosis with adher- 
ence and matting are also apparent, with an increase in 
the surrounding vascular connexion. The third stage 
shows an extension of this process of necrosis, with the 
formation of more definite and larger single or multiple 
abscess cavities containing yellowish glutinous fluid, 
caseous-like material or pus, which on ordinary culture 
proves sterile. In the fourth stage the process has 
advanced to involvement of surrounding and superficial 
tissues, including skin, with ulceration, fistula formation 
and fibrotic. scarring. Healing occurs with the produc- 
tion of fibrous tissue and the consequent obliteration of 
the necrotic areas and cavitation, though considerable 
scarring and tethering may result. 


DIAGNOSIS 

In a tropical climate a patient presenting himself with 
a swelling in one or both groins must be carefully exam- 
ined for lymphogranuloma inguinale. The primary 
genital lesion is differentiated from the ulcers of soft 
sore, hard chancre and yaws by its small herpetiform 
appearance, the clean-cut edges with little surrounding 
induration, and a reddened zone round it, and the base 
formed by pale watery granulations. This ulcer is pain- 
less, and heals quickly and spontaneously. Microscopic 
examination, using dark-ground illumination, of scrap- 
ings from such ulcers shows the absence of spirochetes, 
and this provides a certain method of differentiation from 
the early ered chancre. This examination was per- 
formed in all cases,in this series presenting at this s » 
The healed lymphogranuloma ulcer leaves very slight 
or no trace, as compared to the faint scar of a chancre 
and the more marked scar of a chancroid. 

Syphilitic glands are more discrete, smaller and pain- 
less, whereas in lymphogranuloma, pain and periadenitis 
are more prominent. In the glandular enlargements 
associated with chancroid pain is even more severe, and 
suppuration is more frank and localised with greater 
tendency to fistula formation. In 31 cases in this series 
lymphogranuloma inguinale accompanied other venereal 
infections. Treatment of these conditions had no effect 
on the “bubo.” In nearly all cases considered to be 
lymphogranuloma a routine Kahn test was performed 
and a urethral smear examined microscopically to ascer- 
tain the presence or absence of any secondary infeetion. 

Frei’s intradermal test was extensively used. The 
antigen was prepared from excised glands or aspirated 
material from Frei-positive cases. is skin reaction is 
most definite after 24—48 hours, and persists for 5-10 
days. It consists of redness and even vesicle formation, 
with induration or nodule formation, which is particu- 
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larly helpful in recognising the positive reaction in native 
patients. This nodule is knownas“ Fischer’s knotchen,”’ 
and persists for at least 2 days. Some authorities regard 
it as essential for a positive reading. The test was posi- 
tive in cases of mixed infection, but in several instances 
where the infection was thought’ to be double on clinical 
grounds, but eventually proved to be syphilis, gonorrhcea 
or chancroid, the Frei test was negative. Such cases 
were excluded from this series. In 45 negative or non- 


tested cases where clinical evidence of lymphogranuloma - 


in, was strong, and tests excluded other venereal 
infections, the diagnosis was maintained and often con- 
firmed subsequently by biopsy. The histology of both 
glands and primary lesions was only studied in specimens 
from Frei-positive cases in the first place, and then, when 
necessary, comparisons could be made with sections from 
Frei negative or doubtful cases. 

The test is carried out by injecting 0-1 c.cm. of the 
antigen intradermally in the forearm, together with 
controls on the opposite side, using normal saline and/or 
Dmelcos chancroid vaccine. If 0-1 c.cm. of the antigen 
fails to give a reaction, on some occasions the injection 
of 0-3 c.cm. may produce a positive result, and this was 
so in the cases in this series marked ‘‘ weak ”’ or ‘‘ doubt- 
ful itive ’’ in the case-teport. The allergic state 
develope in 2-4 weeks after the appearance of the ‘‘ bubo.”’ 
In thig series, the Frei test was positive in 61% of the 
cases, and doubtfully positive in a further 16%, making 
a total of 75% positive results. The test was negative in 
15% of the cases and in the whole series 17 cases did not 
have this test done owing to lack of antigen. 

There were no facilities for carrying out additional 
confirmatory tests sueh,.as the guineapig intradermal 
test, the intracerebral test in mice, complement-fixation 
or agglutination, nor was the injection of Frei antigen 
intravenously attempted. The isolation of the virus by 
intracerebral injection of monkeys or mice, which is an 
absolute method of diagnosis, was not carried out. 

A more recent test, termed the “ vesicular test’’ by 
Ottolina (1941), consists of intracutaneous injection of 
0-3 c.cm. of cerebrospinal fluid from a previously proved 
case. The cerebrospinal fluid is concentrated in vacuo 
from 10 c.cm. to 2 c.cm. before injection, and in positive 
cases at the end of 24 hours an ovoid vesicle forms, 
becomes umbilicated by the end of 48 hours and dis- 
appears within 3 more days. This test was carried out 
in 20 cases; 10 of these were strongly Frei-positive and 
the other 10 were doubtfully positive or negative. Only 
one positive vesicular reaction was obtained, and that 
was in a previously Frei-negative case. 


TREATMENT 


In some cases there is spontaneous resolution of the 
buboes. Brandt (1941) draws -attention.,to this fact, 
pointing out that the bubo affects the nanting, of lesions 
in other Egy of the body, witness the healing of the 
genital ulcer as soon as, or shortly after, the bubo 
appears. Naturally many of these cases never present 
themselves, and the two factors which make treatment 
necessary are the size and progress of the bubo and pain. 
Every endeavour must be made to prevent the develop- 
ment of fistule and consequent secondary infection, 
which is bound to prolong the time of recovery and 
necessitate full hospitalisation. 

Since the disease is not merely a localised genital- 
glandular lesion, it seems that something more than 
merely local treatment is required. I therefore changed 
from purely surgical measures to the use of the chemo- 
therapeutic agent ‘Anthiomaline’ (lithium antimony 
thiomalate), an organic compound, containing 16% anti- 
mony. This was administered intramuscularly in most 
instances, but in the later part of the series intravenously. 
Injections were carried out 2 or 3 times weekly, beginning 
with a dose of 0-5 c.cm,, and increasing by 0-5 c.cm. u 
to 2 c.cm. for a maximum of 20 injections, which shoul 
be equivalent to 0:2 g. of antimony metal. 

When anthiomaline was not available, sodium anti- 
mony tartrate was injected intravenously as a freshly 
prepesed 1% solution in distilled water, sterilised by 

iling, the first injection being 1-5 c.cm., and subsequent 
injections being increased by 1-5 c.cm. up to a maximum 
of 6 c.cm. given twice weekly. The larger doses for 
injection purposes were made up to 10 c.cm. with dis- 
tilled water or normal glucose saline. This produced a 
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metallic taste in the mouth and some discomfort or pain 
along the vein during the actual injection which rapidly 

sed off ; injection never resulted in venous throm- 
is. 

For experimental and observation purposes, the 

tients with few Was gg were kept in hospital, but 

hey were. not confined to bed, and during the whole 
course of treatment they were on ward and hospital 
fatigues and light duties. Three European cases were 
treated successfully while carrying out normal duties, and 
these were all fourth-stage cases with fistule and ulcera- 
tion. A total of 137 cases were treated by chemo- 
therapy, 13 European and 124 African. -In the Euro- 
pean, the general constitutional upset from the disease 
appears to be greater than in the native, but this did not 
hinder the adoption of this treatment. 

The average number of injections required over the 
whole series of cases was ten, and the average time during 
which this treatment was carried out, and cure effected, 
was a little over 3 weeks (see table). Experience proved 
that it is advisable to administer a course of 8 or more 
injections, even if the gland swelling.has subsided on a 
smaller dose. Exacerbation or recurrence of the bubo 
may occur if treatment is discontinued too early. Wher 
pain was prominent relief was obtained with two or three 
injections, often dramatically. These antimony com- 
pounds appear to prevent the progress of the lesion from 
the second and third stages into the more chronic and 
difficult fourth stage. 

No ill effects were noticed. Observation was kept fo1 
such complications as pyrexia, rigors, coughing, nausea 
and vomiting, jaundice, albuminuria, gastro-intestina! 
upsets and fits; but even with intravenous administra- 
tion, mild pyrexia 2—6 hours after the injection was the 
only complication noticed. Pyrexia was more common 
after intravenous sodium antimony tartrate, and with 
this compound it is essential to avoid leakage outside 
the vein, as this will cause considerable pain at the site 
of injection. 

Comparison with sulphanilamide.—It has been claimed 
that the only treatment for lymphogranuloma inguinale 
is sulphanilamide in massive doses. For the purpose 
of comparison a series of cases was so treated, using 
50-100 g. of sulphanilamide as a course of treatment. 
The sulphanilamide was administered by mouth in tablet 
form as follows: 2 g. 4-hourly for 48 hours, followed by 
1 g. 4-hourly for 72 hours and finally 1 g. 8-hourly for 
48 hours. After 5-7 days’ rest this course was repeated. 

These patients had to be confined to bed for the whole 

riod of treatment and careful observation had to be 

pt forsuch complications as fever, headache, giddiness, 
anorexia, nausea, joint pains and dermatitis. Headache 
and nausea were quite common, but these symptoms 
interfered with the course of treatment in only 3 cases. 
White-cell counts were carried out before beginning 
treatment, after 48 g., and finally after 96 g.,as a pre- 
caution against the occurrence of granulocytopenia or 
agranulocytosis, the polymorph count not being allowed 
to fall below 2000 leucocytes per c.mm. 

First-stage cases responded quickly to this treatment. 
but no more rapidly than to the antimony therapy, and 
many of them would have subsided spontaneously. 
Early second-stage cases resolved satisfactorily, but in 
this and the later stages resolution was never so com- 
plete, a more definite induration persisting in the inguinal 
regions. Pain usually subsided by the end of the first 
week of treatment, but again this is not so dramatic as 
with the antimony compounds, and no doubt complete 
rest was also afactor. Third-stage cases appear to soften 
more extensively, and form larger abscess cavities. 
requiring three or four aspirations of quantities of fluid 
or pus up to 40 c.cm. 

A total of 45 cases were subjected to this massive 
sulphanilamide therapy, and previously 5 cases had been 
treated with smaller doses (see-table). No real advan- 
tage could be claimed for this line of treatment, and the 
disadvantages are evident—the necessity for hospitalisa- 
tion and confinement to bed with consequent. loss of 
man power during war conditions, the dangers of toxic 
complications, and the incompleteness of resolution of 
the gland swelling and induration which may be con- 
ducive to recurrence or rela In the short space of 
6 weeks 3 cases relapsed and required a further course 
of treatment. 
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CASE ANALYSIS 














ae ae time | Treatment 
m-!| for ap- | »  TPCOr ars z 7 
yaoi ary | pearance} ae AY. 
remeerce | of bubo | | Methed duration 
} (weeks) | (days) 
| 
Si 1 | } 
European 7 2 6 5 + Glandexcision 3 21 
| Anthiomaline 2 21 
2— |Sulphanilamide 2 21 
African, 22 5 6 15 + | Gland excision 1 42 
2 — | Anthiomaline 14 17 
5 ND} Sod. ant. tart. 2 21 
| Sulphanilamide 3 28 
| Sulphapyridine 2 14 
Si 2 
European 13 5 7 11 + | Gland excision 4 35 
2— | Anthiomaline 2) 21 
Sulphanilamide 7 28 
African 90 32 6 70 + | Gland excision 1 50 
} 15 — | Anthiomaline 37 21 
5 ND | Sod. ant. tart. 17 25 
| Sulphanilamide 25 28 
Sulphapyridine 10 14 
Stage 3 | 
European 10 5 10 9+ Gland excision 3 38 
1 =  Anthiomaline 6 30 
| Sulphanilamide 1 28 
African 42, 17 6 29 + Anthiomaline 28 25 
8— |Sulphanilamide 8 28 
5ND)Sulphapyridine 6, 21 
Stage 4 | 
European 3 = 6 3 + | Anthiomaline 3 30 
African 33 13 8 


28 + | Anthiomaline 23 28 
3 — | Sod. ant. tart. 3 

2NDj) Sulphanilamide 5 28 

| Sulphapyridine 2 21 





+, positive ; —, negative ; ND, not done. 


Other therapeutic measures.—Treatment of the primary 
lesion is mainly a matter of prevention of secondary 
infection. This stage heals spontaneously in the normal 
course of events, but in many of these cases healing had 
been delayed owing to superimposed infection, which 
responded to such applications as saline or eusol com- 
presses, sulphanilamide dusting powder, or any mild 
antiseptic dressing, the main object being cleanliness. 
Local treatment for the buboes was deemed advisable in 
cases where pain was severe, or fourth-stage cases with 
ulceration and fistule and secondary infection. For 
pain, some form of local heat seemed to be most efficaci- 
ous, such applications as warm hypertonic saline com- 
presses, boracic fomentations, and kaolin poultices were 
used. Ina few instances cold compresses were tried, but 
did not appear tp be so effective. Many African patients 
showed signs of hypovitaminosis, and healing, particu- 
larly in the fourth stage, seemed to be encouraged by 
administration of cod-liver oil, ‘ Marmite ’ and ascorbic 
acid, together with calcium lactate and glucose. 

The first European cases which presented themselves 
for treatment were subjected to gland excision. In the 
first stage such a line of treatnient is effective, the wound 
healing by first intention and the patient being dis- 
charged from hospital in 2-3 weeks. But only the local 
fraction of the disease is treated, and skilled surgery and 
surgical judgment are necessary to avoid such com- 
plications as infection, sinus formation and subsequent 
cedema of the lower limbs, or changes akin to elephantia- 
sis. Comparatively few cases seem to present themselves 
in this early stage, the percentage in this series being only 
13-5, whereas the percentages forsecond-,third- and fourth- 
stage cases stand at 46-5, 23 and 17, where excision of a 
gland or glands is not a simple procedure. There is an 
extensive matted mass of glands, surrounded by numerous 
blood-vessels, with small or eyen moderately large pus- 
containing cavities, which lessen the chances of healing 
by first intention, and make the likelihood of sinus 
formation much greater. 

To compare chemotherapy with surgical excision, in 
one African case the mass of second-stage glands was 
removed from the right groin, and glands on. the left side 
treated by intravenous onthionsatin e injections. The 
specimen of glands consisted of a matted mass with a 
central cavity which contained sterile pus, together with 


peripheral glands, still discrete but enlarged, the whole 
mass being surrounded by numerous blood-vessels 
embedded in fibrous tissue. Block dissection was 
carried out, and the wound healed by first intention, the 
stitches being removed on the eighth day, but subse- 
quently the scar became keloid in part ; whereas during 
the same period the left inguinal glands subsided without 
any complications whatever. 

* Where softening had occurred aspiration was carried 
out, using full aseptic technique, taking care to seal the 
puncture hole at the end of the operation; otherwise 
infection and sinus formation are likely to ensue. If 
necessary this aspiration can be repeated on one or more 
occasions ; 20 cases in the whole series required aspira- 
tion, in 5 this had to be repeated once, and in 2 further 
cases had to be done a third time. On two occasions 
the aspirated fluid was serous, sticky and yellowish, but 
in the remainder the gland contents were seropurulent, 
caseous or frank pus, which was usually bloodstained. 
The aspirated material, as well as glands excised from 
positive cases, may be used for making up fresh supplies 
of antigen for diagnostic purposes. Incision and drain- 
age is a dangerous line of treatment, as sinus formation 
results and makes healing slow. 

No other methods of treatment were attempted in 
this series. Hanschell (1938) has reported fairly good 
results from the production of an artificial pyrexia by 
TAB vaccine, and Manson-Bahr (1936, 1941) mentions 
the use of pyrifer in this connexion, but both these 
authorities admit the necessity for surgical intervention 
in at least 15% of the cases, and the time taken for such 
a course of treatment is 4—6 weeks. 

Other workers have treated the glands by scraping 


_ and packing the cavity with iodoform gauze, or bismuth 


iodoform para paste, or by the use of a seton, but all 
these methods are open to the dangers of secondary 
infection and sinus formation. Intravenous administra- 
tion of antigen has also been used as therapy, but in this 
series barely sufficient was available for diagnosis, far 
less for treatment. 

Relapse.—Twelve patients are noted as relapsing. 
This raised the question of immunity, which, as with 
other virus infections, is considered to be lasting. Several 
of these cases were observed on both first and second 
admissions. The Frei test remained positive, and there- 
fore does not seem to be affected by treatment. The 
glandular swelling recurred in 4-12 weeks after sub- 
sidence of all symptoms and signs, and on each occasion 
another course of anthiomaline produced a satisfactory 
result. 

It was possible to follow up relatively few of these 
cases, but all showed that the process of resolution con- 
tinued after the end of treatment, and in European 
patients by the end of 3-6 months there was scarcely 
any evidence of residual induration or sinus formation 
in the inguinal regions. The African patients usually 
have a more definite induration, but no bulge or swelling 
is to be noted, and no pain even on deep palpation or 
firm pressure. 

SUMMARY 

A series of 220 cases of lymphogranuloma inguinale is 
reported, 33 in Europeans and. 187 in Africans, all being 
previously fit soldiers serving in West Africa. 

The primary lesion is small, painless and transitory, 
and is often overlooked; it may accompany other 
venereal infections. 

The ‘“‘ bubo ”’ is described clinically and pathologically 
in four progressive stages, each of which readily merges 
into the succeeding stage. 

The value of the Frei test in diagnosis is confirmed. 

The use of organic antimony compounds as chemo- 
therapeutic agents is described and advocated. The 
results compared favourably with other methods, includ- 
ing sulphanilamide therapy and surgical excision. 

My thanks are due to Colonel K. A. M. Tomory for reading 
the draft text ; to Colonel L. A. Harwood, officer commanding 
General Hospital, RAMC, where this series of cases was 
observed and treated ; to Lieut.-Colonel F. A. R. Stammers, 
officer in charge Surgical Division, Lieut.-Colonel M. B. 
MacGraith, and Captain J. H. H. Keall, for their codperation ; 
and to Captain P. J. M. England and the orderlies of the 
Special Treatment Ward. 

References at foot of next page 


K2 








304 THE LANCET] 


DR. RICHARDSON : GYNAICOMASTIA 





[marcH 6; 1943 





GYNZCOMASTIA 


J. S. RICHARDSON, MD CAMB, MRC P 
LATELY MEDICAL REGISTRAR AT ST. THOMAS’S HOSPITAL 


DEposiTION of fatty tissue in the pectoral regions in a 
man does not justify the diagnosis of gynecomastia. A 
female contour to the breast is far from unusual in obese 
males, especially in those cases that suffer from a pitui- 
tary dystrophy or eunuchoidism. True gynz#comastia 
is rare; proliferation of glandular tissue with a well- 
marked areola about the nipple should be present for its 
diagnosis. 

Development of the breasts is under the influence of 
the ovarian hormones, cestrone and progesterone, and 
these in their turn are controlled by the hypophysis. 
Nelson (1936) considers that the normal male owes his 
lack of mammary development to a deficiency of the 
ovarian hormones; but against this he admits that 
cestrogehic substances are found in the urine of males. 
There is some experimental evidence that the male sex 
hormone may also have an action onthe breasts. Castra- 
tion can prevent the normal increase in mammary tissue 
_in male rats at puberty (McEuen et al. 1936). This 
_effect"may be due to the withdrawal of the well-known 
“estrogenic and progestin activity of testosterone and 
not to a lack of the male sex hormone. When one con- 
siders the etiology of a case of gynzcomastia, some 
definite pathological conditions of the endocrine glands 
must be considered, notably testicular lesions and 
tumours of the adrenal cortex. 

Testicular lesions.—In a review of recorded cases Kriss 
(1930) found that disease of the testicles was.by far the 
commonest cause of gynzecomastia. Lesions of one or 
both testes can produce the enlargement, and the breasts 
themselves can be bilaterally or unilaterally involved. 
Atrophy—simple or after epididymitis, orchitis or trauma 
—is most often present, and suggests that a lack of male 
sex hormone is an important factor. Carcinoma (Ber- 
geret et al. 1931), teratoma of the testes (Jordans 1923), 
or a teratoma elsewhere (Elzas 1923) have been reported ; 
and Kriss (1930) found 4 cases with renal hypernephroma. 
There are several instances where chorionepithelioma 
was causative (Schultze 1930, Jordans 1923, Symeonidis 
1934), and in them there was a positive Aschheim-Zondek 
reaction in the urine. These cases with tumour forma- 
tion appear to be due to an abnormal endocrine stimula- 
tion rather than to deficiency of the male sex hormone. 

Adrenal cortical tumours.—Tumours of the adrenal 
cortex are only rarely associated with gynzcomastia. 
There are, however, a few reported cases where a tumour 
has led to definite feminisation of the male, forming a 
counterpart to the virilism found in the adrenogenital 
syndrome in women (Bittorf 1919, Parkes Weber 1926, 
Holl 1930, Lisser 1936). The cause of breast hyper- 
trophy in these cases is obscure and does not seem to be 
an excess of cortin. In fact in some adrenalectomised 
animals, notably the rat, cortin will not maintain lacta- 
tion unless large doses are used. Brownell and his 
colleagues (1933) found, however, that if they failed to 
remove a fraction of fatty substance in the preparation 
of cortin, lactation as well as life was preserved after 
adrenalectomy. They regarded their results as an 
indication of the presence of a new hormone which they 
named cortilactin. An attractive theory would be that 
excess of cortilactin was responsible for the gynzecomastia 
in these cases ; but it would not explain the atrophy of 
the breasts which often accompanies virilism in the 
female with a similar type of tumour. Substances with 
an action like that of male sex hormone have been found 
in large quantities in the urine of patients with adrenal 
cortical tumours (Burrows et al. 1937, Butler and Marrian 
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1937, Callow 1938). The substances, as well as being 
androgenic are also cestrogenic (Deanesly and Parkes 
1937). It seems possible that large quantities of them, 
produced by the tumour, may act on susceptible tissue 
in either sex and lead to the sexual abnormalities that 
are found in the various forms of: the adrenogenital 
syndrome. 

When other conditions known to be associated with 
gynzcomastia, such as Graves’s disease (Starr 1935), 
have been considered, there remain a number, of which 
the following case is an example, where no causative 
factor can be found. 


CASE-RECORD 

A boy, aged 14 years, was admitted to St. Thomas’s Hospital 
on Feb. 2, 1939, for investigation of his bilateral gyneco- 
mastia. He was the only child of healthy parents and there 
was no history of breast abnormalities or endocrine disorders in 
the family. As a child he had always been well except for the 
usual childish complaints, which included pertussis, chicken- 
pox and a mild attack of mumps, without orchitis, at the age 
of 7 years. There was no history of trauma to the testicles 
at any time. 

The enlargement of the breasts had first been noticed two 
years before; they had gradually increased in size, quite 
painlessly and without secretion from the nipples. When 
this enlargement began his pubic hair also started to grow 
and the external genitalia increased in size with the onset of a 
normal but somewhat early puberty. He was a normal boy 
apart from his breasts, playing all the usual games at schoo! 
and being well up to average in his work. His bowels acted 
normally, micturition was normal and he never had. head- 
aches or noticed any abnormalities of his eyesight. He 
weighed 10 st. 14 lb.; height, 5 ft. 14 in.; height from floor 
to pubis, 32 in. ; chest (at nipples), 36 in. ; hips, 36 in. 

His body contour was not considered feminine in type 
though tending towards obesity. There were no striz atro- 
phice or localised depositions of fat. The breasts had the 
appearance of those of a young adult female. On palpation 
they were firm and a little nodular ; there was no tenderness 
and no fluid could be expressed from the nipples. The areola 
was large and pale pink, with a few dilated venules at the 
periphery, but the nipples were poorly developed. The 
genitalia were well developed. The penis was large and there 
was a normal growth of pubic hair. The testicles were norma! 
and descended. No suggestion of nodularity or increase or 
decrease in size was found. The prostate was easily palpable, 
soft, and did not appear to be enlarged. The abdomen con- 
tained no palpable organs or masses. The teeth were good 
and no abnormality was found in any of the systems. Blood- 
pressure 120/80 mm. Hg. Urine contained no abnormal! 
constituents. 

X-ray examination of abdomen showed no calcified area 
and no evidence of an adrenal tumour; the skull showed a 
normal sella turcica and no abnormality of the cranial vault. 
After perirenal insufflation with air a radiogram showed the 
air to be surrounding both kidneys and adrenal glands, which 
were normal in outline and size. No abnormal shadows were 
seen. Basal metabolic rate: — 2% on patient’s age (Du 
Bois); +:2% on patient’s height and weight (Du Bois). 
Oxygen consumption 261 c.cm. per min. Urinary 17-ketos- 
teroids: 2 mg. in 24 hours (normal for age). Urinary 
cestrogens: under 100 units in 24 hours (normal for age). 
Aschheim-Zondek reaction, negative. 

This boy was normal apart from his breasts, and there 
was nothing -else to lead one to suspect an endocrine 
disorder. The presence of normally developed genitalia 
and secondary sex organs indicated that the testicles were 
producing male sex hormone in the normal manner, and 
this developntent began at the same time as had the 
gynecomastia. It is possible that abnormal amounts 
of cestrin were produced by his testes at puberty which 
resulted in the condition of the breasts ; or the primary 
fault may have been in the breast tissues themselves, 
which reacted excessively to a normal endocrine stimu- 
lation. 

The use of endocrine therapy in gynzcomastia is 
largely empirical, but recent work has shown that 
testosterone is worthy of a trial (Bronstein 1939, Wer- 
nicke 1939, Hoffman 1939). Our case was given 
125 mg. of testosterone propionate without any 
alteration in the size of his breasts, but unfortunately 
it was not possible at that time to continue the 
treatment. 





Werni 


CER! 


130/76 
nervoi 
norma 
lateral 
invest; 
but al 
sensat, 





1. Cam 








he 


r- 
en 
ny 
ly 
he 


urine, 





SUMMARY 


A case of gynecomastia, in which no other pathological 
condition was found, is described in a boy of 14 years. 

It is suggested that the gynzcomastia was due either 
to excessive production of cestrin by the testes at puberty 
or to an abnormally vigorous response on the part of the 
breasts to normal endocrine stimulation. 


I wish to thank Dr. H. Gardiner-Hill, physician to St. 
Thomas’s Hospital, for permission to publish this case, and 
for his help ; and Mr. F. Ll. Warren, of the Royal Cancer 
(Free) Hospital, for estimating the sex hormones in the 
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CEREBRAL CORTICAL LESION AND FITS IN 
WERNICKE’S ENCEPHALOPATHY 


A. Witson GILL A. J. McCay 
MDEDIN, MRCP M D LPOOL, MRCP 
HON. PHYSICIAN TO THE NORTH PATHOLOGIST TO THE 
STAFFS ROYAL INFIRMARY INFIRMARY 

INTEREST in Wernicke’s encephalopathy has been 
revived in this country, by Campbell’s publications with 
Biggart! and Ritchie Russell.2. The clinical findings 
are divided by these authors into two groups: dis- 
turbances of consciousness and higher cerebral function ; 
and focal signs resulting from lesions in the brain-stem 
and hypothalamus, including ocular palsies, abnormal 
respiratory rhythm, and drowsiness. 

Wernicke’s encephalopathy may occur in chronic 
alcoholism but may also terminate other toxic and 
wasting diseases associated with gastro-intestinal dis- 
turbance ; gastric carcinoma accounted for 5 of the 20 
cases recorded by Campbell and Russell. It was sug- 
gested in both the papers quoted that Wernicke’s en- 
cephalopathy might be caused by a conditioned vitamin- 
B, deficiency. Campbell and Russell noted that 
cortical lesions were uncommon: they were present in 
only 2 of the 20 cases. Epileptiform convulsions occurred 
in one case with a cortical lesion but not in any other case 
of their series. The following case is described because 
cortical lesions and convulsions are uncommon in 
Wernicke’s encephalopathy. 


CASE- -HISTORY 


A man aged 54 complained of deafness in the left ear, 
diplopia, and vomiting for 10 days before his admission 
to hospital. For3 months he had suffered from epigastric 
discomfort, dyspnoea, and vertigo. On examination he 
was confused and uncodperative ; respirations were deep 
and rapid; mucous membranes pale. Blood-pressure 
130/75 mm. Hg. Chest: bronchitis ,only. Central 
nervous system: Pupils small and equal, reacting 
normally; slight weakness of both external recti; 
lateral and vertical nystagmus ; 8th nerves could not be 
investigated ; tendon reflexes normal in upper limbs, 
but absent in lower limbs;. plantar reflexes normal ; 
sensation could not be investigated. Blood-urea, 49 mg. 
per 100 c.cm. Blood-count: red cells 3,250,000 ; 


i. Cunpbelt, A. C. P. and Biggart, J. H. J. Path. Bact. 1939, 48, 
2. Campbell, A. C. P. and Russelb, W. R. Quart. J. Med. 1941, 10, 41. 
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“Hb. 36% ; ; “white cells 5600 ; 
Urine, a trace of albumin. 

Progress.—450 ml. of stored blood was given with some 
improvement. An epileptiform convulsion lasting about 
15 min. occurred on the third and another on the fourth 
day after admission. Death in coma on the seventh day 
after admission. 

At autopsy he was found to have a scirrhous cancer of 
pylorus causing partial occlusion ; no metastases found. 
The heart weighed 370 g., slight coronary atheroma. 
Lungs, bronchitis only. Brain: minute punctate 
hemorrhages in corpora mamillaria, columns of fornix, 
juxtaventricular areas of thalami, peri-aqueductal grey 
matter, and floor of 4th ventricle ; ; no hemorrhages in 
colliculi or optic nerves. 

On cutting the brain in }.in. serial slices an area of 
punctate hemorrhages was found in the grey matter of 
the right prefrontal convolution towards the vertex. 
The lesion did not extend beyond one } in. slice, and 
involved only } in. of cortex. 

The histological findings correspond with those often 
described !n‘ this condition. Irregular dilatation and 
engorgement of capillaries were associated with hemor- 
rhages of varying size; these changes were strikingly 
demonstrated by Pickworth’s benzidine stain. Hyper- 
plasia of capillary endothelium was often seen. In addi- 
tion there were numerous gitter cells, in many of which 
fat could be demonstrated. Astrocytic proliferation 
was present. In contrast with these ‘changes evidence 
of neuronic damage was notably slight. No peripheral 
nerves were examined. 


differential count normal. 


SUMMARY 


A man suffering from cancer of the stomach died with 
Wernicke’s encephalopathy. During the illness epilepti- 
form convulsions were.twice observ ed, and at autopsy a 
Wernicke’s lesion was found in the cerebral cortex. 
Cortical lesions and convulsions are both uncommon in 
Wernicke’s encephalopathy. 


TRACHEOBRONCHIAL CYST 


H. A. CooKsSoON 
MB EDIN, FRCPE, FRCSE, 
FRSE, DPH 
HONORARY PATHOLOGIST TO THE 
HOSPITAL AND TO SUNDER- 
LAND ROYAL INFIRMARY 


PAULINE C. MARSHALL 
MRCS 
LATE HOUSE-PHYSICIAN AT THE 
CHILDREN’S HOSPITAL, 
SUNDERLAND 


THE patient was a girl and an only child with no 
family history of disease. Her birth was normal and 
birth-weight 7 Ib. 1 oz. She was breast-fed for the 
first 6 weeks, and thereafter on a proprietary food. 
Development was normal until she was 5 weeks old 
when she was admitted to a hospital with a severe cough, 
cyanosis and shortness of 
breath. She was diagnosed 
as having atelectasis of the 
left lung. A hazimess was 
seen on X-ray examination, 
but after 4 weeks in hospital 
this had almost gone and she 
was discharged in fair health. 

On July 28, 1942, she was 
admitted to the Children’s 
Hospital at the age of 7 
months, having apparently 
been well until 5 weeks before. 
At this time she started wheez- 
ing and coughing, and was 
inclined to vomit her feeds ; 
she became short of breath. 
The signs in the chest were 
those of chronic bronchitis ; 
temperature normal. The 
‘* asthmatic ”’ condition pro- 
gressed in spite of medical 
treatment, and on July 31 there was some stridor. 
After a few days of improvement she became worse, 
with evidence of consolidation of the left lung. She 
died on Aug. 26. 

Autopsy.—A normally developed female child for 
her age with a well-marked Harrison’s sulcus. The right 
lung was acutely congested and the left lung consoli- 
dated. Behind the bifurcation of the trachea and 








CYSTIC 
SWELLING < 


The cyst as seen at autopsy. 
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adherent to the left bronchus and base of the heart 
was a thin-walled cyst slightly larger than a pigeon’s 
egg (sée figure). It contained clear jelly-like material 
and on microscopy was -found to be a tracheobronchial 
cyst lined with ciliated epithelium. 


We wish to thank Dr. A. A. Nicol for permission to use the 
clinical notes. 





Reviews of Books 


Recent Advances in Anesthesia and Analgesia 


(4th ed.) C. Lanaron Hewer, MB Lond., DA. London: 
J. and A. Churchill. Pp. 341. 18s. 


SINCE it was first published in 1932 this has developed 
into one of the most useful books of reference on anzs- 
thetics now in print. In his new edition Dr. Langton 
* Hewer has retained what has stood the test of time and 
has included new methods which merit further trial. 
He has the knack of condensing the substance of an article 
into a pithy paragraph adding the reference so that the 
reader can seek more detailed information ; over 1000 
“references are given at the end of the 25 chapters. Two 
obvious mistakes each depend on the slip of a decimal 
point. On p. 239 the dose of bromethol recommended is 
1 g. per kg. body-weight instead of 0-1 g.; and on p. 318 
the pressure at which the valve of the Oxford inflator 
should be set is incorrectly given as 4-5 instead of 45 
mm. Hg. In future editions some of the pictures might 
be made to tell their tale better, and it is doubtful if the 
out-of-date method illustrated on p. 242 ever represented 
an advance. For primary cardiac failure and for over- 
dose of avertin 10% carbon dioxide in oxygen is advised, 
but no mention is made of the views of Waters on this 
subject. Dr. Hewer considers the administration of 
CO, mixture in asphyxia neonatorum ‘“‘ a most valuable 
treatment,’ and despite the work of Co Tui he would 
countenance its use in spinal anzsthesia—though with 
great caution. He gives a reference to support the 
contention ‘that ether should preferably be avoided 
altogether in the badly shocked or toxic patient” ; 
some anesthetists have not found the patient liable to 
succumb to this drug provided it is expertly administered. 
But these are trifling criticisms of a book which is sound, 
up to date and stimulating. 


Nursing Life and Discipline 


SHermrA M. Bevineton, PhD, welfare adviser, Vickers- 
Armstrong, Newcastle-on-Tyne. London: H. K. Lewis. 
Pp. 89. 7s. 6d. 


Dr. Bevington has made a study, based on over 500 
interviews, of current practice in hospital discipline 
of nurses, and of the ways in which that practice affects 
the nurse’s life. She visited five hospitals, all recog- 
nised training schools for nurses, and—with the per- 
mission of the. matrons—has held confidential inter- 
views with members of the staffs. Those interviewed 
attended voluntarily’ and remained anonymous. She 
had also compared the advances made in nursing 
discipline in recent years with changes in the discipline 
of schools and prisons and in industry. She comes to 
the clear conclusion that standards of discipline in the 
nursing profession have lagged behind advances made 
elsewhere. Our conception of discipline, as she points 
out, has changed fundamentally during the last two 
centuries. It no longer implies retributive justice, or 
even deterrence, but rather educative reform, the aim 
being to foster self-discipline rather than to enforce 
obedience from without. Her interviews showed that 
in nursing the old retributive principle still holds, and 
that there is little attempt to encourage in the nurse a 
responsible and independent spirit. Thus in one 
hospital unpunctuality of students at meals was punished 
by loss of late leave; in another the home sister was 
permitted to enter their bedrooms at any hour un- 
announced or immediately after knocking, and to 
switch off their light after curfew hour. The advantages 
of non-residence were enthusiastically recounted by 
trained staff in two hospitals which allowed it ; and even 
the poor accommodation offered by local boardin: 








houses was preferred (because of the greater privacy and_ 


freedom) to residence in hospital. Her survey covers 


many other aspects of nursing life—the effects of 
physical strain on use made of leisure, the manner in 
which rebukes are offered, the hours of lectures, the 
heavy responsibility for care of the sick coupled with 
teaching which falls on the ward sister, the quality of 
meals and the hours at which they are served, the care 
of the nurse’s health, accommodation and regulations 
in the nurses’ home, hours of work, and staff relations. 
The comments she collected are analysed numerically 
and this method throws a remarkably vivid light on 
causes of dissatisfaction in nursing today. The book 
is able, thorough and timely; it should give hospital 
authorities a clear insight into the origins of the shortage 
of nurses and indicate some of the remedies. To hasten ~ 
these Dr. Bevington advocates the foundation of a 
Society for Nursing Reform. 


From Thirty Years with Freud 


THEopor Retr. London: 
12s. 6d. 


It is disappointing that Dr. Reik has not been able to 
provide a fuller picture of the remarkable man whose 
character and genius have commanded the respect even 
of those who could not accept his observations and 
doctrine. The vignettes which are offered in the book 
confirm the impression of dignity, tolerance and moral 
courage gained from other sources. There are some 
characteristic utterances reported here (as when he said, 
on hearing that his books had been solemnly put in the 
Berlin bonfire by the Nazis along with those of Heine 
and others, ‘‘ At least they burn in the best of company ”’) 
and some heartening indications that even the founder of 
psycho-analysis could not carry into daily life the 
detachment and patience with psychopathy required for 
clinical work : ‘‘ you are also quite right in your assump- 
tion that I do not really like Dostoyevsky, despite all my 
admiration for his power and nobility. That comes 
from the fact that my patience with pathological natures 
is completely exhausted in my daily work. In art and 
life I am intolerant towards them. That is a personal 
trait, not binding on others.” Besides the personal 
recollections of Freud and the discussion of some of his 
writings (especially those in which he examines our 
society and culture), Dr. Reik includes some scattered 
essays of his own on psycho-dnalytical subjects. The 
book, though it is not the biography which, it may be 
hoped, one of Freud’s intimates will write, is interesting— 
not merely to psycho-analysts. 


Hogarth Press. Pp. 214. 


Textbook of Medicine 


(6th ed.) Editor: J. J. ConyBEarRE, DM Oxfd, FRCP. 
Edinburgh: E. and S. Livingstone. Pp. 1146. 28s. 


It is two years since the last edition of this good small 
textbook appeared. The size remains about the same, 
fulfilling the original intention of providing the essentials, 
but not a synopsis, of medicine. The book includes a 
long chapter on psychological medicine; it is good to see 
this subject generously treated instead of being dismissed 
cursorily in a page or two, or isolated in special books. 
A section on the legal aspects of mental illness and the 
scheme for the examination of psychological patients 
will be especially useful to.students. Neurology remains 
in the expert hands of Dr. F. M. R. Walshe and like 
Dr. Conybeare’s own exposition of diseases of the 
alimentary tract is a model of accurate teaching. The 
chapters on tropical diseases have been rewritten by Wing- ° 
Commander F. E. Lipscomb and include all the more 
important examples; this section would benefit from 
more illustrations, as would also the section on blood 
diseases. The few illustrations given are a little uneven. 
Of the 30 X-ray plates some are excellent, others—for 
example, the one of the rare congenital cystic disease 
of the lungs—seem out of place in a small book. A 
radiogram of pneumoconiosis would be more useful. 
Indeed the section on respiratory diseases is perhaps the 
least happy in the book; but this branch of medicine 
is notoriously difficult to teach. Blood-groups, blood- 
transfusions, the use of stored blood, transfusion and 
desiccation of plasma and serum are given a good showing, 
and there are new sections on electroencephalography 
and scleroderma, and fresh matter on polyneuritis, 


-diabetes, and the sulphonamides. 
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. The introduction of phenobarbitone 
- for the treatment of epilepsy marked 
se) a great advance on bromide 
_ therapy but some patients prove 
od resistant to it and in others symp- 
~ . toms of intolerance are provoked. 
For such cases ‘Rutonal' brand 
methophenobarbitone provides a 
useful alternative, and it is indicated 
all in all conditions for which phenobar- 
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Action of Coramine 
on respiration (above) 
and blood pressure (below) 
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The most characteristic effects of Coramine are 
stimulation of the respiration and production of a 
sustained rise in the blood pressure. 


LARGE DOSES AT THE CRITICAL MOMENT 
SMALL DOSES FOR PROLONGED TREATMENT 


Supplies of Coramine, on which the pioneer work 
was done and on which the thousands of published 
reports are entirely based, are available to meet 
all requirements. 


Ampoules and Liquid. 
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HOUSEHOLD HELP SERVICE 


Mr. BrEvIn is turning over in his mind the possibility 
of setting up a service of domestic help on the lines of 
the present service of district nursing. Its object 
would be to enable families to tide over those domestic 
crises which result from maternity and illness. Such 
crises are familiar to every practitioner. A girl works 
at a factory, office or school, and lives with her 
parents or widowed mother ; if the mother becomes 
ill, the girl is faced with the dilemma of neglecting the 
patient or her job. In such a situation, the “ house- 
hold help ”’ would rescue the sick from neglect or 
would prevent avoidable absence from work. Similar 
crises arise when those living in lodgings fall ill, or 
when the single-handed landlady is herself struck 
down. Minor illness in old people—and even in 
younger ones—living alone is yet another cause of 
domestic upset. Even more, it sometimes leads to 
serious physical mishap. The fractured femur of the 
feverish old person struggling to the gas-ring or the 
closet is not a clinical rarity. Lastly, there are our 
“‘non-gainfully occupied” housewives with ydung 
children for whom childbirth or illness means not only 
suffering but domestic chaos. Often the practitioner 
hears the refusal to contemplate a necessary operation 
for fibroids or prolapse, based on the impossibility of 
getting anyone to look after the children. Even 
illness outside the family sometimes precipitates a 
domestic crisis, as when it leaves untended children 
whose parents are both working. That, in brief 
outline, is the qualitative picture which Mr. Bevin 
faces. If he wishes to estimate the size of the problem 
before embarking on its solution, a social survey will 
provide him with the answer. 

Something of course has already been done. Before 
the war, most of the London boroughs ran home-help 
services. If a hospital almoner, for example, wished 
to get home help for a convalescent patient or a 
mother leaving hospital with her baby, she could 
get in touch with the appropriate health department 
or health visitor who would do the rest. Payment 
was based on means assessment, with a maximum 
of something like 30s. a fortnight—the usual period 
for home help. The Minister of Labour will have to 
decide whether to base his service on the voluntary 
societies, the local authorities, or the labour exchanges. 
Against the first, it will probably be urged that they 
are weakest in the poorest areas, where the needs will 
be greatest. In favour of the local authorities it 
will be said that they already employ health visitors 
and have had experience in running home helps ; 
but their varying efficiency, and their lack of contact 
with the public in rural areas may weigh against them. 

If the service was centred on labour exchanges, a 
uniform national coverage could be guaranteed, the 
complete potential pool of home helpers would be 
ready to hand, and a further humanising link between 
the labour exchange and the general public would be 
established. As a corollary, it would seem essential 
that each exchange should have a trained welfare 





officer in charge of the home-help service, to assess: 


need, to sift out bogus claims, and to visit homes. 
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In choosing her home helps she would have to 
remember the fear of “‘ the other woman” which 
sometimes still keeps the sick wife on her feet. We 
should look to her to assess social and medical need— 
let us hope the practitioner will be spared another 
certificate. The prime criterion must be confinement 
to bed ; and once the doctor has given his orders it 
does not take a medical expert to see that they are 
being carried out. 


' PROTECTION OF LAND-WORKERS 
AGAINST TETANUS 


IN peace-time tetanus is almost an occupational 
disease, with farmers and gardeners the principal 
victims. The tetanus bacillus lives in the intestine of 
many domestic animals, and the spores when shed 
remain Viable in the soil for many years. When the 
farmer stabs his foot with a fork the spores are 
carried into the wound, and if conditions are suitable 
for their germination tetanus ensues after an incuba- 
tion period varying from 3 to 21 days. With increased 
activity on the land, involving many relatively 
inexperienced workers, the risk of accidental wounds 
is greater, and comment has already been made in the 
lay press about an increase of tetanus associated with 
the ploughing-up campaign. Even ifsuch an increase 
is unproven, it would be well to protect the land-army 
against this hideous and highly fatal infection. 

There is a choice of two methods of immunisation— 
passive and active. Passive immunity is obtained 
by giving the patient, as soon as possible after the 
accident, a prophylactic dose of tetanus antitoxin, 
which will afford protection for two or three weeks. 
Too often, however, the wound seems too trivial for 
medical attention, or the doctor, if called, may be 
averse from giving an injection of a foreign serum for 
an injury which 99 times out of a 100 will heal without 
incident. (There is now, as a matter of fact, almost’ 
no risk from such an injection, for tetanus antitoxin 
has been so concentrated and refined that serum- 
sickness rarely follows its use.) The alternative 
course is to immunise all land-workers actively with 
tetanus toxoid, as practised in the Forces and 
recommended in these columns! for Civil Defence 
personnel during the blitz. Two 1 c.cm. doses of 
toxoid are given by intramuscular injection at an 
interval of 6-12 weeks—toxoid, unlike serum, does not 
sensitise the recipient against subsequent doses—and 
any reaction, either local or general, is negligible. 
The resulting immunity remains fairly high for at 
least two years, but should be reinforced by a renewal 
dose of 1 c.cm. of toxoid once a year 

Active immunisation is a most valuable safeguard, 
but does not absolve us from further action where the 
risk of tetanus in a wound is obvious. The effect of 
toxoid is not so much to raise the antitoxin content of 
the blood as to set up a shadow factory which will 
produce antitoxin when need arises. Unfortunately 
in cases of massive infection enough toxin to cause 
clinical tetanus may be produced before the shadow 
factory comes into full operation, and during this 
interval it is wise to protect the patient passively with 
one or more doses of antitoxin. Alternatively the 
shadow factory can be stimulated into more rapid 
production by a dose of toxoid, which is more power- 
fully antigenic than natural toxin. The lesson to be 


1. Lancet, 1940, ii, 457. 
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drawn from Army experience* and animal experi- 
ment * is that any protected land-worker who suffers 
a deep or extensive soil-infected wound should have 
that wound surgically excised and should be given a 
dose of tetanus antitoxin or a further injection of 
toxoid. It is not at present possible to say which of 
these is preferable for the additional protection of 
severely injured persons who have previously been 
immunised, but as the British Forces use antitoxin 
and the French, American and Canadian Forces use 
toxoid, we may someday get an answer. J 


HYPERTROPHY OF MALE BREAST 

In endocrinology the study of rare pathological 
conditions has often added to knowledge of normal pro- 
cesses, and eventually no doubt normal lactation and 
glandular enlargement of the male breast will fit into 
an orderly hormonic pattern. At present all is disorder, 
.. Development and function of the female breast is 
controlled by at least two glands—the ovary, through 
its estrogenic and progestational hormones, and the 
anterior pituitary both indirectly through its control 
of ovarian function and directly by a galactopoietic 
action. It seems probable that cestrogens stimulate 
the development of the units and progestational 
hormones the growth of the alveoli. (&strogens in 
small quantities stimulate milk secretion as well, at 
any rate in virgin goats and heifers,‘ but in large doses 
they depress the galactopoietic activity of the 
pituitary and suppress lactation. The role of the 
pituitary is confused by the fact that an extract 
capable of initiating lactation will also cause growth 
of a pigeon’s crop-gland, a discovery which for years 
led physiologists astray, for the two functions do not 
run parallel. Foiiey’s® suggestion that the word 
prolactin should in future be used only for the 
crop-gland factor will, it may be feared, continue 
the confusion for those whose minds tend to work in 
etymological channels. 

It would seem, then, that the failure of males to 
suckle their young may be explained by lack of 
cestrogens and progesterone in quantities sufficient 
to build up their mammary ducts and alveoli. 
This hypothesis is supported by the occurrence of 
breast development, and even “ witch’s milk,” in 
infants recently subjected to the maternal hormones, 
and by occasional embarrassing epidemics of gynzco- 
mastia in stilbcestrol ‘factories. Unfortunately it does 
not cover all the facts. Male rats, for instance, suffer 
a normal increase in mammary tissue at puberty, and 
this change can be prevented by castration,’ which 
suggests that androgenic hormones also may .be 
involved. Further, according to Kriss,’ neoplasm of 
of the testicles (carcinoma or teratoma) is_ the 
commonest cause of gynecomastia. A teratoma 
elsewhere, a hypernephroma or a chorionepithelioma*® 
may also be responsible ; and to make the problem 
yet more difficult, cases of atrophy of the testicles 
have also been associated with increased mammary 
development.® Less commonly, adrenal cortical tissues 


. Boyd, J. S. K. and MacLennan, J.D. Ibid, 1942, ii, 745. 
. Zuger, B., Greenwald, C. K. and Gerber, H. J. Tmmunol, 1942, 


oo 
‘ Folle , 8. J. and Bottomley, A. C. J. Physiol. 1940, 98, 15P; 
gti, “100 7P. 
. roles, 8 . J. Biol. Rev. 1940, 15, 421. 
. Mobwen, G. S., a fa H. and Collip; J. B. Pro¢, Soc. exp. Biol., 
Kriss, B. Arch. Gymaek. 1930, 141, 503. 
. Hagn- Meincke, F. Nord Med. 1942, 16, 3544. 
. Klinefelter, H. F., Reifenstein, E. ©. am Albright, F. J. clin. 
Endocrinol. 1942. 2, 615. 
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have been apparently to blame ; and here we are on 
firmer ground, for the combined androgenic, cestrogenic 
and progestational activities of cortical extracts make 
almost anything possible. BROWNELL” has succeeded 
in maintaining lactation as well as life in adrenalec- 
tomised animals by means of a cortical extract. 
Desoxycorticosterone acetate causes gynzecomastia in 
mice." Gynecomastia has been observed in Addison’s 


disease treated with ‘ Eschatin’” and with desoxy-— 


corticosterone.” 

In our present issue RICHARDSON describes a case of 
gynecomastia in which no other endocrine abnor- 
mality could be demonstrated. That such cases occur 
is well known, but their details are seldom if ever 
published. It is important to the study of lactation 
that all patients with abnormalities of the breast 
should be as fully investigated as Richardson’s patient, 
and should be followed carefully through the years. 


TROPICAL. NUTRITIONAL AN/EMIA. 


In India Witts, NaPreR and others have demon- 
strated nutritional anzemias arising from deficiency of 
“ extrinsic factor’ or iron or both. Most of their 
observations were made in pregnant women, but 
“ tropical nutritional anemia ”’ may affect either sex 
at any age, and even before the war was also seen in 
temperate countries like Greece. Reports from 
TROWELL in Uganda, published in these columns ™ and 
elsewhere, are noteworthy because he has studied a 
large group of these cases by a really modern tech- 
nique. Like others before him, he finds that he is 
dealing with a double deficiency of extrinsic factor and 
iron ; the former produces a macrocytic orthochromic 
anzmia, the latter a microcytic hypochromic anemia. 
The blood-picture presents a combination of the two 
and he proposes the name “dimorphic anzmia.”’ 
This is, he thinks, the commonest anemia of tropical 


and subtropical climates—‘‘ the less well-fed parts of 


the world ’—where hardly any case shows deficiency 
of only a single factor, and true pernicious anemia is 
extremely rare. 

Hematology in the tropics is made more difficult by 
the prevalence of diseases that cause anemia by blood- 
destruction, and possibly by interference with erythro- 
poiesis; malaria, hookworm, bilharzia, and the 
dysenteries are the commonest. 
infection or infestation is found, it is all too easy to 
put down the anemia as “ secondary,” and to give a 
course of antiparasitic treatment as a first step ; but 
this often has disappointing results, and when anemia 
persists it is often treated in too haphazard a manner. 
TROWELL contends that, in Uganda at any rate, it is 
better to think of the patient as having nutritional 
anemia complicated by an infection or infestation 
(e.g., malaria or hookworm). The right approach in his 
opinion is first to ascertain the type of deficiency ; 
secondly to find out what diseases are accentuating 
the deficiency and destroying blood-cells ; and thirdly 
to look out for other serious diseases that might cause 
anemia. He now bases his classification on examina- 
tion of the blood- -smear, the bone-marrow from 


10. Brownell, K. ye ‘Lockwood, J. E. and Hartman, F. A. Proc. Soc. 
exp. Biol., N.Y. 1933, 30, 783. 
il. Heuverswyn, J. van, Folley, 8. J. and Gardner, W. U. Ibid, 1939, 


® 

12. Edwards, R. A., Shimkin, M. B. and Shaver, J. S. J. Amer med. 
Ass. 1938, 111, 412. 

13. Lawrence, R. D. Brit. med. J. 1943, i, 12. 

14. Trowell, H. C. Lancet, 1943, i, 43. 

15. Trowell, H. C. Trans. R. Soc. Trop. med. Hyg. 1942, 36, 151. 
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sternal puncture, and—wia estimates ‘of hemoglobin 
and mean corpuscular volume—the meen corpuscular 
hemoglobin concentration. This combination is the 
best at’ present available *; it avoids the fallacies 
arising from reliance on the colour-index, and makes 
other estimations, especially that of mean cell dia- 
meter, unnecessary. In classifying the results of 
sternal puncture TRowELL uses the classification 
proposed by Isra#is,” modified to meet his special 
conditions. 

In this East African series the commonest abnor- 
mality was a macrocytic hypochromic anemia with a 
mixed megaloblastic and normoblastic reaction in the 
marrow; next commonest were the macrocytic ortho- 
chromic and normocytic hypochromic types; pure 
microcytic hypochromic anzmia was seen only very 
rarely. In other words, most cases showed mixed 
deficiency of extrinsic factor and iron, with varying 
predominance of one or the other ; they have “‘ dimor- 
phic anemia.’’ Where. megaloblasts were found in 
the marrow smear, liver extracts were always needed 
in treatment, whatever the final blood-picture. Treat- 
ment of the anzmia*™ was by liver and iron, and in 
Uganda, as elsewhere, the purified extracts used for 
pernicious anemia have proved unsuitable except in 


16. Lancet, 1942, li, 337. 17. Israéls, M. ©. G. Tota, 1941, ti, 207, 
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GROWTH OF AN ACCIDENT HOSPITAL 

BirnMINGHAM Accident» Hospital has now been in full 
swing for over a year and its second annual report tells 
how from the beginnings made in 1941 the work has 
developed despite restrictions on staff and building. 
Nearly 20,000 new patients have been treated and there 
were over 90,000 casualty attendances. Inpatients 
numbered over 2000, some 8000 operations were per- 
formed, and more than 2000 patients have passed 
through the. rehabilitation department. Working at 
high pressure in factories inevitably means more accidents, 
and the war which has hindered the growth of the 
hospital has also increased the need for it. When the 
building programme is completed—some time this, year 
—an appeal will be made to the Central Medical War 
Committee for three more doctors, for this increase 
would enable the work of the hospital to be nearly 
doubled. Over 11% of reportable industrial injuries are 
classified as septic “and the Medical Research Council 
have been quick to grasp the opportunity offered by the 
Birmingham clinical material, and they have set up a 
wound infection unit at the hospital under the direction 
of Prof. A. A. Miles and with the collaboration of the 
staff. At present the work consists mainly of a bacterio- 
logical survey of the problems of wound infection 
peculiar to industry, in the patients arriving at the 
hospital and, with the collaboration of local industrial 
medical officers, of wounded people in the factories. 
It includes investigations into the effect of different 
methods of cleaning, treating and dressing the newly 
inflicted wound upon the sepsis-rate and the duration of 
sepsis ; -into the design of safe dressing routines and 
outpatient dressing stations; into the incidence of 
carriers of infecting bacteria among factory workers, 
patients and hospital personnel, and its relation to 
sepsis ; into the effect of different metals on the sub- 
sequent history of the injuries they inflict; and, in 
collaboration with another MRC worker, Di. Ethel 
Florey, into the value of penicillin in the treatment of 
septic wounds. 

It is hoped that industry will soon come to consider 
the hospital “‘ as a real part of its own medical services ” 


large and uneconomical doses. Even using the crude 
extracts, which are more effective, much larger doses 
are required than in pernicious anemia, but 4 lb. liver 
daily by mouth is both cheap and successful. The 
yeast extract tried was useful only in doses of 1-2. oz. 
daily, which was too much for most patients to 
swallow. Naturally, if any associated infection or 
infestation is detected, it too must be treated. 
TROWELL’s researches are of general application 
since they show in outline how the problem of nutri- 
tional anzemia can be tackled from the hematological 
side. When we reflect that the “less well-fed parts 
of the world ” now include all Europe, most of Asia, 
large regions of Africa and probably a larger part of 
the New World than most people suspect, the implica- 
tions of this work are seen to be wide. Those who are 
to deal with nutritional anemia must include in their 
armoury not only the normal apparatus of blood 
examination, but also the sternal-puncture needle 
and if possible the hematocrit tube, so that diagnosis 
may be firm and our limited amounts of liver extracts 
safeguarded for use where really needed. More work 
is required from the chemists to detect the factor or 
factors in liver extract that cure this anemia. To 
administer large doses of extracts intended for other 
use is wasteful. 
and the ihionnan depertuient is proving a dependable 
bridge between the factory and the bedside. Personal 
contacts with employers and welfare departments smooth 
the patient’s return to suitable work. Money is a 
crude measure of appreciation, but the £17,000 which 
local firms contributed last year to the hospital’s income 
of just under £60,000 suggests that they are beginning 
to take a proprietary interest in it. The authorities 
suggest that 2s. per employee per annum would probably 
be a reasonably profitable investment for most businesses. 
In collaboration with the university the hospital has 
also been giving courses for the certificate in industrial 
nursing which has been set up and if (or should it be 
when ?) a Nuffield chair of social medicine is established ° 
at Birmingham its scope as a teaching hospital would 
quickly increase. 


RECENT EXPERIENCE OF ENCEPHALOMYELITIS 

At the end of the last war acute encephalitis was 
almost synonymous with encephalitis lethargica, which 
itself had been known for only two years. <A few years 
later the first cases of postvaccinal encephalitis were 
observed, and shortly afterwards it was recognised that 
smallpox, measles and other exanthems are occasionally 
complicated by encephalitis with a similar pathological 
picture of perivascular demyelination. Meanwhile epi- 
demic forms of encephalitis, observed in different 
countries, were found to differ from encephalitis lethar- 
gica and from each other and to be caused by different 
neurotropic viruses—Japanese encephalitis, St. Louis 
encephalitis, the Western and Eastern. forms of equine 
encephalitis in the United States, and most recently 
of all Russian encephalitis. At the same time patho- 
logists have been distinguishing varieties of demye- 
linating encephalitis, the cause of which remains obscure. 
It seems likely that many of these forms of encephalitis 
are actually new, or at least have never before occurred 
in comparable numbers. 

This rich efflorescence was the subject of a discussion 
at the neurological section of the Royal Society of 
Medicine on Feb. 18. Dr. W. Russell Brain mentioned 
the supervention of encephalitic lesions in meningo- 
coccal infection and scarlet fever, and in infections 
commonly viscerotropic, such as epidemic hepatitis, 
glandular fever and mumps. He also described the rare 
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neurological complications of inoculation with TAB 
vaccine and tetanus toxoid, and said it had not yet been 
shown that poliomyelitis follows antidiphtheritic 
inoculation with significant frequency. He reported an 
example of a rare form.of encephalitis characterised by 
the presence of eosinophil inclusion bodies in the nuclei 
of the cortical ganglion cells and presumably caused by 
a virus. Dr. J. G. Greenfield described the patho- 
logical changes in this case and also of three other 
pathologically distinct forms of encephalitis, an acute 
encephalitis of the virus type, ‘‘ influenzal ’’ encephalitis 
and the acute hemorrhagic leucoencephalitis of Hurst. 
Dr. Elizabeth O’F lynn spoke on the clinical features and 
Dr. Dorothy Russell on the pathology of another case 
of “inclusion encephalitis,” and Dr. Russell added a 
second case of Hurst’s variety. The pathological picture 
of this is highly distinctive, with punctate hemorrhages 
visible to the naked eye in the white matter of the brain, 
while microscopically, besides the hemorrhages, there 
are areas of perivascular necrosis and demyelination and 
a strikingly diffuse infiltration with polymorphonuclear 
cells. As Dr. Greenfield pointed out, this form of 
~encephalitis seems to be a link between “‘ acute hemor- 
thagk encephalitis” and the demyelinating varieties. 
Only a knowledge of etiology can bring order into the 
classification of acute encephalitis. At present it seems 
likely that the pathogenesis of demyelination will 
involve mechanisms quite distinct from direct infection 
of the nervous system and in which local tissue anoxia 
may play an important part. The solution of this 
riddle may be expected to throw light on disseminated 
sclerosis and Schilder’s disease. 


SHEPHERD’S PURSE AND H/MOPHILIA 

‘* Back to the land’ seems to be the motto of those 
who wish to find substances that will influence the clott- 
ing of blood: vitamin K is found in alfalfa, cauliflower, 
cabbage, and other vegetables; di-coumarin—which 
decreases the coagulability of the blood—was discovered 
by a study of spoiled sweet clover. And now shepherd’s 
purse (Capsella bursa-pastoris) extract is claimed by 
Copley and Lalich' to increase the clot resistance in 
hemophilia. The claim is not quite new; Hegi?® tells 
us that herba bursx-pastoris, fresh or dried, was long ago 
used as a hemostatic, especially for menorrhagia, and 
that an infusion or tincture is still in use on the Continent 
for hemoptysis and other internal bleedings. The 
American authors had noted thai after bleeding has 
stopped from a finger-prick it can be restarted by putting 
a sphygmomanometer cuff round the arm and applying 
a@ pressure somewhat lower than systolic. The effect 
does not last long ; in normal subjects, 5 minutes after 
free bleeding has stopped a pressure of 100 mm. Hg will 
no longer start bleeding again, and the interpretation put 
on this finding is that the clot formed in the wound will 
now stand up to a blood-pressure of this level. The test 
is carried out with the finger immersed in saline at body- 
heat so that the blood-vessels shall be fully dilated. In 
2 hemophiliacs, however, it was found that such a 
pressure continued to dislodge the clot for over an hour 
after bleeding had ceased. Ordinary bleeding time was 
about 3 minutes in each patient. Shepherd’s purse 
extract and transfusion of citrated blood were given, and 
this treatment greatly increased the clot resistance to 
pressure. It is not clear why these workers adopted 
combined therapy when they were trying to assess the 
effects of one substance; it is especially unfortunate 
that blood transfusions were given, since these are 
known to influence the coagulability of hzmophilic 
blood in vivo, and no control figures are given to show 
the effect of blood transfusion alone on clot cessation. 
To award the palm to bursa-pastoris seems to be some- 
what premature and more controlled work is needed 


1. Copley, A. L. and Lalich, J. J. Amer. J. med. Sci. 1942, 204, 665. 
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before shepherd’s purse joins the select company of 


 elot-influencing plants. Steinberg and Brown® in 1939 


studied its hemostatic effects and those of other plants, 
and stated that oxalic acid was the active agent. Page, 
Russell, and Rosenthal ‘ reported that intravenous injec- 
tion of oxalic acid produced favourable effects on the 
blood-coagulation time of hzemophilics, but the results 
lack confirmation. Copley and Lalich’s article is useful 
because it reminds us of these claims made for oxalic 
acid and suggests a possibly helpful test in hemophilia. 


RESEARCH AT THE ROYAL CANCER HOSPITAL 


A SELECTION has now been made from the great 
variety of clinical, radiological and chemical investiga- 
tions made at the Royal Cancer Hospital and its associated 
research institutes in the twelve years before 1940.° 
Collection of related papers from the scattered publica- 
tions in which they first appeared is always a convenience, 
and here it has special value because it comes from the 
fountain-head of most of our present knowledge of 
carcinogenic chemicals. Two papers summarise the 
brilliant achievements of Prof. J. W. Cook, Prof, E. L. 
Kennaway and their colleagues in the synthesis of these 
substances, and they provide also a complete bibliography 
up to 1937 of all work even remotely related to this 
subject. A third paper, originally published in America 
and not easily accessible here, on the two latest and most 
rapidly acting of these compounds—the di- and tri- 
methyl] substitution products of the 1 : 2-benzanthracene 
molecule—has been reprinted in full. Contributions by 
Prof. W. V. Mayneord and his collaborators are the 
culmination of at least ten years’ work directed to 
increasing the accuracy of measurement of X-ray dosage 
within the tissues. The astonishing ability of X rays, 
on occasion, to cause tumours‘'to melt away completely 
encourages the search for means of overcoming the factors 
responsible for uncertainty in the results. The remaining 
papers on chemotherapy, on the growth-inhibitory 
action of some carcinogenic compounds and on other 
pathological effects of these compounds record work 
which is either still in progress or cannot yet be assessed. 

Of the five clinical papers on the rectum, the thyroid, 
the breast, bronchial carcinoma and multiple meningeal 
and perineural tumours, perhaps that by Mr. C. A. Joll 
on Hashimoto’s. disease (struma lymphatosa, often 
confused with Riedel’s disease, or ‘‘ ligneous thyroid ”’) 
is the most useful, since this disease has not yet reached 
many textbooks. 


CONVULSIONS ON WITHDRAWAL OF DRUGS 


Ir is well known that convulsions may occur during 
an attack of delirium tremens following withdrawal of 
alcohol in a chronic alcoholic. It is not so generally 
recognised that fits may be a symptom of other drug 
withdrawals. Three years ago Kalinowsky*® observed 
isolated fits in seven patients 4-5 days after the with- 
drawal of soluble barbitone, which had been regularly 
administered in rather large dose for one or two years. 
None of the patients’ histories or family histories, nor 
(so far as they’ were obtained) their electro-encephalo- 
grams, suggested epilepsy, and in no case has there been 
any recurrence of fits since. Kalinowsky also finds 
evidence of withdrawal convulsions with chloral and 
paraldehyde, which are both anticonvulsant drugs, 
but not with opium or its derivatives, which are of little 
use in controlling fits. For each drug there is a specific 
time-interval between withdrawal and the occurrence 
of the fit, and this interval bears a close relation to the 


3. Pret hers A. and Brown, W..R. Amer. J. Physiol. 1939, 126, 


4. Page, R. C., Russell, H. K. and Rosenthal, R. L. Ann. intern. 
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5. Selected papers from the Royal Cancer Hospital (Free) and 
the Chester Beatty Research Institute, London. Vol. 1. 
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6. a hala L. N. Arch. Neurol. Psychiat. Chicago, 1942, 48, 
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rate at which the body gets rid of the drug remaining 
in the system. Convulsions are seen only after with- 
drawal in chronic drug-addiction ; they never follow 
acute intoxication. 

Kalinowsky has not much to say about the physico- 
chemical mechanisms involved in the production of fits, 
but he thinks that the same mechanisms are responsible 
for the accompanying deliriums observed especially after 
withdrawal of alcohol and paraldehyde. 


TREATMENT OF ECLAMPSIA 


CiassicaL methods of treating eclampsia are associ- 
ated with Stroganoff and with the Dublin School and 
they are well known. Stroganoff! has always insisted 
that the greater the number of convulsions the more 
likely is the woman to succumb, and that the essential 
thing is the prevention of fits. Accordingly he advo- 
cates deep sedation, keeps his patients extremely quiet 
and free from disturbance in a darkened room, and 
administers chloroform for even such trivial procedures 
as the injection of morphia through a hypodermic 
needle. The Dublin School method, originated by 
Tweedy,? presupposes the existence of an intestinal 
toxin and aims at emptying the bowel in order to 
prevent further absorption of the offending poison. 
Stroganoff’s own figures are remarkable, and though 
other workers have failed to obtain comparable results 
by the use of his method he has impressed upon obstetri- 
cians the paramount importance of morphia, quiet and 
conservatism in the treatment of the eclamptic patient. 

Cunningham * has recently reported a series of 105 
cases observed during 1934-41. His treatment com- 
bines sedation carried out on Stroganoff lines with the 
colonic lavage of the Dublin School, and he prefers 
nitrous oxide to chloroform because of the toxic action 
of the latter drug on the liver. In every case the 
amount of cdema,*the state of the cardiovascular 
system, and the condition of the liver and kidneys 
must be taken into consideration and the treatment 
modified accordingly. If a patient with a renal lesion 
develops eclampsia then renal breakdown and post- 
eclamptic uremia may develop; a patient with pre- 
existing cardiovascular trouble is liable to apoplexy 
or cardiac failure. Patients with severe edema were 
dehydrated according to the practice of Arnold and 
Fay *; those with a blood-pressure of over 160 systolic 
had venesection, 400 c.cm. of blood being withdrawn. 
Eclamptics who exhibited signs of ‘liver involvement 
(vomiting, epigastric pain or jaundice) received glucose 
and calcium gluconate. In the entire series of 105 
there were 15 deaths (142%). In the first group of 
55 cases the mortality-rate was 18-1%; in the second 
group of 50 cases it was 10%. 

Dehydration by the method of Arnold and Fay was 
tried ; that is, 50 c.cm. of 50% glucose was injected 
intravenously, followed 4 hours later by 2-4 g. of 
magnesium sulphate in a 20% solution also given 
intravenously. He found that the blood-pressure 
tended to rise after the initial injection of glucose, often 
as much as 10-15 mm. Hg. If the magnesium sulphate 
was given at the same time as the glucose, however, 
there was no rise in blood-pressure and fits were con- 
trolled more satisfactorily. Cunningham maintains 
that early administration of magnesium sulphate helped 
to account for the lower mortality in the second group 
of his series. His results compare favourably with 
recent figures published by Diradourian and Ahumada, 
but still fall short of Stroganoff’s achievements. 

Cunningham has wisely abandoned the old practice of 
gastric lavage—a procedure too disturbing to the patient 
to be justified, and occasionally responsible - for a 
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dangerous degree of shock. Whether colonic ‘lavage 
with its attendant manipulations is desirable is doubtful 
but most modern authorities prefer to worry the patient 
as little as possible. Operative interference during 
the phase of convulsions should be limited to a low 
forceps extraction if there is any sign of delay on the 
perineum. ‘The mouth and upper respiratory passages 
must be kept free from mucus, a glass mucus extractor 
attached to a Higginson’s syringe serving well for this 
purpose. Oxygen should always be given when there is 
cyanosis or laboured breathing. 


SYPHILIS IN YOUNG MEN 


In the United States the Selective Service Act of 
1940 provided a unique opportunity of discovering the 
incidence of syphilis among young men, by requiring 
a serological test as part of the general examination of 
every conscript and volunteer. Up to Aug. 31, 1941, 
over two million tests had been done; of these nearly 
1,900,000 were on white or negro men between 21 and 
35 inclusive, and Vonderlehbr and Usilton! of the US 
Public Health Service have analysed the results. Posi- 
tives included men with suggestive early lesions found 
at the clinical examination as well as those with positive 
or doubtful test results. Even when doubtful results 
are included the figures for positives are likely to be too 
low, for Parran and his associates in 1941 found that 
less than 0-3% .of known non-syphilitic bloods gave 
a positive serological reaction, whereas 10-15% of 
known syphilitic bloods gave a negative one. The 
syphilis-rate in the men examined was 45-3 per 1000. 
The rate rises rapidly with age, owing to the accumula- 
tion of uncured cases; at 21—25 it was 30-1, at 26-30 
it was 54-4, and at 31-35 it was 83-2 per 1000. The 
sample was not a fair one of the general population ; 
for instance, it contained a relatively high proportion 
of younger men because fewer of these have dependants 
or occupations which would defer their call-up. By 
using the 1940 census reports, however, it was possible 
to correct the results for age, residence (urban or rural) 
and race (white or negro), and though there are other 
factors which no doubt weighted the figures the corrected 
rates are reasonably accurate. For the whole male 
population of the United States between 21 and 35 the 
calculated incidence was 47-7 per 1000. For negroes 
the corrected rate was 272 and for white men 23-5 per 
1000. The highest rates were found in the south- 
eastern agricultural states of Mississippi, Florida, South 
Carolina and Louisiana; the lowest in the northern 
industrial states. Curiously enough, the corrected rates 
were slightly higher for rural than for urban areas, the 
figures being 49-4 and 46-5 per 1000, though when 
whites and negroes were considered separately each 
showed a relatively higher rate in towns. 


BREAST OR BOTTLE? 


WHEN the conscientious practitioner or child-welfare 
medical officer is reasoning with an intelligent mother 
who is considering premature weaning, he must often long 
for unanswerable figures to prove his contention that the 
breast-fed baby has a better chance of life than the bottle- 
fed. In 1934 Grulee? of Chicago did produce such 
figures, but Chicago is a long way off and bottle-feeding 
has improved since 1934. Grulee analysed the histories 
of 20,000 infants attending well-baby clinics up to the age 
of nine months ; in the bottle-fed the incidence of infec- 
tions was twice as great and the death-rate ten times as 
great as in the breast-fed. This was a striking result, and 
though other factors—for instance, the probably higher 
proportion of illegitimate and unwanted children in the 
bottle-fed group—may have contributed, no-one would 


1. Vesna. R. A. and Usilton, L. J. J. Amer. med. Ass. 1942, 
2. Grnlee, C. "a. Sanford, H. N. and Herron, P. H. Trans. Sect. 
Pediat. Amir. on ae i93i, D. 25. 
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doubt that, bottle-feeding was the main one. Now Ebbs 
and Mulligan® have set out to answer two questions 
raised on ward rounds‘at the Hospital for Sick Children, 
Toronto : Are more artificially fed than breast-fed babies 
admitted to the hospital with infections ? 
of survival from an infection greater in the breast-fed than 
in the bottle-fed ? They examined the records of 1500 
consecutive cases of infection in babies under a year old, 
and found that 15-1% were breast-fed, or had been up 
to eight months, 29-1% had been breast-fed for at least 
six weeks and then artificially fed up to the time of 
admission, and the remaining 55-7% had not been breast- 
fed at all, or had been weaned before six weeks. 
corresponding figures at well-baby clinics in Toronto were 
35-6, 36-2 and 28-1%, so that the answer to the first 
question is ‘ Yes,’ whether the inquirer was meaning 
relatively to the whole population or absolutely. The 
infections were respiratory or associated ones in roughly 
three-quarters of the babies, gastrointestinal in 21%, and 
miscellaneous in the rest, but only 7-5% of the breast-fed 
_group had gastrointestinal infections. 
é amdng the breast-fed was 18-5%, among the mixed feeders 
12-1°, and among the artificially fed 16-4%, giving a 
slight advantage to wholly or almost wholly bottle over 
wholly breast, and a slightly greater advantage to wholly 
or mainly breast (14-3%) over wholly or almost wholly 
bottle. But in this study “‘ other factors ’’ loom large. 
A practitioner will more readily send a bottle-fed baby 
to hospital than a breast-fed one—and rightly so—thus 
complicating the answer to question one. 
told whether babies admitted on the breast are auto- 
matically put on the bottle, or whether every effort is 
made to continue with breast-feeding, or at least breast- 
milk feeding ; a sudden change of feed in the middle of 
an infection might account for some of the mortality among 
the breast-fed. 
to provide our convincing answer for the wavering 
mother. 
the Chicago one, all the babies attending a group of wel- 
fare clinies ; or better still one which includes the whole 
infant population of a town. 
will be more convinced if the figures come from her own 

country. 
THE UTERINE PACK 


BIMANUAL compression, intravenous oxytocic principle 
and intramuscular ergometrine are the first line of 
defence against bleeding from an atonic uterus after 
delivery ; but on the rare occasions when they fail no 
time must be lost in packing the uterine cavity. Anderson 
and his collaborators in Nebraska draw attention’ to 
the advantages of a pack impregnated with sulphanil- 
amide powder. 
side) of 36 in. gauze, they make 16 complete folds so 
that the final width is about 2} in.; the pack is then 
moistened and 10 grammes of sulphanilamide powder is 
rubbed into the material. 
about 9 in. from the fundal end of the pack with a piece 
of black thread attached, in such a way that only ‘two 
layers of gauze will separate the ball from the uterine 
decidua : this ball provides a handy piece of material for 
bacteriological investigation on the withdrawal of the 
pack. A metal tag is attached to the opposite end and 
the pack is rolled up tag end inwards. It is sterilised by 
autoclaving at 255° F. for $ hour under 20 lb. pressure. 

The patient is placed in the lithotomy position and 
anterior and posterior vaginal specula are introduced. 
(A large tubular speculum would be preferable, since it 
would shutoff the potentially infected vaginal walls, 
which must contaminate the pack when it is being inserted 
with two separate retractors.) The anterior and posterior 
lips of the cervix are grasped and steadied with ring 
forceps and the pack is inserted with a third long ring 
forceps. The fundus is steadied with the operator’s left 
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hand and the cavity snugly but not tightly plugged. 
The patient may afterwards complain of malaise, with 
fever, and a rigor in some cases, but in the opinion of 
Anderson and his colleagues this does not necessitate MA 
Is the chance remeval ofthe pack. The 37 sulphanilamide packs they A 
have used were left in situ for an average of 54 hours ; Heal 
most British obstetricians would think 12-24 hours a 4s 
safer maximum, since by then the packing has done its Mh 
work and delayed post-partum bleeding after that is aaa 
unlikely. When the pack is withdrawn a small portion pare 
of the cotton ball is cut off, rubbed over a blood-agar venel 
plate and transferred to a suitable culture medium for they 
The incubation. the r 
In the 37 cases the membranes had been ruptured, on 
the average, for more than ten hours before tamponade Me. 
was undertaken, but morbidity (judged by a rise of 2° F. anxio 
abave normal) was only 38%. On removal the packs trativ 
were odourless; 15 of them were sterile and only 1 ways: 
yielded a hemolytic streptococcus. A comparison is he sai 
made with 27 plain gauze packs (only 2 of which were a prej 
The mortality sterile when removed) and 6 incorporating iodoform, and leaves 
the evidence, so far as it goes, is in favour of sulphanil- it inte 
amide. A sterile pack impregnated with this substance hn 
should be kept prepared in a sterile container in the ciple 
labour ward and in the accoucheur’s drum. Poster 
but in 
PHOSPHORUS BURNS own 
ONCE the phosphorus has been completely removed, part 
Season © phosphorus burn may be treated like any other burn. J Jectur 
But until it is certain that.no phosphorus remains in the [that r 
tissues it is unwise to use oily or greasy applications, [genera 
which may dissolve phosphorus and thus aid its absorp- i" the 
tion. In a paper published in our issue of Feb. 13 Dr. should 
Obermer proposed the use of amyl salicylate for the ie 
ae at 7 P ‘ dressing of such burns ; and it should perhaps be pointed “ 
This kind of study, in fact, is not going, oat tnat amy] salicylate is a solvent out therefore ought regen 
, qe BIC feo . : not to be applied until one is certain that all phosphorus a 
We neod a large-scale inquiry covering, like has been Getnovell: The advantages which have been befind 
claimed for amyl salicylate in burns are that it relieves [provisi 
oa pain, promotes granulation, and Jessens exudate; and 2g anc 
And the British mother its use has been advised for large mustard-gas burns will wi 
: which pour out fluid. Whether it is suitable for phos- ri Age 
phorus burns at any stage is doubtful, for the secretary aie of 
of the burns subcommittee of the Medical Research fhe pedn 
Council informs us that experimental phosphorus burns Jhad shs 
treated with amyl salicylate healed more slowly than [because 
those treated by other methods. directex 
sense 0 
LORD LUKE the du 
1 : , activiti 
Tue voluntary hospitals, of London especially, have [ovilian 
lost a good friend in the death of Lord Luke on Feb. 23. [should 
Taking 4} feet (a length on the meagre His epitaph may be found in the short history of King [should 
Edward’s Hospital Fund of which we spoke on p. 275-0f [duty of 
our last issue. For 42 years he was associated with the |, Bailic 
po fund as committee man, chairman of the combined saith, 
A small cotton ball is inserted appeal and revenue subcommittees, and finally one of a 
the hon. secretaries. After his elevation to the peerage ian at 
in 1929 he smoothed the way in the Upper House for [prevent 
the passage of bills authorising voluntary hospitals to [purpose 
collect third-party risks and to take paying patients. Miss 
Latterly he was a discerning and competent chairman of fPadding 
the Ministry of Health committee on nutrition. If tongs 
ssiona 










coming generations should forget the name of George 
Lawson Johnston they will recall the hospital adminis- 
trator who chose to be remembered by the name of 
St. Paul’s doctor friend and companion. 
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‘If you steal from one author, it’s plagiarism; if you steal 
from many, it’s ”Wilson Mizuer, quoted by Alva 
Johnston in the New Yorker for Oct. 10, 1942, p. 21. 

If you steal from all, it’s culture. 
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MANY ASPECTS OF VENEREAL DISEASE 


A CONFERENCE, arranged by the Central Council for 
Health Education, to discuss health education and the 
ven diseases was held at Friends House on Feb. 26 
with Dr. OCHAr~LEs Hitt presiding. The delegates 
included representatives of local government, of medicine 
and the Church. These groups, and the individuals who 
made them, all keenly d the same end—control of 
venereal infection. Yet it was instructive to see how 
they differed in their approach to the problem and so in 
the means they advocated to achieve success. 


THE GENERAL PROBLEM 


Mr. Ernest Brown, the Minister of Health, 
anxious for his hearers to see things in terms of 
trative machinery, and to learn from them any better 
ways of doing the job. The public still have a prejudice, 
he said, against the subject being discussed by women— 
a prejudice that must be broken down. Regulation 33B 
leaves the voluntary basis of treatment unchanged, and 
is intended to stop a gap in the treatment services ; but 
it is only one item in the Government programme. The 
press campaign will continue to lay stress on the prin- 
ciple: ‘‘ Clean living is the only way to escape infection.” 
Posters will be displayed not only in public conveniences 
but in the open air. Films will probably be shown in 
ordinary cinemas telling the dangers of these diseases, 
and the need for frank discussion. He urged local 
authorities to take full advantage of posters, leaflets, 
lectures and films provided by the CCHE; to arrange 
that reference to venereal diseases should be made in 
general health talks; and to review treatment facilities 
in their areas, with a view to seeing that a patient 
should not have to travel more than ten miles for advice. 
The ARCHBISHOP OF CANTERBURY believed that this 
should be seen primarily as a social, moral and spiritual 
rather than as a purely medical issue. He pressed for 
the extension of clinics and development of public pro- 
paganda ; but he was disquieted by the suggestion lying 
behind regulation 33B and behind such measures as the 
provision of prophylactic packets to troops. *‘ If teach- 
ing and suggestion are in conflict,’’ he said, ‘‘ suggestion 
will win every time.’’ Measures like 33B tend, he felt, 
to create the suggestion that infectious contacts are being 
dealt with and that the concern of the Government is to 
make fornication medically safe. The balance must now 
be redressed by education. He admitted that the Church 
had shared with others the tendency to avoid the subject 
because it was disagreeable. ducation must be 
directed, he believes, towards awakening in people a 
sense of the sacredness of sex and an understanding of 
the duty and possibility of chastity. Recreational 
activities should be provided for both the Forces and the 
civilians, and inducements to taking too much alcohol 
should be removed as far as possible. Wide instruction 
should be given on the dangers of promiscuity and the 
duty of seeking early treatment. 
Bailie VioLET ROBERTON, ex-convener of public 
health to Glasgow corporation, spoke of some of the 
difficulties faced in a lange port. Recreational facilities 
are being provided, and port welfare committees are 
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being set up, but police powers are not yet sufficient to 
prevent girls being taken on board ships for immoral 
pu es. 
iss D. MACHNEE, chief almoner at St. Mary’s Hospital, 
Paddington, enumerated the types of patient passing 
through a large clinic. There are, of course, many pro- 
fessional prostitutes; there are also unprofessional 
rostitutes, girls who are adding to the wages received 
or an ordinary job; there are also large numbers of 
married women infected by their husbands; congenital 
syphilitics who may have reached adult life before they 
know they are infected; children who have. acquired 
gonorrhoea from “ope be towel ; and some with a prim- 
y sore of the lip. She told how young girls reaching 
London from the country would be met at the station 
by touts who would offer them jobs as housemaids and 
ake them to brothels. Irresponsible employers of 
lomestic servants do not realise that young people need 
friends of the other sex, and somewhere to meet them. 
ne almoner has a considerable part to play, Miss 
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Machnee feels, in rehabilitating girls who have fallen into 
bad hands ; and must‘be prepared to find them job after 
job until they finally settle. 

In the general discussion which followed, Dr. Orro 
May pointed out that every case of venereal disease 
derived directly or indirectly from promiscuity. He 
thought education should be aimed at encouraging 
abstinence from i sexual relationships; and 


/ abstinence and prophylaxis, he said, won’t mix. . The 


emotional urge to intercourse is not particularly power- 
ful, he thinks, in the young ages. ‘The trouble is that 
sexual maturity is reached before economic maturity ; 
but the recommendations in the Beveridge report, if 
implemented, would make marriage possible at an 
earlier age. He pointed out that since no-one wishes to 
employ the prostitute, prostitution is becoming a reserved 
occupation in this war.—Dr. MAITLAND RApFoRD felt 
that a false antithesis was before: the meeting: the 
distinction was not between a moral and an amoral 
approach but between the Church and the secular 
approach. Sex is not universally regarded, he said, as 
sacred. Yet all parties at the conference were seeking 
to overcome venereal disease, public soliciting, public 
indecency, illegitimacy, prostitution, over-indulgence in 
alcohol and irresponsible sex behaviour. He feared the 
establishment of any sex taboo which would lead the 
young to break out and become rebels. We owe the 
young food, a house, a job, early marriage, children, 
social security and education, ; 

Alderman ERNEST BLOoM, mayor of West Hartlepool, 
advocated sex education in secondary and elementary 
schools. Meanwhile he believed in prevention.—Sir 
DRUMMOND SBIELS felt, that patients must be attracted, 
for treatment, to good clinics, human and friendly, and 
held at convenient hours. Education in war-time must 
be directed specifically towards venereal disease, not 
because that was best but because the need was urgent. 
With adolescenis this should form part of graduated sex 
education. 

Sir FRANCIS FREMANTLE objected to any distinction 
between the medical and moral sides of the question. 
He thought a good way to educate the men in the Ser- 
vices would be to distribute Miss Machnee’s speech 
among them.—The Rev. GEORGE KENDALL, who had 
been chaplain of the largest VD hospital on the Rhine 
after the 1914-18 war, made a plea for open-air discussion 
of the question, and invited the Archbishop to share his 
platform in Hyde Park.—Dr. Davin NABARRO urged 
the need for a blood test of every expectant mother.— 
Alderman W. L. DinGLEy, Warwickshire County Council, 
said that more than 12% of inmates of mental hospitals 
owe their presence there to venereal disease. The health 
authorities must make it clear that treatment centres 
existed neither to condone nor condemn but to cure. 


PRACTICAL CONSIDERATIONS 


At the afternoon session Dr. HAMILTON WILKIE, director 
of VD services in Leicester, told how he had given 180 
lectures in his area to the general public, and to specified 
groups such as factory workers, the police force, and 
St Jobn Ambulance workers. He had also given two 
successful lectures to general practitioners with a view 
to promoting coéperation. Public lectures did not fulfil 
their real object because they did not attract the young 
people. The lectures to factory workers were much more 
successful, and discussion more intelligent. 

LorD WINSTER spoke of work among seamen. He 
thought venereal diseases often sprang from the existing 
social system, and especially from the fact that low wages, 
insecure employment and housing difficulties conspire to 
make marriage difficult for the young. In the course of 
this century, improvements in pay, prospects and leave 
have changed the sailor’s outlook on marriage. Most of 
the men in the Navy nowadays are married; but the 
merchant seamen are still often without home attach- 
ments. The war-time increase in venereal diseases is 
chiefly in the ports. Thus between 1939 and 1941, he 
said, the increase in 7 inland towns was only 64 cases ; 
in 7 — with comparable population it was 1048 cases. 
The bulk of the cases have been among homeless foreign 
seamen. Sailors may acquire infection in a foreign port 
and not suspect it until they are at sea. He thought it 
important to warn them against quack doctors in foreign 
ports, and to tell them that the ship’s medicine chest 
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contains, besides appropriate remedies, a list of approved 
treatment centres abroad, most of them free. He 
pointed out that no other form of wrongdoing has 
medical consequences, er could harm a wife and children ; 
ner was any other transgression linked with a powerful 
instinctive urge. ‘‘ For instance,” he said, ‘‘ I have my 
share of weaknesses, but I don’t wake up in the morning 
and say, ‘ By Jove, I must commit arson today.’ ”’ 

Dr. T. O. GARLAND, member of the BMA committee 
on industrial health, distinguished two types of pre- 
marital or extramarital sexual intercourse : promiscuity 
of an immature or adolescent type, indulged in with little 
sense of responsibility ; and an adult relationship which 
might be entered into by people intending to marry later. 
The Registrar-General’s statistical review for 1938 
showed that at ages under 20, 42% of the women who 
married were pregnant before marriage; at 20, 31% ; at 
21, 22%; at 25, 10%; and at 30-34, 8%. The number 
of illegitimate births registered that year was 27,753 ; 
but more than twice this number of conceptions was fol- 
lowed by marriage before the child was born ; some- 
thing further must be allowed for abortions. Full sex 
life before marriage is therefore widespread, and the 
relationships are often of a relatively mature type. This 
faet;-he thinks, must be catered for. He had lately 
asked industrial doctors and shop stewards how the 
problem of venereal disease could be tackled among fac- 
tory workers. Some of the doctors said they would not 
touch it, but nearly all the shop stewards, men and 
women, wanted full information about the symptoms, 
treatment and prevention of the diseases. Managerial 
opinion was on the whole opposed to a VD campaign. 
He believed, therefore, that a campaign in industry would 
have mixed support from doctors and management but 
full support among the workers. The school which said 
‘* preach and treat ”’ had failed, he felt, and he favoured 
the school which said ‘‘ educate and disinfect.’? Advice 
on disinfection, even in its simplest form of washing with 
soap and water after risk, could be honestly regarded as 
ear. A treatment. 

ajor Paut Papert, of the USA Army, protested 
against the view uttered by some public officials in this 
country that the increase of venereal disease was due to 
American soldiers. The laughter with which his protest 
was received should have assured him that. the idea had 
never entered the heads of most of his hearers, and that 
it would not be taken seriously by any responsible people. 
He thought the police could be more effective in stopping 
solicitation in Piccadilly. He described a method of 
contact tracing which had been adopted successfully in 
America. The infected man identifies his infector, who 
in turn identifies the source of her own infection, and this 
has led to an efficient system of case-finding. 

Dr. ELste VINCENT, regional officer of the COHE, 
thought that moral training might be effective if a child 
received it young. But in Yorkshire she had to deal 
with adolescents who already had formed unshakable 
opinions about sex. The boys firmly regarded inter- 
course as necessary to health; the girls said that if they 
wanted a boy-friend they must consent. Their ques- 
tions were ‘‘ How do I prevent babies ? ” and ‘‘ How do 
you avoid VD?” A club leader had found a mixed 
group discussing the positions in which intercourse could 
take place, as part of a ‘‘ better health’ programme. In 
the villages, parents often changed partners, and brothers 
and sisters slept together to the age of 18 or 20. She 
would like to see education begun for school-children 
aged 11 or 12. 

Surgeon Captain Liuoyp JonEs said that he saw 1000 
cases a year of venereal disease from Portsmouth alone. 
He thought the possibility of introducing chemical pro- 
phylaxis as a form of early treatment should be recon- 
sidered.—Father LeycesTER Kino felt that if views 
diverged, practice would diverge. The social implica- 
tions of venereal disease must be faced and a moral ideal 
built up. Rehabilitation, especially of the unmarried 
mother, was of vast me ont er ; and besides educating 
the children we must educate the educators.—Councillor 
Mrs. BONHAM PRIDE (St. Pancras) suggested that every- 
one at the meeting should discuss the subject freely in 
such gatherings as firewatching parties and wardens’ 
posts.—The Rev. JoHN MORRELL remarked that con- 
tinence and control are a part of ordinary human nature.— 
Dr. S. K. APPLETON suggested that the CCHE and the 
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_ - men 
medical officer of health should arrange talks to youth § of t 
groups and pre-Service organisations.—Dr. I. Fetpman § add 
(London) who had had 20 years’ experience with the § cure 
British Social Hygiene Council, warned those present § Peli 
that to leave VD entirely in the hands of the medica] § indi 
profession would lead to disaster, A group. of youth § s°co 
seeking guidance does not expect merely to be told the § °c¢a 
symptoms and how to prevent them. CCHE should awa 
work out a practical philosophy of sex education.—Mr. § Wor 
McApam Eccuies was encouraged to find the public at § ‘ist 
last freely discussing a subject which for 50 years he had Ti 
tried to bring to their notice. The doctors were looking J who 
to the public, he said, to give strong support to an educa- § Were 
tional campaign.—Mr. ALFRED Kent (Alliance of class 
Honour) said that men responded if things were put PS 
before them in the right way. In this case, he suggested, § ignor 
the right way was to tell them that it pays to go straight. J never 
Appropriate long-term measures were youth guidanceand § hospi 
sex education in schools. admi 
asked 
THE PUBLIC AND VD Unele 
In the last few months a great social change has taken J “Tied 
place. The Ministry of Health has sanctioned open § **uff. 
discussion of the whole problem of venereal disease ; J Pecat 
Sir Wilson Jameson has broadcast about it; the press § “ide t 
has mentioned it frankly in its columns. How has the He 
public received this new departure ? What do they feel J be b 
about Regulation 33B, and how do they think it will J house 
affect them ? Are they going to be willing coédperators “7 
in a campaign that promises to tackle this subject J (2... 
seriously ? Of late these and similar questions must § 75) 
have been in the minds of many people, lay and medical. § ¢.,,,, | 
For four months Mass-OBSERVATION has been inten- § oy 
sively studying this question as it affects the ordinary § ...4 , 
man and woman. The survey is not yet complete, but § j,vat< 
it seems useful to set out some of the more important J ji;¢1, , 

results ; they are based largely on questionnaire methods 
and are in no way final. All the evidence points to a Kn 
wide welcome for VD publicity by the Government. throu; 
Most people interviewed were ready to talk about the denta 
various VD problems, and most of them talked without J 24P5 ' 
any sign of inhibition. Under a quarter showed any toms. 
trace of embarrassment on being questioned. In this the fix 
survey male investigators interviewed men, and women seated 
interviewed women; nevertheless, twice as many men possib 
as women showed signs of embarrassment. The less j'™ bal 
educated were ready to talk freely more often than the sympt 
middle class, and: in general the studies so far suggest of sy] 
that middle-class people as a whole are less informed of § ®SPect 
the elementary facts, more scared of the subject. sympt 
By December, 1942, three-quarters had recently heard of whi 
or seen something about VD either on the BBC or in the of pro 
press. As is usual in public opinion surveys of this kind, | 224 ec 
more men than women had: noticed some kind of VD | they 1 
publicity ; 4 out of 5 approved of VD being tackled in J Venere 
this way, and considerably more women than men. breeds 
Similarly, about seven times as many men as women j ®SSum| 
raised objections to VD being discussed in the press or], Tod 
on the BBO, only 2% of women being against public tion, h 
discussion. Women, whose knowledge of is in any | 8¢e the 
case much slighter than men’s, were much more apprecia- of supe 
tive of this publicity than men, who at present possess a J 'egard 
much wider general sex knowledge. Several men said chicken 
they disliked the removal of the taboo, and were | becaus 
embarrassed at the idea of their wives and daughters VD. 
learning much about venereal diseases. “Th 
** Don’t like the idea in a family newspaper.” with an, 
(Artisan class, aged 60.) jcontrac: 
*‘ Don’t like them in the house at all.” whatsoe 
(Artisan class, aged 45.) §(Note t 

Very few people were without any VD knowledge, 

though a few women said that they had never heard of Y 

these diseases until they read about them in the press.J It is 
But a welter of half knowledge and superstition exists,JVew a 
which in many cases is far worse and more damaging to}ad hes 
the community than complete ignorance. Prominent of it. 

among these is the lavatory superstition, variants being 


belief that VD can be caught by touching banisters, 
using other people’s towels, A an or hairbrushes, or 
wearing their clothes._ It is held. that VD can be 
contracted by kissing infected people, by using public or 
swimming baths, or occasionally by intercourse with 
menstruating women. Among a long list of superstitions 
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mentioned once or twice are infection through the pores 
of the skin, streking infected dogs, or falling astride a 
ladder. A large number of superstitions surround the 
cure of VD. Most prominent amongst these is the 
belief that intercourse with a virgin, or with any other 
individual, will effect a cure—by passing it on to the 
second person. Drinking large quantities of beer is 
occasionally believed to cure gonorrhoea by washing it 
away, while the belief that VD can only be passed from 
woman to man is also still current in some country 
districts. 

Till recently the difficulties encountered even by those 
who were interested in informing themselves about VD 
were enormous, as this account of a middle-aged, middle- 
class woman testifies : 

* To begin with this hush-hush attitude is all wrong and the 
ignorance of the disease is appalling. My own mother had 
never even heard of it. “Myself—doing voluntary work in 
hospital and very .curious why one ward was definitely ‘‘ no 
admittance ”” t no explanations. I went to Uncle and 
asked whether I could. borrow his books on the subject. 
Uncle said ‘ No,’ didn’t think it was necessary for me to know. 
Tried my cousin—he said, ‘ You don’t want to read that 
stuff.’ I got him to do some explaining—not_very much, 
because the whole subject just seemed closed to anyone out- 
side the medical profession.” 


How limited is the knowledge that exists can perhaps 
be best shown by quoting this young middle-class 
housewife : 

“* T’ve always had the impression that venereal disease was 
caused through prostitution—also it is hereditary, but I 
don’t know where I read it. At least the disease is 

from one person to another and is very contagious. I don’t 
know what form it takes, but think it affects the eyes and is a 
sort of rash on the skin. Apart from notices -in public 
lavatories to report at once suspected cases I’ve seen very 
little reference to any methods of stamping it out.” 


Knowledge of this sort, picked up in a haphazard way 
through desultory acq more or less acci- 
dentally in adulthood, is usually only partial, and full of 
gaps on important points, such as knowledge of symp- 
toms. Most people seem to have at least some idea of 
the final stages of syphilis, at times distorted into deep- 
seated personal fears. Many are clear about the worst 
possibilities of inherited syphilis or the origin of blindness 
in babies. Very few have any knowledge of early 
symptoms. Lack of knowledge of the early symptoms 
of syphilis is perhaps the most consciously felt gap, 
wee because many know vaguely that initial 
ymptoms are relatively slight without having any idea 
pre what these symptoms are. Very few know anything 
of prophylaxis, and even among those who do muddle 
heck wantienth confusion exists. On the one hand, many feel that 
they personally stand no chance of ever contracting 
venereal disease, and on the other, lack of knowledge 
breeds fear and leads to incorrect and exaggerated 
assumptions. 
Today, many people, especially the younger genera- 
tion, have become science-minded. They would like to 
see the whole problem of VD removed from the realms 
of superstition, fear and guilt ; they want to be able to 
regard these diseases in the same light as tuberculosis or 
chickenpox. Yet some find themselves in a quandary 
of deep-seated distaste for the whole question of 
VD. This young electrician is a typical example 
“*T have profound feelings of horror and disgust connected 
with anything to do with VD. I think I would kill myself if I 
contracted it from whatever cause. I personally take no risk 
whatsoever.” 


(Note the wording ‘‘ whatever cause ’’). $ 


COMPULSORY TREATMENT 
It is against this general. background that we must 
view attitudes to regulation 33B. Siehtly over half 
had heard of 33B,; four-fifths of this numbe: proved 
of it.. There were no significant sex or class Sidbénaen 
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Of those who approved, the majority did so in cannons 
terms, They felt that 33B was a good and desirable 
measure, and would help to put a stop to the spread of 


bef’ D.. A smaller, yet considerable, body of opinion 


hought this new regulation good as far asit went. But 
hey saw it only as the beginning of a campaign, and 
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hoped that the Gaventmeneet' would take further and 
wider measures to tackle the problem. Many mentioned 
spontaneously that they were in favour of compulsory 
notification and treatment, a few suggesting that treat- 
ment ought to be compulsory even if the contact is only 
named by ore source. Some felt that 33B was late in 
being introduced, and hoped for quick and more stringent 
action by the Ministry of Health. 

Rather more than 1 person in 20 expressed some 
criticism of the regulation, men being slightly more 
critical than women. According to their different 
beliefs and temperament, people disapproved of 33B for 
different reasons. Far the most common objection is 
raised on the grounds that 33B will take away further 
personal liberties, and a dislike of compulsion in general. 
A small but vocal section of the public dislike compulsion 
in any form, though in the case of VD some find difficulty 
in understanding why those affected will not, on their own 
accord, seek treatment. Remarks of this kind are typical: 

“IT don’t altogether like the idea of compulsion, but I 
think the party should be strongly advised to undergo treat- 
ment, pointing out the serious consequences of not doing so.”’ 

“I don’t think it’s necessary. Ifa person gets caught with 

it, surely they’ll go and get treated.” 
There were also those who held that the new measure 
would do more harm than good, since it might stain the 
character of innocent people, or lead to blackmail of 
affected persons. Much of the opposition to 33B was 
due to an instinctive dislike of compulsion in general, 
less to adverse publicity given to 33B in the press. In 
general, however, 33B is widely welcomed as a first step 
by the Government. People are ready and waiting for 
a further lead by those in authority; now that they 
have been told that the problem exists, they would like 
to know how they themselves can help to tackle it. 


TUBERCLE AND WAR 


On Feb. 19 the Tuberculosis Association met to discuss 
the Medical Research Council’s report on tuberculosis in 
war-time (HMSO, -9d.), with Mr. J. E. H. Roperts, the 
president, in the chair. 


THE NURSING DIFFICULTY 


Dr. H. G. TRAYER discussed the shortage of nurses, 
which is rather worse in institutions for the tuberculous, 
he thinks, than the estimated figure of 1100. Heattached 
importance to the recommendations in the Rushcliffe 
report that a supplementary register should be estab- 
lished for tuberculosis nurses, that they should be given 
free travel to town twice a week and that a 96-hour fort- 
night should be established as soon as possible. He 
pointed out that the initial salary of a nurse holding the 
Tuberculosis Association certificate only was the same as 
that proposed for the assistant nurse in sanatoriums— 
namely, £85 a year. And though the assistant nurse 
could only hope to reach a maximum of £105 whereas the 
TA certificated nurse could attain £120, he thought the 
fact that initial salaries were the same would affect 
recruitment unfavourably. He also thought it unfor- 
tunate that the state-registered nurse received no extra 
pay if she took the TA certificate. The shortage of 
domestic staff is even more acute than that of nurses and 
he reminded the meeting that the Minister of Labour had 
now no power to direct women into domestic service in 
hospitals. He suggested that they should be called 
‘* hospital helpers ”’ rather than domestics (a term they 
disliked), and that they should be given a definite train- 
ing, and provided with a superannuation scheme and 
marriage dowries. He proposed that the association 
should suggest an extension of the terms of reference of 
the Rushcliffe Committee to cover hospital helpers. 

Dr. PETER W. EDWARDS mentioned the yalue of pre- 
nursing courses held in secondary schools and polytech- 
nics in the evenings. At the Cheshire Joint Sanatorium, 
he said, they run a prenursing course which girls enter 
at the age of | 16 ; they spend their time in the laboratory, 
stores, laundry, "and kitchens of the hospital until they 
are old enough to go into the wards, and are also instructed 
in anatomy, nemoloays hygiene and first-aid. The 
course is not officially recognised by the General Nursing 
Council, but the shales he finds, form a small useful pool 
of candidates for the staff of the sanatorium and the 
course bridges the gap between school-leaving age and 
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admission to nursing. They make it a practice there to 
call the domestic staff ‘‘ hospital workers.’’ These 
workers pass through the various departments of the 
domestic side of the hospital, taking a small practical test 
at the end of their time in each and getting a small incre- 
ment of pay after each success. When they have passed 
all tests they become ‘“‘ assistant housekeepers ’’ with a 
special uniform and a salary of £80-85 a year. 

At the ee of the chairman Dr. Trayer’s pro- 
posal was referred to the council in order that they might 
draw up a considered resolution. 


PASTEURISATION OF MILK 


Dr. D. P. SUTHERLAND reviewed the history of pas- 
teurisation in Manchester. At present milk is sampled 
as it comes into the city, and in 1200 to 1800 samples 
examined yearly for the last ten years there have been 
7-10% containing tubercle bacilli. That includes all 
samples of milk, but he was able to give some differential 
figures for the various grades. In pasteurised milk no 
tubercle bacilli were found from the year 1936, when 
plant was first established, until 1939; but in 1940 there 
were 1-1% of positive samples, and in 1941 again a small 
percentage of positives. This was explained, he thought, 
by, loss of skilled staff and less expert care of the pasteur- 
ising plant. From supposedly safe (tuberculin-tested) 
he there were 8-7% of positive samples in 1936, and 
in recent years 2:3-2-4%. In accredited (Grade A) milk 
the positive samples had ranged from 10-:3% to 16-5% 
since 1936; other grades showed percentages ranging 
from 9-3 to 11-2, and ungraded milks had the rather 
better figures of 9-2-11-6. The ‘ Azurin’ test was not 
reliable : 80% of a series of samples had been passed as 
satisfactory by the test, whereas on bacteriological exami- 
nation Si %0 of the same series had proved unsatisfactory. 
The ideal of tubercle-free herds, he said, cannot be 
achieved in less than 25-50 years, and even then the milk 
could never be guaranteed as absolutely safe. The fact 
that heating spoils some of the food value is true of 
other foods besides milk. That pasteurisation can be 
100% efficient. has been shown in Toronto, but again it 
will take years to reach that standard here. He believed 
that the names of different grades should be abolished. 
He proposed that in view of the dangers of milk drinking 
the association should pass a resolution advocating the 
sterilisation of all milk at the place where it is to be 
consumed. 

Dr. S. R. GLoyNE mentioned that he has found positive 
samples in pasteurised milks, and he agreed that grade 
names should be abolished. He thought that pasteurisa- 
tion can only be properly carried out in large well-con- 
trolled plants ;. but since it is impossible to get plant just 
now other methods of making milk safe should be found. 
The local authorities should give more publicity to the 
results of testing samples. The milk-in-schools scheme 
has led to the drinking of non-sterilised milk in some 
instances. Where teurisation plant is unavailable 
boiled milk and dried milk should replace raw milk ; 
it would be easy enough, he thinks, to acquire a taste 
for boiled milk. 

Dr. F. A. GAYDON thought that the association owed 
some sort of warning to farmers. Many of them, he said, 
are building up TT herds at great expense ; if the medical 
profession is going to say such herds are unsafe the 
farmers might prefer to acquire cheaper cattle. 

Dr. Sutherland’s resolution was accepted without 
dissentient votes. 


MINIATURE RADIOGRAPHY 

Surgeon Captain A. G. L. Reade, RNVR, quoted the 
findings of Surgeon Lieut.-Commander S. H. Price in 
the Navy where miniature radiography has been in use 
since 1939, and a quarter of a million cases have: been 
examined. It has revealed 1-1% of cases of unsuspected 
tuberculosis in male ratings and 0:-7% among WRNS. 
Among the men the highest incidence was found in the 
35-40 age-group. . 

Dr. GREGORY Kayns said that the use of mass radio- 
graphy had shown up the importance of the financial 
position of the patient. In reorganising the tuberculosis 
service he thought it should be possible. to ensure that 
one person was responsible for the patient throughout his 
illness, and this means that tuberculosis officers must be 
specially equipped for the task. 


MEDICINE AND THE LAW 
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MEDICINE AND THE LAW 
Seven Years for Bogus Doctor 

. Some forms of fraud are really too easy. - One of them, 
noted in this column from time to time, is the impersona- 
tion of a registered medical practitioner. The impostor 
annexes the name and qualifications of a doctor practis- 
ing at a distance (preferably overseas), and can usually 
count upon a temporary success if only because the 
proof of the offence may involve technical difficulty 
and delay. Retribution followed with reasonable 
swiftness at the recent Exeter assizes when Arthur 
Sidney Stanger, a native of Newark, Notts, was found to 
have stolen the credentials of a duly qualified practi- 
tioner residing in Canada. He used visiting cards 
containing the legend ‘‘ Edgar C. Barnes, M.D., C.M., 
M.C., and P.S. (Ont.).’? The accused was stated to have 
spent 29 out of the past 33 years in gaol, to have served 
four terms of penal servitude (mainly for fraud and false 
pretences), and to have been deported three times from 
Canada and the United States. Mr. Justice Tucker 
described him at Exeter as a menace to the community 
and sentenced him to seven years’ penal servitude. 

The main charge, to which the accused pleaded ‘ not 
guilty,’ was one of manslaughter. In 1925, in R. v. 
Bateman, Lord Hewart had occasion to explain the 
difference between civil and criminal negligence in 
relation te medical treatment. In a criminal court the 
question was whether or not the practitioner’s want of 
care showed such disregard for the life and safety of 
others as amounted to an offence against the State. 
In the Exeter case this question was answered in the 
affirmative. According to the prosecution, the accused 
arrived in Plymouth last September. Using the name 
of Dr. Edgar Charles Barnes, he offered himself to a 
local practitioner who was in need of a locum tenens. 
He asserted that he was a doctor of medicine who had 
qualified at Ontario University. Asked about references, 
he said he could produce a book full. The Plymouth 
practitioner, doubtless making far less careful inquiry 
than he would have made in more normal and leisurely 
times, accepted his visitor’s statement, and, being 
himself called up for service with the Forces on October 5, 
handed over his 
qualified at all. 4 

Called in to attend a six-months-old baby, the bogus 
doctor diagnosed teething trouble and prescribed two 
bottles of a sedative mixture. The child, according to 
the prosecution, was suffering from an internal com- 

laint ; nothing but an operation could have saved its 
ife. Next day Stanger assured the parents that there 
was nothing to worry about and no need to send the 
baby to hospital. Three days later he repeated these 
reassurances, but, on the day following, he arranged 
for its removal to hospital where it died three hours after 
ission.- Questioned by a detective inspector of the 
Plymouth police, he admitted that he no medical 
degree, but claimed to have obtained from books a 
knowledge of medicine and diagnosis. At his trial he 
gave evidence of his medical career. He said his first 
contact with medicine was in 1909 when he entered the 
medical school of the University of Manitoba and took 
his primary examination; this, according to the police, 
was the year of his first conviction, which was for forgery. 
Continuing his account of himself, he told how he later 
worked on case papers and records for a French-Canadian 
doctor in Winnipeg, then, after a spell in England, 
returned to Canada about 1920 and, among other 
appointments, held the post of an assistant casualty 
officer. He worked, he said, in Chicago, New York and 
Milwaukee. Last autumn he was locum tenens for a 
doctor at Birmingham ; then, coming to Plymouth, he 
was second medical officer to the St. Budeaux A.R.P. 
With regard to the baby’s illness, he at first diagnosed 
teething trouble but, on his fourth visit, concluded that 
there was a stoppage and had the patient removed to 
hospital. He was naturally asked in cross-examination 
about his use of thé name of Dr. Barnes. He answered 
that he first adopted it ten or twelve years ago: it was 
the name of a friend of his who lived at Newark. He 
was aware that there was a doctor of medicine of that 
name in Ontario. He had cards printed which con- 
tained the name and degrees of Dr. Barnes ; this, he said, 
was to enable him to claim to be a doctor. 
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Convicted by’ the j jury on yal manslaughter diamant 
Btangee admitted seven charges of false pretences in 

are ae doctors at Birmingham and Plymouth had been 
victimised. These charges were taken into account 
in his sentence for frauds which, as the judge observed, 
had now imperilled human life. The community will be 
protected from him for the next few years. 


Supervision by Registered Pharmacist 


Under section 18 of the Pharmacy and Poisons Act, 
1933, a poison in Part I of the Poisons List must not be 
sold by retail unless “‘ the sale is effected by, or under 
the supervision of, a registered pharmacist.’’ A recent 
decision of the Divisional Court in Roberts v. Little- 
woods Mail Order Stores throws some light on the degree 
of supervision required. An inspector of the Pharma- 
ceutical Society went to the company’s premises and 
found articles displayed on a table in the custody of 
girls who sold to customers the goods they asked for. 
He asked a girl the price of a bottle containing a Part I 
poison ; she said it was ls. 10d.; he paid that sum and 
took the bottle. He then asked the girl where the 
registered pharmacist in charge of the department 
was to be found. She said he was in the stockroom 
upstairs: The Barnsley magistrates dismissed the 
inspector’s information on the ground that the sale, 
though not ‘“ effected by,’ was sufficiently effected 

‘under the supervision of ’’ the registered pharmacist. 
The inspector’s appeal was allowed. The High Court 
has remitted the case to the magistrates with a direction 
to find the offence proved, because the registered 
pharmacist’s presence in another part of the building 
was not enough to satisfy the statute jmless it was 
further shown that he could effect, by some mechanical 
means such as the telephone, a detailed supervision of 
the person by whose hands the particular sale was made. 

It seems an imperfect safeguard that the requirement 
of the act would have been met if the girl had telephoned 
upstairs to say that she was selling a custoner the bottle. 
The case does, however, show that the prescribed super- 
vision of the sale of Ramguonnn poisons is not to be cheer uaa 


In England Now 


A Running Commentary by Peripatetic Correspondents 

HE is an orphan and was brought up by an elderly 
uncle who had forgotten what it feels like to be a small 
boy. As a result he was mostly in trouble though he 
generally managed to fall on his feet. I remember 
meeting him one day when he was out beagling. I 
suppose he would be about 12 at the time. He was 
thirsty and asked me if I could give him a drink. [ 
happened to have a quart bottle of beer in my car and 
handed it over with some misgiving. Before I had 
time to turn round he had swigged the lot. I went on 
with my round and met him the next morning. ‘‘ How 
did you get on yesterday afternoon ?’’ I asked. He 
looked a bit sheepish. ‘‘ Well, ’smatter of fact,’’ he 
replied, ‘‘ after drinking your beer I fell asleep in the 
hedge. Must have slept for quite a while. I was 
wakened by hounds s going y ehed 3 me in full cry so I got 
up and followed. ed _— up the lane. I was 
first up and was ia ction mask 

During his holidays when he had nothing better to do 
he weoule come round with me in my car. He would 
repeatedly assure me that, he could drive but he was 
under age and I would never let him try. One day 
while I was visiting a patient he tried to turn the car in 
a narrow place, jammed it across the road and bent both 
front wings. I was full of righteous wrath and rated 
him soundly. He seemed chastened and on the way 
home I thought he looked a trifle moist-eyed. It was 
the last day of the holidays and I suddenly felt ss for 
the little brute. When Isaid good-bye I tipped him half 
a crown—for beying orders and d my car. 

At Dartmo he had a somewhat choquieed career 
| pst often in trouble with authority. It was no 


business of mine, of course, but I happened to meet his 
term officer who was a shrewd fellow. ‘Ill put him 
in a position of res bility,’’ he said, ‘and see how 
it works.”” It worked a treat. 

Early in this war he was serving in a drifter which 
encountered some rough weather in the North Sea. 
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Sevennd times ae was all but sw wr ov ashanti ena his 
skipper was debating whether they should take to the 
boat when the boat itself was carried away, so they 
brought the drifter into 409 Pretty chewed-up she 
was, I gather.. At Dunkirk he had ten craft of one sort 
or another sunk under him and a machine gun bullet 
through his ankle; but he didn’t trouble to go sick. 
During the evacuation he was never dry outside or in, 
and lived mainly on whisky. One of his matlows 
received a great gash in his cheek which was bleeding 
freely. There was no doctor aboard the destroyer and 
no dressings of any kind so my young friend boiled up 
some, tin-foil out of a cigarette-tin and bent it up into 
clips which he applied firmly to the wound. The 
hemorrhage was controlled and healing was by first 
intention. His next adventure was to crash himself 
from a great height into the sea while piloting (without 
training or authority) an obsolete and unairworthy 
plane. He was picked up some hours later unconscious 
and caked with ice but soon recovered. 

He turned up again last month on 24 hours’ leave, 
drank all our beer (which we didn’t mind) but also set 
our chimney alight (which we did). It seems that while 
we were out the drawing-room fire failed to give satis- 
faction so he found some paraffin and poured it on. We 
chivvied him up on to the roof with a length of garden 
hose between his teeth.- After an anxious couple of 
hours work with the stirrup-pump, the wall began to 
eool off and we decided that it wouldn’t be necessary 
after all to call the fire brigade. He had to be aboard 
again at midnight. At 8 Pm he had had no supper 
and was enjoying a hot bath. His train left at 8.27 Pm. 
He caught it with several seconds to spare. By a 
curious oversight he omitted to fracture the telephone 
wires while clambering about on the roof. He is now 
mine sweeping and has married a wife, poor girl. At 
longish intervals he writes me ribald letters. I shouldn’t 
like anything to happen to him. 

* * ae 

My secretary is an inconsequent girl, and her environ- 
ment takes on a similar colour. She is always having 
strange little adventures which have no ending. For 
example, she greeted me yesterday with the words: 
‘Such a funny thing happened to me this morning.” 
My mind conjured up a picture of two Polish airmen, 
for my secretary’s adventures usually involve our allies. 
This time I was wrong. ‘‘ There was a man sitting next 
me in the room,”’ she sent on, ‘‘ and he’d got a note-book 
on his lap. He’d got a pencil in his hand, but he’d only 
written one sentence, and I couldn’t help seeing it.” 
I assured her I had similar weaknesses. I remember, 
in my student days when I caught the 8.31 every morning 
how once, when I was reading Samson Wright, a girl 
next me was writing a letter. Out of the corner of my 
eye, L read ‘‘ There is a man next to me and he is reading® 
a@ medical book which I do not think people should do 
in trains as it puts things into your head.” Heartened 
by my reminiscences my secretary continued: ‘‘ Well, 
the funny thing was that one sentence he had written. 
It was ‘ To be or not to be, that is the question.’ And 
he didn’t write any more the whole journey. I suppose 
he couldn’t make up his mind.’”’ Then, apparently as an 
after-thought, she added, ‘‘ and I didn’t get a chance to 
look at him till we got to Baker Street. And then you 
could have knocked me down with a feather, for he’d 
got a lock of hair falling down over his right eye and a 
little black moustache.”’ 

ok * * 

Mayer-Gross and Guttmann have approached pain 
with the caution of good psychologists. Most of us are 
less objective and more speculative about it. Biology 
and physiology share the theme song ‘‘ Structure sub- 
serves ction’’ and a very pretty harmony they 
make of it. But when we come to the nervous mechanism 
of pain we find that it is shockingly badly adapted to 
function, or else that we have never so far found out 
what gs function is. If it has really evolved, as we like 
to say, to provide a warning of danger, what is one to 
make of a hack on the shin ? In this painful experience 
the sensation is well out of proportion to the damage : 
the merest bump would be ample to make an intelligent 
animal like man sheer off and take another route. 
Compare this hysterical exaggeration on the part of the 
shin with the imbecile reticence of the breast growing a 
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cancer. Compare the violent and unnecessary of 
toothache or an avulsed nail—both superficial and harm- 
less to life—with the absence of pain in organic heart 
disease. We like to say that the outside of the body 
needs to be more aware of danger than the inside, 
because the animal can fly from an outside danger, but 
an inside one it must bear. But there are plenty of 
inside pains as disproportionate to their purpose as the 
hack on the shin—the pains of childbirth, and gall-stone 
colic for example. What is the sense of a danger signal 
in normal childbirth, where there isn’t any danger ? 
Or in gall-stone colic where the victim cannot fly ? 
Why should the organs make such a shocking to-do 
about distension and take constriction in their stride ? 
Why has pain sensation not evolved in accordance with 
the harms to which we are exposed ? 

Looked at from the structure-function angle, pain is 
clumsy and slapdash. If it really is an evolutionary 
attempt to preserve us from danger either it falls badly 
short of other evolutionary achievements, or else they 
are all really as slipshod as pain and we have not yet 
i Pain is the one thing we all seriously fear ; 
painless death is a universal hope. Can that subserve a 
biological purpose ? Would a painless, and therefore 
fearléss, race of men soon exterminate itself perhaps ? 
Races (like the Red Indians) which are strikingly 
indifferent to pain have not been biologically successful 
in the long run; nor are they wholly lovable in that 
aspect of their characters. The whole subject wants 
looking into, if you ask me. 

ok 


* * 

I don’t think the time has yet come to consider the 
‘“* How ”’ in medical planning. We must still peg away, 
as Priestley puts it, at “‘ what we want and why we want 
it.”” So while I welcome the BMA Commission and all 
the other planning bodies (e.g. the under 45’s) in so far 
as they make us think about the “‘ what’ and the 
- why,” I save time by not reading much about their 
*“hows.”? Until the men away on active service get 
back and we hear what they have to say we must keep 
things fluid. Last time this did not happen. Mean- 
while let us survey the ground, measure it up, see what 
has to be cleared away and—if we are certain—clean it 
and send down shafts to learn about the subsoil. But do 
not let us at present even dig the foundations, or if we 
must begin, let’s dig them in such a way that they will 
fit anysuperstructure whichseems bestlateron. But there 
is need for a lot more talk before we lay a single brick. 


ok * *~ 
Joe is now a subaltern in the Middle East. I have 
known him since he was a small boy. When his parents 
told me that he had married suddenly before going 
overseas I groaned inwardly. Just another of these 
war marriages, I thought. < case of marry in haste 
@nd repeat at leisure. I bet she’s just a little bit of 
nonsense and no more. Mrs. Joe came down to visit 
her in-laws and as the doctor and old friend of the family 
I was invited to meet. her. She was certainly easy to 
look at, with eyes the colour of a woodcock’s and rather 
a fine head of hair. Burnished copper I think you’d call 
it. But there was nothing chocolate-boxy about her. 
She was a quiet, still sort of person and entirely self- 
possessed in what she must have felt to be a somewhat 
critical environment. ‘‘ How old are you, my dear ? ”’ 
asked. ‘‘ Twenty,”’ she replied. ‘“‘ What are you 
doing with yourself ?’’ “ I’m an inspector in an aircraft 
factory.’ ‘‘ An inspector, eh ? Then, I suppose, you’ve 
been through the mill?” ‘ No, I was quite ready to, 
but when I went up for my interview they made me 
“Hours long?” ‘ Pretty 
long.’ ‘‘ Pay good?” ‘“* Not bad.” “‘ You get your 
allowance from Joe, of course ?’”’ ‘‘ Yes, but I never 
touch that. I live quite comfortably on my pay. You 
see, my tastes aren’t very expensive and Joe will want 
something behind him after the war so I bank all I get 
from him—and a bit more.’’ Not sure that young Joe 

has been such a: ae after - 

* 

It has been said that no weden surgeon has won his 
spurs until he has invented an instrument. The equi- 
valent achievement for the rising physician is to describe 
a new disease, but this is not so easy. However, having 
had my eye on the possibility of this method of achieving 
fame for some time, I am able to draw the attention of 


the profession toa hitherto undescribed’condition which 
I have called Slawkenburgius syndrome. (This is not 
to be confused with the Slawkenburgius anomaly 
macrorrhinia, which has been fully described by Sterne. j 
The condition occurs in two forms, acute and chronic, 
In the acute form the patient is suddenly seized with a 
high degree of excitement, the face becomes red and the 
brow ed; risus sardonicus is frequently present. 
The shoulders are often hunched as if the axillary muscles 
of respiration were called into play. Violent jerking 
movements of the hands culminating in excessive gestures 
and the patient usually gives vent to remarks of an 
explosive character. In the-chronic variety the volar 
aspect of the patient’s thumb (usually the left) becomes 
discoloured, tender and even excoriated and the distal 
phalanx is usually hyper-extended. The excitement 
stage is also present but it is of a lower grade and the 
facies is marked by an expression of dogged determina- 
tion which gradually lapses into a despair state. There 
are no noteworthy changes in the blood chemistry other 
than those due to the setting free of unusual amounts of 
adrenaline. As my name is a somewhat cumbersome 
one, I would propose shortening the title of the disease 
to Aula and Caula. The first stands for Acute and the 
second for Chronic Utility Lighter Anxiety. The only 
treatment appears to be that of providing the patient 
with an adequate supply of matches but this is of course 
an extremely difficult matter at the present. 


* * * 


TO A FRIEND RECOVERING FROM DYSENTERY. 


I do rejoice to hear your bowels 

Quiescent are and uncomplaining lie ; 

Not making squirting sounds like Yiddish vowels 
Nor imitating the wild peacock’s cry, 

But silent as a staid suburban spinster 

And uncontentious as a well-fed cat, 

With reverential sounds of close and minster 
They lie and chat. 


God grant that they may soon be jesting 
On subjects such as pickles and pork-pie, 
And quietly chuckle as they go digesting 
Unhurt, unholed, unbleeding, pink and spry ; 
May Peristalsis like some sobered Janus 
Demurely trundle all that comes downstairs ; 
May Peace persist, yea; peace from mouth to anus— 
These are my prayers. 
* * * 


Two workmen were seen studying a VD poster put up 
by a local MOH and one was overheard to say reflectively 
to the other, ‘*T suppose that’ll be the Wilson Jameson 
disease.” 


Equa CoMPENSATION.—The report (HMSO, 3d.) has 
now appeared of the select committee appointed last 
December to consider the effect “on the general principles 
of compensation and on levels of remuneration” of the 

proposal that civilian women should be compensated equally 
with civilian men for war injuries. They have agreed 
that the proposal is not only just but that it could be put 
into practice with little difficulty and at relatively low cost. 
Under the existing scheme, civil defence volunteers and 
gainfully occupied people get 35s. injury allowance out of 
es if they are men, but qnly 28s. if they are women. 
In hospital, a married man gets 35s., a single man 24s. 6d., 
and a woman 17s. 6d. The rates offered to people who are not 
gainfully occupied show a similar sex differentiation and so do 
pensions. The proposal is to make the allowance 35s. in 
hospital, and the pension 37s. 6d. for both men and women, 
whether gainfully occupied or not. The distinction between 
gainful and non-gainful occupation, it was felt, has operated 
unfairly against the housewife. Besides, a housewife who 
was also a part-time unpaid civil defence_ volunteer got a 

i if she was injured while d her -time 
service than if she was at home cooking her ily’s dinner. 
It is encouraging to know that so far the total number of 
civilian casualties has been much lower than was feared at the 
outbreak of war. The total claims up to Nov. 20, 1942— 
after more than three rs of war—were for 95,315 injury 
allowances and 10,569 pensions (6321 for men and 4248 for 
women). 
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Si ad Parliament : 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


THE Secretary of State for War has given us a stimu- 
lating and optimistic account of the condition of the 
Army. The health of the troops is so good that Sir 
James Grigg only said that it was to the immense credit 
of the Army medical and nursing services that its 
medical history was a merciful blank. We had hoped to 
have had some of this blank painted in colourful detail 
with the achievements of the Army Medical Service 
at home and in the field. But as the excellence of the 
service is taken for granted the members preferred, 
perhaps naturally, to devote attention to the alleged 
inadequacies of tanks instead of to the physique and 
morale of the men which are not open to criticism. 

The new tests for the selection of officers are now 
carried out by A ered trained regimental officers and 
officers of the War Personnel Selection staff, ‘‘ aided if 
necessary ’’ by a psychiatrist—though the troops, Sir 
James thought, ed him something different. (Can it 
be trick cyclist ?) But it is only fair to army psycholo- 
gists and psychiatrists to say that the adoption of the 
tests owes much to their advoeacy. The results, Sir 
James told us, are so good that few candidates are 
turned back at the OCTU stage. The innovation was 
a@ success, and other non-medical speakers with recent 
service experience agreed. The Minister’s statement, 
perhaps unconsciously, revealed how in total war the 
Army makes contact with nearly every aspect of civilian 
life. The growth in importance of the women’s side of 
the Army brings with it, what Sir James did not mention, 
the extension of the work of the Education Corps and 
the RAMC to women. It was a fantasy some years ago, 
propounded by the author of Cry Havoc, that maiden 
aunts might be employed for bombing. That has not 
happened yet, but oy June next 40% of the Ack-Ack 
command will be made up of women. And the increase 
of the employment of women in the services has 
finally seotched the illnatured and slanderous criticisms 
which Miss Markham’s report had shown to be un- 
founded. 

The problem of welfare in the Army with which Mr. 
David Grenfell dealt in his amendment (proposed when 
the main debate ended) and to which Colonel Medlicott 
and others added, shows a pleasant side of total war 
organisation. The best welfared units are those in 
which the commanding officer knows his job and does 
it, looking after his men as they are looked after in a 
Guards battalion. But nowadays there are many 
activities outside the scope of a CO in the sense that 
roe out of his control. 

e care of the health and morale of men is the CO’s 
first responsibility and the medical officer is his expert 
adviser. But beyond that there is the Army Education 
Jorps, and here Mr. Grenfell wanted young men with 
broader ideas brought in. He urged that the soldier 
must get the best instruction possible on the problem 
of the postwar period. 

Colonel Medlicott thought that nowadays there were 
so many entertainments that variety tended to become 
monotony. The Army now has entertainment officers, 
cinema officers, ABCA officers, legal aid bureaus, as 
well as such bodies as the YMCA and the Salvation 
Army. Local-education authorities, universities, .war 
hospitality committees, Empire clubs are also active 
on behalf of the troops. When Mr. Arthur Henderson 
replied he said the Army sought to cater,for human 
needs—physical, mental and moral. They now had 
hostels in most of the large towns, Ensa and concert 
Saeney and special camps for the ‘“‘ difficult ’’ soldier. 

ere was rehabilitation for soldiers discharged from 


of men who were under developed or had curved spine 
or flat feet. To this add vocational training and the 





cynic may begin to wonder when the soldier gets any 
time for fighting. But the proof of the soldier is in the 
fighting, and Sir James said that the 8th Army was the 
nest instrument of war so far fashioned in the history 
of the British Empire. The soldier of today, in the 
words of Cromwell, ‘‘ knows what he fights for and loves 
what he knows.”’ 





hospital and remedial treatment to improve the physique , 
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BEVERIDGE DEBATE IN THE LORDS 


OPENING a two-day debate in the House of Lords on 
Feb. 24-25, Lord NATHAN welcomed the second chance 
to give a statesmanlike lead. If all the zeal evoked by 
Sir William Beveridge was allowed to run into the sand 
there might be a lowering of morale equivalent to that 
of a great military disaster. Are the Government pre- 
pared to say that the nation’s wealth must be applied to 
guarantee the prevention of want as well as the defence 
of the realm and the payment of the National Debt ? 
That was the crucial question. A ministry of social 
security was the keystone of the whole Beveridge arch.— 
Viscount SAMUEL said it was right for the nation as a 
whole to share in a scheme to prevent destitution and 
want ; the Beveridge plan was a clear example of a sound 
method of bringing in social security and social justice. 
The great bulk of the money needed under the scheme 
was not a new charge, but merely the amalgamation of 
existing insurances and expenditures out of many funds. 
He also begged the Government to reconsider their 
decision about the establishment of an ad-hoc ministry. 

ARCHBISHOP Lord LANG thought it reasonable before 
submitting legislation on this great State document to 
Parliament for the Government to review the situation 
as it might then be; but he wished the Chancellor had 
shown more confidence and optimism in regard to the 
future. The Beveridge plan might mean some redistri- 
bution of national income, but surely that income could 
stand a great deal more of public charge than it had yet 
sustained. He pleaded for the immediate appointment 
of a new minister. , 


Lord Dawson examines the Medical Proposals 


Viscount DAWSON OF PENN praised the Beveridge 
report as a fine piece of constructive thinking, well knit 
together and wonderfully expressed. He would himself 
have preferred to postpone an examination of the health 
proposals to a later date, but in the Commons debate 
family allowances, and the hospital and health services, 
were put in the foreground and were blessed by three 
ministers of the Crown, leading, he was sure, to ‘*‘ great 
activity within the Ministry of Health.’’ He must there- 
fore say something to show where the medical profession 
stood. Sir William Beveridge, wisely he thought, had 
left the handling of any scheme to the profession which 
had been assiduously studying the problems of replanning 
for the last two years. There was first the Medical 
Planning Commission under the egis of the BMA and 
the Royal Colleges, on which all branches of the profes- 
sion had been represented ; ‘‘ the considerable degree of 
agreement which they have reached is remarkable.’’ At 
Oxford an active movement (not to be confused with a 
certain pathological revivalism) had behind it the three 
leaders Sir Farquhar Buzzard,- Lord Nuffield and Sir 
William Goodenough. A third body, consisting of King 
Edward VII Hospital Fund and the Voluntary Hospitals 
Association, had also been studying the question and so 
far the agreement was substantial. At this point Lord 
Dawson paid tribute to the “ stimulation and the sym- 
pathy which have been extended by the present Minister 
of Health and his medical officers to our*efforts and to 
the excellent spirit in which they have met us.” 


TWO IMMEDIATE OBJECTIVES 


Assumption B in the Beveridge report, Lord Dawson 
continued, referred to an ideal, and an ideal was seldom 
attained at one stroke. The realisation of medical hopes 
must be gradual. There seemed to be an idea dn the 
Commons the other day that it only required about six 
weeks to transform the practice of medicine into some- 
thing very different from what it is now. ‘‘ My sugges- 
tion is rather that we should go step by step, that we 
should do it by agreement between the different parties, 
and show both patience and statesmanship.’”’ But there 
were certain matters. ready (indeed over-ready) for 
tackling now. The first was to bridge the gap between 
preventive and curative medicine. The detachment of 
these two branches had been to the disadvantage of both 
and an equal disadvantage to the public service. To 
bring them together was a first essential. ‘‘ Hospital 
practice and general practice must comprise the care of 
people’s health, the furtherance of health as their chief 
objective, and similarly the medical officers of health 
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must come.out of their obscurity on to. the staffs of the 
re gone and meet regularly among their colleagues.” 
And even more important than this was so to alter 
medical education t the student from his early days 
would be taught to give precedence to the buil: up 
of health over the cure of illness ; that, in fact, a know- 
aan of one is necessary to the success of the other. 
‘* It is our united desire to put health and its furtherance 
in the primary position, not only in the curriculum, but 
in the daily oer of the profession.” 

The second matter that could be dealt with now was 
to make the practice of medicine increasingly institutional, 
for the reason that it was based on an increasing number 
of sciences and the search for truth requires teamwork. 
Teamwork requires Nag tae and teams are better 
situated side by side in a building equipped for the pur- 
pose than carrying out separate and detached efforts. 
Once you admit the necessity of teamwork it is inevit- 
able that institutional provision must increase. He 
would mention two instances with a very promising 
future. The first was the provision of health centres in 
industrial organisations. ‘ Here there is a vast future 
of useful work. The principle is that of putting your 
practice where people assemble in groups. If you have 
inside an industrial organisation a health centre equipped 
with its doctor and nurse, you have a rallying point for 
theemployees in which they gather steady and increas- 
ing confidence, and, more than that, they get into the 
habit of coming there when they are feeling ill. If they 
are really ailing, they are rapidly put right ; if they are 
commencing a serious illness, they get all the advantage 


of early diagnosis and are sent off to places the most - 


appropriate to heal them.” Another movement lending 
itself to immediate action was the promotion of child 
health, which should take precedence of almost every 
other. In London there was a scheme for the leading 
children’s hospital to join hands -with the postgraduate 
medical school which would undertake the maternity 
end in the prenatal clinics. Not only voluntary associa- 
tions but the great municipal organisations of London 
would take part in it. ‘‘ We hope, and we have con- 
fidence, that that child welfare scheme will stand out as 
an example which other parts of the country will copy.”’ 


THE PATTERN OF THE SCHEME 

‘** What I have said,’’ continued Lord Dawson, ‘‘ implies 
the necessity of a pattern of hospitals, health centres, and 
clinics allotted to every area. They must be of various 
grades, allotted according to the needs of the population, 
and distributed in the same way as the schools are dis- 
tributed, where they are most needed. ‘The areas over 
which those hospitals and clinics must be distributed 
must be large but not too large. They will have to 
include several major local authorities if they are going 
to serve their purpose well. If they are too small, you 
cannot have an adequate service, or you can only have it 
at excessive cost. These regions must be of adequate 
size, and the plan is that at the head of each region there 
be a key hospital, and wherever possible that key 
hospital will be a teaching hospital. These hospitals 
will consist in part of local authority hospitals, and in 
part of voluntary hospitals, and it will require patience 
and statesmanship (to which I shall not refer today) to 
bring them together into what the Minister has described 

as partnership and close co-operation.” 


DEMAND FOR SELF-DETERMINATION 


‘** One thing is clear to me,” Lord Dawson went on, 
“ and,that is you cannot construct a great service of this 
description except under the skilled guidance of the 
medical profession. Medicine has become, and becomes 
more every year, a complex art based upon an increasing 
number of sciences, and it is idle to think that any 
scheme of hospital service could be run unless there is a 
vocational y always ready at hand to give advice to 
the final administrative authority. There is no disputing 
the fact that the administrative authority must have 
the last word, but it requires a vocational y close at 
hand to advise it before it takes its final decision. If you 
look at it from a professional point of view, it is not to be 
expected that a great profession is going to be moved 
about and take its orders from laymen. Under the 
agreed control of Parliament the medical profession will 
seek and demand self-determination in the same way as 


‘it will’be quite easy to review the position.” 


‘too, in his training has very 


the Bench, the Bar, the Church look after their affairs 
without let or hindrance. It is well for it to be known 
that, just as we are taking as a penfession, pete responsi- 
bility in putting forward these proposals, so we shall 
expect to take an equal in their guidance. For 
myself, I have the firmest belief that we shall evolve out 
of the present situation stage by stage, but gradually, a 
fine new era of health and healing. It can be done, and 
it will be done by agreement. We therefore have to 





recognise it must be done stage by stage.” 

Returning to the vocational body, Lord Dawson 
recalled that the big teaching hospitals, with an experi- 
ence in some cases spread over centuries, and with great 
inherited traditions, were managed on a. in which 
the medical council acted as the vocational body and the 
lay body as the administrative body. \It had been the 
custom for years for the medical staff to take the initia- 
tive in policy and,to submit proposals to the lay body 
which had the final say. Vast as had been the progress 
of the local-authority hospitals, and fine as was their 
service in some respects, they needed further develop- 
ment. In many instances they had not yet sufficiently 
thrown off the poor law tradition. The medical super- 
intendent was supreme both in administration and treat- 
ment. He had technically the power to overrule his 
professional staff; he reported through the medical 
officer of health to the health committee, a body of lay- 
men who might know little or nothing about the subject. 
In some way or other that would have to be corrected, 
and the statesmanlike way to do it is, in Lord Dawson’s 
view, to set up an advisory committee which would 
always be at the right hand of the final administrative 
authority. The question of finance would settle itself 
as time went on; a beginning could be made before the 
Government had made up their minds on the Beveridge 
plan. The local authority and voluntary hospitals could 
go on working side by side, each with its own manage- 
ment, but coming together more and more, and agreeing 
more and more on matters of common policy. The 
voluntary hospitals might receive ad-hoc grants during 
the intermediate period and maintain to the full their 
contributory schemes. ‘‘ No doubt, if the Beveridge 
scheme finally comes to full fruit, as we hope it may, then 


COLLECTIVISM VERSUS INDIVIDUALISM 
In conclusion Lord Dawson said that the medical pro- 
fession had a difficulty that few callings have. They had 
to make it clear that in order to do good planning they 





must have collectivism for fabric, but they must also 
have a hundred per cent. individualism in person 

relations. ‘These two rather difficult opposite points 

view must be combined. One thing every medical mai 
had to learn was that there is no standardised type of 
disease. ‘‘ There are no diseases,”’ said the great French 
savant, ‘‘ there are only sick people.’’. If you are going 
to have individualism in personal relations you must 
keep your doctor individual, with the power to penetrate 
and grasp what his patient thinks and feels. ‘‘ Indeed, 
we have to be careful that while we are doing our best 
to plan medicine aright we do not mechanise it and allow 
it to become a standardised performance. The doctor, 
iverse sides of learning tc 
master. He has to keep abreast of scientific knowledge; 
and more important than that he has to cultivate 4j 
scientific approach to his problem, but having done that 
he has further to relate that knowledge to an infinitely 
varying human nature. ... In the greatly changin 
conditions of the modern world, doctors will need not 
only knowledge but understanding if they are to guid¢ 
bodies and minds along the lines of health and content.” 


For and against the Government 

Viscount BENNETT defended the Government’s atti; 
tude. Unless the war was won all plans of socia 
security were useless.— Viscount SANKEY said the liquida, 
tion of human fear, of human anxiety and human mises 
were well worth the sacrifices we are called on to make 
He would not distract present ministers of state from 
their wartime jobs ; a minister of social security should 
be appointed at once. / 

Viscount Smon (Lord Chancellor) said the Beveridy# 
plan was one of the greatest and most far-reach 
measures of social reform ever promoted. It involv 
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tremendous issues and it would be wrong for the Govern- 
ment to be bustled. The plan was only a posean. of 
the problems in the postwar world ; he would like the 
British people to regard social policy not as consisting in 
giving wee benefits but as aiming at the happiness 
which came from work honestly done under good condi- 
tions and properly remunerated in a world where 
a ion had become only an evil memory and where 
citizens would live without privilege and without rivalry. 
. SECOND DAY’S DEBATE 

The ARCHBISHOP OF CANTERBURY asked the Govern- 
ment to realise the degree of hope and expectation 
aroused in the country by the Beveridge plan, which was 
notable for its universality and its capacity to close the 
social division on the vital issue of economic security. 
He hoped that while security was given a sense of 
responsibility to the state would also be encouraged. 
He believed the setting up of a ministry of social security 
would have a symbolic as well as a practical value.— 
Lord RUSHCLIFFE supported the contention of the 
Government that time was needed to consider all the 
issues raised * j the Beveridge scheme before legislation 
was introduced. He could not see that anything but 
harm could result from the setting up of a ministry of 
social security. ; 

Lord SNELL in his reply for the Government made it 
clear that the decisions airived at were not final and 
Parliament could at any time call on the Government to 
report progress. 

QUESTION TIME 
School Meals 

Replying to Mr. KennetH Linpsay, Mr. R. A. BuTLer 
said he was considering making school meals a free service and 
the provision of other free services in kind in the light of the 
statements made on behalf of the Government on the Beveridge 
report. Answering other questions Mr, Butler said that he 
proposed to press ahead with the provision of children’s 
welfare as quickly as he could in existing circumstances. The 
only difficulty would be to make the complete provision which 
he would like, because the equipment and other necessities 
would slow down progress, but he hoped to go on as fast as 
he could. The first thing he proposed to do was to extend 
the provision of meals and milk in schools, and the second to 
make a statement to the House about the implications of the 
statements made by his ministerial colleagues. 


Sex Education 


Mr. DAvip Apams asked the Minister of Health whether the . 


propaganda campaign for the prevention and elimination of 
venereal disease would include a national appeal to all parents 
and guardians of children to instruct. them in at least an 
elementary knowledge of sex and the natural functions of the 
body.—Mr. E. Brown replied : “At present I propose to leave 
such action to the initiative of parents, but the Central Council 
for Health Education arranges sex education talks to parents 
and young people, at the request of local authorities, local 
education authorities, and youth organisations. The campaign 
also includes pamphlets addressed to adolescents which may 
be distributed through local authorities and in other ways.— 
Mr. ApAms: Does the minister not agree that this is a matter 
of the first importance, and that a more general national 
effort ought to be made, because large numbers of families 
still consider this to be an untouchable subject to the loss of 
the rising generation ?—Mr. Brown: From April 1 last year to 
date the Central Council has given about 200 courses of 3-4 
lectures to young people, 30 to youth leaders, 20 to school 
leavers, and 30 to parents, so that considerable efforts are. being 
made.—Mr. : But that activity does not reach the 
nation at large.—Sir Francis FREMANTLE: Are the Minister 
and the Central Council making use of the excellent pamphlets 
that are used in the Army to give instruction in this matter ?— 
No further reply’ was given. 


Sale of Cattle 

Sir Reernatp Cuarry asked the Minister of Agriculture 
when, in order to limit the s of bovine tuberculosis in 
cattle, he contemplated ‘int: cing measures to prevent the 
sale of disease-laden cattle in the open market ; and whether 
he would enable the appropriate tests to-be made on the 
animals concerned before they were offered for sale.—Mr. R. 8. 
Hupson replied : The removal from farm premises to a market 
of cattle aitécted with tuberculosis in a clinical form is pro- 


A NURSING PROBLEM 
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hibited by the Tuberculosis Order. As regards other cattle it 
would be impracticable to require the passing of a tuberculin 
test as a general condition of entry to markets. 


Adoption of Children 

Sir Francis Fremantite asked the Home Secretary 
whether he was aware of the concern felt amongst social workers 
regarding the increasing number of agencies for the adoption 
of children ; and whether he would take steps for the proper 
regulation of adoption and the avoidance of traffic in unwanted 
children for gain by now appointing a day for bringing the 
Adoption of Children (Regulation) Act, 1939, into force.— 
Mr. H. Morrison replied: The regulations under the act are 
nearly completed and the preliminary work of investigating 
applications can then be begun by the local authorities con- 
— It is hoped to bring the act into full operation on 

une 1. 


Treatment of Deafness 


Sir Ropert RANKIN asked the Minister of Health whether 
the plan of his ministry whereby Civil Defence workers and 
members of the Merchant Navy who were suffering from deaf- 
ness as a result of war injuries were now provided with aids to 
hearing or taught lip-reading in the same way as patients from 
the services, was now in operation in the Liverpool area,—Mr. 
Brown replied: Facilities were arranged some months ago 
and are available to the Liverpool area as well as to the rest of 
the country. . 


Letters to the Editor 


A NURSING PROBLEM 

Srr,—The difficulties referred to by Dr. Macdonald of 
finding adequate domestic and nursing staff for isolation 
hospitals and sanatoria are urgent in many areas, and the 
appearance of his letter raises the hope that publicity 
may achieve a solution which has not been obtainable 
by other means, 

At present, when tuberculosis is definitely increasing, 
and when, as a result of a more extended use of mass 
radiography, the number of diagnosed cases will be still 
further increased, there are sanatoria where the accom- 
modation available cannot be fully utilised owing to 
scarcity of staff. At isolation hospitals the reduction in 
domestic staff particularly is most serious, for employ- 
ment in the wards of daily workers is obviously inadvis- 
able, and the strain upon the depleted staffs results in . 
still further resignations. There must be few isolation 
hospitals which, if called upon to do so, could deal in a 
satisfactory way with an epidemic. 

No standstill order of any kind is in operation now, and 
hospital staff can leave just when they desire to do so. 
The only concession given to hospitals is that the staff 
are not taken away from their work there and directed 
to the Services or munition work ; but many have been 
attracted to the Services and their places are not being 
filled. A solution seems impossible unless hospital work 
is recognised by the Ministry of Labour as essential war 
work, and the hospital services placed under the pro- 
visions of the Essential Works Order. Last November 
my local authority supported a resolution which was cir- 
culated by Derby Corporation asking that the Ministry 
of Labour should direct suitable persons to take up 
domestic work in isolation hospitals; and two months 
ago, when the problem was discussed at the Yorkshire 
branch of the Society of MOHs, a somewhat similar 
resolution was forwarded to the council of the society 
recommending that the Ministry of Health should be 
urged to take the necessary steps to have the domestic 
staff of hospitals and sanatoria brought within the pro- 
visions of the order. 

I agree entirely with Dr. Macdonald that training of 
nurses should be comprehensive, but would point out 
that there is nothing to prevent him from putting it into 
operation in his own area. In 1930, when the poor-law 
institution in this area was taken over by the corporation, 
the General Nursing Council asked me to put into opera- 
tion a more extensive training for the nurses, who at that 
time were dealing chiefly with chronic cases. The period 
of training then as now was four years, and it was 
arranged that probationers should spend the first year 
at the municipal hospital, then six months at the isolation 
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hospital to get experience in infectious diseases, six 
months at the sanatorium doing tuberculosis work, and 
six months at the local voluntary hospital to get greater 
experience in surgical work, finally returning for the 
remaining eighteen tmonths to the municipal hospital. 
At the beginni there were some difficulties and 
jealousies to contend with, but these rapidly disappeared 
and the whole arrangement has been working fairly 
smoothly for the past twelve years. It is a helpful 
arrangement from the administrative point of view, for 
extra help can be directed wherever and whenever it is 
most required ; also, it gives an extensive and valuable 
training to the nurses. 

Perhaps I should mention that the scheme has received 
from the General Nursing Council not only its approval 
but also its blessing. 


Public Health Department, 


Huddersfield. JOHN M. GIBSON. 


LAY OR MEDICAL HEAD? 


Srr,— Your annotation of Feb. 20 entitled om. ce 
after the War states that, ‘‘ the voluntary hospitals are 
often highly successful in picking their lay administra- 
tors, the municipal hospitals sometimes less successful 

in picking their medical superintendents.” Is it to be 
- wel ieren that the converse is equally true? If not, 
then-F am compelled to join issue. You cannot compare 
two people with different functions. The voluntary 
hospital administrator is selected partly for his ability 
to collect funds and partly for his knowledge of the lay 
side of hospital administration. The medical superin- 
tendent’s chief function, to which all else is subservient, 
is to ensure that every patient receives adequate treat- 
ment from the medical staff—and by this I do not apy 
interference with the clinical work of the staff. is 
second function is to codrdinate the work of different 
departments for the good of the patient. 

‘o most of us in the local government service it 
matters a great deal—apart from our bread and butter 
—whether hoepttals are administered by medical men 
or laymen. e lay administrator is an anachronism, 
born originally of the need for raising subscriptions and 
exercising rigid economy. It is a remarkable thing that 
England and Wales are practically the only countries 
where such a method of hospital governance exists. 
Conveniently the protagonists of lay administration turn 
a blind eye towards Scotland where the teaching hospitals 
are admini d by medical superintendents and show 
no sign of changing their system. . 

Much of the criticism of medical hospital administra- 
tors emanates from ill-informed sources. 


Crumpsall Hospital, Manchester. W. A. RAMSAY. 


LOST LANCETS 


Smr,—The Medical Library As: >ciation of America 
has given British medical librarics much help in the 
replacing of journals lost in transit from the U.S.A. 
The serious inconvenience caused by these losses in this 
country has been much mitigated by such help, which 
ood been given to member and non-member libraries 
alike. ’ 

A recent letter from the Association reports the loss 
by enemy action of all copies of THe LANcEetT for March 
15, 1941, and appeals for help in replacement. The 
undersigned British members of the Medical Library 
Association would, therefore, be. grateful if any of your 
readers who can spare their copies of this issue would 
send them to one of the addresses given below. We 
have undertaken to forward them to medical libraries 
in America. So much has been done for British libraries 
that we welcome this opportunity to return in some 
measure the timely help which colleagues in America 
have given us. 

Cyrrit C. BARNARD, 


Librarian, London School of Hygiene and Tropical Medicine, 
Keppel Street, Gower Street, London, W.C.1. 


LESLIE T. MORTON, 
Librarian, St. Thomas’s _—— Medical School, London, 


W. R. Le FAnv, 


Librarian, Royal Coe of Sargoone, Lincoln’s Inn Fields, 


OBITUARY 





[MarcH 6, 1943 
Obituary 
ARCHIBALD BARR AITON 
MB, B SC GLASG; SURGEON LIEUTENANT RN VR 
Surgeon Lieutenant Aiton, who has been listed as 
“ missing, believed killed ”’ since last November, was 
the second son of Mr. John Aiton, of Strathaven, Lanark- 
shire. Born in 1917, he 
was educated at Hamilton 
Academy and Glasgow Uni- . 
versity, graduating BSc in 
1938 and MB three years later. 
He held the post of house- 
physician to Prof. Noah Morris 
at Stobhill Hospital, Glasgow, 
till he was commissioned in 
the RNVR in July, 1942. In 
September he sailed in HMS 
Martin with the Russian con- 
voy and was on this ship when 
she was lost in November 
during the operations for the 
occupation of North Africa. 
Aiton was a man of medium 
build, with a ready smile and 
a dry pawky type of humour. 
He was keen on golf and 
hockey. Professor Morris 
writes: In my contact with 
Archibald Aiton as student and doctor, I grew to like and 
admire the keen young mind, accurate and painstaking in 
observation, receptive but critical, and obviously anxious 
to add to medical knowledge. He was popular with his 
medical and —- colleagues, and always ready to be 
of help, Above he had that presence and influence 
which enables the true physician to comfort and encourage 
his patients. In the words of Hippocrates ‘‘ he was a 
gentleman in character, and being this he was grave and 
kind to all.” 





Annan, Glasgow 


JOHN KEAY 
CBE, MDGLASG, FRCPE 
Dr. John Keay, who died on Jan. 21 at the age of 83, 
had spent a long and honourable career in the care of the 
mentally sick. He was and remained clinically minded, 
and, although he came to hold high administrative office, 
it was the relief of mental suffering and the brightening 
of the life of the individual sufferer that earned him 


. the gratitude of his patients and the confidence of his 


fellow workers, who elected him in 1918 president of 
the (Royal) Medico-Psychological Association. Keay 
qualified from the University of Glasgow in 1881. 
After holding an assistant post at the Crichton Royal, 
Dumfries, he became supérintendent of the Mavisbank 
Asylum, Edinburgh, and the District Asylum at Inver- 
ness before he was appointed to the Edinburgh District 
Asylum at Bangour. When the last war broke out 
he was entrusted with the task of converting his asylum 
into a 3000-bed military hospital. A surgeon who 
worked with him during those hectic years writes: 
‘* Lieut.-Colonel Keay’s judgment remained clear and 
his temper unruffled through the strain of opening and 
expanding the hospital during the dark days when 
wounded were pouring back from France. His rela- 
tions with the consultants, who were in charge under him 
of the special departments in the hospital, were always 
of the friendliest, and he handled equally successfully 
the eld-fashioned army sister and the exuberant young 
MO who found it necessary to keep his eyeiin by revolver- 
shooting near his ward. Keay’s dry humour was as 
much in evidence at 2 Am on the snow-covered station- 
platform where he was meeting a hospital train, as after 
a good dinner by his own hospitable fireside. He 
believed his staff could only be efficient if they were 
happy, and he spared no effort to makethemso. Perhaps 
his one w ess was an unconscious look in his eye, 
which signified his feeling that brass-hats would be so 
much more manageable if they were certified.” : 

Some ten years ago he retired to a pleasant home in 
Dorset with exquisitely trimmed garden, where his old 
friends always met with warm hospitality, unfailing 
interest in their doings and sympathy in their difficulties. 
He leaves a widow. 
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GODFREY BROOKES DIXON 
MRCS, LSA 


Dr. G. B. Dixon, who died in Birmingham on Feb. 18, 
had held for 33 years the position of chief tuberculosis 
officer to the city and superintendent of the sanatorium. 
Tuberculosis offjcers when sanatorium benefit came into 
force under the NHI Act had no easy task, writes J. F. B., 
to establish their position ; Dixon was one of the first to 
be appointed, and he triumphed over the many difficulties 
in his path. He had a flair for organisation, no detail 
being too small to escape him and all contingencies being 
foreseen ; but he had also the knack of assessing the 


- value of diagnostic and therapeutic procedures, and by his 


thorough clinical and scientific investigation he established 
his prestige with his colleagues, while his patience and 
kindtin iness brought him the goodwill of his patients. 
Dixon, who was a Cumbrian by birth, qualified in 
1901 from Charing Cross Hospital where he was house- 
physician to Mitchell Bruce who turned his thoughts to 
tuberculosis. After some time at sea he spent two years 
at Davos before going to Walton Infirmary, Liverpool, 
and initiating there the open-air treatment of tubercle. 
Five years of general practice at Tolleshunt D’Arcy as 
assistant to his cousin, J. H. Salter, came to an end with 
an attack of pneumonia which led him to accept a 
post at the Yardley Road Sanatorium, Birmingham, 
and two years later he was appointed tuberculosis 
officer to the city. His letter in our columns on Jan. 5, 
1918, shows a remarkably fair and balanced view of the 
value and limitations of sanaturium treatment. Later 
he published with Dr. J. R. Todhunter the results of an 
intensive study of pneumoconiosis arising from the use 
of abrasives in the grinding and polishing of metals. 
For many years he served on the council of the National 
Association and on the Joint Tuberculosis Council. 


JOHN LIONEL STRETTON 
MRCS, LSA, JP 


Mr. J. L. Stretton, consulting surgeon to the Kidder- 
minster and District Genera] Hospital, was born at 
Kidderminster in 1860, and died there, after a few days’ 
illness, on Feb. 14. He was trained at St. Bartholomew’s 
Hospital, and passed the MRCS examination a few weeks 
after his twenty-first birthday. After holding house- 
appointments at St. Bart’s he returned home in 1882 
to join his father, Samuel Stretton, in general practice. 
At the end of the year he succeeded his father as a 
surgeon to the hospital, and he remained an active member 
of the staff for fifty-six years. There he perfected his 
method of sterilisation of the skin by tincture of iodine 
BP, described in the British Medical Journal in 1909 
and afterwards generally adopted. The most remark- 
able of his pathological specimens were exhibited before 
the present war in the Wellcome Museum of Medical 
Science, London, and are now in its safe keeping. 

Stretton was president of the hospital from 1924 to 
1937, and his gifts as diagnostician and surgeon, organiser 
and administrator, were of inealculable value in its 
development. Thanks to his vision and energy, an 
extension of the hospital was opened, free of debt, in 
1926, and ten years later he gave his private nursing- 
home with its equipment to the hospital to be used for 
paying patients. 

A man of sound judgment and strong views, Stretton 
was inflexible in upholding what he considered right. 
He never got flurried in an emergency, and was also 
considerate and courteous to his assistants and nurses. 
He was a true friend and adviser to all his younger 
colleagues in many things besides their professional diffi-. 
culties. He celebrated his golden wedding in 1934, and 
leaves a widow, two sons and a daughter. His younger son, 
John W. Stretton, senior surgeon to the hospital, 
represents the third generation of the family on its staff. 





University oF Lonpon.—At a meeting of the senate on 
Feb. 24, it was resolved that for the duration of the war an 
additional MB, BS examination should be held early in 
February each year. The examination will thus be held three 
times in each academic year. 

The William Julius Mickle fellowship has been awarded to 
Dr. E. C. Dodds, FRS, Courtauld professor of biochemistry at 
Middlesex Hospital medical school. ° 
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MOSQUITO CONTROL IN ENGLAND 


A Ministry of Health memorandum (Memo 238/Med. 
HMSO, 6d.) on measures for the control of mosquito 
nuisances in Great Britain contains two maps showing 
the distribution of indigenous malaria in England and 
Wales, one during the eighteenth century and the other 
after the 1914-18 war. The resemblance is striking : 
the fen country, the Humber and Thames estuaries and 
the eastern parts of the south coast were the chosen 
haunts of infection in both periods. There are good 
reasons for supposing that the density of Anopheles 
maculipennis \in these regions, and especially of its 
subspecies atroparvus, explains the distribution of cases. 
This subspecies likes brackish water to breed in and feeds 
readily on man, so that it will be a convenient vector 
when malarial men come home from overseas. Since 
bomb craters and fire-tanks offer new breeding grounds 
for other species the memo sets out measures to control 
the multiplication of any British mosquitoes likely to 
make nuisances of themselves. To get rid of A. maculi- 
pennis walls and ceilings in stables and byres should be 
sprayed with insecticides in October, so as to kill winter- 
ing adults, and again in March to catch those females 
thinking of flying off to lay their eggs. Aquatic vegeta- 
tion should be rooted out of likely breeding places, and 
small fish introduced into them ; larvicides, or mechanical 
measures such as the drainage or filling in of pools, may 
be needed. Culex pipiens should be kept down by 
similar means. Water-butts, tanks and cisterns should 
be oiled and old tin cans buried (or, better, given to the 
salvage man). For many types of mosquito no action 
is needed: these do not bite man nor, presumably, 
subject him to a war of nerves by sauntering through his 
bedroom at night, blowing an elfin siren. 


Medical Honours 


The following honours have lately been awarded to 
medical men : 

MC.—Captain S. M. P. Conway, LRcPI, RAMC; Captain D. 
Naerae, MB, RAMC; Captain J. J. McCall, MB GLASG., RAMC; Captain 
Peter Unwin, MRCS, RAMC. 

RNVR Officers Decoration.—Surgeon Commander W. M. O. 
MacGregor, OBE, MB CAMB.; Acting Surgeon Commander W. F. 
Lascelles, MB DURH.; Acting Surgeon Commander H. G. Ungley. 
FRCS. 

Royal Medico-Psychological Association 

A meeting of the association will be held at 11, Chandos 
Street, London, W.1, on Wednesday, March 10, at 10.30 am, 
when papers will be read on the clinical aspects of prefrontal 
leucotomy by Dr. T. P. Rees, Dr. R. Strém-Olsen, Dr. 8. I 
Last, Dr. M. B. Brody, Dr. Geoffrey Knight and Dr. E. 
Cunningham Dax. At 2.15 pm, Dr. F. Golla, Mr. Wyllie 
McKissock and Mr. F. W. Willway will discuss the range and 
technique of the operation. 


Royal ‘Society of Medicine 
The section of psychiatry of this society will meet on 


Tuesday, March 9, at 2.30 pM, when Dr. W. Mayer-Gross will 
read a paper on hypoglycemia as an experimental psychosis, 


‘and at 5 pm on the same day at the section of therapeutics and 


pharmacology ‘there will be a discussion on spontaneous 
hypoglycemia. The openers are to be Dr. W. G. Oakley, Mr. 
E. W. Riches, and Dr. George Graham. On March 10 at, 
2.30 pm the section of proctology will meet at St. Mark’s 
Hospital, City Road, E.C.1, for demonstrations of operations 
for hemorrhoids, fissure and fistula. On March 12, the clinicai 
section is holding a meeting at the London Hospital, E.1, at 
2.15 pM, On the same day at 2.30 pm, Mr. C. B. Goulden will 
read a paper to the section of ophthalmology on the control 
of ocular pain. 


Royal Sanitary Institute 

A meeting of the institute will be held at the University of 
Bristol on Saturday, March 13, at 10 am. Mr. H. G. H. 
Kearns, PhD, will speak on the control of domestic pests, 
Dr. R. J. Irving-Bell on the value of Jethane (384 special) in 
the control of pediculosis, and at 2.30 pm, Dr. Marguerite 
Hughes will discuss problems in nursery provision. Further 
particulars may be from the hon, local secretary, Prof. 
R. H. Parry, Public Health Department, Kenwith Lodge, 
Westbury Park. Bristol, 6. 
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University of Cambridge 
On Feb. 26 the following age ne were conferred : 
MD.—*A. G. Cross, *R. H. A. Swain, and F. H. 
B, ‘HL Hood, 


MB, BChir.— B. Moret, *G.M. Barrett, *3. 
*D. E. C. Whittome, *P. N. Cunliffe, and *G. C. L. Robert s. 


* By proxy. 

Child Welfare Organisation in USA 

Wide variations in the characteristics and environments 
of the population of the United States have made it difficult to 
develop any common scheme of medical welfare, and on Feb. 
6 Major H. F. Becker of the US medical corps gave the 
maternity and child welfare group of the Society of MOHs an 
attractive picture of unplanned medicine. A former paediatric 
consultant to the Kellogg Foundation, he spoke particularly of 
the organisation in his own specialty. Maternal and child 
welfare in America, he described as either government con- 
trolled (i.e. by federal, state, city or county government) or 
- privately controlled (i.e. by philanthropic foundations and 
trusts, or voluntary societies dealing with a particular branch 
of child welfare). After the last war under the pressure of 
public opinion the federal children’s bureau was organised, 
and the federally appointed Committee on the Cost of Medical 
Care showed that adequate curative and preventive medical 
care was beyond the reach of many of the middle and lower 
classés,_ Federal government aid is thus directed primarily 
to education and fact-finding. The government does not 
directly subsidise treatment or relief, but may give grapts to a 
state, subject to agreed expenditure by the state, which 
might in turn allocate responsibility to its counties, The 
public-health nurse, who usually holds a university as well as 
a nursing degree, takes an important in state-aided 
educational work, Thousands of privately controlled 
agencies deal with health and welfare, and many work in. 
touch with government departments. The Kellogg Founda- 
tion, Dr. Becker continued, began by trying to improve the 
health of the children of Michigan by creating or financing 
clinics and hospitals, but this policy seemed to have little 
effect on succeeding generations and the emphasis was shifted 
to education—especially the education of doctors and of 
public opinion through the schools, the clergy and the 
newspapers. Dr. Becker spoke with conviction of the good 
results achieved by intensive educational work among general 
practitioners for whom the foundation arranges meetings and 


postgraduate courses in pediatrics and obstetrics and supplies ~ 


the services of consultant pediatricians whose work was 
deliberately educational as well as clinical. 


Czechoslovak Graduation at Oxford 

The University of Oxford, as sponsor of the Czechoslovak 
universities which have been closed under the German 
occupation, on Feb. 27 held a convocation in the Sheldonian 
Theatre at which the degree of MUDr (Czechoslovakia) was 
conferred on Czech medical students who have completed 
their studies in this country: and passed the special qualifying 
examination held by the English Conjoint Board. The 
vice-chaneellor of the university peeved: at the request of the 
Czechoslovak government and the President of the Czecho- 
slovak Republic attended the ceremony, and Oxford’s public 
orator acclaimed the novelty of the occasion and the 
indomitable spirit of the university’s guests. 

Towels for Medical Practitioners 

Doctors may now claim, for professional purposes only, 
a special ration of towels for the period to Dec. 31, 1943. 
This is available to specialists, consultants and general | practi- 
tioners in private practice, but not to those working in 
institutions or under local authorities. On or after March 8 
a certificate equivalent to 4 coupons will be obtainable from the 
Secre , British Medical Association, BMA House, Tavistock 
Square, ndon, W.C.1. Envelopesshould bemarked “towels”’ 
in the top left-hand corner and a stamped addressed envelope 
must beenclosed. It is particularly requested that no applica- 
tion should be made until new towels are genuinely needed. 

If a practitioner, because of the size or nature of his practice, 
finds it impossible to manage on the ration allowed, a case for 
special consideration may be stated to (in England) the 
regional medical officers, (in Scotland) the Department of 
Health for Scotland, St. Andrews House, Edinburgh 1, or 
(in Northern Ireland) the Medical Officer, Ministry of Home 
Affairs, Stormont, Belfast. 

The supply of towels is now so limited that methbers of 
the public must use their own towels more and more. For 
example, patients who receive treatment in their own homes 
or by appointment at surgeries or in private nursing-homes 
will be expected to provide their own towels. 


NOTES AND NEWS 
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Royal Faculty of Physicians and caiitinn of Glasgow 

Prof. Dugald Baird will deliver a John Burns lecture in 
the hall of the faculty, 242, St. Vincent Street, Glasgow, on 
Wednesday, March 10, at 4pm. The title of his lecture will 
be the peabhinn of the high stillbirth and neonatal mortality 
in Scotland. 


The fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 

paper should not be taken as an indication that they are 
necessarily available for export. 


Infectious Disease in England and Wales 
WEEK ENDED FEB. 20 


Notifications.—The follo rane s of nana disease 
were notified during the week ; “ 0; scarlet 
fever, 1922 ; whooping-cough, issi ; iphtheria, 828 ; 
paratyphoid, 7; typhoid, 6; measles (excludin rubella), 
18,215; pneumonia (p primary or influe ), 1399; 
puerperal pyrexia, 146; cerebrospinal fever,. 96; 
poliomyelitis, 5; polio-encephalitis, 0; encephalitis 
lethargica, 0; dysentery, *: ophthalmia neonatorum, 
87. No case of gue oo ague or typhus fever was 
notified during the week 

The number of civilian and service sick in the Infections Hospitals 
of the London County Council on Feb. 10 was 2359, including 
scarlet fever, 626; diphtheria, 267 ; * whooping - 
cough, 245; enteritis, 95 ; ickenpox _grysipelas, 35 ; 
mumps, 37 5 liomyelitis, 2’; dysentery, $2! yh brospinal tover, 
21; puerpera pores, 17; enteric- -fevers, 8; german measles, 8 
osteomyelitis, 

Dedtesatin 126 great towns there were no deaths 
from enteric fever, 1 (0) from scarlet fever, 24 (0) from 
measles, 16 (4) from whooping-cough, 25 (2) from 
diphtheria, 45 (7) from diarrhoea and enteritis under two 
years, and 102 (13) from influenza. The figures in 
parentheses are those for London itself. 

Birmingham reported 10 deaths from diarrhea, 8 from influenza, 
po ag whooping-cough. Liverpool had 4 fatal cases of 
The number of stillbirths notified during the week was 
231 (corresponding to a-rate of 35 per thousand total 
births), including 19 in London. 


Births, Marriages and Deaths 


BIRTHS 

ApAMs.—-On Feb. 19. dey Twickenham, the wife of Major G. 8. 
Adams, RAMC—a 

Bouton.—On ane 34, a" Belfast, the wife of Dr. Sloan Bolton, 
Portrush—a s 

BRODRIBB,—On Feb. 28, the wife of Captain J. H. G. Brodribb, 
RAMC—a@ daughter. 

BROOMHALL.—On Feb. 19, at Paoning, W. China, the wife of 
Dr. James Broomhall-—a daughter. 

CRANSTON.—On Feb. 27, at Gayton, Cheshire, the wife of Surgeon 
Lieutenant Kenneth Cranston, RNVR—a daughter. 

DAVIS. me Feb. 20, in London, the wife of Dr. Eli Davis—a 


er. 
ade” mon Feb. 24, at Polchanter, the wife of Captain L. C. de R. 


RAMO—a daughter 

Gunes on Feb. 14, at orthampton. the wife of Dr. John Gibson 
—a& 50 

HARPER, iin Feb. 23, at Limpsfield, Suey the wife of Major 
Ernest Here FRCS, RAMC—a daug 

LritiicRaP.—On Feb. 16, at Lincoln, the 4 ete ot Dr. C: A. Lillicrap— 
a daughter. 

McCaLL.—On Feb. 25, at Stoke-on-Trent, the wife of Dr. A. J. 

McCall—twin daughters. 

OwLeEs.—On Feb. 21, the wife of Dr. W. H. Owles—a daughter. 

SHEERS.—On Feb. 27, at Torquay, me —_ of Surgeon Lieutenant 
Geoffrey Sheers, RNVR—a son 


MARRIAGES 
GILLOTT—BateY.—On Feb. 20, at Northwood, John Arthur 
Gillott, captain RA, to U rsula Mary Bailey. 
TYRRELL—KaY.—On Feb. 24, in Edinburgh, James Munro Tyrrell, 
MB, to Jean Wylie Tay lor Kay. 


DEATHS 

ARCHER.—On Jan. 9, in Godalming, Samuel Arthur Archer, .oMG, 
MRCS, colonel AMS retd., aged 71. 

ARMOUR. eee — 21, in jin Liverpool, Theodore Robert William 
Armour DIN JP. 

GABE.—On Feb. 20, Ivor © Stanley Gabe, MRCS. 

MuUMFORD.—On Feb. 23, at Beaconsfield, Alfred ‘Alexander Mumford, 
MD LOND., formerly of Manchester, aged 80. 

RIDDELL.—On Feb. 22, at Ww yresdale Park, Scorton, Hugh Riddell, 
MB GLASG. 

RUTHERFORD.—On Feb. 22, James Mair hoy ayer og MB EDIN., 
FRCP EDIN., of Brislington, Bristol, aged 70. 

7. 26, at Welford-on-Avon, Ernest Percy 
Satchell, ms., of Barnes, S.W.13, aged 81. 

TASKER.—In. Novembon 104 1942, thesagh o gin fe ‘action 3 at seem, Ronald 
Henry Tasker, mRcs, of f the Burmah 0: 

Wi1GHAM.— On Feb. 22, at Bournemouth, W illiam 1 Hemmer Wigham, 
MD DURH., aged 87. 
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; SOCIAL AND INDUSTRIAL ENVIRONMENT 
AND DISEASE * 


MAJOR GREENWOOD, DSC, FRCP,-FRS 
PROFESSOR OF EPIDEMIOLOGY AND VITAL STATISTICS IN THE 
UNIVERSITY OF LONDON 

“ The following were the cireumstances attending the 
illnesses from which I framed my. judgments, learning 
from the common nature of all and particular nature 
of the individual, from the illness, from the sick 
person, from the regimen, even from the prescriber ; 
these make ‘the judgment more or less favourable.” 


THIS saying of Hippocrates contains the fundamental 
truth that a physician must study not only the biological 
processes of health and disease, what is happening within 
the cellular systems of the individual, but the relation 
of the individual to his environment, his social-economic 
setting. All great physicians have taught this, but, in 
our world, to codrdinate the- necessary knowledge of 
microcosm and macrocosm has become increasingly 
difficult. There is so much to learn. ’ 

In the age of Hippocrates the training of a physician 
was fundamentally different from the medical education 
of our own time but similar to that of a hundred years 
ago. Both my grandfathers, my father and four of my 
uncles were general medical practitioners; I have an 
intimate traditional and personal knowledge of more 
than a century’s vicissitudes in medical education. 
In the time of my grandparents, primary medical 
training, was personal; the relation of apprentice to 
master. Each reform of medical education has weakened 
the personal link in non-medical families. Already by 
my father’s time it had been severed. Im his case, it 
was only weakened ; his ‘‘gwalking the hospital ’’ was 
longer than his father’s but he was still allowed to visit 
patients before “ qualifying.” Even in my time 40 
years ago an East End doctor’s son was not wholly 
dissociated from patients. Of course I could: not visit 
them, that would have broken the rule against ‘“‘ cover- 
ing’’; but I made up medicines (I still instinctively 
take the stopper out of a bottle between the little finger 
of my left hand and the palm) and watched the patients; 
listening to their consultations with my father in his far 
from soundproof consulting-room and when I was 
“ qualified *’ visited patients. 

But that introduction to medical life was only possible 
in medical families and only in those families in country 
practice or in town working-class practice. Now, or 
any time these sixty years, a young man or a young 
woman from a non-medical family may never have 
entered the home of a patient (except on external 
midwifery practice) before graduation. 

GAIN AND LOSS 

That a medical graduate of 1942 can diagnose the 
physical cause of an illness and prescribe appropriate 
treatment far more efficiently than a new graduate of 
1842 is certain. Not merely in the obvious sense that 
he has greater knowledge but in the less obvious sense 
that the average or below average man of 1942 is nearer 
to the best attainable standard of his time than his great 
grandfather, because of the greater general efficiency of 
medical education. The education of a future “ con- 
sultant ’” in 1842 was wholly different from that of a 
future general practitioner. -But the neophyte of 1842 

. began his career with more intimate knowledge and 
Sapereneee of the way life is lived than his successor in 

It is as important not to over-value what has been lost 
as not to over-praise what been gained. We are 
not_ tempted to make the latter mistake; we can too 
easily see the faults of our own time. But the past is 
seen through a mist which, as we grow older, is more and 
more rose-tinted._ That an eager sensitive lad who had 
lived in the family of a wise doctor for years, began to 
“* walk ” the hospital with a knowledge of human nature 

ple lived more valuable to a physician than 

any of the science or. technology expounded by pro- 

fessors in medical schools may well 4 true; such a 

pupil, unlike many medical writers now, knew that 

“case”? and “patient’’ were not synonymous. But all 

* & lecture delivered in London on Feb. 23, 1943, under the 
Chadwick Trust. - 
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apprentices were not sensitive and not all surgeon- 
apothecaries wise; Bob Sawyer, Benjamin Allen and 
the parish apothecary’s apprentice who attended old 
Sally’s deathbed do not suggest a golden age of Hippo- 
cratic medicine. They had had experience our students’ 
lack, but had not profited by it; the cynical phrase— 
eo immitior qui toleravit—is statistically true. 

Simon, and in our time Dr. Buer, have emphasised 
the truth that a growth of the general spirit of humanity 
was the most powerful factor of sanitary reform. That 
the great reformer in whose honour these lectures 
are given was less successful than he deserved to be, 
was partly due to the fact that, while he loved man- 
kind, he did not sympathise with individuals or allow 
for their intellectual difficulties and lack of imagina- 
tion. One thinks of the gloomy tragedy in Nathaniel 
Hawthorne’s Blythedale Romance. The ideal physician 
combints knowledge—what, for want of a better word, 
I may call statistical knowledge of the patient’s environ- 
ment—with sympathetic insight into the individual 
peculiarities of the patient. That the latter virtue is the 
more important, I am sure; but I do not have any 
better prescription for its culture than is to be found in 
the New Testament.t I can, -perhaps, make some 
suggestions under the former heading—viz., as to what 
non-medical knowledge is valuable to the practitioner 
of medicine, why it is important and how it may be 
acquired. That is the topic of this lecture; the study 
of the sags Werte sa ¢ setting of “‘ patients.”” Mindful 
of our benefactor’s primary interest in housing | begin 
with that. 

THE HOMES OF THE POOR 


If one compares the housing condition of the country 
as disclosed by the census of 1931 with that of nearly 
a century ago as revealed by Chadwick, the improvement 
is manifest. But we learn from the census of 1931 that 
at least 55,650 families were living more than four 
persons to a room. It is a very small proportion of the 
10 million families enumerated but’ comprises more than 
300,000 individuals. the population of a large county 
borough. They were not concentrated in any one area, 
they were not, of course, all adults. Perhaps some of 
them were subdued to conditions. which few of those 
who hear these words emotionally realise. But in that 
large absolute number of human beings were some 
vividly conscious of social injustice. ‘‘ Whatever reck- 
lessness and obscene brutality arises from it—-whatever 
deep, injury it inflicts on the community—whatever 
debasement or abolition of God’s image in men’s hearts 
is tokened by it—these belong not to my office .. .” 
I will not continue the quotation (I am apt to repeat it 
too often) but it is as applicable to tens of thousands now 
as it was to hundreds ‘of thousands when Simon first 
used the words almost a century ago. 

It is important for the young doctor to know this and 
also to know something of the regional distribution of 
the evil. ' In 1931 there were still four great towns in 
England in which more than one-fifth of the population 
were living more than two to a room—Gateshead, South 
Shields, Sunderland, Newcastle on Tyne. Ten years 
earlier the proportion in each of these towns was more 
than one-third. That was the aftermath of the first 
phase of the world war. Knowledge of these facts is 
important in the limited professional sense that the 
prognosis of infectious or infective diseases, both as 
regards the, patient and his housemates, is greatly 
affected by overcrewding; and it is more important 
still in its bearing on mass psychology. I think some 
of us have judged our neighbours, for instance when we 
are told that the coal output is not what we should like 
it to be, that there is too much absenteeism and so on, 
without remembering or even knowing the conditions of 
life in mining districts. A great medical statistician, 
an Ulsterman, once said to me: “ John Bull forgave 
himself so long ago for what he did in Ireland a very 
long time ago, that he is genuinely puzzled that other 
people remember it.” A 

We don’t have to go back to Cromwell or even to 
1798 to find dreadful evils in the north of England. 
They cannot be forgotten. In’ those four towns the 





+ Corinthians, I. 13. It is @ sad reflection that the noble word, 
by which our forefathers rendered ayér, charity, in common 
usage means a subscription or—an insult. 
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position deteriorated between 1911 and 1921. What 
will it be three years after the armistice of 194—? __ 

One must also remember that to know what to do is 
easier than to do it. Overcrowding is a great evil, but 
as Walter Scott remarked in Guy Mannering, most evils 
have a rateable ‘proportion of good. I have had many 
reasons to be proud of my countrymen since 1939; I 
have been most proud of my feliow East Enders; of 
bombed-out guests, of cheerful ‘“‘ matey ’’’ women of 
fifty-plus who still spoke the speech of Shoreditch of my 
childhood, called me ‘“‘ young man” and were grateful 
for a lift in my car when on their way back to searth the 
ruins of their homes. The morale of these people is not 
to be shaken by all the gangsters in the world. How 
much of it is due to the camaraderie of what middle-class 
people call a slum ? ‘‘ He wandered among the cheery, 
strolling crowds. The twilight air was heavy, and stale 
with the odours of traffic and litter and hot, cangested 
humanity. But the High Street became fuller and 
metrier.”’ That was Mr. Reginald Fortune, frightened 
out of an East End police-station by Superintendent 
Bell’s suggestion of a ‘‘ sort of high tea.’’ The air in 
a new housing estate is not “ stale with the odours of 
traffic etc.” ; neither does the High Street become full 
and merry ; there is no High Street. It is very easy to 
suppose that what one likes oneself other people enjoy. 
Next comes occupation. 


HEALTH AND WORK 


As I have said above it is easy to see and exaggerate 
the evils of our own time and the criticisms I shall make 
must be coloured by that emotinal bias: Long before 
the last war, specific occupational hazards had been 
made the object of scientific study by state employees 
or with the aid of state grants. But'a serious study not 
of specific but general hazards or inconveniences associ- 
ated with factory work and its social setting really began 
with the Health of Munition Workers Committee 
presided over by Sir George Newman. Out of the work 
then done was evolved the Industrial Fatigue Research 
Board afterwards named Industrial Health Research 
Board. Itall began with the problem of hours of labour. 
Then, as in 1939, we were short of munitions. How long 
hours could be safely worked ? What was the effect of 
night work ? But inevitably the scope widened to include 
feeding, social amenities, even wages. The garrulity of 
sixty-plus incites me to dwell upon those early day's but I 
willrestrainit. I will, however, state dogmatically that 


(1) The imvestigations,. particularly those of Dr. H. M. 
Vernon, on the physiological and pathological effects of 
varying the hours worked were quite conclusive. 

(2) Adequate statistical methods of measuring labour 
wastage were dévised and some progress was made in elucidat- 
ing the causes of wastage. : 

(3) A beginning was made in the precise study of the 
psychological factors of ill health. % 


In the years following the armistice of 1918 these 
researches were continued. To those who collaborated 
the interest of the work was its own reward. It was not 
rewarded by utilisation in the country whose taxpayers 
provided the salaries of the investigators. I permit 
myself a faintly amusing illustration. During the last 
war labour wastage in munition factories was a serious 
problem. If novices enter a munition factory they are 
—for a longer or shorter time, depending on the nature 
of the job, but always for some time—inefficient ; they 
have to learn their job. A factory the workers in which 
drift away after a short period cannot be so productive 
as one which retains its employees after they have become 
efficient. This wastage was thought to be large; what 
was the reason? Before one can intelligently discuss 
the causes of an effect. its intensity must be measured. 
I was given this task by the Health of Munition Workers’ 
Committee. The method I devised had no fundamental 
novelty in principle ; it was an application to a particular 
class of data of statistical methods actuaries had applied 
to the facts of mortality for generations. It displayed 
the relevant facts and permitted some of the causes of 
wastage to be inferred.t Some years later an Italian 
statistician, Prof. Albino Ugge § applied the method to 


t Medical Research Committee, Spec. Rep. No. 16, London, 1918. 
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Italian factory data. He remarked, with courteous 
meiosis: ‘‘ Il saggio del Greenwood non ha ricevuto 
grande attenzione.’’ Theomission of the word “ grande ’’ 
would make tke statement literally true. 

Nearly a quarter of a century passes and again labour 
wastage in munition factories becomes very important. 
The reader might naively suppose that preparations 
would have been made by officials’ (popularly supposed 
to lust after statistics) to measure wastage and absen- 
teeism accurately. It was not even necessary to read 
a Stationery Office publication,|| written in English, 
a lowbrow practice naturally condemned by war-time 
civil servants who are so much more royalist than the 
king in their intellectual habits. An excellent short 
treatise by Professor Ugge was published in Italian § 
in 1935, and to read Italian is culturally respectable. 

But the Galleos cared for none of these things. The 
arithmetical statements put into the mouths of ministers 
respecting wastage and absenteeism were, toastatistician, 
grateful comic relief in gloomy broadcasts. One recol- 
lected the warning of Chrystal—learned in the days of 
diligent use of his Algebra—that no property of a function 
could be proved before the function was defined. Gradu- 
ally in the less statistically chaotic of the Royal Ordnance 
Factories matters have improved; the methods and 
results of 25 years ago have been independently re- 
discovered and, in a few years, quite good statistics will 
be available. I chose this typical example because it 
does not stir my emotions. In peace-time labour wastage 
in the sense of these investigations is not a problem of 
first-rate importance. Had it been, great firms whose 
managements are enlightened would by orn. why and 
example have made it difficult for even, Ministry of 
Supply employees to be totally ignorant of the subject. 
Muddle was inevitable — it cost less money and 
wrecked fewer lives than many other scandals we ignore. 

SICK-LEAVE 

I cannot so easily and. unemotionally pass over the 
tragedies which underlie the colourless phrase Long 
Sick-leave, statistically defined as sick-leave involving 
more than 29 working days. The percentage of industrial 
workers who have long sick-leave is not large—of the 
order of 3 per cent.—but the absolute number of these 
sufferers is large. ‘‘ Certain diseases,’ write Dr. May 
Smith and Miss Leiper (Report No. 75 of THRB) 
*‘are characteristic of each group. Out of 29 groups 
varying in number from 200° to over 1000, the nervous 
breakdown type of illness occurs more frequently 
than any other one diagnosis—i.e.,27 times out of 29—and 
the range is from an amount that is negligible to nearly 
40 per cent. in one group. Next in importance are 
accidents, influenzal debility, gastric affections and 
rheumatism.’’ We have, I think, passed beyond the 
time when ‘nerves ’”’ (which diagnostically cover not only 
nerves ’’ pure and simple, but a large part of ‘‘ gastric,”’ 
much of influenzal, debility and some part of rheu- 
matism) and malingering were regarded by tough- 
minded people as synonyms. Eleven years ago I took 
*‘ nerves ’’ and the public health for the text of a Chadwick 
lecture which, I think, interested some of my American 
statistical colleagues, for it was afterwards published in 
an Afnerican scientific joufnal. But it did not interest 
anybody else. for what has a statistical epidemiologist 
to do with ** nerves ”’ ? 

As an epidemiologist I ask myself what is the effect, 
not only’on the individual sufferer but on the group, 
industrial or familial of which he or she is‘a member, 
of ‘‘ nerves ”’ or debility, nervous, gastric, or what you 
will, measured in terms of industrial inefficiency and 
human sorrow. I suggest to those who plan the brave 
new world of the future in general, and in particular to 
those who raise their eyebrows at the small proportion 
of medically quafified persons among those who have 


given the best years of their lives to the service of the’ 


Industrial Health Research Board, that if the reports 
of these ‘“‘ amateurs’ had been read, really read, by 
thése who presume to teach before they have been 
learners, long sick-leave might be a less ghastly 
problem than it is. 





l) Industrial Health Research Board, Spec. Rep. No. 75, Stationery 
Office, 1936. 


{ Trattato Elementare di Statistica (diretto da Corradi Gini) 
vol. vi, Statistica Sociale. Milan, 1935. 
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Even when emotionally moved, I do not wish to figure 
in the so easy role of an abusive critic of my own pro- 
fession. That the great majority of qualified medical 
men cannot carry out either a statistical or a psycho- 
logical investigation of fundamentally medical problems 
of modern industry, is no more a matter of reproach to 
them than the fact that a great majority cannot read 
Greek, Latin, or Russian. They have never been taught 
and they cannot be taught without a reform ‘of the 
medical curriculum. This is under discussion and we 
may hope for a little more instruction of medical students 
in what it is fashionable to call social medicine. This 
is by no means futile ; at the worst it will remove the 
grossest ignorance and at the best it may attract some 
eager minds to subjects for which they haye aptitude. 
Lectures as means of didactic instruction are obsolescent, 
but a good lecturer can stimulate or even kindle enthu- 
siasm. That medical students now are much more 
generally interested in social problems than they were 
50 years ago is an encouraging feature of our time. 

CLINICIANS AND NON-CLINICIANS 

But the fact must be faced that social medicine— 
including epidemiology and medical statistics—must, go 
the way chemistry, physiology, anatomy and pathology 
have, gone and pass out of the control of clinicians, who 
are and must always be what the ordinary citizen thinks 
of as medical men, “doctors.’’ That has been the course 
of history. It is hardly 300 years since the last attempt 
of learned physicians to control surgeons as mere 


** technicians ’’ was decisively defeated ; the ghost of that - 


long-departed professional inferiority still lingers in the 
wholly English practice of addressing a physician as “* Dr.”’ 
and a surgeon as ‘“‘ Mr.”’ even if the latter has ample 
academic right to the style ‘‘ Dr.’’ and the former has 
none. It is still true that a majority of teachers and 


research-workers in the non-clinical branches of medical - 


science have graduated in medicine. But the enormous 
loading of the undergraduate curriculum in medicine will 
gradually make the majority a dwindling minority. 
Sir Thomas Lewis, foreseeing this, advocated years ago 
a modified general medical undergraduate course for 
those whose ambition was non-clinical. The advantage 
of this is obvious. While a man could become a good 
epidemiologist without ever seeing a patient suffering 
from measles, because he is concerned not with indi- 
viduals but groups, it is true that knowledge of the 
individuals who are fused into groups is valuable. But 
no university has the courage to do what Sir Thomas 
Lewis advised. ; 

No hierarchy of “* doctors ’’—-whether in Harley Street, 
Tavistock Square or Whitehall—will be permitted by 
publie pinion to issue orders or, as it is politely put, 
coérdinate the work of those whom they entitle techni- 
cians any more than solicitors are allowed to coérdinate 
the work of barristers. The association of clinicians and 
non-clinicians will be on equal terms and, for a generation, 
until fully qualified medical men have had more training 
in quite difficult methods of research, the non-medical 
research-workers will take the lead. This is not because 
they are intrinsically wiser than clinical personnel or 
generally better educated, but because they have been 
specially educated and acquired special experience. 
You will naturally and properly recall the remark, of 
the cobbler on leather when you hear me say that 
statistical training and experience are of fundamental 
importance ; yet I say it. 

““When you can measure what you are speaking about 

and express it in numbers, you know something about it, 
but when you cannot measure it, when you cannot express it 
in numbers, your knowledge is of a meagre and unsatis- 
factory kind.” 
Those are the words not of a statistician but ef Lord 
Kelvin and, I think, go beyond the truth. The know- 
ledge a great. physician has of the body and soul of his 
patient cannot be measured or expressed in numbers and 
is neither meagre nor unsatisfactory. But it is true that 
oe, not great will do well before pronouncing 
judgment, even in individual cases, to know something 
of group experience, and that physicians great and small 
cannot assess group experience without resort to a 
calculus of groups which must be statistical. 

The great value of statistical methods in purely 
laboratory work has long been recognised ; it is becoming 
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recognised in the assessment of clinical results. In 
psychological field work—the applicatiou of intelligence 
tests—statistical methods have long played an important 
part. The difficulty which occurs and will certainly 
not grow less is that. with the increasing complexity of 
the problems proposed for solution—for example those 
of human personality or temperament—the statistical 
treatment grows more subtle. There is here a danger 
that the intellectual interest of the technique may out- 
weigh interest in the human problems themselves. 
Having had my _ interest excited in mathematical 
methods proposed for the solution of such practical 
medico-psychological problems as the diagnosis of 
temperament and the relation of temperament to 
liability to physical disease, perusal, at first painful, 
of the mathematicians’ writings, deflected my attention 
from the practical problems to the beauty of the method. 
I realised, with an effort that it would be a long time 
before data worthy of the methods would be available 
and that we must not alarm the neophyte or, alter- 
natively, make him a mere technician by making the 
wheel turn a full circle and the clinician the servant of 
the non-clinician. Science has been sterilised before 
now not by under—but over-subtlety of intellect as the 
decline and fall of scholasticism proved. Science can 
be too abstract to hold the attention of many men well 
fitted to do important research work. The danger is not, 
however, acute. I am glad to see that Dr. Bradford 
Hill’s Principles of Medical Statistics has gone into a third 
edition ; when it is as familiar to all medical students 
as any manual of physiology it will be time enough to 
consider whether more should be learned. Let us look 
to it that none, medically qualified or not, presume to 
instruct others in the phenomena of groups, absenteeism, 
sickness, lost time, housing or diet, without knowledge 
of the only language in which group characters can be 
accurately described. That is the case for the statistical 
education of all medical students. 


PSYCHOLOGY AND THE DOCTOR 


Next in importance I rate instruction in psychology, 
group and individual. Ideally, knowledge of psychology 
is more important for the doctor than all the statistical 
knowledge of a Farr or a Karl Pearson, I place it second 
in recognition of human weakness ; if we were all wise 
or all-perceptive we should need no statistical methods 
at all. The educational advantage of arithmetic or 
algebra is that nobody who is honest with himself can 
think he understands what he does not understand. 
An honest person having read a chapter of a textbook 
on a mathematical subject, tries the examples at the 
end and unless he can solve a reasonable proportion of 
them, knows that he must read the chapter again. 
It is very difficult to provide examples for working out in 
psychology. One may quite genuinely believe that one 
has mastered a psychological argument and yet be wrong. 
When I was a medical student, it used to be said that a 
clinical clerk, if intelligent, recognised in his first month 
that he knew nothing about ‘‘ murmurs,’’ in his second 
month believed he knew all about ‘‘ murmurs ”’ and in his 
sixth month (or later, the length of time varying in- 
versely at his intelligence) discovered he knew very 
little about them. 

Te many of us such classics as Freud’s Psychopathology 
of Everyday Life or his Interpretation of Dreams have 
seemed to give entrance to a new world of ideas. We 
have not lost that vision but we have realised that for 
us it must remain a world of ideas because to utilise 
the ideas requires a special mental aptitude which is not 
common and a clinical experience which implies years 
of pupillage. ; 

Anybody who cares for chess will derive pleasure from 
playing over the games of a great master, a Morphy or a 
Lasker; he will not become an effective player by trying 
to mimic their subtle combinations, but by patiently 
mastering the elementary principles of chess tactics 
and strategy. 

Before young doctors are encouraged to talk about 
complexes or interpret dreams, they should learn some- 
thing of what’‘many physicians and psychiatrists describe 
contemptuously as mere “ academic ”’ psychology and a 
good deal of psychological testing, where the validity of 
principles can be put to an arithmetical proof. I always 
try to persuade beginners in epidemiology to read first 
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Hippocrates’ Epidemics Books 1 and 3 and his tract on 
Airs, Waters and Places. All can be read in two or 
three hours and contain little or nothing which shocks 
a modern reader—nothing, I mean, so remote from his 
ways of thinking as to divert his attention from the 
fundamental value of the work. I think a beginner in 
psychology should read Aristotle on The Psyche but not 
the whole treatise—a much abbreviated edition, omitting 
those chapters which use a nomenclature alien to our 
habits of mind. Anybody who understands what 
Aristotle meant by saying that the psyche was the 
realisation of the body will not ‘utoby become a 
psychologist, but will have reached that mental poise 
which will enable him to learn psychology. 


KNOWLEDGE OF LIFE 
There still remains what I mentioned in the early 
paragraphs of this lecture, the vividly personal element. 
The criticism to which the instruction upon which. I 
have rather concentrated notice is open is that, in the 
non-technical but wholly intelligible sense of the term, 
it has no soul. Statisticians are as human as others, 
but statistics are marks on pieces of paper. The most 
minute knowledge of the statistics of overcrowding is 
not se-~emotionally impressive as individual experience 
of overerowding. Reading psychologists’ case-reports 
and a little introspection are means of education, but 
not efficient substitutes for intercourse with living 

people placed in various settings. 
LABORATORY INFECTION WITH 
MURINE TYPHUS 
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THIs paper records accidental infection in 12 workers 
in two separate laboratories during the progress of 
experimental work with the rickettsiz of typhus fever. 
The epidemiological and clinical features, and certain 
laboratory findings, are presented in the hope that they 
may help those confronted with the control of typhus 
infection, or with its diagnosis in individuals inoculated 
prophylactically. 


M. VAN DEN ENDE 
MB CAPE TOWN 
NATIONAL INSTITUTE FOR 
MEDICAL RESEARCH 
C. H. Stuart-HArRIs 
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EPIDEMIOLOGY 

At the Hampstead laboratory the 4 original workers 
received three courses of typhus vaccine during October, 
November and December, 1941. Three doses of: the 
vaccine were given at weekly intervals and an interval 
of two weeks elapsed between each course. One course 
of rat-lung Castaneda type of vaccine (Castaneda 1939) 
(killed murine rickettsie) and two courses of a Cox 
yolk-sac type (Cox 1939) (killed epidemic rickettsiz) were 
given. Altogether 6-75 c.cm. of vaccine was received 
by each worker. 

Work with the rickettsia of murine typhus (Wilming- 
ton strain) began in November, 1941. For the first 

onth it was confined to experiments on guineapigs, 
involving only the passage of brain and tunica-vaginalis 
emulsions. Intranasal inoculations of mice under ether 
anesthesia ~with infected guineapig-tunica washi 
were first made on Dec. 9, 1941 ; but until Jan. 6, 1942, 
such inoculations were made only for routine ge 
of the virus. They were carried out in a glass and metal 
box which prevented dispersion of the coarser droplets 
expelled by the mouse during the actual instillation. 
After inoculation the mice were at once removed from 
the box and placed in a cage. 

‘On Jan. 6 the virus was titrated intranasally for the 
first time, and a chemotherapeutic experiment was done, 
involving repeated intraperitoneal injections of a large 
number of intranasally infected mice. Many of the 
injections were given between midnight and 9 AM by 
®@ single worker. All 4 people employed on this work 


How individual experience can be gained: under the 
conditions of modern medical pupillage I do not know. 
That is a problem I cannot solve. Unless it is solved, 
the reforms I suggest will go but a little way towards 
the goal. I can only give this hint. Some weeks ago a 
** brains trust ’’ of listeners was asked to define greatness 
and one of them said it was kindness. It did not, 
perhaps, seem to many an adequate definition, but to 
those who read their Bibles and do not think that 
charity is just giving money to a deserving cause, it 
might have appealed. Perhaps sympathy, or sym- 
pathetic imagination, is a word more easily stomached 
in these days. Medical students are more interested 
in the social background of patients than their great 
grandfathers, far more interested, but prone to exalt 
to heaven or thrust down to hell, typical individuals or 
classes. Ideologies are necessarily more influential on 
young people than their seniors. An old man who 
sneers at the youth’s enthusiasm for general ideas is a 
fool, but a young man who attributes an older man’s 
distrust of general propositions wholly to intellectual and 
emotional sluggishness due to arteriosclerosis is not 
very wise. ’ ’ 

The rectification of the youth’s too easy generalisa- 
tions is effected not by elderly reproof but by individual 
experience. He can learn something from books and 
statistical tables but not enough, not_ nearly enough. 
** And now abideth Faith, Hope, Charity, these three ; 
but the greatest of these is Charity.” 


teok ill during the period approximately from Jan. 8 to 
16. In 3, the onset was between Jan. 14 and 16, and in 
the 4th case (Y), which was ambulant, the onset could 
only be determined approximately as Jan. 8. Of these 
patients 2 (A and J) were admitted to the LCC North 
Eastern Hospital. A 5th mild illness occurred on May 28 
in L, who had been exposed to the risk of infection during 
the inoculation of yolk-sac material intranasally into 
mice. This worker had received a course of murine 
vaccine (Castaneda) in November, 1941, and one of epi- 
demic typhus vaccine (Cox type) in April,. 1942, some 
weeks before handling infected material. Two other 
laboratory workers, vaccinated and exposed to the risk 
of infection like the others, suffered no clinical illness 
during the period of their exposure. All the workers 
who took ill were exposed only to the murine strain of 
typhus rickettsie prior to their illness. 

At the military laboratory, a single course of inocula- 
tions with epidemic typhus vaccine (Cox type) was given 
to the workers in December, 1941, and to others who 
joined the staff in January, 1942. A total of 3-0 c.cm. 
of vaccine in four separate doses was administered, and 
all exeepting Fi (who was not actually working with 
rickettsizw) received a ‘recall’? dose of 1:0 c.cm. of 
vaccine in April. The Wilmington strain of murine 
typhus was received in the laboratory on Jan. 1 and was 
maintained only by intraperitoneal passage through 
guineapigs until April. ‘Three days after the recall dose 
of vaccine, mice were inoculated intranasally with 
guineapig material and successive intranasal passages 
with lung material were made thereafter. At about the 
same time the virus was cultivated successfully in the 
yolk-sae of hens’ eggs. Abundant growths of ricketitsiz 
in the mouse-lung and in the yolk-sac were obtained 
from April 25 onwards. From the last week in April 
the Tunisian epidemic strain of typhus was maintained 
in the laboratory by routine intraperitoneal passage in. 
the guineapig." No mouse inoculations were performed 
until June and egg inoculation with this strain did not 
result in successful cultivation of the virus. 

From May 2 to 21, 5 of the 7 workers chiefly at risk 
developed symptoms; 3 patients (H, P, M) were 
admitted to the American Red Cross Harvard Field 
Hospital Unit ; the 4th (B) experienced mild symptoms 
for four days and the 5th (F), though symptomatically 
ill, remained at work throughout the period of illness. 
The remaining 2 cases of laboratory infection occurred 
under different circumstances. 


Fi, the officer in charge of the laboratory, was not actually 
working with rickettsiz, but was present in the laboratory 
from April 1 onwards for about half an hour each day. He 
experienced symptoms from Aug. 1 onwards and was 
admitted to hospital'on Aug. 9. 
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T, who joined the research team in July, received three 
doses of epidemic typhus vaccine, and a fourth dose of 1-0 
e.cm. of a yolk-sac murine vaccine. He did not take part in 
typhus work until August, two weeks after the completion 
of Vaccination. began on Sept. 3, and he was 
admitted to hospital on the 10th. 

All the patients from the military laboratory were 
exposed in some measure to the rickettsiz of both murine 
and epidemic typhus, but the original workers were 
exposed to a much greater risk of infection from the 
murine virus than from the epidemic one, in the period 
immediately before their infection. In the case of T and 
Fi, exposure was equally to the murine and ye] 
viruses. -The clinical and oe ona ce findings in all 7 

tients from the military laboratory agreed with those 
in the Hampstead patients who were exposed only to 
murine virus prior to their illnesses. Finally, 2 woatiente 
at the military laboratory, who were vaccinated similarly 
to the others, and who took an active part in the experi- 
mental work, remained free from symptoms during the 
period under consideration.* 


PRECAUTIONS 

The precautions taken to avoid infection by workers 
in both laboratories included the wearing of rubber 
gloves and also at the military laboratory of oilskin 
capes. Gauze masks were worn during intranasal 
inoculation of mice, and in both laboratories mice were 
inoculated in a glass and metal box. After the first run 
of illnesses in the military laboratory, all mouse inocula- 
tions were carried out in a room attached to the animal 
hut and away from the laboratory. F and T had spent 
only brief periods in this room, but longer periods in the 
main laboratory. 

SOURCE OF INFECTION 

Experience in other laboratories (Findlay 1941) has 
indicated that mouse inoculation by the intranasal route 
with rickettsie is particularly dangerous to man. The 
small epidemics of i in the two laboratories 
developed: very soon after intranasal inoculations of 
mice were begun and good growths of rickettsie were 
being obtained. Experiments were accordingly under- 
taken at Hampstead, to test the possibility of infection 
during mouse inoculation. 

Mice were inoculated intranasally under anesthesia 
with 0-05 c.cm. doses of a heavy suspension of Chr. 
prodigiosum, the inoculations being performed in a closed 
box of approximately 5 c. ft. volume. Samples of the 
air in the box were taken with the slit sampler (Bour- 
dillon, Lidwell and Thomas 1941), during inoculation, 
and at varying times during the period when the mice 
were recoyering from the anesthetic. These experi- 
ments, which will be reported in detail, showed that very 
large numbers of Chr. prodigiosum were disseminated 
into the air, both during inoculation and for at least 45 
minutes thereafter. The risk of inhalation infection 
under the conditions in which inoculations of typhus 
material were performed must, therefore, have been 
considerable. 

It has been impossible to determine the danger of 
infection from dust. Dust may, however, be of great 
importance, and at least in the case of Fi, who did not 
perform any mouse inoculations himself, it may have 
been the vehicle of infection. Dust-borne infection with 
the rickettsie of Q. fever in the laboratory has been 
described (Hornibrook et al. 1940). 


CLINICAL DATA 

The illness of the 12 patients exhibited certain common 
features, but differed so much in clinical severity that 
individual description is necessary. The first 7 ients 
were those admitted to hospital and are tabulated in 
approximate order of severity of symptoms :— 

Case 1.—A, aged 45, was seen by one of us (E. H. R. H.) 
in consultation with Dr. D. K. M. Chalmers on Jan. 17, and 
admitted next day to the North Eastern Hospital. When 
first seen, he had been ill for two days. He complained of 
severe intermittent frontal headache, general malaise, 

anorexia and constipation. He looked ill. The face showed 
a Sgeined faint dull red flush; there was no conjunctival 
1, One of these has since bate ag Re moderately severe typhus. 
after inoculations of 
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injection. The tongue was furred and moist; it showed no 
tremors on protrusion, then or later. No rash was visible 
on first examination. ‘The spleen was not palpable at any 
time during the illness. 

On admission to hospital on the 4th day of illness, the 
general condition was much the same as that already recorded, 
T. 101° F., P, 96, R. 28, blood-pressure 120/75 Nothing 
abnormal was noted in the heart, lungs, abdomen or central 
nervous system. The urine showed a very faint trace of 
albumin and from it was cultured a non-lactose-fermenter 
later identified as Bact, alkaligenes. A faint mottling of 
the skin of the back was observed together with a few scattered 
macules upon the trunk and arms. During the next two 
days the rash became more profuse ; it was confined chiefly 
to the trunk ; there were but few lesions upon the limbs and 
none upon the face. The lesions consisted of the characteristic 
dull or “‘ dirty ’’ pink macules, very variable in size and shape 
and showing a tendency to cluster over the lower part of the 
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back. No true subcuticular mottling was seen. The macules 

passed through the typical stages of rusty red to brown and 
finally faded out. No branny desquamation was observed. 
No lesions became petechial, wholly or in part, and there were 
no ecchymoses. During the eruption of the rash the patient's 
general condition showed some deterioration. He complained 
of severe intermittent headache (there was a history of periodic 
migraine) and of flashes of light before the eyes. Sleep was 
troubled and on two occasions dreams of an occupational 
character were experienced. 

The temperature was at first remittent and then inter- 
mittent ; it finally became normal nine days after admission. 
There was a slight cough, but no appreciable physical signs 
in the lungs. Except for some weakening of the first sound, 
there was no clinical evidence of myocardial impairment. 
An electrocardiogram taken a week after admission showed 
low voltage, but otherwise nothing abnormal. With the fall 
of temperature, the headaches ceased ; the tongue cleaned 
and the appetite and general condition improved. The 
patient was allowed up on Jan. 31 and was ‘discharged on 
Feb. 3. 

Soon after his return home he began to suffer from attacks 
of tachycardia which became progressiv ely more frequent and 
distressing. Though the heart-rate*was usually only 100 to 
120, the attacks were often accompanied by faintness and, 
later, dyspnea. They were related especially to taking of 
food and were probably of sinus origin, as their onset was 
usually, and their termination always, gradual. They 
necessitated readmission te hospital for 44 weeks. Return 
to normal health was rather slow, and the patient did not 
resume work for nearly 6 months from the onset. Occasional 
mild attacks of tachycardia occurred up to 9 months after 
infection. 

CasE 2.—Fi, aged 49. Admitted Aug. 9 on the 9th day of 
illness which had commenced with pains in the limbs, aching 
in the back, malaise but no headache. Two days later he 
felt feverish ; muscular aching was more severe and a bilateral 
postorbital headache developed, There were shivering ° 
attacks each day at about 4 pm and 2 am, and daily rises 
of temperature to 101°-102°. Examination revealed several 
fine macules over the anterior lower chest, tenderness over 
the eyeballs and a spleen palpable two fingers below the costal 
margin. The temperature became and remained norma! after 
the 12th day of disease, by which time the symptoms had 
abated. Convalescence was rapid without sequele. 

Case 3.—S, aged 32. Admitted May 8 on the 7th day of 
illness which began with vague malaise and low pyrexia 
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(99-2°). On May 5 there was PLES ‘aieh Sbssdasibie: On 
the 6th the temperature was 100°5° and headache severe, 
bursting and biparietal. Headache, ‘lassitude and pyrexia 
continued, and there was nausea and anorexia. The palpebral 
conjunctive were mildly injected, the gums were moderately 
swollen and tender, the tongne had a greyish coating of the 
posterior third ; a non-tender firm spleen edge was felt.one 
finger below the costal edge, and three pale pink macules 
which disappeared in 24 hours, were seen on the right 
lower thorax. Fever subsided by the 9th day of illness. 
There was no prostration, and the patient felt quite well on 
discharge on May 15, when the spleen was still easily palpable, 
though somewhat softer. 


Case 4.—M, aged 24. Admitted May 19 on the 4th day of 
illness which began with shivering, sweating and a generalised 
heavy headache. During the next two days the patient felt 
tired, had severe headache, and pain shooting down the back 
of the neck between the scapule. Temperature was 99° on 
admission, and there was low-grade fever up to 100-4°, 
until the 11th day of illness. 
tender lymph-nodes in neck, axille and epitrochlear region 
were palpable. The spleen did not become palpable until 
the 9th day of illness when the patient was nearly symptom- 
Tree. “No rash or conjunctivitis appea 


Case 5.—P, aged 26. Admitted May 14 on the 6th day 
of illness which began with shivering, headache and slight 
stiffness of the neck. Irregular temperature rises occurred 
until the 12th day. At this time the spleen was palpable 
just below the costal margin. There was no rash. 


Casz 6.—J, aged'19. Admitted Jan. 18 on the 5th day 
of illness with intermittent headache, malaise, anorexia and 
constipation. Temperature was 103° on the evening of the 
3rd day of disease, 99-2° on admission, with pulse 100, BP 
115/70. The temperature remained below 99° F. from the 
6th day onwards. The patient was pale with slight con- 
junctival injection and moist furred tongue. There was a 
sparse macular rash on chest, abdomen and back, which began 
to fade after two days, leaving one or two brownish depressed 
stains. During convalescence, which was prolonged, there 
were recurrent mild attacks of tachycardia which were 
precipitated by effort. 


Case 7.—T, aged 27. Admitted on Sept. 10, 1942, on the 
7th day of illness which began with an evening headache. On 
the 5th day of illness there: was slight photophobia and an 
evening temperature of 100-4°. On admission the patient 
complained only of headache, and nothing abnormal was 
found except for a few small palpable lymph-nodes in the left 
posterior cervical region. The evening rise of temperature 
up to 100° or 101° and headache continued until the 12th day 
of illness. The spleen became distinctly palpable on the 10th 
day of illness. 


Case 8.—E, aged 29. The illness began on Jan. 17 with 
malaise, vague headache and a chilly feeling, especially in the 
evenings, and associated with pyrexia of 100°. Héadache, 
which was frontal and temporal in distribution, was severe 
on the 3rd day of illness. Next day a rash appeared on the 
trunk (sides of the chest and back) consisting of a moderate 
number of small pink macules. Headache, nightmares, 
sleeplessness and irregular intermittent temperature persisted 
until the 9th day of illness. The rash faded after the 7th day 
of illness. The spleen was not felt. 

The remaining 4 patients.remained ambulant during 
their illnesses which | were distinctly milder than the 
above :— 

Case 9.—F, aged 32. Headache on May 21. This con- 
tinned, accompanied by pains in the neck, lassitude, shivering 
and a temperature of 99°. A few macules were seen on the 
chest on the 6th to 8th day, and, on percussion, the area of 
splenic dullmess was thought to be enlarged. Headache 
persisted for 12 days in all. 

. Case 10.—Y, aged 20. Malaise and headache for 10 days 
from approximately Jan. 8 onwards. 
.Case T1.—B, aged 50. Shivering on May 10 and backache 
and headache for the following 4 days. 

Case 12.—L, aged 32. Malaise, shivering, headache and 

evening pyrexia of 100°-101° from May 26 for one week. 


CLINICAL SUMMARY 


All these cases had certain characteristics in common. 
The onset of illness, though quite definite, was often 


-intermittent. 


On admission small firm non-. 


followed oe a few days ‘of indefinite symptoms, which 

might ordinarily be overlooked. Thereafter the. fever, 
which usually lasted 10-14 days, was remittent or 
Several patients felt well in the morning 
and were able to start work normally, but headache was 
definite by midday, and in the evening there was in- 
capacity or disinclination for activity, accompanying 
the rise of temperature. Many of the patients com- 
plained of chilliness or actual attacks of shivering. 
Headache was the outstanding symptom, although it 
varied in location, being in some gene 3; in others 
temporal, and in some retro-orbital. Muscular aching 
in the back, neck onlimbs was common. Physical signs 
were few. The rash was definite only in 3 of the 
patients (A, E and J). Macules were observed in 
several others, but were too evanescent to be of help in 
diagnosis. Splenomegaly was found in all the 5 patients 
admitted to the Harvard Unit; in several it did not 
become evident until towards the end of the fever. 
Conjunctivitis was seen in only 1 patient and doubtfully 
in another. 

The illness of many of the patients was mild, and 
without knowledge of exposure to rickettsiz or search 
for serological change, diagnosis would have been 
difficult, except in the cases with well-marked rash. 
The severe sequele observed in one of the patients 
emphasise the necessity of prolonged convalescence in 
Sonne (and this implies absolute rest), however mild the 
attack may seem to have been, and however well the 
patient may feel. The remaining patients made com- 
plete clinical recovery after the cessation of pyrexia. 


LABORATORY FINDINGS 

Some of the earlier cases in both series of infections 
were investigated in detail by stool, blood and urinary 
culture, blood-counts and serological tests. In addition, 
attempts to recover rickettsiae by guineapig inoculation 
were made from 3 Hampstead patients, and in 2 of the 
military cases. In spite of the withdrawal of blood at 
an early stage of the disease, and the inoculation intra- 
peritoneally of emulsified blood-clot after separation of 
the serum, with passage from the first series of guinea- 
pigs to other animals, the results were uniformly negative. 
Virus was not recovered by mouse inoculation with 
emulsified blood from the 2 Hampstead cases in which 
this method of isolation was attempted. In one case (E) 
an attempt was made to transmit the infection to lice 
by allowing them to feed on the patient during the stage 
of the rash. Guineapigs later inoculated with emulsions 
of these lice showed no scrotal reaction or fever, nor 
could rickettsize be demonstrated in smears of louse gut. 
Cultural studies of the blood (3 patients), stools (4 
patients) and urine (2 patients) were entirely negative, 
except that Bact. alkaligenes was recovered on one 
occasion from the urine of 1 patient (A). The serum of 
this patient and of one other showed no agglutinins for 
the organism so recovéred. 


Serological studies of the blood of all these patients . 


have been made and are still in progress. e more 
ordinary method of examination consisted of Weil-Felix 
tests, and tests for agglutinins to brucella and enteric 
organisms. 

The Weil-Felix reactions demonstrated that every 
patient either developed agglutinins to proteus OXI9 
or showed an increase in titre of agglutinins to this 
organism during the progress of the disease. Table I 
shows the great variation in the actual titres and rises 
of titres in individual cases. Rises of from two-fold up 
to twenty-fold were found in the various cases, and the 
extent of the rise in agglutinins was not correlated with 
the clinical severity of the case. Agglutinins either 
not appear, or did not increase in amount before the 
second week of the disease, and the maximum titre was 
usually attained in early convalescence. Sera fromm 4 
patients were tested. with proteus OXK and from 3 
with OX2. Two patients showed slight changes in 
OXK titres, and 2 also to OX2, but in no case did the 
rise exceed 100% of the initial titre. Brucella agglu- 
tinins present in ‘low titre in 2 patients.at an early stage 
of the disease either decreased or remained constant 
subsequently; 4 other patients failed to show any 
agglutination ‘of brucella antigens. The majority of the 
sera were not examined in detail for agglutinins to the 
enteric organism, but those which were examined showed 
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no significant linia Thus, although the Weil- 
Felix reactions were variable, the change with the 
proteus OX19 antigen towards the end of the disease— 
—that is after the height of the fever—agreed with the 
usually accepted change in typhus fever of the murine 


or a variety. 
remaining pathological investigation included 
Paul Bunnell reactions (positive in 3 patients in low and 
insignificant titres—up to 1/28), erythrocyte-sedimenta- 
tion-rates and blood-counts. Sedimentation-rates on 
6 patients failed to show a consistent change from the 
normal, but figures of from 10 to 36 mm. sedimentation 
in one hour were recorded after the 7th day of illness in 
4 patients. In one case (A), a sedimentation-rate of 
28 mm./hr. was recorded Pa iy the 6th week of con- 
valescence. The blood-counts showed no significant 
abnormality in erythrocytes or hemoglobin estimations. 
Total leucocyte and differential counts were done on 
8 patients ; these included 10 examinations on 7 patients 
by the 8th day of disease. In spite of the mildness of 
the infection, an early change in the blood-picture in the 


TABLE Il——-BLOOD COUNTS 
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form of a ahedaiiade with relative or absolute mono- 
cytosis was observed in all but one of the cases (M) 
who, although he had no neutropenia, had 12% mono- 
cytes (total 720) on the 8th day of disease. The 
average total white-cell count for the 10 examinations 
was 6530, with a range from 3800 to 9850. The 
neutrophil polymorphonuclear count averaged 3776. 
In only 2 instances was the count above the normal 
average. The average monocyte count for the 10 
examinations was 702, with a relative monocytosis 
ranging from 5 to 18% (normal 2-5%). A relative 
lymphocytosis was not present except in one case (J) 
in the 2nd week of infection, and this negative finding 
may help in the differential diagnosis from typhoid 
fever. . Complete absence of eosinophils, noted by some 
workers, was not observed. In the 2nd and 3rd weeks of 
infection, the total white-cell and differential counts 
were returning to normal. 


DISCUSSION 

Three points merit discussion: (1) the effect of pro- 
phylactic inoculation ; (2) the mode of infection; and 
(3) the early diagnosis of typhus. 

1. All the cases had had at least one course of injections 
of vaccine of killed rickettsiz prepared from infected 
rat-hang or yolk-sac of chick embryos. The vaccines 
did not afford absolute protection, but it is remarkable 
that in no case was the illness severe, although three of the 
patients were 45 years of age or more. It is probable 
that the vaccines conferred partial immunity, and this 
may account for the failure to isolate the see rickettsia 
from the circulating blood. 


ng 


2. Although proof dennis be given, it seems reason- 
ably certain that the majority, if not all, the in- 
fections.were related to intranasal inoculations in 
mice. Thé strictest precautions are therefore necessary 
when this procedure is employed. The fact that inhala- 
tion infections may occur under laboratory conditions 
suggests that the risk from inhalation of heavily infected 
louse feces during typhus epidemics may be a real one 
(Klose 1942) 

3. The early diagnosis of typhus is not easy. The 
rash does not appear before the 4th-6th day and, even 
with its help, diagnosis may be difficult ; for example, 
in 87 small outbreaks of typhus in Glasgow the first case 
was diagnosed as typhus in 51 instances, as enteric in 


' 22, as pneumonia in 5, and as other infections in 9 


(Davidson and Cruickshank 1927). Splenqgmegaly when 
present was late, and was thus of little help in the diag- 
nosis. its occurrence during early convalescence is 
important, however, in suggesting that the termination 
of fever may not coincide with the termination of active 
infection. 

The production of a characteristic febrile illness in 
guineapigs by inoculation of fresh blood from patients 
during the febrile stage has often been suggested as a 
diagnostic aid. At best this test is slow, and it cannot 
be of value in the early diagnosis. Furthermore, the 
infection is frequently difficult to establish in guineapigs, 
even with blood from human.typhus cases (Wolbach, 
Todd and Palfrey 1922). In the present series of cases, 
it has been uniformly negative, although admittedly all 
eases were mild, and all had previously been vaccinated. 
Other inv estigators have reported irregular results with 
guineapig inoculation. Gold and Fitzpatrick (1942) 
obtained one positive result in five guineapigs inoculated 
with bldod from two infected patients. Findlay, on the 
other hand, obtained positive results with both cases of 
laboratory infection which he reported. 

The Weil-Felix reaction is seldom significantly positive 
before the 7th day and in mild cases may be further 
delayed. Any aid to early diagnosis would, therefore, 
be welcome, and in this respect the blood-picture may 
be helpful. In the present series of rather atypical cases, 
a definite tendency to neutropenia with a relative or 
absolute monocytosis was a feature in the first week of 
infection. It is impossible to say whether these findings 
are applicable to natural infection with murine or 
louse-borne typhus, and the literature on this point is 
sparse. Danielopoulu and Craciun (1939), rol “macy Sr 
results obtained in Rumania in the last war, stated 
that, while leucopenia may be present in mild cases, a 
slight degree of leucocytosis (10,000—16,000) due to an 
absolute increase in mononuclears, including plasma and 
Tiirck cells, was found in most cases. Schiirer (1938) 
maintained that there is a leucopenia in the early 
stage of typhus fever and that a polymorphonuclear 
leucocytosis develops only in the presence of secondary 
complications—never before the 7th—8th day of infec- 
tion. Wolbach, Todd and Palfrey (1922) reported that 
among 179 cases in which blood-counts were done, 
mostly in the second week, 142 (80%) had white-cell 
counts from 6000 to 14,000 and a fatality-rate of 9-8% 
compared with 21-6% for those with a greater leuco- 
cytosis. Monocytes averaged 5-9% in 59 cases where 
differential counts were done. Monocytosis is said to 
be present in Rocky Mountain spotted fever (Whitby 
and Britton 1939). absent in tropical typhus (Anigstein 
1933). Two infections in which leucopenia with mono- 
cytosis may rarely occur are rubella and infectious 
mononucleosis, i of which is likely to be mistaken 
for typhus. 

SUMMARY 

Twelve laboratory-workers engaged in research on 
typhus fever were accidentally infected with murine 
typhus. They had all been immunised with typhus 
vaccine previously. The disease was moderately severe 
in three cases, and mild in the others. 

In eleven cases infection can probably be attributed 
to the inhalation of infective droplets during intranasal 
inoculations of mice under ether anzsthesia. In the 
remaining case infected dust may have been the source 
of infection. 

Neutropénia with relative or absolute monocytosis 
may be a useful aid to the early diagnosis of typhus. 
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TROPICAL NEURASTHENIA 


T. RowLAND HILL, MD tonp, MRCP 


PHYSICIAN TO THE WEST END HOSPITAL FOR NERVOUS DISEASES 
AND THE EMS; LATE MEDICAL SPECIALIST RAMC * 


BEFORE this war conditions diagnosed as “‘ tropical 
neurasthenia ’’ were common as a cause of invaliding 
from the tropics. The name is applied to many disease- 
states of varying pathology but similar symptomatology, 
including syndromes with such picturesque titles as 

‘Punjab head,” ‘“ Bengal head,” “furor tropicus ” 
and ‘‘ West Coast memory.” Its importance is shown 
by Manson-Bahr’s remark, “‘ as a cause of disability it 
has superseded tropical disease. Hike 

Is there a tropical neurasthenia exclusively charac- 
teristic of the tropics ? The symptoms are familiar to 
the clinician in the temperate zone: excessive nervous- 
ness, fidgetiness, restlessness, irritability, difficulty in 
concentration, the ready onset of mental fatigue, forget- 
fulness and over-anxiety. Such symptoms are certainly 
common in tropical residents, but my own observations 
lead me to conclude that there is no form of neurosis 
caused only by tropical conditions, or which cannot 
appear -in other latitudes. Tropical life, however, can 
exaggerate the symptoms of, or a predisposition towards, 
neurasthenia or neurosis, and also favours the develop- 
ment of symptoms which, though due to physical disease, 
simulate those of neurasthenia or neurosis. The word 

‘neurasthenia”’ is not fashionable among medical 
psychologists, but its ev eryday meaning is clear and real. 
It is used here to describe those symptoms suggestive 
of mental fatigue and irritability already outlined. In 
temperate zones physical states responsible for neuras- 
thenic symptoms include the menopause, cerebral 
arteriosclerosis, chronic alcoholism, g addiction, 
chronic general infections and head injury ; a neuras- 
thenic type of temperament is often associated with the 
asthenic physique, duodenal ulcer, or with Graves’s 
disease ; cerebral diseases in their early stages may show 
neurasthenic symptoms (disseminated sclerosis is one 
of the commonest examples). 

There is a tendency to include under the term aaa 
neurasthenia not only mental states due to physical 
disease but also neuroses regarded as purely psychogenic, 
such as anxiety neurosis and hysteria—two conditions as 
likely to appear in one part of the world as in another, 
since latitude and climate have nothing to do with their 
etiology. Many psychologists regard the neurasthenic 
state (in which feelings of intellectual and emotional 
exhaustion predominate) as having fundamentally some 

sort of organic origin, and-as being distinct from anxiety 
neurosis with its sensations of constant and inexplicable 
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dread. There may be ‘easily: tented in this opinion. It 
is certainly the neurasthenic picture as distinct from 
anxiety neurosis or hysteria which is characteristic of 
the minor mental disorders of the tropics. The name 
tropical neurasthenia therefore seems as good and as 
accurate a one as could be chosen. 


TROPICAL FACTORS 


In the bustling atmosphere of an urban industrial 
civilisation the restless fancies of the’ neurasthenic and 
the neurotic can receive some satisfaction ; in a tropical 
region where monotony invades all aspects of life and 
social contacts are few these restless undisciplined minds 
find conditions unbearable ; they become introspective 
and chronically unhappy. Thus the presence of neuras- 
thenia or neurosis is a definite contra-indication to service 
in equatorial regions. Without being definitely néurotic 
a poorly educated Furopean, if drawn suddenly from 
stimulating town life to serve in a remote area in the 
tropics, may find life intolerably dull and become so 
exaspera that he tries his hardest to get away ; but it 
is doubtful whether a state of true neurasthenia or 
neurosis can be induced by the mere unhappiness of life 
unless the individual has a neurotic tendency. A state 
of being disgruntled, common enough anywhere and not 
exclusive to the tropics, is after all not a disease but a 
normal reaction to circumstances. 

There is no real evidence that a tropical climate is a 
sole cause of neurasthenia, but in so far as it can under- 
mine general physical health it may provoke the appear- 
ance of neurasthenic symptoms in the course of physical 
disorder. To what extent climate in the tropics can 
affect physical health, however, is debatable. Can a 
steadily, maintained temperature in the region of 90° F. 
or @ sustained high humidity do any bodily damage ? 
There is no evidence that they can. Phrases such as 
‘“* bracing ’’ or ‘‘ enervating ” as applied to climate have 
little scientific meaning; they are of more significance 
to the holiday posters of British railways. In so far as 
an atmosphere is cool and dry, though it may carry with 
it some unvaporised particles of moisture picked up 
from the sea‘over which it blows, it is ‘‘ bracing ’’: that 
is, stimulating to sensory nerve-endings in the skin. 
The reverse is the case if it is warm and humid. Such 
differences, however, are superficial and can play little 
part in inducing disease-processes in thé body. It is not 
the climatic differences that make the tropics so unhealthy 
in comparison with northern latitudes but the other risks 
to health found in such areas: the numerous disease- 
carrying insects, parasites and pathogenic micro-organisms. 
Difficulties in ebtaining suitable food may, in some 
regions, lead to malnutrition or vitamin deficiencies, 
though such conditions affect the native inhabitants 
more than Europeans. The well-known irritability of a 
neurasthenic may perhaps be increased by the constant 
discomfort of heat and humidity, and pre-existing 
neurasthenia may thus be exaggerated. There is nothing 
about heat and humidity in themselves to induce 
neurasthenia. 

CLASSIFICATION 

In a series of 500 consecutive. European admissions to 
a tropical hospital, 50 (10%) presented predominantly 
neurasthenic symptoms of disabling degree. The cases 
can be classified as follows : 

Constitutional or lifelong psychopathic states (15 cases).—- 
These were long-standing conditions of nervous instability 
made worse by tropical life. In nearly all there was clear 
evidence that a neurasthenic tendency had been exaggerated 
by physical disease acquired since arrival in the tropics. 
Of the 15, 10 had suffered severely and tedly from 
subtertian malaria; others had had such conditions as 
phthisis, dysentery, typhus, chronic bronchitis and hetero- 
phoria. Nearly all were psychologically unsuitable types for 
tropical life. 

Fear of disease and hypochondriasis (9 cases).—This group 
was almost entirely composed of previously healthy and well- 

balanced people who, after serving in the tropies for long 
periods, had had a good deal of physical illness without 
suffering much physical deterioration as a result. They had 
lost confidence in their ability to stand tropical life and were 
in such constant apprehension of further illness that they 
became disabled. Of this group, 4 or 5 eases had had sub- 
tertian malaria repeatedly, and felt convinced that they 


would go on having it as long as they remained in the tropics. 
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Malarial cachexia (6 cases).—In this group it was clear that 
the symptoms were a direct manifestation of a 
debilitated state due to malarial cachexia (subtertian malaria). 

Conversion hysteria (5 cases).—Straightforward examples of 


gross hysteria with varied Pinyin Raa signs such as 
hysterical fits, sensory changes and paralyses. All these cases 
had long records as Spisecios before entering the tropics. All 
showed some exaggeration of symptoms since arrival. 
Traumatic neurosis (3 cases).— Neurosis induced by accidents 
before the patients came to the tropics. In all cases tropical 
life accentuated the symptoms. 
Alcoholism (3 cases).—This is a proportionately much larger 
_ group in peace-time than in wa®time in some tropical regions. 
Angiety neurosis (2 cases).—Typical examples of long- 
standing anxiety neurosis, present before the patients reached 
the yay ics. All cases were made worse by tropical life. 
injury (2 eases).—These had psychological symptoms 
following chronic cerebral contusion, acquired before being 
sent to the tropics. All were made worse by tropical life. 
Cerebral arteriosclerosis, phthisis and duodenal ulcer were the 
associated factors in the remaining 7 cases. 


DISCUSSION 


This analysis shows that the constitutional . neurotic 
tendencies and long-established neurosis are important 
eetiological factors in tropical neurasthenia, being present 
in 22 of the series of 50. The other factor of importance 
is recurrent subtertian malaria; 18 cases were made 
worse by repeated attacks. In no examples could 
neurasthenic symptoms be ascribed to the direct effect 
only of tropical climate and conditions of life in a previ- 
ously healthy person. 

Neurasthenic syrnptoms can be easily overlooked in 
the tropics because physical disease can overshadow 
them and because they so often take the form of physical 
complaints by the patient. Thus a neurotic state due 
to loss of confidence as a result of much malaria may be 

as malarial cachexia; the ase sine | is, 
of course, quite different in the two conditions. The 
danger of overlooking alcoholism is familiar to ail 
physicians whether in temperate or tropical zones, 
deceit being so common among addicts. Careful 
history-taking is necessary in every case to elicit evidence 
of such conditions as traumatic neurosis, head injury and 
duodenal. ulcer. The liability of phthisis and chronic 
bronchitis to flare up in the tropics must not be forgotten. 

The two commonest causes of chronic ill health and 
invalidism in tropical countries are chronic physical 
damage due to recurrent and often subclinical subtertian 
malaria, and the neurasthenic state. Malaria is often 
handled perfunctorily, though it needs thorough treat- 
ment. Established neurasthenics and neurotics should 
be weeded out by careful examination before they leave 
Loe ol tropics. For some years a large oil company 

reduction in invaliding as a result of arrang- 
ine pupehalvaied2 examinations for all their employees 
before appointing them to the tropics. There is generally 
a niche in western civilisation for the neurotic where he 
can do useful Resmsel there at — es for him - 
the tropies. ymen, especially those of poor genera 
education, if they are to serve in the tropics, should be 
given some instruction in the diseases they are likely to 
encounter, so that they will not fear the unknown and 
lose confidence too easily. 


SUMMARY 


So-called tropical neurasthenia is a common cause of 
invaliding from the tropics. - 

There is no state of neurasthenia due purely to the 
effect of tropical climate on a previously healthy person. 

Of 500 consecutive ions to a oe hospital, 
50 forcreret — neurasthenie or eee as sis te 

pi may exaggerate a neurotic position, 
and physical diseases of the tropics may manifest them- 
selves partly in neurasthenic symptoms. 

Constitutional neurotic predisposition, chronic re- 
current subtertian malaria, and ignorance of tropical 
disease and arenne one} are important causative factors of 
neurasthenia and ne 

Unstable personnel a oneutih be eliminated by examina- 
tion before recei appointments in the tropics ; 
malaria should be treated ; and la n 
oe ot eetiaiee an bret tructed in princip of 

ical medicine and hygiene. 4 


EVALUATION OF GASTROSCOPY 


ANALYSIS OF 1000 EXAMINATIONS 


* 
A, Morton GILL, MD LOND, MRCP 
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IN CHARGE OF MEDICAL DIVISION, EMS 


OPINIONS of the value of gastroscopy in the elucidation 
of dyspepsia in the Services range from those who would 
employ it as a routine in the chronic case to others who 
consider its use should be limited to the investigation of 
doubtful cases of malignancy. 

It is now over 10 years since the first flexible gastro- 
por a Bo sgnene and it has established itself as a valuable 

e instrument, giving little discomfort and much 
information, so that there can no longer be any of the 
doubt which naturally attaches to a new procedure. In 
dealing with the Service case, however, it is important 
that symptoms should not be encouraged by undue 
attention, and it has to be shown that any additional 
method of investigation produces results not attained 
by other means. 

With regard to the first point, Hurst (1941) in Engla: 
and Schindler (1942) in America ves emphasised = 
value of the gastrointestinal unit, and Gill, Berridge and 
Jones (1942) have described the organisation and working 
of such a unit. Experience has shown that a soldier 
admitted thereto, and rapidly but thoroughly examined 
and investigated, feels that he has been fairly treated 
and is willing to accept the findings and recommendations 
without argument. On the other hand, indifference, 
apparent or real, can create a feeling of injustice, to 
rankle and exacerbate later if further investigation 
reveals an organic lesion previously missed. The sugges- 
tion is that the soldier with chronic dyspepsia profits 
from complete investigation, including gastroscopy, that 
this does not aggravate his symptoms, that he accepts 
the results, and that further investigation is rarely 
if ever necessary or justified. 

To make the second point analysis is required of a 
reasonably large number of cases, and in the present 
series, comprising Service patients only, the findings are 
analysed in 1000 congecutive gastroscopic examinations, 
in which the Hermon Taylor gastroscope was used 
throughout. To make the results comparable, civilians 
examined by the Hermon Taylor gastroscope have been 
excluded, as also have all cases, civilian and Service, 
on whom the Wolf-Schindler instrument was used before 
1941. The number of examinations per patient has 
varied, from one or two in the majority to four or five 
in a few cases; the total number of patients examined 
was 806. 

ANALYSIS OF MATERIAL 


The table shows the gastroscopic findings in the 
present, series. Unfortunately, since no other series of 
gastroscopic examinations in Service cases has been 
published, it is not possible to make any detailed com- 
parisons with previous work, as can be done when con- 
sidering the problem of dyspepsia as a whole in the 
Services. Schindler (1940) rescued the case-notes of 
13 German.-ex-soldiers whom he examined with the rigid 
Schindler a agg ga in 1921 and 1922 ; other investiga- 
tions, including X ray, had proved negative or incon- 
clusive ; 7 had chronic gastritis (4 hypertrophic, 3 super- 
ficial), 2 were cases of ulcer, in 1 a benign tumour was 
found and 3 had normal stomachs. He stressed the 
value of gastroscopy in the Service case, especially in 
time of war. Compared with civilian cases, the chief 
difference, as might be expected owing to the age-group 
and the fact that men are not usually retained in the 
Services after operations on the stomach, is the low 
incidence of carcinoma and postoperative dyspepsia in 
the present series. Using the Wolf-Schindler instrument, 
Taylor (1941) in England found carcinoma in 10% and 

toperative dyspepsia in 28% of 350 civilian cases ; 
Flexner and Fleishman (1940) in America found carci- 
noma in 5% and operative dyspepsia in 7% of 256 
examinations. . With regard to the types of gastritis, 
there appears to be no difference between the civilian 
and the soldier, in both the order of frequency being 
“— rficial, hypertrophic and lastly atrophic. 

cases have been subdivided into three groups— 
A, B and C, according to the X-ray findings. 
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Group rg Both*X ri ray aii yy revealed a gastric 
lesion.—Naturally enough, itis in this group that the 
greatest. co-relation is found between radiological and 
gastroscopic findings: nevertheless evem in this group 
the gastroscope. proved of practical value in certain 
cases. In the demonstration of the final healing of 
gastric ulcers ——a is a cheaper and more certain 
method than X ray, and it is important that, although 
such patients are usually invalided, they should be made 
fit for other work of national value before discharge 
from hospital. In the classification of gastritis and 
follow-up of results of treatment gastroscopy is also of 
value. Most superficial and hypertrophic types are not 
sufficiently serious to incapacitate, and a soldier can be 
retained in a low medical category without hospital 


ANALYSIS OF GASTROSCOPIC FINDINGS 


, Whole | 
— | series : ; ; 
No.and % A RB. in@ 


Group— 





— _ _ - ———EEEEE — ee es ————— 
Normals . (295 (36-6) | 60 164) 71 
Ulcer sluding benign pyloric | 

im stone) ad aa -+ | 43 (5-3) 34 9 0 


Gastritis ; 46 .. 1396 (49-1) | 201 102 93 

Superficial .. .. ©2196 |89a ‘63d 44g 
Hypertrophic 166 \98b \2le 4 
Atrophic ne a 34) \14e 18f 
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Postoperative .. sia .. | 6 (@7)| 6 
Gastroenterostomy .. | 4 

Partial gastrectomy .. 


Tumours wer eae (0-5)| 2 1 1 
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Multiple erosions .. 36 \16 15 6 
— - submucous | | 


Multiple mucosal hiem. 
Gastric diverticulum. . 
Extrinsic pressure on | 
antrum .. 1 | 2 0 
Pigment spots 4 2 
Dilated stomach 


Failures.. 89 .. 020... | 22 (03) 1 10) 0 
Total 


hm So DS 
> 

DS Goto 
SS 


me So 
i) 
> 
eS 











. |806 323) 308) 175 
! 
a including stric catarch 15; b including antrel gastritis 25; 
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catarrh 13; h inchiding gastritis oubdasiiouss 
patchy 2. "Hem., heemorrhages. 


treatment. On the other hand, the man with mucosal 
atrophy—in most cases a permanent progressive lesion— 
is a liability and should Me invalided (Schindler 1942). 
Multiple gastric erosions usually respond rapidly to 
treatment, but unless dieted have a high relapse-rate, so 
that men with these lesions tend to report sick so often 
as to become a nuisance; bleeding is frequent and 
usually occult though one patient in this group had 
multiple hematemeses, previously unexplained; it has 
been suggested that untreated erosions may develop into 
chronic ulcers, and certainly some are chronic and resist 
treatment. On these grounds, invaliding has been 
recommended in those cases where a relapse has been 
proved on return to Army life after discharge from 
hospital. Small benign tumours are not always easy 
to demonstrate radiologically. The one in this group 
showed, on X ray, the changes associated with an antral 
gastritis. At gastroscopy, however, a small sessile 
ulcerated tumour was seen on the anterior wall of the 


pylorie antrum. The ulceration rapidly healed under’ 


treatment, the symptoms cleared and no further change 
has been seen on repeated examination over a period of 
9 months. 

In 60 cases a gastric lesion was not seen at gastroscopy 
but was found on X ray. These consisted of 4 cases of 


ulcer, 1 of ulcer scar and 55 of gastritis. All gastric 
ulcers cannot be seen by gastroscopy, although no doubt 
experience and the type of gastroscope used a close 


relation to the figures. These ulcers are usually situated 
in the roof of the antrum or on the posterior wall high 
up on the lesser curve, and the Hermon Taylor gastro- 
scope allows inspection of many -ulcers at these sites 


which are etalipinpiliiie to the Wolf-Schindler tnativamment 
The ulcer sear diagnosed radiologically was thought at 
gastroscopy to be a normal fold of mucosa. In our 
present state of knowledge absence of gastroscopic 
evidence cannot exclude gastritis, and where a strong 
clinical case is supported by radiological or other evidence 
the diagnosis should stand. 


Group B. No gastrie or duodenal lesion found on 
XxX pe —Not all gastric ulcers can be demonstrated 
radiologically, since at the healing stage a crater may 
not be visible and others heal with only little scarring. 
Analysis of those cases im this group, comprising the 
majority,in which the radiology was comparable (F. R. B. ) 
and the mucosal pattern technique was used shows that 
approximately the same number of ulcers are invisible 
te X ray as in the case of gastroscopy. Of the total of 
34 cases of atrophic gastritis, more than half could not 

diagnosed as gastritis radiologically although the 
finding of mucosal hypoplasia might be suggestive ; the 
only other abnormal finding, apart from gastroscopy, 
was an achlorhydria or well-marked hypochlorhydria on 
fractional gastric analysis. It may be concluded that 
gastroscopy is indicated in any man with chronic 
dyspepsia and much diminution of acid secretion. The 
incidence of carcinoma in this series is too low for analysis. 
but Taylor (1941) has shown that a malignant lesion can 
be seen by gastroscopy before radiological changes occur. 
and the single case in this group (a carcinoma) falls 
into this category, a small nodule being visible on 
gastroscopy. 


Group C. No gastric lesion found.on X ray but abnor- 
mality of duodenum or pyloric canal demonstrated.—As 
might be expected the incidence of important gastric 
lesions was low in this group and comments already made 
are applicable. 


Cases in which instrumentation was partially (3) or 
wholly (8) unsuccessful.—In. 4 men: insufficient coéperation 
was obtained and instrumentation was abandoned. In 
1 the gastroseope came to a stop 114 inches from the 
incisor teeth and subsequent X ray and cesophagoscopy 
revealed an cesophageal stricture, although the patient 
had no dysphagia. Failure of the light rendered 4 instru- 
mentations valueless, while in 2, owing to the patients 
being unable to maintain a steady posture, examination 
was incomplete. Of these 11 cases, in 10 neo gastric 
lesion was found on X. ray, while in 1 a radiological 
diagnosis of gastritis was made 


SUMMARY AND CONCLUSIONS 


By analysis of 1000 consecutive gastroscopic examina- 
tions in Service cases, an attempt is made to determine 
the value of and indications for gastroscopy ,in the 
assessment of the Service dyspeptic. 

In gastric ulcer, the gastroscope may reveal ulcers not 
otherwise demonstrable and affords proof of healing 
more cheaply and accurately than any other method. 

In chronic gastritis, gastroscopy provides confirmation 
not otherwise obtainable and enables differentiation of 
type and degree of severity, essential for satisfactory 
disposal an@ treatment, Mucosal atrophy can only be 
diagnosed with any degree of certainty by gastroscopy. 

Multiple gastric erosions are only rarely demonstrable 
by X rays, but by gastroscopy lesions of some 

significance can be diagnosed and differentiated into 
the chronic and acute, and disposal can .be made 
accordingly. 

In other Service cases, less numerous but no less 
important, gastroscopy may offer the only means of 
diagnosis. These include early gastric carcinoma, benign 
gastric tumours, postoperative dys apenein, unexplained 
gastric hemorrhage. and achlorhy 


My thanks are due to Dr. R. Arden yeast and Dr. F. R. 


Berridge for advice and criticism, and to the latter for most 


of the radiology. 
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DR. SABIE : 


IMMEDIATE SKIN GRAFTING 
FOR TRAUMATIC AMPUTATION OF FINGER-TIPS 


F. R. Zapik, MB SHEFF 
CASUALTY OFFICER TO SHEFFIELD ROYAL HOSPITAL 


THE or of this paper is to discuss the best 
treatment for injury common in industrial centres. 
Traumatie amputation through the terminal phalanx 
of one or more fingers is seen particularly often in those 
who have only recently come to use cutting machines. 
It is disabling because epithelialisation can only take 
place after granulation tissue has covered the exposed 
end of the fractured bone, secondary infection is common, 
and the resulting scar is often tense, painful and not very 
sensitive to touch. Sometimes a skilled worker will be 
unable to resume his original occupation. 

There are not sufficient beds available to admit these 
patients into hospital and they have to be treated in the 
casualty room, This means that they are not usually 
seen by medical officers of wide surgical experience. 
Treatment is customarily by one of these methods : 


Healing by granulation.—The wound is cleaned and infection 

prevented as far as possible by hypertonic or antiseptic 

. Complete healing takes up to 2 months, or longer 
if the bone becomes infected and a sequestrum has to separate. 
The resulting scar is so situated that it will be pressed on every 
time the finger is used and is often tender and rather 
insensitive to touch. 

Re-amputation.—The edges of the wound are excised, volar 
and dorsal flaps fashioned, the bone shortened and the flaps 
sutured. Healing usually takes place by first intention and 
is often complete in a ‘fortnight ; but the finger is even 
shorter than after the original injury. Sometimes the whole 
of the terminal phalanx and the head of the middle phalanx 
must be removed in order that the flaps may meet without 
tension, This upsets the functional architecture of the hand 
more than necessary and is particularly bad in the case of 
the thumb. 

Treatment of this condition in the casualty room 
should conserve all the length of the finger that is left, 
produce a finger-tip area with good sensation and not 
tender to pressure, and shorten the time of disability as 
much as possible. A successful full-thickness skin graft 
should achieve these aims... A Thiersch graft would not 
take where it is overlyingexposed bone and even where 
it took it would not be sufficiently resistant to pressure. 

If the raw area is covered by a skin graft within about 
6 hours of the injury many days are saved because the 
usual preparation for delayed skin grafts will not be 
necessary. The pain disappears immediately and infec- 
tion .is usually prevented. Only very little scar tissue 


. will form, and will contract later on, so that the shape 


of the. finger will remain as nearly normal as _ possible 
after the injury. Tenderness disappears quickly and 
heavy manual labour can be resumed within a few weeks. 
Sensation returns to normal within 3-6 months according 
to the size of graft. The mechanism of this has been 
explained by McCarroll. He states that sensation will 
appear almost simultaneously in all areas of a graft that 
is laid on a complete bed of healthy subcutaneous tissue. 
The nerves grow into the graft from below and the 
rapidity of the return of sensation varies inversely with 
the thickness of the graft. If part of a graft is laid on 
a bed not containing cutaneous nerves—i.e., bone, 
tendon, scar tissue—the nerves have to grow in from the 
sides. Return of sensation then proceeds from the 
margin inwards. I have been able to confirm these 
findings, since the grafts were usually laid on a central 
area, of bone with a margin of subcutaneous_ tissue 
around it. 
CASE-HISTORIES 


A. series of 27 cases were ‘treated by two different 
methods of full-thickness skin grafti and 8 controls 
were left to granulate, some in a leak plaster cast and 
some without it. All the cases were treated as out- 


Flap grafts.—Cole ? ribed a method of covering 
defects of finger-tips with flaps from the-abdominal wall. 
The wound is exc very ly. A small flap of skin 
without subcutaneous tissue is and reflected and 
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sutured to the raw + unten of ‘the finger. Except for : 
small triangular area where the flap is inserted the 
resulting wound on the abdominal wall can be sutured 
immediately. The operation is done under local anzs- 
thesia. After 10 days the flap is severed from the 
abdominal wall, its end shaped to fit the finger and fixed 
there with one or two sutures. 

I have found this method very successful, but it needs 
two stages, the first of which I have never been able to 
do in less than an hour. It is also not at all comfortable 
for the patient to go about for 10 days with the arm fixed 
to the side in one position, Full excision of the wound 
is not essential. Thorough cleaning under local anws- 
thesia with excision of all badly lacerated parts and 
removal of loose bone usually suffices. A tourniquet may 
be necessary to control severe bleeding but it is better 
not to use it and to tie the arteries. instead so as to avoid 
hemorrhage underneath the graft after the tourniquet 
has been removed. I found the area over the lower ribs 
of the opposite side the best to use as donor area. If 
the wound involves more of the nail bed than of the 
palmar surface of the finger-tip it is better to cut the 
flap with its attached end laterally. If more of the 
palmar surface is missing it is best cut with its attached 
end medially and then reflected. Dressings and arm are 
fixed with strapping over one shoulder and round the 











chest. The patient is interviewed after about 5 days 
but the area is not then inspected unless painful. Resuits 
are shown in table 1. 
y TABLE I—RESULTS OF FLAP GRAFTS 
1. To amputations through terminal phalanx 
| Result 
Case Take of graft _ reer Time of 
Cy | PB unctional Cosmetic healing (days) 
1 100 Good Fair About 46 
2 0 Poor Poor 46 
3 100 Good Fair 27 
4 100 Good Fair 35 
5 100 Good Good 35 
6 100 Good Good 22 
7 100 Good Good 32 
8 100 Good Good 31 
9 67 Good Fair About 90 
10 100 Good Fair 26 


Average take: 87%. Healing complete in those with 100% 
take after an average of 32 days. 


2. To amputations through middle phalanx 
1 50 | Fair | Fair 45 
2 50 Fair Fair 53 
Hts i 
Free -full- -thickness grafts.—Reed and Harcourt * have 
described a method of using free full-thickness grafts 
in machine amputations of finger-tips with or without 
bony loss. They use local anesthesia, clean the wound 
and excise loose tags. An area of the flexor surface of 
the same forearm is anzsthetised and a piece of skin of 
the necessary size dissected off the subcutaneous fat. 
The graft must not have any subcutaneous fat attached 
to it except perhaps a little at the centre. It is fixed with 
interrupted sutures which are removed after 2 fortnight. 
The authors claim 33 complete and 21 partial recoveries 
and only 3 complete failures in a series of 57 cases. 

My results with this method were not as good as this. 
In a large percentage of cases the grafts did not live but 
shrivelled up into dry black areas or sometimes even 
became infected and produced a slough. 

After the first few failures I decided to immobilise the 
finger in a complete plaster cast for a fortnight. This 
improved results. After the plaster was removed all or 
most of the graft was alive ; but in a number of cases all 
or part of it still died during the third week. In many of 
the cases in which all the graft died I had the definite 
impression that the results were better than they would 
have been without a graft. This is confirmed by Réper ‘* 
who used Reverdin —-— ey y as a dressing to nail-bed 
injuries and removed ore they could heal on. 
This method is considerably easier: and, quicker to do 
than flap grafting. It is much more comfortable for 


1 
1 
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the patient, since arm and hand can be used freely. In 
some eases patients have gone back to light work with 
the finger still in plaster. In only one case did a finger 
become in plaster. If a graft takes, the 

is as good as with flap grafts but not nearly so reliable. 
Results are set out in table 11 and results in controls in 
table 1m. 


TABLE II—RESULTS OF DIFFERENT METHODS OF TREATMENT 
1. Free full-thickness grafts to amputations through terminal 
P 





halanx 
Case (Takeoferett} ss Mawel || * ume of 
| (%) Functional Cosmetic healing (days) 
j 7 1 sow wr ~ 3 ere ee ——- 
13 0 Good Fair 37 
14 0 Good Fair 38 
15 | 100 Good Good } 40 
16 0 Good Geod | 56 
\ | (No fracture) 
17 Good Fair 80 
18 100 Good Good About 20 
19 Poor Fair X 76 
20* 33 
~.- 31 33 Good Good 63 
Gen jel 100 Good Good 23 
273" 33 Good Good 32 
24 Fair Fair 43 
25 100 Good Fair 21 
26 Fair Fair 59 
* Did not return after 26th day. ‘ 
Cases 15—26 treated in plaster. Averagetake: 36%. Healing 


complete in those with 100% take after 26 days on the 
average, in these with 0% take in 55 days. 


2. Free full-thickness graft to amputation through middle 

















paalans 
Case | Take of gratt ; Results Time of 
%o Functional Cosmetic healing (days) 
27 0 Fair Fair 90 
(Not in plaster) 
TABLE III—CONTROL CASES 
1. Left to heal by granulation without plaster 
r : j ] 
— | Fair | Gooa | 49 
2 — | Fair ' Fair | 44 
3 —_ | Fair Fair 83 
2. Controls in plaster 
— Fair Good 59 
6 _ Fair Fair 52 
T _ Fair Good 49 
8 — Fair Fair 53 
(No fracture) 





* Did not return after 42nd day. 
Average number of days until healing complete: 55. 


it was intended to leave the plaster on for a fortnight, but 
in 3 cases the finger became painful and the plaster had 
to be removed earlier. Healing took about as long 
as in those cases where the graft died, but the results 
were not so good. It must be mentioned that by chance 
most of the control cases had only lost a short length of 
bone so that there were no really poor results. 

Conclusions.—I would recommend that flap grafts 
should be used in all cases where the thumb is involved, 
where perfect function of the injured finger is essential to 
the occupation of the patient, where tendon is exposed 
or more than about a third of the terminal phalanx is 
missing. Free full-thickness grafts may be satisfactory 
when only little bone has been lost and the injured finger 
is not essential. 

SUMMARY 


Flap grafts and free full-thickness grafts were com- 

with one another and with a short series 

the treatment of traumatic amputations ——— 
the terminal phalanx.. Flap grafts were found to 

reliable and oy give good results but to be rather difficult 


to do in the casualty room and uncomfortable to the 
patient. Free grafts with immobilisation in plaster are 
easier to do but not so reliable; they will usually give 
fair results, however, even if the graft does not take 
completely. Letting the wound granulate, even in a 
plaster cast, is not a method of choice in amputations 
through the terminal phalanx. 

I wish to thank Major J. D. Gray, FRCS, for the original 
suggestion and the honorary staff of the Sheffield Royal 
Hospital for permission to publish this paper, 


DEXTROSE AND CITRATE 
ANTICOAGULANT SOLUTION 


W. N.. HarsTone; PHC, MPS 
MILE END HOSPITAL , 


THIS paper describes a method of preparing an anti- 
coagulant containing dextrose and sodium citrate 
together in one sterile solution, into which the blood to 
be preserved can be withdrawn with minimal risk of 
contamination. The use of plasma or serum has largely 
superseded the transfusion of preserved whole blood, 
because these bldod products can be stored indefinitely 
and make grouping and eross-matching unn 
but whole blood still has special uses in cases of severe 
hemorrhage, hemolytic anzemia and so on. 

A technique for the withdrawal of blood in a completely 
closed system was perfected by Boland, Craig and Jacobs,* 
which greatly reduced the risk of bacterial contamina- 
tion and consequent reactions. In their method [HT 
fluid* was used as the anticoagulant diluent ; but more 
recently a solution of dextrose and sodium citrate has 
been advocated, because dextrose has been found to 
retard hemolysis, reduce the incidence of untoward 
reactions, and enable blood to be stored for periods up 
to 3weeks. Itis this diluent which the Medical Research 
Council now recommends. The preparation of a sterile 
solution of dextrose and sodium citrate presents some 
difficulty, because it is apt on autoclaving to caramelise. 
The MRC therefore recommends * that the dextrose and 
sodium citrate be autoclaved as separate solutions and 
mixed before use, 20 ml. of 15% dextrose being added to 
100 ml. of 3% sodium citrate for the collection of 420 ml. 
of blood. Such a procedure is incompatible with the 
proposed technique, and some: method is needed to 
replace it. 

METHODS OF PREPARATION 


Bono and Willder ‘ sierilise the dextrose solution in a 
hard glass test-tube placed within the bottle containing 
the citrate solution, the two solutions being mixed by 
tilting the bottle after sterilisation. This does not 
seem to be a very convenient process, one drawback being 
the need for a hard glass tube of special size to fit into each 
bottle. 

I tried to adjust the pH of the dextrose-citrate mixture 
before autoclaving, so as to prevent caramelisation. 
Solutions of Ps 7 caramelise badly, owing possibly to 
the higher pH which is attained during autoclaving as 
a result of the greater ionisation of the sodium citrate 
at the higher temperature. To prevent caramelisation 
it was nec to reduce the pH to about 6-5, and to do 
this a considerable quantity—about 2 g. per litre—of 
citric acid would have been required, owing to the 
buffering action of the sodium citrate present. Such 
a large addition was out of the question, so the method 
was abandoned. The sécond method tried has proved 
satisfactory however, and offers a practical solution to 
the problem. 

A cold sterile solution of dextrose is put into the 
bottles which contain the citrate, in such a way that 
aerial contamination is avoided after these bottles have 
been sterilised and allowed tocool. A sufficient quantity 
of a 15% solution of dextrose in freshly distilled 
water for the number of bottles being prepaied is placed 
in the flask of the apparatus illustrated (see figure) This 
flask must be made of alkali-free -. The construction 
of the ee can be followed from the diagram, but 


N. 8. and Jacobs, A. A080, 4, 388. 
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the rubber bungs are skirted: with 
thin rubber tubing which is not 
shown 3 the object of the apparatus 
is to distribute the dextrose solution 
im measured quantities among the 
citrate bottles, without exposing it 
to contact with non-sterile air. The 
method by which the needle is 
protected has been described else- 
where *;. the hard glass boiling tube 
is graduated by means of a file. 
The complete apparatus containing 
bP ~ nega solution, but without 
the metal screw-clips, is t 
autoclaved, the flask SCREW CLIP ~£ 

being placed upright. ; 
The dextrose caramel- 
ises when sterilised in 
screw-capped bottles 


because these 
THIN RUBBER 
TUBE 








are not iat 
present made 
of alkali- free 
glass; it does WIDE 
not caramelise GLASS TUBE 
in a hard glass 
flask. 

In each 600 
ml. serew- 
capped con- 
tainer is placed 
100: mil. of 3% ; 
sodium citrate in freshly distilled water, together with 
25 ml. of glass shot. e screw-cap must have a hole 
punched jn it so that needles may be inserted through 
the rubber washer with which it is lined, and which 
is left intact. These bottles are autoclaved: with 
the caps fitting loosely, and after autoclaving, as soon as 
the pressure has dropped to atmospheric, the caps are 
screwed down tightly, so that an efficient vacuum is 
produced by condensation of the steam. Some method 
of keeping the outersurfaces of the washers sterile until 
after the dextrose solution has been added must be 
adopted. The bottles.may be inverted in 2% phenol 
if the hbles punched in the metal caps are large enough 
to allow the solution to come in contact with the washers. 
Alternatively the metal caps may be covered with 
‘ Cellophane ’ or a gauze pad before autoclaving. _ ; 

When both solutions have cooled, the metal clips are 
placed in position on the apparatus, the flask inverted 
and 20 ml. of the dextrose solution added to each of the 
evacuated bottles containing the citrate solution ; suffi- 
cient negative pressure remains for the collection of 
the blood. “The dextrose-citrate solution so prepared 
is completely free from caramelisation, and has a pH 
of about 7:8. 


I wish to thank the Medical Officer of Health, London 
County Council, for permission to publish this paper, and 
Mr. J. R. Elliott, PhC, for his valuable criticism. 
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VACCINE CAP GAUZE PAD 


PREPARATION OF SCORPION TOXIN 


AHMED HASSAN MOHAMMED, PH D CAIRO 


(Physiology Department, Faculty of Agriculture, Fouad I 
. University) 


I wAvE devised a technique for the preparation of 
amorphous and crystalline scorpion toxin which seems 
to be more potent than that. produced by previous 
methods, ‘ 

The dried telsons are mixed with a small quantity of 
quartz sand, wetted with a few c.cm. of physiological 
saline and ground thoroughly in a mortar for about half 
an hour. e finely ground mass is then extracted with 
saline, using 1 c.cm. to one sting. Four extractions are 
sufficient to remove all the toxin. The insoluble residue 
is removed by decantation. The combined decanted 
opalescent extracts are clarified by the addition of a little 
aluminium sulphate and lime water. The toxin may 
then be preeipitated by the addition of pure. acetone. 
The precipitate is centrifuged, washed with more dry 


5, Elliott, J. R. and Hailstone, W. N. Pharmaceut. J. 1939, 1, 105. 





acetone and then with dry ether, and finally dried in 
vacuo, giving a white amorphous toxin. Or, the pre- 
cipitate may be concentrated by evaporation under 
reduced pressure at 30° C. and the crystalline product 
dried in vacuo over phosphorus pentoxide. A thousand 
telsons produce 1-399 g. of the final crystalline toxin. 

The crystalline material was found to be strongly 
active when injected subcutaneously into rats ; 0-01 mg. 
is sufficient to kill an albino rat of 100 g. body-weight. 


AN UNEXPECTED CHOLEDOCHOGRAM 


W. I. DE C. WHEELER, KT, MD puBL, FRCSI 
SURGEON REAR-ADMIRAL 


A WOMAN who consulted me in 1922 for obstructive 
jaundice had had three previous operations for gall-stones 
performed elsewhere. Her gall-bladder had been re- 
moved. At operation (1922) I found the dilated common 
bile-duct in a dense mass of adhesions and I anasto- 
mosed it tothe duodenum. The postoperative course 
was uneventful, the jaundice disappeared and she 
remained in good health for about 20 years ; she walked 
long distances and was noted in the local hunt as an 
able: performer. In April, 1942, she consulted Mr. 
Arthur Chance of Dublin for symptoms which pointed to 
pyloric obstruction. X rays after a barium meal (Dr. 
T. G. Hardman) not only showed the stomach and small 
intestines but clearly defined the junction of the common 
bile-duct with the duodenum, and gave a detailed picture 
of the intrahepatic ducts (see figure). Mr. Chance 
performed gastro-enterostomy. At the operation he 
found the duodenum, pylorus and head of the pancreas 
involved in a dense mass adherent to the anterior 
abdominal wall; this mass was not disturbed. She 
considerably improved after this operation but never 
completely regained her strength. In December, 1942, 





Appearances afte? barium meal. Arrow shows position of pylorus. 


she developed symptoms diagnosed as colonic obstruc- 
tion. Her doctor contemplated sending her back to 
Dublin but she got rapidly worse and died. 

Many radiological examinations must have been made 
after anastomosis of the bile-duct to the duodenum, but 
I have not seen any reports of a clear choledochogram 
obtained by giving a barium meal. It is interesting to 
speculate on the intrahepatic ebb and flow of this woman’s 
duodenal contents during the last 20 years. The 
ramifications of the ducts were apparently deluged by a 
ceaseless tide without ill effects. 


I obtained the accompanying illustration through the 
courtesy of Mr. Chance. 
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A siieniins of Medical Psychology 
GREGORY ZILBOORG, MD, in collaboration with Gzorar W. 


Henry, MD. London: Allen and Unwin. Pp. 606. | 28s. 
Dr. Zilboorg has ambitiously undertaken to supply the 
lack of any comprehensive account in English of the 


development of psychological medicine, and he has 
succeeded in producing a solid and learned work that 
is a credit to American scholarship. Its thoroughness 
has been purchased at a price: the style is heavy and 
at times humourless (as in the ponderous comment of 
Freud’s little pleasantry about his aphasia when speaking 
French); there is much moralising, erudition clogs 
fluency, nothing is left unsaid, and nothing is said 
neatly and with point. Nevertheless, the lack of 
literary graces will not prevent the book being read as 
well as consulted, because it is enlightened and broad, 
and tells an important story straightforwardly. Dr. 
Zilboorg is inevitably indebted to predecessors like the 
Semelaignes, Friedreich and Kirchhoff, but strangely 
makes no reference, except in a casual footnote, to 
Kornfeld, whose work is much more exhaustive ‘and 
reliable ; among lesser contributions those of Birnbaum, 

~Vinehen and Laignel-Lavastine do not seem to have 
~been-used. In the earlier part of the book he is some- 
what superficial and derivative in his treatment of the 
Greeks, and permits’ himself the vulgar solecism of 
imputing sthizophrenia to Socrates. Among Arab 
writers en insanity, he omits to mention Ishaq ibn 
Imras. Dr Zilboorg shows an honest bias towards 
believing that the Shiloh of progress dwells in an 
American ark brooded over by the Freudian paraclete. 
This agreeable partiality (which is neither strained nor 
arrogant) leads him into some questionable, if tacit, 
depreciation of famous men. His references to Janet, 
Jung and Adler are decidedly brief. Dejerine, Morton 
Prince and Dubois are not mentioned at all. Wagner- 
Jauregg, whose great discovery has saved the life and 
reason of thousands in every country, is given less space 
than A. A. Brill who chiefly introduced psycho-analysis 
into America. Hughlings Jackson and Mott do not 
appear, any more than Wilmanns, Pick, Tanzi, 
Lugaro, Sante de Sanctis, Séglas, Toulouse, Séguin (child 
psychiatry in every form is omitted), Riidin, Jaspers 
(though Gruhle, oddly enough, is awarded an ‘ honour- 
able and permanent ”’ place in modern psychiatry) and 
many more who might be thought at least as important 
as some of those selected for mention in chapter Il, 
which deals with the ‘‘ Second Psychiatric Revolution.” 
[It is easy to forgive Dr. Zilboorg for his prejudices, even 
when they betoken a perhaps excessively low opinion 
of the state of psychiatry in these islands, because he 
is so obviously a sincere historian, painstaking and 
devoted ; one must have toiled in the same vineyard 
to appreciate the high merit of his labours. 


Medico-Legal Blood Group Determination 
Davip Hartey, MD, BSe Edin., FIC, inoculation depart- 
ment, St. Mary’s Hospital, Paddington. London: 
Wm. Heinemann (Metical Books).. Pp. 119. 12s. 6d. 
THis useful little book collects together a lot of 
scattered information and gives us the benefit of the 
author’s practical experience with techniques that are 
not extensively used in this country. The three sections 
deal with theory, technique, and practice. The first 
gives a clear and succinct account of present knowledge 
of the ABO and MN systems of blood-groups and similar 
factors, and deals thoroughly with their mode of in- 
heritance. He draws attention to the fact that the ABO 
blood-group antigens can be detected in other body 
fluids, particularly semen and saliva, a fact which has 
criminological applications. The section on technique 
ractical and up to date. The final section on practice 
indicates the kind of case to which this knowledge can 
a ines pia paternity cases and criminal cases 
assault and murder. The main use of these 
rg is negative ; they can prove,non-paternity—Mr. X 
could not have been the father of little Y— but they 


cannot prove paternity. An affirmative answer only 
means t Mr. X,‘among thousands of others, could 
have been the father of Y. It is the same in the criminal 


cases ; the examination of stains only gives conclusive 
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perm bold ng a ouilaieoti,s as a case in which clianette 
stubs were the clues shows well. The average man 
accused of paternity has a 1. in 3 chance, it seems, of 
proving he is not the father; if he is group ABN he has 
a 68-5% chance, if AMN only 53%. <A useful table 
setting out possible and impossible combinations of 
parents’ and child’s groups is given: Dr. Harley pleads 
for a more extended use of these blood tests and feels 
that much time could be saved by the courts if they used 
them more ; and he reproduces the draft.of the Bastardy 
Bill which would have given them the necessary powers. 
Unfortunately this bill has been just another war victim. 


Problems of Intestinal Obstruction 
Joun P. Perers, Owen H. WANGENSTEEN, W. OSLER 
ApBsottT, ALLEN O. WuirPLz, JoHN A. Netson. London : 
Humphrey Milford, Oxford University Press. Pp. 56, 3s. 6d. 
Tuts little book contains four articles by authors 
whose work on intestinal obstruction has earned them 
international repute. Every abdominal surgeon will 
find it interesting and useful ; and they should commend 
the volume to their assistants, on whom falls much of 
the responsibility of the care of the patient during the 
first week after operation for septic abdominal condi- 
tions and for intestinal injuries, when there is danger of 
ileus. The rationale of the treatment, therapeutic and 
prophylactic, of pogtoperative distension and ileus 
depends on a knowledge of the relation between the 
secretory and absorbent activities of the intestinal 
mucosa on the one hand and of the chemistry of the 
blood on the other. In the first article, Peters gives 
an account of our present knowledge of this subject 
which would be difficult to better. The other articles, 
on distension by Wangensteen, decompression by Abbott, 
and end-résults of decompression by Whipple and Nelson 
are equally valuable. 


The Food You Eat |. 

SAMUEL and VIOLETTE GLASSTONE. 

Press. Pp. 277. $2.25. 

THis is a well-written study of dietetics for the average 
layman by a professor of chemistry, and his wife who is a 
botanist by profession. They are both graduates of 
English universities who have migrated to the. United 
States and made their home there. They have great 
gifts in presenting the facts of dietetics simply and 
readably and in making practial suggestions, most of 
which are just as applicable in Great Britain as in the 
USA. Their scientific training saves them from the 
faddism which mars so many popular books on dietetics, 
though an acute nose might catch faint odours: of the 
acid-base balance fad and the wholemeal obsession. 
There are minor blemishes in the book which might, be 
removed in another edition by submission of the MS. toa 
physiologist; and naturally enough much of recent 
research on the effect of wholemeal bread on calcium and 
iron absorption has not yet reached the United States to 
modify the authors’ enthusiasm for that food. None the 
less the book is sound in its major aspects and can be 
highly recommended to the lay reader. 


Oklahoma: University 


THE twenty-ninth report of the HENRY PuHipps 
INSTITUTE for the study, treatment and prevention of 
tuberculosis, of the University of Pennsylvania tontains 
an account of activities during the biennium 1940-41. 
It describes the organisation and administration of the 
institute ; the instruction given by the staff in the form 
of routine courses ; the research work undertaken ; and 
the effect of the war upon smooth working. From the 
tables given it seems that’ of the total number of new and 
old white and negro patients 630 (17:1%) suffered from 
clinically significant pulmonary tuberculosis and 160 
(4:3%) from tuberculosis not considered clinically 
significant. Much of the publication consists of reprints 
of articles published by members of the staff during 
the period under review, together with some new 
material. These articles are valuable sources of informa- 
tion on such subjects as the epidemiology and clinical 
course of tuberculosis, constitution and tuberculosis; 
tuberculin and tuberculin reaction (largely from the pen 
of Dr. Florence B. Seibert) ; pathology, immunology and 
bacteriology of the disease ; and air-borne infection. The 
volume closes with three instructive dissertations on 
medical history by the directer, Dr. Esmond Long. 
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is Medicinal iron more accessible—and 
els 
sed « 
ay cheaper—than food iron 
Ts. 
m. : 
lron-deficiency anaemia, on the increase observed among women, especially those 
i since the war and due, in large part, to the over 35 and expectant mothers. 
—- inevitable restriction of iron-containing food ‘Fersolate’ containing ferrous iron, is 
6d. is almost 100 per cent. preventable and recommended where a negative iron 
aang curable—with iron as the main factor of balance is suspected and, more especially, 
vill prevention or cure: As medicinal iron is in treatment of actual sufferers from iren- 
md cheaper than food iron, in wartime it should deficiency anaemia. ‘Fersolate’ contains 
the be used on a larger scale for the preven- iron in its most assimilable form ; is 5—9 
di- tion and cure of iron-deficiency anaemia. times as effective as the scale preparations ; 
of The classic picture — the wrinkled face, brings about progressive measurable daily 
— smooth white transparent body skin, sore increases in haemoglobin’percentage ; and 
the tongye, split finger ‘nails, difficulty in all this-in doses of one tablet three times 
~ swallowing, low colour index — is too often a day. 
e 
ves 
= FERSOLATE atk C.., a 
es, 
LABORA’ 
tt, ‘ 
on TABLETS (Glaxo) \eY 
' GLAXO LABORATORIES LTD. GREENFORD, MIDDX. BYRon 3434 
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ited 
aa A CLEARLY DEFINED SHADOW IN 3 MINUTES 
b of ‘a 
the “ 
the P : 
sen: @ In this pyelogram, exposed 3 minutes after 
the injection of ‘Pyelectan’ the pelvic shadows 
ion. are already dense and clearly defined, the 
, be kid fi ei hs T : Bi he 
Cots idneys functioning well. The right pelvis is 
sent seen to be slightly dilated and the diminution 
and ; of the curve between the origin of the ureter 
s to and the lowest calyx suggests a very early 
ae hydronephrosis. The ureters are slack and 
filled with solution and show densely. Ex- 
posure however, is normally made about 
PPS 10, 20, 30 and 50 minutes after injection, the 
cass optimum time for a single exposure being 
: ‘ about 10 to 20 minutes after injection. 
—41. J 
_the Reports have demonstrated that in density and definition 
orm of the shadow, in rate of excretion and in absence of 
and reaction to the patient, ‘Pyelectan’ completely: satisfies 
the the highest standards. For instrumental pyelography 
and ‘Pyelectan ’ (retrograde) is available. 
‘rom. 
160 ‘ 
sally Be 
rints 
ring 
ver | pt susxo tnooucr PYELECTAN 
rma 
ova BRAND OF IODOXYL INJECTION 
— MANUFACTURED. BY. GLAXO LABORATORIES LTD.,.-GREENFORD, MIDDX. BYRon 3434 
s on 17 








THE LANCE#T,) 


THE LANCET GENERAL ADVERTISER 





[Marco 13, 1943 








SIR ARTHUR HURST’s 


Medical Diseases of War 


New (Third) Edition. viii+498 pp., with iflustrations 

and 8 plates. 21s. net. 
The third edition has been thoroughly revised in the light 
of experience gained up to Autumn 1942, and there are 
new chapters on Diphtheria and Louse-borne Typhus. 





Diseases of Women 
Edited by CLIFFORD WHITE, Sir COMYNS 
BERKELEY and FRANK COOK. New (Seventh) 
Edition. viii + 435 pp., 168 illustrations and 7 coloured 
plates. 18s. net. 
‘* A great improvement on what was always a good reliable 


BY TEN TEACHERS 


R, W. RAVEN’s 


es oe 


A Handbook of Pre- and Post-operative Treatment 


viii+-272 pp., 80 illustrations. 10s. 6d. net. 


‘* A handy book of reference on every conceivable surgical 
condition.’’—Medical World. 





Midwifery 
Edited by CLIFFORD WHITE, Sir COMYNS 
BERKELEY and WILLIAM GILLIATT. New 
(Seventh) Edition. viii + 564 pp., 232 illustrations, 
4 plates. 18s. net. 
‘From cover to cover it is full of concise and sound 








textbook.’’—The Lancet. obstetrical teaching.’’—British Medical Journal. 


H. HAROLD SCOTT’s HUTCHISON’s 
opical edicine and the Principles of Dietetics 
History of Tr M Ninth Edition. Revised by Prof. V. H. MOTTRAM 
Second Edition. xxiv-+ 1220 pp., 13 plates. 63s. net. and Dr. GEORGE GRAHAM. xxviii 640 


P-» 

30 illustrations. 21s. net. 

‘“The new edition is full of common sense, giving in 

relatively simple form reliable information on our present 
knowledge of dietetics.’’—The Lancet. 


“* These volumes reveal a historian of distinguished mind 
and profound erudition . . . a fascinating story told with 
accuracy and gentle humour.’’—Tropical Diseases Bulletin. 


Fully descriptive leaflets and Medical List free on request 


a EDWARD ARNOLD & CO. 
, LONDON: 41 @ 6, MADDOx sre, QO 











Safer Pregnancy’ and Puerperium! 


Investigations carried out in London’, involving the supplement. Based on an annual birthrate of 
a study of the records of over 5,000 pregnant 600,000, this represents a possible reduction of 10,000 





women, showed that there was a dietary deficiency cases of toxemia per annum by the use of a pre-natal — 





of Vitamins A, B, and C in about 50 per cent. of diet adequate in vitamins and mineral elements. Note- 
cases, of calcium in 7o per cent., and of iron in worthy, too, was the effect on the new-born infant as 
98 per cent. shown by a definite reduction i: in the number of premature 
births. 

Confirmatory results obtained by investigations 
at the Toronto General Hospital? showed that a 
good, or supplemented, pre-natal dietary resulted 





After the provision of supplements containing 
. adequate amounts of Vitamins A, B complex, 
C and D, with calcium, iron, iodine, manganese 
and copper, the following significant results were in better health for the mother, a lower incidence 
noted :— of toxemias, miscarriages, premature births, or 
Among 1,530 juiiipreiiides the toxemia rate was still births, with a decrease in the morbidity and 
27.1 per cent. as compared with the rate of 31.7 per cent. mortality of the infant during the early months of 
in a control group of 1,512 primigravidae not receiving lite. : 


A COMPREHENSIVE SUPPLEMENT 


Pregnavite, the first preparation to contain Pregnavite in recommended doses supplies, at time of 
vitamins and mineral salts in correct amounts and _ ™nufacture, approximately :— : 
proportions to meet the requirements of pregnancy, Vitamin A 4,000 iu. Vitamin E 2 mg. 
is the most convenient and economical means of Vitamin B, 200 i,u. * Calcium 350 mg. 
supplementing the dietary of the. oom and Vitamin C 400iu. Phosphorus 550 mg. 
nursing mother. Vitamin D 300i.  Availablelron 12 mg. 
1 Bri, Med. J, WR, 77. ZT. Nuirit,, WAL, B15. Canad. Wed. Acs. J., 1948, B; Land 6. 


Further particulars of Pregnavite Tablets gladly sent on request.. Vitamins Ltd. (Dept. L.P.N.), 23, Upper Mall, W.6 
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SENSITIVITY TO SULPHONAMIDES 

ADMINISTRATION of certain drugs is occasionally 
followed by symptoms attributable to sensitisation of 
the patient. The drug sensitivity thus revealed 
resembles allergy to foreign proteins in that it can be 
either congenital or acquired, the acquired variety 
usually taking about ten days to develop. Direct 
skin tests are of little help in detecting it, for the 
patient: who reacts violently to a drug given by 
mouth may produce no weal when it is injected into 
his skin; and conversely a patient may develop 
a large weal when, for instance, a morphine com- 
pound is injected intradermally and yet take a 
full dose by mouth with impunity. It seems that 
the antigen is not the drug itself, but a combina- 
tion of the drug with body proteins; for if the 
drug to which the patient is sensitive is incubated 
with his serum before being injected intradermally, 
he is more likely—though by no means certain—to 
show a skin reaction. - His proteins in fact behave as 
foreign proteins after combination with the drug. 

Intensive experience with the sulphonamides 
during the last few years has shown that they can be 
responsible not only for toxic effects such as nausea, 
vomiting, and renal damage, but also for allergic 


reactions which may be manifest in fever, rashes, and ° 


probably blood changes. Wuxpvum’s! experiments 


emphasise the similarity between. this sensitivity to 


sulphonamides and sensitivity to a number of other 
drugs and to proteins. He prepared compounds in 
which sulphonamides were linked to proteins through 
an azo group, so that sulphonamide acted as the 
hapten group, and by repeated administration of 
these compounds he succeeded in sensitising rabbits 
and guineapigs. The fact that neither the sulphon- 
amides nor the proteins by themselves elicited 
any sensitisation effects showed that the sulphon- 
amide-protein complex was the antigen. 

On the clinical side opinions about the frequency of 
ill effects from sensitisation to sulphonamides differ 
widely: Lyons and BaLBERor®* suggest that about 
® third of patients treated with sulphathiazole be- 
come sensitive and will show allergic phenomena when 
given a subsequent course. Other figures, such as 
those of VeRNon Wiit1amMs,? support, the view 
that at most 10% become intolerant to sulphonamides. 
Whatever the true figure may be, it is clear that 
an increasing number of people must be acquiring 


sulphonamide sensitivity, and as Sprnx ‘ says, failure - 


te recognise this factor in drug therapy may have 
serious consequences when a second course is given 
or administration is continued over a long period. 
Nevertheless it is possible for patients to take 
sulphonamides for a long time without apparent 
harm. Thus THomas, France and RuicHMan ® gave 
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daily doses of sulphanilamide for over six months 
at a time to patients who had previously suffered 
from rheumatic fever, and some received repeated 
courses year after year during the rheumatic fever 
season ; yet they observed no alarming reactions. 
Some drop in the total leucocyte cpunt over a period 
of days or weeks was not uncommon, but the fall 
was self-limiting and never progressed to a serious 
granulopenia. The experience of CopuRN and Moors * 
was very similar, but SrowmLn and Burren’ ob- 
served one fatality from agranulocytosis and several 
severe rashes among 46 children treated in this way. 
Much can be done to prevent the development of 
sulphonamide sensitivity. The drugs should be 
given only where there is definite indication for them 
and not haphazard to every feverish patient. The 
period of administration should be as short as possible ; 
and, though the aim should be to reach an effective 
concentration in the blood rapidly by high initial 
dosage, the total amount should not exeeed what 
is strictly necessary. Only in exceptional circum- 
stances should the course of treatment last longer 
than 7 days or the total dose be more than 30 grammes. 
Increasingly often the question will arise whether a 
patient who has shown signs of sulphonamide sensi- 
tivity ina previous course can again be treated with 
a sulphonamide. If he is at all seriously ill, and if 
the previous symptoms consisted merely of fever and 
a rash, or of leucopenia, there should, according to 
the evidence at present available, be no hesitation 
in applying the treatment; but the doses should be 
small at first so as to diminish the severity of any 
reaction that may develop. On the other hand, a 
real agranulocytosis or severe exfoliative dermatitis 
should contra-indicate any further use of a sulphon- 
amide, and in such a situation alternative bacterio- 
static substances such as penicillin will be particularly 
useful when they are available in sufficient quantity. 
If it proves feasible, a happy solution of this difficult 
problem would be to follow Ersxinz’s * advice and, 
whenever a patient develops sensitivity, desensitise 
him before he is discharged as cured. Theoretically 
this could be done by giving a series of small doses, 
but it is not yet known whether it would work in 
practice or whether its effect would be permanent. 


BREAST ABSCESS 


A BREAST abscess in the puerperium is a disaster. 
For the mother it spells discomfort, pain, and ill 
health for several weeks at least; for the baby it 
probably means deprivation of its natural food ; and 
in the obstetrician it induces an uncomfortable feeling 
of self-reproach because he recognises that a breast 
abscess is an infective process and largely preventable. 
The condition most often develops after the mother 
and child have been discharged from the lying-in 
wards, when she undergoes the metamorphosis from a 
regimented patient into an overworked woman, and 
when details of hygiene and prophylaxis laboriously 
instilled by the hospital staff are forgotten. This is 
the critical period because the change of environment 
and the emotional and physical strain of house- 
keeping, nursing her baby and her other jobs are 
apt to upset the nicely balanced mechanism of 
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lactation. Inadequate care meni in a sore (not 
necessarily cracked) nipple; the baby may be 
fractious and not feed properly; the mother may 
panic—the doctor. consulted often panics too— 
attempts are made to suppress lactation by giving 
salts, restricting fluids, and tight-binding the breast. 
The result of these measures is stasis and retention 
of milk ; and it is not surprising that such a happy 
culture medium soon becomes infected. The exact 
route of this infection remains problematical: a 
cracked nipple may allow organisms to enter by the 
retrograde path of lymphatic channels which in the 
breast form a rich plexus around and below the 
nipple ; a boil, pustule or septic finger may possibly 
start a blood-borne infection ; and even the baby’s 
mouth is not above suspicion. One thing is certain, 
that the general health of these mothers, because of 
their. poor living conditions, is below par, so that 
they are unable to cope with even mild attacks by the 


~ Staphylococcus aureus or other invaders. Their well- 


} 


to-do sisters are relatively immune from breast abscess, 
except when cross-infected in the wards of an institu- 
tion. 

MacpHERson? does not regard a cracked nipple as 
of great causative inportance ; he found it in only 4 
of his 26 cases. Far more significant in his view is 
the mismanagement of breast-feeding and inadequate 


emptying of the breast. In 11 cases there had been 
misapplied attempts at weaning by the patient 
herself ; in almost all of these there was an interval 


of pom a fortnight before symptoms began. In 10 
further cases the mother said that the breast was 
tender and knotted, or that the baby did not get on 
at the breast. In short, 21 out of 26 experienced 
difficulty in feeding and had some symptoms and 
signs of engorgement and stasis. The organism 
responsible was the Staph. aureus in 18 of 20 cases that 
were bacteriologically examined ; hemolytic strepto- 
cocci were found twice and in both these cases the 
nipples were cracked. All the mothers were in 
poor health but a search for associated foci of infection 
was unsuccessful in most of them. There is a rarer 
of superficial abscess which may later extend to 
the substance of the breast and often starts as a pimple 
or small furuncle ; but it is clear that the common 
intramammary abscess arises from infection of 
retained and stagnant milk by the Staph. aureus. 
In treatment Macpuerson delays incision until 
localisation is certain ; this takes at least a week from 
the onset of symptoms and can be encouraged by dry, 
not moist, heat—kaolin poultice as opposed to the 
mischievous infection-spreading hot fomentation— 
and short-wave diathermy. His incision is small, 
about 1} in. long, but all loculi-are broken down and 
the cavity of the abscess is packed firmly but not 
tightly with gauze soaked in 0-1% acriflavine in 
water or liquid paraffin ; and.in some case$ he used 
10% sulphacetamide in a glycerin-eucerin base 
(*“Euglamide ’). Proflavine sulphate, or sulpha- 
thiazole and sulphanilamide powder might be useful 
alternatives for packing. Firm support is essential 
and is probably best applied by an elastic plaster 
brassiére. The dressing should be left for 5 days. 
The pack is then removed gradually, taking only 2-3 
days if the wound is fairly dry or if pressure is uc- 
ing cedema in the ‘surrounding. sbiiiea: but 10-14 days 
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NAMES AND DOSES OF LOCAL ANASTHETICS 
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if pus is s still coming away or . the cavity is eapecially 
large. Granulation is then allowed to take place 
from below, and a close watch is kept to prevent 
loculation. Lactation should be inhibited in every 
ease, which can be done. with ease and certainty with 
adequate doses of the synthetic oestrogens, such as 
3 mg. of stilboestrol four times a day for 4 days. 
This method makes the patient comfortable 
throughout the postoperative period ; the pain and 
distress of daily dressings are avoided, and some 3-4 


days after operation she can be treated as an out- . 


patient. The abscess takes not less than 3-4 weeks 
to heal, and induration persists beneath the scar for 
3-4 months, though it is not necessarily painful. 
This result was achieved in all MacPHERSON’S cases 
except one in which a small recurrence necessitated 
further treatment. 

In prophylaxis the antenatal health of the mother 
and careful tuition in breast hygiene should form the 
first defence line. A far longer period of supervision 
by i. you health visitors is. required for the 
puerperal mother, and a longer period of institutional 
earc is advisable. It is insufficient for a hard-working 
woman to spend 10-14 days in hospital and then be 
returned to full duties after the grilling ordeal of 
labour followed by the profound involutiona! 
changes of the puerperium. After childbirth a woman 
needs rehabilitation just as other patients need it 
after a surgical operation. Ideally she should be 
transferred to a puerperal rest centre for at least 
another 3 weeks. Here she will regain strength and 
learn the elementary principles of mothercraft ; here 
she will have a real chance of establishing a proper 
routine of breast-feeding. In these columns there 
has lately been ample demonstration that the early 
weeks of breast-feeding are the critical ones, when a 
large proportion of mothers need skilled supervision 
with relief from home cares and housework if they are 
to avoid premature weaning. 


NAMES AND DOSES OF LOCAL ANAESTHETICS 

At present the substance most widely used for 
infiltration and regional anzsthesia is. procaine ; but 
a number of more powerful new drugs—of which 
‘ Nupercaine ’ and amethocaine are good examples— 
are also gaining favour. Both of those mentioned are 
best used in concentrations about one-tenth that of 
procaine, and it is correspondingly important that 
these stronger agents should not be mistaken for the 
weaker ones by dispenser, surgeon or anzsthetist. 
Unfortunately they are sold under a multiplicity of 
names. Procaine is basically synonymous with 
‘ Novocain,” ‘ Planocaine,’ and ‘ Sevicaine.’ Nuper- 
caine existed for many years under the name ‘ Per- 
caine ’ (Ciba) until the manufacturers with great pub- 
lic spirit changed its title because it had been confused 
Amethocaine hydro- 
chloride (the name approved by the GMC) is identical 
‘ Anethaine,’ ‘Decicain,’ and ‘ Pontecaine. 
ASHER’S comments. on such diversity of names 
among drugs are apt. 

In a small book : tately published James? recom- 
mends amethocaine as a local anesthetic for opera- 
tions that are likely to be long or tedious. Procaine 
acts only for a relatively short time even if used in 
po saree with adrenaline ; after 14-2 hours the 
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effect. begins to wear off. Further infiltration on the 
earliest sign of returning sensation overcomes this 
drawback, but it is always preferable to be able to 
work within the time-limits of a drug. The duration 
of both nupercaine and amethocaine anesthesia, when 
used with adrenaline, is almost double that of pro- 
caine, and their usefulness is thus evident. But a 
close watch must be kept on dosage. In this country 
there is perhaps a tendency to use unnecessarily high 
concentrations of local anxsthetics—a tendency 
springing no doubt from the fear that they may not 
work. Solutions of 1 or 2% procaine are often used 
where. $%, or even }°% would be adequate ; and this 
is a pity because, contrary to what might be expected, 
100 c.cm. of x°% solution of any local anesthetic has 
less- toxic effect than 50 c.cm. of 27°, solution. The 
advantage of the more dilute solution is that, in 
infiltration at any rate, it can be more liberally 
applied—which must appeal to every anesthetist not 
sure of the toleration and recrimination thresholds of 
his surgeon. In solutions of equal strength, ametho- 
caine is 4} times as toxic as procaine ; and though it 
is usually employed in solutions only about one-tenth 
as strong, care should be taken to keep well within 
the maximum dosage. Unfortunately no large series 
of cases has yet been published in Great Britain, but 
JAMES suggests that the quantity given should be 
2 mg. per | lb. of body-weight, with a total upper limit 
of 300 mg. He divides this total dose in two solutions 
—one being 160 c.cm. of 1 in 1000 (160. mg.) and the 
other 280 c.cm. of 1 in 2000 (140 mg.), so that-he has 
440 c.cm. for injection. This volume would hardly 
ever be used in full, even for an extensive operation, 
and the risk of an overdose should thus be avoided. 

Mixtures of amethocaine and procaine have for 
some time been used for thoracoplasties by surgeons 
in Norway and in this country with satisfactory 
results. The prolonged action of the new drug and 
its ability to act on mucous membrane are clearly con- 
siderable assets, and it would be regrettable if mis- 
adventures due to confusion of proprietary names,and 
consequent use of unduly strong solutions were to 
bring it into discredit. 


Annotations 


A NEW SELECTIVE GROWTH INHIBITOR 

THE power of compounds such as sulphonamides to 
inhibit the growth of many kinds of bacteria in concen- 
trations which do not damage tissue cells is well known. 
An inhibitory compound now described by Medawar, 
Robinson and Robinson’ differentiates between fibro- 
blasts and epithelial cells, preventing growth of fibro- 
blasts in concentrations which allow epithelial cells to 
proliferate freely. The existence of such compounds 
was first discovered in 1926 by Heaton,? who found that 
extracts of malt, among other things, could act in this 
way. Medawar and the Robinsons tried to isolate the 
active principle. The amount obtained was too small 
for accurate determination of its chemical structure but 
the general properties suggested an unsaturated lactone 
with the formula €,H,O,. Guided by this and similar 
clues, they prepared 8-hexenolactone— 


H,C-CH.CH,.CH:CH.CO 
| 








which tines differential inhibition of growth in 
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the | same way as the, euis malt extract. The purest 
products were active in a concentration of 0-006 
mg. per c.cm. but were unstable and difficult to 
prepare. The authors suppose that this differential in- 
hibition is due to the hexenolactone inhibiting a growth 
factor which is required by fibroblasts but not by epithe- 
lial cells, and they suggest (for reasons which are not 
clear) that this growth factor may be pantothenic 
acid. 

If this hypothesis, which can readily be tested, is 
correct, hexenolactone would be expected to exert a 
chemotherapeutic action on hemolytic streptococci, 
which also require an uninterrupted supply of panto- 
thenic acid for their multiplication in the test-tube or 
in the body. 


DOCTOR’S WIFE 


Dr. M. H. Kettle used to say that the biggest handicap 
of a woman doctor was that she could not have a wife. 
For no housekeeper or keeper, secretary or dictaphone, 
companion or detective service can quite take the wife’s 
place, and so far no husband has ever tried. A doctor’s 
wife can make or wreck his career, but she can do far 
more—bring him misery in the midst of suecess or 
happiness in spite of failure. What qualities should she 
have if she is to give him—and therefore herself—both 
success and happiness ? First among them MeClinton ! 
of Ontario puts good health, not only for the reasons 
which apply to anyone’s wife but because her lesser 
ailments will never receive the attention they deserve ; 
she can only mention them when her. husband is hurried 
over breakfast or tired over dinner, and she must subsist 
mainly on samples from his dusty shelves. The doctor 
himself will be just as neglected therapeutically, and for 
what treatment he gets he will often look to her. ‘‘ Happi- 
ness,” says McClinton, “‘hangs round longer if the 
doctor’s wife is his intellectual equal.’ It is her job to 
know as much as he does though not of the same subjects. 
She needs no skill with the stethoscope but must master 
the telephone. In two minutes she must learn the 
patient’s name and social status, his address and how 
to get there, what he has and how long he has had it, 
and she must bear the blame if her assessment of urgency, 
based on the distorted tone values of a few hasty words, 
turns out wrong. Moreover, her reply to the message 
must be neither alarmingly sympathetic nor unkindly 
terse. The doctor’s wife must remember that walls have 
ears, yet not carry secrecy to extremes, and she must 
be enough of an actress to wear Mrs. Dose’s false nose 
without showing the join. McClinton would have her 
the doctor’s social equal and sharing his social values, 
so that both will like quiet, good talk and old wines, or 
both boisterousness, chatter and beer. She need not 
have been to a finishing school (need anybody ?) but it 
is convenient if she has the language of education and 
agreeable manners, She must know how to entertain 
their friends, remembering that too much entertainment 
in the doctor’s home.becomes obvious and odious. She 
may beg a little, says McClinton, egg a lot but must not 
nag; like an ointment for skin disease she should soothe 
and stimulate. She is fortunate if he worries, for if he 
does not he burns with no creative fire. The good 
doctor will often sweat when the phone rings at night. 
for fear of something he has left undone, while the bad 
one snuggles dry beneath- the blankets knowing that 
most people get well anyhow. So it is the good doctor 
whose duodenum tends to ulcerate and arteries to 
harden, and the good. wife with her sense and sympathy, 
tact and affection who sees they do not. Last of all 
McClinton talks of the accident without which all these 
qualities will fail—she must love the doctor. To act as 
such a combination of doormat and poultice she will 
have to. 
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the practice is private, oud only a fifth of the group’s 
takings comes from national health insurance. There 
is also a public medical service, not very remunerative 
but serving a useful purpose in that it covers a number of 
families who, as bad debts, formerly represented a 
liability rather than an asset. The unit for voluntary 
insurance is usually the family and Dr. Gillie views with 
some concern the tendency for the whole family to insure 
with the doctor attending the husband; in a group 
comprising doctors of both sexes it could surely be 
arranged that women and young children came under 
the care of a woman doctor where that was preferred. 
This practice happens to enjoy the wise counsel of an 
eminent consulting physician at present living in the 
neighbourhood ; and this prompts Dr. Gillie to stress the 
need for mobile consulting physicians—on a similar 
footing to existing obstetric consultants—in districts 
outside the limited range of teaching centres. Her 
picture is one of a practice which, “ though working 
against a background of machinery which has gaps and 
anachronisms,” seems -to her,‘‘ to be organised humanly, 
professionally and also intellectually to a high degree.” 
Opposition in the bad old sense-of more or less cutthroat 
competition is surely on the wane and it is hard, if not 
die-hard, to believe that, whatever may be in store for 
him in the future, the general practitioner working as 
a member of a group will not thereby serve his patients 
the better. 


THE BRAIN IN HYPOGLYCAMIA 


Many histological studies have been made of the 
brain in fatal hypoglycemia with somewhat diverse 
results and explanations. While some have stressed 
the vascular basis of the degenerations and necroses 


that oeceur, perhaps most have regarded these as directly © 


oceasioned by the hypoglycemia and the resultant 
defective oxygenation of the brain tissue. The latter 
thesis is developed by Lawrence, Meyer and Nevin! 
in their report of 6 cases in which death followed hypo- 
glycemic coma ; 3 of these were diabetics and 2 schizo- 
phrenics, in all of whom insulin therapy had been 
adopted. In the sixth case there was an islet-adenoma 
of the pancreas. The period of coma in the series 
varied from } hour to 17 days, but the estimation of 
time in several instances was only approximate. In 
accordance with this variation different intensities of 
pathological reaction were observed histologically. In 
general large parts of the cerebral cortex had undergone 
necrosis, often of a pseudolaminar distribution, involving 
the inner or outer layers. Circumscribed lesions in the 
Sommer sector were also observed. Severe degenera- 
tions of neurones were noted in association with the 
necrosis. The corpus striatum and to a less extent the 
cerebellar cortex were similarly affected, but the brain- 
stem and spinal cord. showed few changes. In all 
essentials the pathological picture agrees with that 
demonstrated in anoxic states, whether these be due 
to cutting off of the arterial supply as shown experi- 
mentally by Gildea and Cobb? and more recently by 
Weinberger and his colleagues,*> or to nitrous oxide 
anesthesia as described by Courville,* or to poisons such 
as earbon monoxide and cyanides. It may be noted 
however that in the conditions enumerated the deeper 
laminz of the cortex have usually been found more 
susceptible to degeneration than the superficial layers. 
In hypoglycemia the mechanism responsible for cell- 
damage is a reduction of oxygen utilisation by the 
neurones, glucose being the main and probably the only 
substrate which the brain can use for its oxidative 
1. Lawrence, R. D., Meyer, A. and Nevin, S. Quart. J. Med. 1942, ¥1, 


181. 
2. Gildea, K. F. and Cobb, 8. Arch. Neurol. Psychiat., Loyd. 1930, 





23 
3. Welnbe 4 M., Gibbon, M. H. and Gibbon, J. H. Ibid, 
4. Courville, cB ward Bitoni of Nitrous Oxide Anesthesia, 


Mountain View, Nid 1939 


processes. Sine. the perme anoxia is not shziotiy applic - 

able for such a process the authors suggest a new word 
“ oxyachrestia ” deriving from xprores (“use ”’) which 

is familiar already in the term “ achrestic anemia.” 


CESTROGEN THERAPY OF VULVOVAGINITIS 

Emmett Holt was the first to draw attention to the 
alarming outbreaks of gonococcal vulvovaginitis in 
children’s institutions. The source of infection was 
thought to be infected lavatory seats and soiled linen 
used by adults in the house. Lewis,’ however, by 
careful inquiry established a history of sexual contact 
with men or boys in 8 of 15 cases chosen at random. 
Treatment of the condition remained unsatisfactory 
until Lewis? applied the experimental work of Allen 
and Doisy* on the conversion of the vaginal mucosa 
from the child to the adult type by the administration 
of estrogens. He pointed out that the mucosa in 
gonococeal vaginitis was inflamed and ulcerated and 
that the gonococci lodged in the submucosa where they 
could not be reached by local treatment. He 
showed that gonococci will not thrive 
whose pH is below 
6, and that gono- 
coceal vaginitis is 
non-existent in 
adults where there 


also 
in a medium 


VAGINAL EPITHELIAL CELLS 


is a thick vaginal 


mucosa. Whereas tani ered 

the normal child’s vagina is lined by four epithelial 
layers of cells with relatively large nuclei, the adult 
cornified state is characterised by 10-12 layets of 
cells with a curling edge and pyknotic nuclei. 

Brown‘ describes a simple method of detecting this 
change. The discharge is cleansed from the vulva and 
a small cotton-wool applicator, moistened with saline, 
is gently introduced into the vagina, withdrawn, and 
smeared on a glass slide. After drying by heat the 
smear is stained by Gram’s method. The basal cells 
are seen in abundance and are easily differentiated. 

Russ ‘and Collins ® have stressed the importance of 
continuing with oestrogens until the adult type of corni- 
fication occurs, and Lewis also emphasises that this . 
treatment will not succeed unless cornifjcation is pro- 
duced. This point has almost been lost sight of by most 
clinicians, too much reliance being placed on negative 
smears and cultures. It has been difficult to assess the 
cure-rate where cestrogens have been employed, for an 
average of 54 days treatment is required and relapses 
are common. Brown points out that there is a wide 
variation in the amount of cestrogen needed to produce 
cornification, and this may lead to insufficient dosage 
in some cases; in others treatment may be abandoned 
too early owing to vaginal sensitivity to the base in 
which the ostrin suppositories are made up. Adult 
cornification must be maintained for at least four weeks 
for successful cure. Brown does not advise the use of 
ceestrogens in children after the age of 10 years or where 
there is an early menarche, on the grounds that in these 
cases cervicitis is more often present than vaginitis, and 
estrogens niay pave the way for a salpingitis by enlarg- 
ing the uterus and tubes. He admits, though, that the 
fear of salpingitis has so far proved groundless. 

Lewis reports the cure of 87% of cases of gonococcal 
vulvovaginitis in 6 days with sulphapyridine—a much 
quicker cure than cestrogens can accomplish—but there 
were some relapses. Brown mentiors that cure cannot 
be effected by estrogens in the presence of a urethritis, 
so that in some cases it may be necessary to combine 
the two forms of treatment. 


. ‘Lowis, R. M. ‘Mien, J. Suph. 1941, 25, 496. 

. Lewis, R.M. Amer. J. Obstet. Gynec. 1933, 26, 593. 

. Allen, E. and Doisy, BE. A. Amer. J. Physiol. 1929, 90, 329. 

. Brown, W. E. Amer. J. Dis. Child. 1942, 64, 221. 

Russ, J. D. and Collins, C. G. J. Amer. med. Ass. 1940, 114, 2446. 
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THE TRAFFIC IN DRUGS OF ADDICTION 
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SPUTUM DIAGNOSIS IN PULMONARY CARCINOMA 
Tue detection of carcinoma cells in sputum, once 
regarded as only rarely successful, has now beeome an 
encouraging and important part of the technique of the 
early diagnosis-of carcinoma of the lung. Barnard has 
included it in a comprehensive survey of the pathology 
of thoracic tumours. Gowar? has recently published the 
results of aseries of investigations, using the Dudgeon tech- 
nique, made in the thoracic unit of the London Hospital. 
A total of 238 specimens of sputum from 93 patients were 
examined—an average of 2-5 tests per patient. There 
were 36 instances in which fragments of growth were 
found in the sputum microscopically, 27 in which none 
were found though they were proved examples of new 
growth of lung or respiratory tract, and 30 suspected 
cases in which the cytological examination of the sputum 
was negative and, in which the diagnosis ultimately 
turned out to be one of non-malignancy. Of the 36 
patients With a growth-positive sputum, the diagnosis was 
confirmed by histological section (usually bronchoscopic 
biopsy) in 21, while in the remaining 15 the diagnosis 
became obvious from the subsequent course of the 
disease. The prospects of performing radical operations 
successfully on this group threw an interesting light on 
the early diagnostic value of this cytological method of 
examination of the sputum. Of the 13 patients con- 
sidered operable 5 refused; of the remaining 8 half 
actually proved, on thoracotomy, to be suitable for 
pneumonectomy. Out of 20 instances of primary 
carcinoma with growth-negative sputum only 5 were 
regarded as potentially operable and of these 3 proved to 
be inoperable at thoracotomy, the other 2 declining opera- 
tion. A statistical table is given with a classification 
of the different types of growth encountered on cyto- / 
logical examination of sputum as compared with biopsy 
in the whole series of 36. growth-positive cases. Both 
in the 21 instances in which this form of diagnosis was 
confirmed by biopsy and in the 15 in which it was not, 
the squamous type of growth predominated. This 
finding does. not accord with some of the other series 
quoted and Gowar suggests that the diserepancies may 
be accounted for, in part by the pleomorphic nature of 
many of the tumours and in part by the different 
criteria adoptéd by the different pathologists classifying 
them. It is claimed that the simplicity of the technique, 
the lack of discomfort to the patient and the high per- 
centage of positive results obtained, gives the method 
considerable clinical value. Contrary to the opinion 
held in many quarters it is not only the advanced case 
which is likely to give a growth-positive sputum test ; 
the early potentially operable patient often does so. 


THE TRAFFIC ‘A DRUGS OF ADDICTION 


NOTWITHSTANDING (difficulties, the Central Opium 
Board and the advisory committee on traffic in 
dangerous drugs are valiantly carrying on the work of 
the League of Nations in the control of drugs of addiction. 
The board met in London last September, with. Sir 
Atul Chattergee of India as president, and reported that 
while their duties have been seriously impeded statistical 
returns have been received from 50 governments of the 
66 contracting nations and 62 out of 99 dependencies and 
colonies. Moreover three accessions have been received 
to some of the opium conventions of 1912, 1925 and 
1931—-namely, Paraguay, the Belgian Congo and Egypt 
—-while through its branch office in Washington the 
board has been enabled to get into closer touch with the 
governments of Central and South America, 

The advisory committee of the league has furnished 
its analytical study and synoptic statistical tables for 
the year 1939 so far as information is to hand. Progress 





1. Post Grad, med. J. 1943, 19, 43. 
2. Gowar, F. J. S. Brit. J. Surg. January, 1943, p. 193. 


continues in China under the six-year plan for the 
suppression of poppy cultivation, opium-smoking and 
drug-addiction ; but ‘ the Chinese Government regrets 
to report that conditions in the areas occupied by the 
enemy forces are becoming increasingly serious.’ In 
1939 the number of drug-addicts in the United Kingdom 
was recorded as 534 (269 men and 265 women) of whom 
121 were members of the medical profession, morphine 
being the drug most often employed. In Canada 
addiction to eodeine still exists, while in the United 
States, despite a downward trend in narcotic traffic. 
there were in 1938 “not more than 50,000” drug- 
addicts. In Burma, according to the latest report 
received, there were some 36,000 addicts to opium, of 
whom 20,750 were registered smokers; there were in 
addition 18,703 addicts to cannabis. As regards raw 
materials it appears that in 1939 in Turkey the area 
under poppy cultivation had increased from 28,506 
hectares to 31,129. In British India in the same yea 
the area was 1947 hectares, mostly in the United Pro 
vinees, and the cultivator is “‘ bound to sell the whok 
of the opium produce to tke government opium factory 
at Ghazipur.” Where the cultivation of the poppy has 
been discontinued sugar-cane and tobacco have replaced 
it. The consumption of excise opium for medical. 
quasi-medical and non-medical purposes in British 
India in 1939 was 1132-8 ke. 

The government of Colombia is concerned at the 
number of eaters of coca leaves and suggests the pre- 
paration of a convention which would limit the cultiva- 
tion of coca to world medical requirements. Indian 
hemp in the form of marihuana still causes anxiety in 
the United States, and during’ 1939 federal officers 
reported 951 violations of the Marihuana Act, involving 
1545 seizures of marihuana in various forms. A 
campaign for the eradication of the cannabis plant 
throughout the states has been conducted and the 
Bureau of Narcotics laboratory is investigating the 
physiological potency of cannabis resin from plants 
grown on different soils. 


HEALTH EDUCATION JOURNAL 


THE Central Council for Health Education has bravely 
launched a new quarterly intended for ‘“ all who care 
about the art of helping others towards a healthy life.’’ 
The January number, whose appearance has been delayed, 
contains some answers to questions, by the’ Minister of 
Health, who describes education as the instrument of 
reform, the giver of hope, the guide which directs the 
conscious individual effort without which health cannot 
be attained ; also articles on various aspects of health 
education, among others by Dr. Charles Hill on how the 
wireless can help, by Prof. J. M. Mackintosh of Glasgow 
on general aims, by Dr. Harley Williams on health films, 
by Sir Drummond Shiels on VD publicity, and by Dr. 
L. J. Picton on the function of the general practitioner. 
There is also an interview with Dr. Allen Daley in which 
he was asked to delve inte his memory for the early 
history of health education and give his views on its 
scope. The annual subscription, 6s., should be sent to 
the General Secretary of the council at Tavistock House. 
Tavistock Square, W.C.1. 


DentaL TREATMENT FOR WoRrKERS.—The Ministry of 


Supply has for some time been providing dental treatment 
at one or two factories, and the scheme is now being 
extended to cover all the larger Royal Ordnance factories. 
Treatment will be restricted to extractions, fillings, and 
gum treatment. A charge of'2s. 6d. will be made for each 
visit irrespective of its duration, but no charge will be made 
for examinations. Workers who wish to visit the dentist wil! 
apply te the medical department at their factories and the 
dentist will only see workers on the recommendation of the 
medical officer. No deduction from wages will be made for 
time occupied by examination or treatment. 
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Special Articles Sah 


MEDICINE AND THE LAW 


Nature Doctor and the Medical Act 


THE reason given by Parliament for the passing of the 
Medical Act is well known—“ It is expedient that 
persons requiring medical /aid should be enabled to 
distinguish qualified from unqualified practitioners.’’ 
There are unqualified practitioners who are at pains to 
emphasise the distinction. Mr. George Charles Foster, 
of Forest Road, Walthamstow, for instance, the “‘ nature 
doctor’? who conducts three “ clinics”? (at Waltham- 
stow, Hornchurch and Southend-on-Sea), exhibits a 
large notice, ‘“‘ to whom it may concern,” at each of his 
three premises. It has come to his notice, he says, that 
divers unknown persons have been circulating the state- 
ment that he is a registered medical practitioner. He 
wishes it to be thoroughly -understood that he is a 
consulting nature-cure practitioner ; he does not believe 
in the whole of the system of medicine as practised by the 
state-registered doctors; ‘‘ in many respects it is good, 
but in many others it is an absolute failure.”” He claims 
that he treats by medicine which will build up the tissue 
and not destray it ; he does not use drugs or medicines 
which poison the system or rob it of its natural properties. 
His desire to dissociate hi lf from the registered 
practitioner was made even more clear in evidence given 
last month during proceedings under the Medical Act. 
According to an inquiry agent, Mr. Foster insisted that 
he did not wish to do anything to mislead the public as 
to his credentials. ‘‘ With all due respect to the medical 
profession, it would be detrimental to my own. interests 
if I held myself out as a registered medical practitioner 
because—and I say this respectfully—the majority of 
the cases who come to me do so only because orthodox 
medicine has failed to give relief.”” . He called, amongst 
other witnesses, a patient who said she had a bad leg for 
23 years which Mr. Foster was now curing wonderfully ; 
she never thought he was a doctor; she had read the 
notice in his waiting-room. 

In spite of the distinction which the Medical Act 
enshrines and which Mr. Foster personally insists upon, 
confusion has arisen through his use of the word ‘‘ doctor” 
and other descriptive titles. From 1912 to 1914, it 
appears, he attended a medical: course at London 
University, but he volunteered for the Army before 
taking a degree. He took a PhD degree at a German 
university and naturally claims that thereafter he was 
entitled to call himself doctor. He told the inquiry 
agent that Mr. Justice Atkinson had assured him he could 
use the title doctor as long as he did not say that he was 
a@ registered -medical practitioner. In the recent pro- 
ceedings against him at the instance of the Medical 
Defence Union, three summonses related to applications 
to the Petroleum Board for his petrol ration; in so 
applying he described himself as “‘ doctor,” ‘“ medical 
practitioner,” and ‘‘ surgeon.”” On another occasion he 
had certified that Mrs. Emery, having an ulcerated leg 
due to varicose veins, should have an indoor air-raid 
shelter and had signed “G. C. Foster, Dr.” Yet 
another summons related to-his use of the priority sign 
‘* doctor ” on the wind-screen of his car. The misunder- 
standing about the petrol applications he explained as the 
error of a new secretary ; she had typed the words and he 
had signed the forms without realising that the words 
were there. He told the inquiry agent that he had 
personally visited the roleum office and explained the 
nature of his work. e magistrates dismissed the six 
summonses relating to the petrol applications, but fined 
Mr. Foster £5 for signing the certificate and £5 for the 
card on his car. Though the bench did not say so, it 
would plainly help him to dissociate himself from the 
duly qualified practitioners if he would use the legend 
“doctor of philosophy,’’ instead of the ambiguous 
“* doctor.” 

Mr. David Weitzman, counsel for the defence, com- 
plained of the number of the summonses, attributing it 
to the fact that the fines, if any, would go to the Medical 
Defence Union. He also protested against the ‘‘ new 

‘Inenace ’’ that applications for petrol coupons can find 
their way into the hands of the MDU. There is, of 
course, no privilege attaching to such documents. In 





any case it will matter less if Mr. Foster reads more care- 
fully the documents he signs. Lastly counsel made the 
inevitable reference to the ‘‘ Herbalists’ Charter,’”’ the 
Act of 1542 (34 & 35 Henry VIII, c. 8). If antiquity be 
significant, there are other statutory references even 
more ancient. It is declared by Parliament in 1511 that 
“the science and cunning of physic and surgery (to the 
perfect knowledge whereof be requisite both great 
learning and ripe experience) is daily within this realm 
exercised by a great multitude of ignorant persons of 
whom the greater part have no manner of insight into 
same ”’ (3 Henry VIII, c. 11). It was enacted in 1522 
that no-one should practise physie ‘‘ but only such per- 
sons that be profound, sad and discreet, groundedly 
learned and deeply studied in physic’ (14 & 15 Henry 
VIII, c. 5). Mr. Foster can fairly claim that-his statute 
of 1542 represents the wiser second thoughts of the 
legislature. There is, however, no dispute about the 
rights of unregistered practitioners to carry on their 
practice. All that the law asks. of them is that they do 
not blur the distinction asserted in the Medical Act. 
As this object is evidently the desire of some of the 
unregistered practitioners themselves, the administra- 
tion of the law will be the more easy. 


Diphtheria Inoculation and Prejudice 

A medical officer of health has drawn the attention 
of his council to a newspaper statement which 
plainly could not be left unchallenged. <A child died 
in November, 1941. A year later the parent inserted 
an in-memoriam notice containing the words ‘ who 
died from inoculation.’’ The facts were that the child 
was immunised for diphtheria in May, 1941, and again 
in June. There was apparently no adverse effect, but, 
some months afterwards, the child became ill and was 
sent to the infirmary by the medical practitioner 
attending the family. The patient was then found to 
be suffering from a rare blood disease for which there 
was no known cause or cure. This disease had nothing 
whatever to do with the immunisation and it was most 
unfair that death should thus have been attributed to 
the inoculation. It was also a reflexion on the medical 
staff of the council and a deterrent to the Ministry of 
Health’s policy of immunisation. At the time of the 
death, added the medical officer, he had himself had a 
long consultation with the father who declared that he 
was not prepared to accept the agreed findings of the 
medical officer, the general practitioner and the hospital 
authorities. The newspaper company had admitted 
that the notice should not have received publicity in 
that form. The medical officer stated-that he had 
encountered reluctance on the part of parents to bring 
their children ‘forward for inoculation as a consequence 
of the belief expressed in the notice ; he had therefore 
made careful inquiries. Asked by a councillor about 
the. figures published by the Anti-Vivisection League, 
he answered that igor referred to very early work 
when the methods of immunisation were still in the 
experimental stage. ‘‘ I do not think,’’ he said, “‘ you 
will find half a dozen children whom I have inoculated 
in this way. who had one bad night after it; if you ask 
the child to close its eyes till after the inoculation, most 
of them cannot point soon afterwards to the place where 
the needle entered.’”’ In reply to the chairman he 
thought that, in the particular village he had in mind, 
the newspaper notice and publicity had caused ten or 
fifteen fewer children to obtain. immunisation. 





Parental Carelessness 

Another unfortunate. case, this time definitely con- 
nected with diphtheria, was investigated recently by the 
East Staffordshire coroner, as a result of the father’s 
complaint that his child had not received proper treat- 
ment. There were several children in the family. One 
of them became ill and a swab was taken. This disclosed 
diphtheria and the case was removed to the isolation 
hospital. Soon afterwards a second child was found to 
be ill and was also removed. Then, on a Saturday, a 
15-menths-old baby began to suffer from a bad throat 
and cough. The doctor was summoned by telephone. 
The child’s mother complained that he never examined 
the baby’s throat but said that the baby was all right. 
As the breathing got worse, she applied capsicum wool 
and rubbed the baby. Asked by the coroner if, afte , 
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seeing the symptoms of the other children, she did not 
suspect diphtheria, the mother made no reply. She said 
she telephoned in for the doctor Sonciinn Thursday : 
he came and took a swab and promised to rt the 
result in two days. On the Saturday night the child 
could hardly breathe and was scarcely conscious. She 
spoke to the’ doctor on the telephone but, according 
to her statement, he said he was not coming that night 
as he had been on his legs all day. The doctor, in his 
evidence, said he did not think he could be of service 
till he got the result of the swab which he expected would 
be negative. ‘‘In a house which must have been 
reeking with diphtheria,’ said the coroner, ‘‘ would it 
not have been wise to have sent every child away 
without waiting for a swab?” 

The mother, continuing her statement, told how she 
secured another doctor who had the child removed to 
the infirmary. She never told him that her two other 
children had been removed to the isolation hospital 
with diphtheria. A doctor from the infirmary stated 
that the baby was admitted in the early hours of the 
morning. _He performed tracheotomy, injected diph- 
theria antitoxin and ordered immediate removal to the 
isolation hospital. He did all he could; the child was 
in extremis and the case was really hopeless. 

The coroner observed that doctors were not super- 
human; they ought at all times to have the fullest 
information. He blamed the parents severely for leaving 
the doctors uninformed ; ‘‘ that was just as careless as 
anything else might have been careless.’’ There had 
been ‘‘a chapter of accidents.’’ Medical men were 
working under great strain at present. The jury found 
death to be due to natural causes; there was obvious 
negligence, they said, on the parents’ part; at the 
same time the doctor first attending the household, 
having known of the two earlier cases, should have 
taken the precaution of having the baby removed to a 
place where proper treatment could be obtained. 


Finger- prints 


The Solicitors’ Journal comments briefly on the case 
of R. v. Berry, tried at the Central Criminal Court on 
Feb. 1, when the evidence of finger-print identification 
seems to have been disregarded. Berry was charged 
with breaking and entering. The prosecution produced 
& print made by the third finger of the right hand of the 
supposed burglar on a brandy bottle in a room which was 
ransacked ; this was compared with prints of Berry’s 
fingers, taken while he was in custody ; an expert showed 
that the prints corresponded. The burglary was in June ; 
Berry was not arrested till December. He gave evidence 
at the trial that, on the day of the alleged robbery, he 
was in Leicester. The defence submittéd that, 7 
from the alibi, the identification was imsufficient. e 
print on the bottle, it was said. was smeared and did not 
correspond with the print of Berry’s finger. The judge 
told the jury that, for all practical purposes, the finger- 
print system was accepted as a certainty, and that the 
defence was challenging its whole basis. The jury. 
instructed to study the prints carefully before reaching a 
decision, acquitted Berry. The legal journal recalls an 
earlier case, at Birmingham assizes in 1908, where an 
alleged burglar had left the imprint of one or more of his 
fingers on a champagne bottle and there were- twelve 
identical ridge characteristics in the two sets of im- 
pressions. Bigham, J., was seemingly reluctant to let 
the case rest upon finger-print evidence alone. He 
twice invited the jury to acquit; they nevertheless 
convicted. As our contemporary points out, only an 
expert can say positively whether a print is so-:similar to 
an earlier print that it must be from the same finger, or 
whether it is not so smeared as to be of doubtful value. 
Cases may occur where an expert witness fails te com- 
mand the confidence of judge or jury or where he may 
convince the one but not the other. 








Facuuty or Rapiorocists.—At 2 PM on Friday, March 
19, at 32, Welbeck Street, London, W.1, the therapy section 
of the faculty will hold a joint meeting with the British Insti- 
tute of Radiology and the Faraday Society. There will be a 
discussion on the physical and chemical action of radiations 
in relation to their biological effects and the opening speakers 
will be Mr. D. E. Lea, Mr. C. B. Allsopp, and Dr. J. S. Mitchell. 


IN ENGLAND NOW 
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. In‘Boghead New 
A Running Commentary by Peripatetic Correspondents 
WHENEVER I become a patient and go through the 
routine of gastric investigation I am struck by the care 
taken to make the conditions as different as possible 
from those of daily life. Take a hypothetical navvy who 
smokes, drinks and eats like a chimney, fish and nayvy 
respectively. He is all right on Sundays, and on working 
days till tea-time, but then he feels uncomfortably full 
and gets more and more bellyache till bedtime brings 
vomiting and relief. When he goes into hospital he is 
rested in bed for a day or two on ‘“‘ Sippy One”’ diet 
with no alcohol or tobacco. Then, on an empty stomach, 
he is nauseated by a Ryle’s tube, given a ‘‘ meal ’’ unlike 
any he had at home, and made to lie and watch fractions 
of it being pumped up throughout a morning duller 
than a wet Sunday, with still no smokes or beer, but 
none of the cares of home. When the radiologist’s turn 
comes our navvy, having reached undreamt of heights of 
inner cleanliness, is starved, terrified by Wellsian 
machines humming and crackling in the dark, and told 
to swallow an unseen something, neither fodder nor tipple 
but a scented sliminess between the two. This second 
so-called meal és self-consciously down an empty 
gut, like the Lord Mayor’s coach through City streets, 
watched by an awestruck mucosa which has never seen 
its like before. All observations cease by tea-time, 
when our navvy’s bellyache was wont to start. Ah, 
you will say, we are studying gastric function under 
standard conditions, with complicating factors removed. 
Agreed ; but sometimes these eliminated factors must 
include the cause of the trouble. Should not the test 
conditions resemble those under which the .sufferer 
suffers? Should not a navyy’s test-meal be 50% 
bloater-paste, with vinegar and pepper to taste, and his 
barium meal be fish and chips with barium sauce, washed 
down with radiopaque old and mild? I would make 
the almoner assess the patient’s home environment when 
she assesses his capacity to pay and would employ a 
noises-off expert to imitate it, so that our navvy would 
take his meals in a corner of the children’s casualty 
department and follow them with his usual pipe of shag 
and a hard few hours in the hospital furnace-room. 
No? Well, don’t blame me if you miss this bloke’s 
pyloric spasm altogether. 
* aa 


* 

Most of us who are, according to the late Sir Henry 
Head, visual thinkers need reliable pictures on whieh to 
base our thoughts. Until the other day when I went 
down a pit I had only the grim picture of a recently 
injured miner once seen in hospital and some novel and 
newspaper descriptions of mining as the. substrata of 
my reflections on the coal problem. But now I have 
received direct impressions of a modern coal mine and 
the sound, of the manager’s quiet voice saying (in 
answer to my question) ‘“‘ We’ve had two men killed and 
eight or nine with compensaveable injuries in the last 
three years,’ and the sight of dozens of healthy, sturdy 
men who grinned and spoke to me as I crawled along 
the coal face has given balance to my morbid dramatic 
thinking on the subject. > 

The initial procedure is basically the same as for gaining 
entrance to a hospital operating theatre. If one is out- 
side ‘‘ the trade,”’ acquaintance with a locally influential 
person is necessary and after arrival there are very 
similar anteroom preliminaries: coat and waistcoat and 
collar and tie come off and overalls and rubber boots go 
on; for the head there is a feather-weight helmet, and 
I would sooner suffer the surgeon’s wrath for forgetting 
to put on my mask than take the knocks my head 
would have received but for this proteetive device. 

A pit cage is a crude affair compared with a modern 
city lift; instead of fitting snugly into its shaft it hangs. 
lodsely guided by cables at its four corners, in the centre 
of a wide brick-lined weli; it is ungated and (except 
for the light of ourdamps) unlit, and each man_ holds 
the rail as it drops non-stop to base. But in silence 
and speed it is uns by ‘Otis’ products, and 
anyhow they lack the cheerful way of bouncing like a 
ball on an elastic string at the end of the drop. 

Once away from the shaft we set off down dark, 
rough lanes, treading among the lines, sleepers, cables 
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which haul the coal trucks, water and compressed-air 
pipes and electric power lines. The distance to the coal 
face was only about half a mile, but quite far enough in 
the ci cés to confirm my sympathy for the 
miners who must, after reaching “Pt. entrance to the 
mine, still walkin some pits 2 or 3 miles before and after 
each shift. The walls and roof of these lanes were sup- 
ported by U-shaped arches of heavy I-section steel 
placed 3 or’ 4 ft. apart and behind them was a skeleton 
of rough timber which held back the loose rocks ; but 
so great was the pressure that there had been many 
small falls, and where the steel had been long in position 
it had been bent and twisted out of shape and was 
slowly letting the roof down even in places by as much 
as 3 ft. This part of the mine was dry and the air_ 
was cool and fresh. Surprising, but welcome, was the 
freedom from industrial noises. The enormous mass 
and irregularity of the surface of the walls absorb all 
sound, and until one comes almost up to it there is no 
warning of any activity. We arrived at the upper end 
of a sloping seam only 3 ft. thick so it was necessary 
to crawl on hands and ‘Sorbo’ rubber knee-caps for 
its width of 50 yds. On one side lay the rich solid 
seam of coal shining black in contrast to the dull grey 
shale walls elsewhere, arid on the other side, disappearing 
into darkness, was the space from which the coal had 
already been worked ; only the part immediately behind 
the miners was propped, the intention being to let the 
roof fall in behind and so relieve the pressure forward 
oyer the working area. Some of this dead space had 
béen filled with rubbish excavated in the approaches and 
at least part of the problem of what to do with the 
unsightly tips at the mouth of every coal mine is to be 
solved, they say, by mining operations planned to extend 
this practice of returning all the rubbish to the coal 
space. 
Working a length of 3: or 4 yards each the miners knelt 
pd quatted, picking carefully at the coal and shovelling 
ing the lumps as they fell down on to a conveyor 
pre at his back. The task had been lightened by 
a machine cutter which between shifts undercuts the 
seam for a depth of 4 ft. thereby allowing the whole seam 
to fall an inch or so from the roof in a clean line of 
cleavage. The men worked easily and steadily without 
sweat or strain, and most of them had timé for a word 
with the manager and ‘ the stranger ’’ he had brought 
with him. The older men were particularly proud of 
the length of time they had been working below ground 
—some for 20 and 30, and one for 40, years. None of 
them would agree that this low ceiling was any handicap ; 
indeed, such is man’s adaptability that several insisted 
that it was the ideal height to work in. The roof was 
smooth, almost like black marble. Said one man, 
tapping it and getting a good ring, “ Ah, that’s a fine 
roof.” ‘“* Yes es,’ > said a second,~** and it might fall down 
this minute.” “ That’s true ” replied the first, ‘‘ there 
Tt such a thing as a safe roof. Still, this is a good 


“The first conveyor was a beautifully simple device 
consisting of a broad steel gutter riding on logs as it 
was jerked backwards and forwards by a compressed- 
air motor. As the coal fell on it it was jolted slowly 
downhill until it fell off the end of the gutter on to a 
belt conveyor which carried it up, to fall automatically 
into small trucks, strangely called ‘‘ trams ” and, more 
strangely, when coupled up to make a train of a 
dozen or so called “‘a journey.” The rest is simple. 
Massive machinery picks up and tips out the ton of coal 
each tram carries as easily as if it was a basket of black- 
berries; it is then carried rapidly by another belt 
conveyor past the pickers, who take out any accidental 
pieces of rock, and so drops into a railway wagon ready 
for the market. 

* * * 


We rustic practitioners who are now “ looking after ”’ 
evacuated prep. schools are constantly being astonished 
at the range and development of fancy—I nearly said 
fanciful—therapeuties. Many of our little treasures 
return to school having been % thoroughly overhauled ”’ 
during the a by some specialist-or other with 
instructions that y are to receive bi-weekly injections 
of, or tri-daily dosage with, this or that proprietary 
remedy the name ‘of wi which I, for one, have never heard 

can seldom pronounce. I suppose it’s all good for 


trade, as we used to say in the old days. We have our 
sad victories, however. One lad turned up with a 
bunch of enlarged cervical glands. Some learned gent, 
having laid skilled fingers on these—tactus eruditus, 
you know—had firmly pronounced them to be non- 
tuberculous and “ nothing to worry about.’’ He was 
half right; the glands were certainly non-tuberculous 
but proved, on microscopic examination, to be Hodgkin’s. 


* * * 

My wife was in Woolworth’s the other day when a 
woman pushed past her, and as she did so, slipped a piece 
of paper into her hand. The woman hurried on in the 
opposite direction. Then my wife noticed standing 
about a yard away another woman whose clothes and 
general build were almost identical with her own. Ina 
moment, she realised what had happened. The first 
woman had delivered her secret message to the wrong 
person. Her first’thought was whether she could nab 
both spies at once, but by this time the deliverer of the 
message had vanished. She decided to concentrate on 
the second woman, to trail her out of Woolworth’s, and 
to hand her over to the first policeman she met in the 
street. It was at this point that she cautiously glanced 
at the message, hiding it behind her bag. It was a 
shopping list—-and I’m pleased to say that Mrs. Brown 
did get those clothes pegs and washing soda for Mrs. 
Smith after all. 

* * * 

Not far from my home there is a water-meadow where 
I sometimes go to wait for mallard flighting in to feed at 
dusk. + To reach my hide [ have to splash through water 
about a foot deep taking care not to step into any of the 
numerous interlacing drains which would take me well 
over my gumboots. At intervals [ flush snipe but 
refrain from shooting at them because (I tell myself) | 
don’t want to scare off any duck that might be coming 
in. The real reason is, of course, that I begrudge 
spending cartridges-nowadays on these small and elusive 
birds. Having arrived I put on my balaclava helmet not 
so much for warmth as to conceal my bald head—and 
wait. More often than not—much more often than not 
—no duck come; but I watch the rooks at flight and 
sometimes see a heron or two (or even three). Later 
come the peewits crying like lost souls and wheeling 
drunkenly overhead. Lastly, if I’m lucky, I hear and 
see duck—never more than a dozen and sometimes not 
more than a pair. On my best evening this season [ 
had ten chances—and picked up one sdlitary drake, a 
handsome fellow in full plumage and very good on the 
table. A nice, quiet place is my water-meadow, singularly 
remote from patients and telephones. I shan’t tell you 
where it is. 

* *” * 

Last September I took out the tonsils of the local 
practitioner’s daughter, and on Christmas day she called 
to give me a book in gratitude—AU Trivia by Logan 
Pearsall Smith. We had discussed books when she was 
convalescent and she had marked this down as one I had 
not got. She had not liked to write in it till she knew 
I would wish her to; but when I had asked her I saw 
her looking at it before she wrote and then I found 
within : ‘‘ If you are losing your leisure, look out ! ! You 
may ‘be losing your soul.”’ It is one of the ‘“ After- 
thoughts ’”’ from the book. “Is that a description of 
me?” Lasked. ‘‘ Well ” she said, ‘‘ perhaps a warning.” 
Thus are the young today striving to educate their 
elders, which is very meet, right and their bounden duty. 
It is the only way to keep our minds alive; and is I 
think a discovery ‘of this generation. My son is trying 
to do the same thing. He has invented a ‘“ Fatherson ”’ 
book club. Each of us nominates three books every 
three months ; and the other must read one of these. It 
is his idea to get me away from Dr. Johnson and other 
old fogies into the literature of today, and elaborate rules 
are made to prevent me luring him back to them. [| 
shook him by starting him on a newer work than any 
he had up his sleeve—Professor Nevins’s Brief History 
of the United States, compact, concise, and readable. 
We English know so little of the history of the States 
that it is well to begin with a short account. Then I 
lured him back to Stevenson with Weir of Hermiston. 
He went mad over it. The story, the character-drawing 
and the English alike inspired him. I shall get him 
back to Johnson in the end. 








348 THE LANCET] 


THE NEUROTIC EX-SOLDIER 








Letters to the Editor 
THE NEUROTIC EX-SOLDIER 


Srr,—I fail to see any association between Dr. Lewis’s 
article and ‘‘ Devon Doctor’s’’ letter. The latter 
describes an amoral man of mentally defective stock 
who has been discharged from the RAF after 12 months’ 
service. He suggests that this man should be sent to 
- Dartmoor for the duration of the war. It would seem 
irrelevant whether he is in Dartmoor or under the care 
of a neighbouring practitioner ; either location would 
have advantages. 

Dr. Lewis, on the other hand, has drawn attention to 

the serious reduction of earning capacity in a group of 
neurosis cases who had served in the Army and who had 
subsequently had treatment in one of the best psychiatric 
centres in the country. The ‘moral ‘lies in the lack of 
facilities for intermediate treatment for these cases. 
Many patients discharged from the Services on account of 
neurosis are well able to adjust to civil life, but a sub- 
stantial minority break down under the stress of indus- 
trial life and become a problem to society. The sudden 
transition from a neurosis centre, with its ordered life 
~and supervision, to the long hours and exacting condi- 
-tions-of a factory is more than many of these men can 
withstand. The problem is well known to industrial 
medical officers, and I know of one large aircraft factory 
where men discharged from the Services for neuroses are 
often refused employment, or if taken on are only put on 
unskilled work, because they are found to break* down 
so often in skilled or semi-skilled occupations. Many 
of the men refused work in this way are ex-members of 
bomber crews who have carried out repeated raids over 
enemy territory. If this policy spreads—and it certainly 
will in present circumstances—a serious social problem 
will be created after the war. 

The solution lies in the establishment by the Ministry 
of Labour of residential training centres under psychiatric 
control, and equipped with full-scale workshops where 
training can be carried out and productive work done. 
Hours of work would be progressively increased and 
current wage rates paid. The patients would learn a 
skilled trade according to their past experience and 
special aptitudes. Psychotherapy, organised recreations, 
and physical training would be provided, and careful 
placement ensured. In some cases men might well 
continue to livé in the training centre for some weeks 
after starting work in the outside world. The average 
stay in such a centre would be about three months, and 
cases from all three Services would be admitted. 

Apart from the humanitarian aspect, the nation would 
be the chief beneficiary from this development; in. the 
postwar years we shall need every skilled worker avail- 
able and will be in no position to allow a substantial 
number to deteriorate in the way described by Dr. Lewis. 

London, N.W.7. T. M. Line. 


HOSPITAL VISITING 

Srr,—In your most excellent leading article this week, 
you mention four “‘ assumptions ”’ in the way of amenities 
for patients in hospital. They are daily visiting, prjvacy, 
supper, and a wardrobe. The first two may be regarded 
as major amenities, and the last two as minor, perhaps, 
but most people concerned with hospital development 
will feel that all four of them should, and can, be reason- 
ably satisfied in future, even in the case of general wards 
—and that without very greatly adding to the weekly 
cost. - 

But I write now to draw attention to the fact that the 
greatest amenity of them all—daily visiting—can be 
provided without any cost and forthwith. The North 
Middlesex was the first hospital in this country to 
introduce daily visiting, in 1937. It has been a great 
boon all round. To the patients and their relatives, it 
has brought pleasure and content, and to the staff it 
has given a really adequate means of keeping the patient’s 
family in touch with his day-to-day progress. 

It is not “impossible for the wards”’; all that is 
needed is for the medical and nursing staffs to put their 
heads together and choose one half-hour a day when 
every patient may have one visitor. In any hospital a 


fairly slack half-hour can be found in the evening—it will 
generally coincide with some of the nurses’ supper-time, 
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when. routine work is at a low ebb. Hospital committees 
will be sure to embrace the idea with enthusiasm, once 
they are told by the staff that it can be done. 

Here we have found 7.30-8 PM a very good time. On 
Sundays the times may with advantage be different, and 
in provincial hospitals it will no doubt be found useful 
to have a special midweek visiting period for country 
visitors. 

And it is not ‘‘ a nuisance having visitors every day ”’ ; 
what was a nuisance was the old practice of having hordes 
of visitors in relays during two whole afternoons a week. 
wearing out the patients, cluttering up the corridors, and 
generally paralysing the whole work of the hospital. 


North Middlesex County Hospital. Ivor Lewis. 


THE NURSE’S PAY 

Srr,—At a recent meeting of the Middlesex County 
Medical Society the recommendations of the Rushclitfe 
Committee on nurses* salaries were discussed. 

This society has a membership of approximately 200) 
doctors, most of whom are clinicians in the whole-time 
employment of the Middlesex County Council, and 
include the medical staffs of seven large general hospitals 
and two sanatoria, with a total- bed accommodation of 
8472. 

There was a unanimous feeling of dissatisfaction with 
the recommendations of the report in respect of the 
remuneration of ward sisters and its effect on their 
status. The members consider an efficient ward sister 
to be a most important person in the satisfactory treat- 
ment of patients, in the training of the student nurses, 
and in the scientific advancement of medicine. These 
facts will be readily agreed by all who have an intimate 
knowledge of hospital practice and it was regarded as 
deplorable that no ward sister was a member of the 
Rushcliffe Committee. The deliberations of the 
committee were felt to be influenced by the undue 
representation of the administrative hospital staff. It 
seemed obvious to the society that the upper limit of the 
ward sister’s salary had been regulated so that in no 
instance should it exceed that of an administrative sister 
in small hospitals. This was felt to be quite unjustifiable. 

It was suggested that the minimal salary scale of a 
ward sister should be that proposed by the Committee of 
the Royal College of Nursing in 1941 (£150, rising by 
increments of £10 to £250 per annum) exclusive of 
emoluments. These emoluments should not be less than 
those of the administrative sisters and they should be 
such as to encourage all trained staff to live outside the 
hospital. At present non-resident emoluments are 
based upon the cost of mass catering and accommodation 
in an institution; it should be quite obvious that no 
reasonable non-resident accommodation can be obtained 
at a comparable figure. 

The society, therefore, wishes to place on record its 
dissatisfaction with the Rushcliffe Committee’s recom- 
mendations, especially in regard to ward sisters. They 
feel it may deter the right type of girl from entering the 
nursing profession and prevent the good ward sisters 
from looking upon ward work as a position of honour in 
the profession. They feel it will stabilise. for years to 
come, her position of inferiority and prevent that 
coéperation which is so necessary between the clinical 
and administrative sisters. H. Jouuss, 

London, N.W,10. Chairman. 


A NURSING PROBLEM 

Srr,— Dr. Gibson’s letter and Dr. Trayer’s remarks to 
the Tuberculosis Association reported in your last issue 
will have struck a responsive chord in the heart of every 
sanatorium physician. The shortage of domestic staff in 
these institutions is one of the most serious problems with 
which we have ever been confronted, and little is being 
done by the Minister of Labour 'to ease the situation. 
Nevertheless his colleague, the Minister of Health, has 
launched his campaign agaist tuberculosis with the full 
coéperation of the medical profession ; and it is obvious 
that as a result of this campaign we shall be faced with an 
ever-increasing’ demand for sanatorium accommodation. 

Emphasis has been placed upon early diagnosis, costly 
material is being distributed over the country, and suit- 
able personnel are being trained in its use. The unfor- 
tunate early case, diagnosed and recommended for treat- 
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ment, is surely entitled to receive this treatment as 
expeditiously as possible. At present the domestic staff 
necessary for the provision of treatment is not available, 
and if steps are not taken promptly to remedy the situa- 
tion we can. visualise the wrecking of the praiseworthy 
efforts of our health authorities. This possibility of itself 
should be sufficient to warrant the inclusion of this service 
in the Essential Works Order and we would add our plea 
to that of Dr. Gibson that powers be given to the Ministry 
of Labour now to direct sufficient numbers of women to 
domestic service in sanatoria and hospitals. If the pill 
of compulsion requires a sugar coating, we would suggest 
that a pension scheme be adopted for any of those unfor- 
tunate enough to contract tuberculosis while engaged in 
this work. Weare convinced that few such grants would 


be mecenenry: R. Y. Keers. 
Murtle, Aberdeenshire. B. G, RIGDEN. 


ARTIFICIAL RESPIRATION 


Sm,—Your excellent and reasoned leading article 
(Feb. 6, p. 178) draws attention to the fact that variations 
in the build of the subject and in the technique of the 
operator might well account for the different results 
obtained ,on different occasions. These comments 
especially apply to Schafer’s method. There is general 
agreement that in an emergency when no special appara- 
tus is available Schafer’s method is the most efficient, 
and over long periods of time the least tiring to the 
operator. It is, however, of paramount importance that 
the technique of the method should not vary from that 
originally laid down, especially if the best results are to 
be obtained. From my own experience and that of 
others it is evident that at the present time operators, in 
spite of having had careful instruction, sometimes fail 
to recognise the importance of the correct position of 
the hands when practising the method. That this is 
not a new departure is revealed by correspondence in my 
possession between the late Sir Edward Sharpey-Schafer 
and other investigators. It shows that a similar difficulty 
loomed large in the past. It may be opportune, there- 
fore, to attempt to clarify a few of the issues about 
which there may be doubt. 

The view is sometimes held that in the prone-pressure 
method of artificial respiration manual compression of 
the lower thorax largely contributes to direct expulsion 
of the air from the lungs, and that inspiration is mainly 
caused by virtue of the elasticity of the thorax walls. 
This opinion may possibly be responsible for the tendency 
to place the hands too high. In this connexion I quote 
Sir Edward Sharpey-Schafer: ‘‘ It is expressly enjoined 
that the hands should be placed as low as possible on the 
baek: the wrists should be over the loins, the fingers 
over the lowest tibs.”” Again : 

“ The efficiency of the method mainly depends upon com- 
pression of the abdomen against the ground. This it is which, 
in the main, produces expiration, by forcing the abdominal 
viscera against the diaphragm, which is bulged towards the 
thorax and thus expels air from the lungs. On releasing the 
pressure, the compressed parts recover their position by virtue 
of their elasticity, the diaphragm descends along with the 
viscera in contact with it and air re-enters the chest. Some 
part, no doubt, is played in this process by concomitant 
change in the bony and cartilaginous thoracic parietes, but 
this part is subsidiary to the movement of the diaphragm.” 

With regard to the mechanism, Dr. Argyll Campbell 
(Brit. med. J. 1940, i, 909) raises the pertinent question 
as to whether “ the diaphragm is slack énough for this 
or whether it is stretched by this pressure, or whether 
also the compression of the lower part of the thorax 
slacks off the diaphragm so that it can be pressed up by 
the abdominal viscera.’’ His suggestion that X-ray 
examination will probably be necessary for the complete 
elucidation of the mechanism should be implemented. 
The difficulties of such an investigation are formidable 
but not insuperable. It would be necessary to conduct 
the X-ray examination on persons in apnoea, to record 
the blood-pressure, and to determine the effects of carbon- 
dioxide administration on the position and on the resist- 
ance of the thorax and diaphragm to artificial ventilation. 
Diaphragmatic tone is surely an important factor. It 
might well be that slight alterations in the position of 
= hands during compression would influence ‘these 
actors. 


INFANT AND MATERNAL MORTALITY 
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These remarks are made,. not because I consider that 
instruction in Schafer’s method is inadequate, but for 
the reason that if more stress is laid upon the mechanism 
whereby ventilation is brought about, the necessity for 
placing the hands as low down as possible on the back 
becomes evident. They are made too in the hope that 
more elaborate studies.than have been made hitherto 





will throw further light on the mechanisms involved in 
Schafer’s method. 

The accompanying radiogram, which has not been 
previously published, is of interest. It shows the hands 
of Mr. J. Pirie placed by Sir Edward Sharpey-Schafer in 
the correct position for artificial respiration by his 
method. Mr. Pirie acted as assistant to Sir Edward 
when the original investigations were carried out. His 
fingers are long and the subject for artificial respiration 
in this case was of rather slight build ; hence the fingers 
overlapped the lower ribs to a somewhat greater extent 
than usual. The heel of the wrist immediately anterior 
to the iliac crest is well shtown. 

Medical Research Council 

Physiological Laboratory, Dorset. 


I. DE BurGH DALY. 


STATE CONTROL 


Sir,—Your annotation of Feb. 20 on the MOHs’ plan 
acknowledges that the scheme.is not so simple as it 
looks. The GP is apparently to be compelled to work in 
health centres. In other words, in spite of the patients 
being free to choose their family doctor, within this 
totalitarian scheme the doctor is to lose his individuality 
and freedom, and a third party—the bureaucrat—is to 
come between him and his patient. Your views in the 
following issue (p. 271) about the patients having to steel 
themselves to public wards and being examined by stu- 
dents arg relevant and show that under state control we 
are to be disallowed the privilege of even dying in one’s 
own home or a private ward. The private wards and 
blocks are a boon. as in America, and I hope always will 
remain. , 

Gloucester Gate, NW 1. RUSSELL STEELE. 


INFANT AND MATERNAL MORTALITY 

Str,—Your reviewer (R. M. T.) questions whether my 
numbers in certain groups are adequate to support the 
conclusions drawn (Lancet, Dec. 5, 1942, p. 678). In 
no case do I give a table from which the numbers involved 
could not be deduced by a little very simple arithmetic. 
The criteria I used were those used by the Registrar- 
General in his 1911 special report on fertility and in no 
case did I draw conclusions from numbers less than those 
ordinarily accepted by statisticians. 

Men were only described as unemployed« when they 
had severed all connexion with their place of employ- 
ment; among the young men, fathers of new families, 
these were the 5-6% referred to. Underemployment did 
however mean that the 80% of the total population 
engaged in industry exposed to unemployment had, on 
the average, incomes much-below £3, and many in fact 
were better off on relief than in part-time employment. 
But to determine the exact amount of unemployment 
and the income for each father would have entailed a 
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nesuthiy if not a weekly visit. A hundred health visitors 
with 50,000 children under their care could not hope to 
pay monthly visits to 17,000. I could not do this 
either, county Durham is very extensive and I 
am no Atalanta 
Since I did what no-one else has ever done, it cannot 
fairly be said that my findings about housing and 
health differ from those of other people. I divided the 
overcrowded into those overcrowded use several 
small families were living in the same house, and those 
overcrowded because the family was large. I found that 
those first children who were as overcrowded as children 
in the worst of the large families had the extremely low 


death-rate of first children—that is to say, the death-~ 


rate followed the gc = — and not the degree of 
overcrowding. pular with housing 
enthusiasts, but ‘that aoan not aunt it untrue. 

Your reviewer says I am mistaken in supposing that 
family limitation has not spread to all ranks and classes, 
but, on page 11, I state in heavy type that it has so 
spre 

Finally, he says that my statement re the dangers of 
the life of miners’ wives is not borne out by the Registrar- 
General’s decennial supplement. But the statement is 
“tional Mortality onthe figures from that Report (Occupa- 
tional Mortality 1931) given in my table LXVI, p. 210. 


On p. 221 the Registrar-General gives the number of hewers, 
in each age-group, and the deaths among them in the three 
years 1930-32, from each cause. On pp. 222 and 224 he gives 
the same information for all mine-workers in the two classes : 
workers below ground other than hewers, and workers above 
ground. On pp. 272 and 273 he gives the figures for the wives 
of these workers. I calculated from these figures the total 
death-rate per 1000 per annum, the rate from non-natural 
causes (accident and suicide) and the puerperal death-rate. 
I give figures for the groups separately, since it is among the 
relatively well-paid hewers (the Registrar-General’s class III) 
that the excess death-rate among wives is found; whereas 
there is hardly any excess in class IV lower-paid sections. 
The hewers are presumably chosen from healthy men, as their 
natural death-rate is extremely low, but their high accident 
rate gives them a high total death-rate. That the death-rate 
for their wives is higher still is all the more impressive, though 
the accident rate among them is as negligible as among other 
women. 

The figures for hewers dominate the figures for the industry. 
Of a total of 575,321 mine workers, between 15 and 45, 
302,969 are hewers, and of 331,261 mine workers’ wives of that 
age, 206,545 are hewers’ wives. If the total rates are cal- 
culated for all mine workers and their wives, we get for each 
age-group the following figures : 





_ Death- vate ber ver 1000 pe r annum 


Age-group .. 15-19 





| 20-24 25- 34. 35-44 
Miners wh 3-4 3-8 4-2 6-4 
‘Wives pre 5-1 4-8 4:5 5-6 





Somewhere between ,the- age of 35 and 45 the death-rate 
figures for the two sexes cross and if the curves relating death- 
rate to age are plotted for husbands and wives, it is found that 
they cross at about the age of 40; 98% of all births occur to 
women below the age of 40. At all stages between 15 and 40 
the death-rate of miners’ wives is higher than that of miners. 
So I assert again, basing my statement on the Registrar- 
General’s decennial supplement, “that despite the specific 
industrial hazards of the miner, during the reproductive 
period, it is more dangerous to be a miner's wife than to be a 
miner.” 


The high death-rates among women at the reproduc- 
tive period relative to those of men, wherever the birth- 
rate is high, whether this is in a primitive peasant 
community or in a ‘highly industrialised civilisation 
emphasises that the figures we attribute to puerperal 
mortality are only a small fraction of the total iological 
cost of reproduction. Now, when our health services 
are in the melting pot, is the moment to recognise clearly 
that the Revels of mammalian reproduction are inter- 
woven. with every part of the individual’s life, and their 
solution demands the attention of the best brains. At 
the moment we are a healthy community to the extent, 





a to the extent and only $e ne extent, that we are 


a dying race. 
Newcastle-on-Tyne. ©. M. Burns. 


*,* We have submitted this letter to R. M. T. who 


replies : “ Any attempt to compare the mortalities of 
miners and miners’ wives is complicated by the age 
factor. What is really required is the standardised 


death-rate at ages 15-44; an index which it is not 
gp to compute from the Registrar-General’s tables. 

deaths of miners and their wives are differently 
distributed over the four age-groups. Thus, among 
wives only 12% of the total deaths at. ages 15-44 occur 
among the first two age-groups, as against a proportion 
of 27% for miners. The statement in my review was 
based on table 7 of the Registrar-General’s occupational 
mortality report for 1931, namely : 


Percentage ratios of the 1930-32 mortality-rates (all causes) of 
males to the corresponding rates for married women of the same 
social class or occupation (husband’s) group. 


Ages 20-24 25-34 35-44 45-54 55-64 
Hewers and getters oe 81 Lil 129 114 
Other workers below 
ground 103 121 118 117 121 
Workers above 
ground oe. BB 118 136 134 127 


Bearing in mind the difficulties of age-distribution I do 
not think that the conclusion drawn from these figures 
by Mrs. Burns is completely justified. That the mortality 
ratio of married women to men is much closer in the coal- 
mining industry than in many other large occupational 
groups is, of course, not in dispute. Apart however 
from the inconclusive evidence for ages 15—44 the risks 
of reproduction do not stop at age 45, as Mrs. Burns 
recognised in her apt question ‘ When is a dead mother 
not a maternal mortality ?’ 

‘*T fully appreciate the tremendous amount of labour 
involved in Mrs. Burns’s investigation and can only 
repeat what I said in my review that ‘ the study has 
been made in a courageous and pioneering spirit and 
brings a great deal of material under review.’ I felt it 
necessary, however, to draw attention to some of the 
statistical difficulties, as medical people and other 
readers do not usually trouble to translate tables of 
percentages into actual numbers.”’ 


PREVENTION OF VENEREAL \. DISEASE 


Sir,—I see that the Archbishop of Canterbury has 
expressed exactly those pious wishes and moral platitudes 
on the subject of VD prevention which we have come 
to expect of the Church. But if the Church is afraid 
to do more than piously deplore immorality, the medical 
profession at least should have the. moral courage to offer 
the public realistic advice of a scientific nature. 

The Department of Health for Scotland has been 
widely advertising i in the papers ‘‘ Ten plain facts about 
Venereal Disease.”” No. 7 reads: 

** Clean living is the only way to avoid infection: abstin- 
ence is not harmful. Free and easy sex behaviour must mean 
a risk of infection and cannot be made safe. An infected 
person may convey the infection to an innocent partner.” 

I do not question this statement but would it not have 
been wise, helpful and scientifically correct to have 
added : 

‘* If abstinence is not possible a condom intelligently used 
will give a high degree of protection. Ask your doctor about 
this ” 

Does the Department of Health for Scotland omit this 
additional advice because it is afraid of the inevitable 

rotest from the Church ? Does a certain well-known 

of chemists refuse to sell condoms for the same 
reason ? If this is the explanation then logically the 
Church, on account of its prudish outlook, must be held 
directly responsible for much of the war-time increase 
of venereal disease amongst the civil population. 

Be that as it may it is the clear duty of the medical 
profession (and this includes the medical advisers to 
the Ministry of Health and the. Department of Health 
for Scotland) to give the public full knowledge about 
VD prevention, and at present this duty is not being 
carried out, and therefore for all practical purposes we 
doctors are acting as accessories to the crime of. spreading 
VD. When are we going to clear away the cobwebs, 
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open the shutters and let in the light on this subject ? 
Why must so much prudery, hypocrisy and cant sur- 
round and shroud venereal disease ? 

Edinburgh. SHAKESPEAR COOKE. 


Sir,—I beg leave to repeat a question which I asked 
during the controversy on VD in the war of 1914-18. 
What is the. ethical difference between (1) instructing 
men who contemplate extramarital intercourse as to 
how they may prevent infection and (2) informing them 
that, if infected, early and adequate treatment will cure 
them, and where to obtain such treatment ? Like the 
protagonists of twenty-five years ago the clerical con- 
tributors te the discussion on health education and 
VD (March 6; pp. 313-4) ignore the fact that the danger 
of promiscuity has been preached for 2000 years. One 
of them is reported as stating that continence and control 
are part of human nature. It is difficult to reconcile 
this with St. Paul’s recommendation (I Corinthians) of 
marriage to those ‘‘ who have not the gift of continency.”’ 


Devoran, Cornwall. JAMES H. SEQUEIRA. 
Parliament 


THE FLOOR OF THE HOUSE 
MEDICUS M P 


THE House listened on Wednesday of last week to an 
enthralling narrative of the exploits of our Navy and of 
the position at sea in general. It had been suggested 
that the year under review did not afford many high 
lights in naval history. My short summary shows, said 
Mr. Alexander, that the Royal Navy has been full of 
them. And they would have been impossible without 
the courage and selfless endurance of the officers and men 
of the Merchant Navy. Remembering the U-boat cam- 
paign and the war in narrow seas, it must be accepted that 
the risks and hazards would increase. Mr. Ammon, who 
followed, stated that the critical period of U-boat warfare 
would: be the next six months. Mr. Walter Edwards 
(“ Stoker Edwards’) added colour and vigour to the 
debate, speaking as one who had served 3 years at sea 
during this war on the dangers ofthe slow ship and on 
the work of rescue carried out by the smaller naval ships 
on convoy duties. Dozens of ships, he said, have been 
lost because of the slowness of convoys. , 

Admiral Sueter followed with more vigorous criticism 
and Lieut.-Commander Brabner had begun to speak when 
he was brought to a sudden and unexpected halt. The 
Deputy-Speaker (Colonel Clifton Brown) was in the chair, 
a message was brought in to him, he rose in his place and 
ealled ‘‘ Order Order.” The Serjeant-at-Arms advanced 
from_his place to the table and removed the Mace. Then 
the ClerB- Assistant—one of the three bewigged men who 
sit immediately in front of the Speaker’s chair—rose and 
said in a deep voice, controlled at the moment with 
difficulty, ‘‘ It-is with extreme sorrow I have to inform 
the House that Mr. Speaker died this afternoon.”’ The 
House was full and hushed to complete silence. (When 
the Speaker dies the whole machinery of the House of 
Commons comes to a standstill ; he embodies and is the 
guardian of the principle of the sovereignty of the people.) 
The Clerk-Assistant rose again but did not speak, he 
pointed with outstretched hand and arm to the Leader 
of the House, Mr. Anthony Eden. And Mr. Eden rose 
and spoke of the tragic personal blow each member had 
suffered, for the Speaker was a man whom every member 
had come to regard as a personal friend. On behalf of 
the House he would send a message of sympathy to Mrs. 
FitzRoy. In this members of other parties concurred 
and the House adjourned in silence. - 

For a cen and a half no Speaker has died 
while holding ce. Captain FitzRoy’s death now 
swings wide the doors that open on the long vista of the 
history of hundreds of years and of the many parliaments 
of past centuries. 


Mr. B. B. But asked the Minister of Health if he was 
satisfied that sufficient maternity homes existed to meet the 
requirements of the mothers.ready to use them ; and, if not, 
whether he was taking any steps to encourage their establish- 
ment.—Mr, E. Brown replied : are being taken to 
encourage the establishment of furt maternity beds in 
London and in other places where they are urgently required. 








ON 





QUESTION TIME 


Safe Milk 

Dr. Russet, Tuomas asked the Parliamentary Secretary 
to the Ministry of Food what steps his department separately, 
or in conjunction with the Ministry of Agriculture and the 
Ministry of Health, had taken to ensure a clean, fresh and 
sound milk-supply for domestic .consumption.—Mr. W. 
MaBANE replied: The Minister, in consultation with the 
Minister of Health, the Secretary of State for Scotland and the 
Minister of Agriculture and Fisheries, is giving consideration 
to the steps which could be taken at the present time to pro- 
vide the public with the maximum quantity of safe milk. He 
is also consulting representatives of producing and distributing 
interests. I am not in a position at present to make any 
statement on the subjeet, but I hope it may be possible to 
make an announcement of the Government’s intentions at an 
early date. 





Pasteurisation of Milk 

Mr. G. W. Rickarps asked the Parliamentary Secretary 
in view of the increase in the death-rate in London of 67°, 
alleged to be due to non-pulmonary tuberculosis in 1941, as 
compared to 1938, if he would refuse to make pasteurisation 
compulsory in London, as this death-rate was higher than 
the average rate in the country, where the proportion of raw 
milk drunk was higher.—Mr. MaBane replied : The question 
appears to rest on the assumption that non-pulmonary tuber- 
culosis is due wholly or mainly to tuberculous infection of 
the bovine type and that its incidence is therefore an index of 
the amount of bovine inféction. There is no evidence for this 
assumption. It was estimated before the war that only 30°, 
of the cases of non-pulmonary tuberculosis at all ages were 
due to bovine infection, and it is to be expected that since the 
outbreak of war the incidence of non-pulmonary tuberculosis 
should have increased more in towns where the risks of 
human infection are greater, and are accentuated by war 
conditions, than in the country. The statements referred to 
do not bear directly on the question of pasteurisation. 

Dr. Russert Tomas: Are any steps being taken to 
advertise the pasteurisation of milk.—Mr. MABane replied : 
No. 

- Miners Medical Service 

Mr. StePHEN Davies asked the Minister of Fuel and Power 
in view of the importance attached to the development of the 
miners medical service in the various coalfields, if he would 
publish at an early date the report of the interdepartmental 
committee or arrange for the full summary of the committee’s . 
proposals to be made accessible to members of Parliament.— 

Major G. Luoyp GzorcE replied: The report was made to 
me by a number of officials of different. departments under the 
chairmanship of the joint parliamentary secretary. I can see 
no reason for departing from the usual rule that such reports 
to ministers are confidential. The report was fully summar- 
ised by the joint parliamentary secretary in his statement to 
the House on Oct. 1, and I do not think any summary which 
I might issue would be an improvement on that statement. 


Rehabilitation of Miners 

Mr. BERNARD Taytor asked the Minister what progress was 
being made in regard to rehabilitation services in the mining 
industry.—Major Ltoyp GzorcE replied: Responsibility for 
ensuring that rehabilitation treatment is available for injured 
coalminers has, at the request of the Government, been under- 
taken by the Miners Welfare Commission and under war con- 
ditions it is a big and difficult task. The commission’s first 
step was to investigate, in association with the health depart- 
ments and the district miners welfare committees, to what 
extent existing accommodation and facilities could be made 
to serve the purpose. Where that has been found impossible, 
the commission is taking steps to obtain and adapt other pre- 
mises, and to recruit and train the necessary staff. Centres 
are already in operation for six coal districts ; the centres for 
the four Scottish districts being provided by the Department 
of Health for Scotland. Premises have been acquired for 
three districts and are under negotiation for seven districts, 
while in three districts the problem is before the district com- 
mittees. The remaining six districts are too small to have 
speciai centres and avill be fitted into the scheme as it develops. 


Tuberculosis in the RAF 


Sir Recrvatp Ciarry asked the Secretary of State for Air 
whether a man serving with the Royal Air Force was imme- 
diately discharged if he was found to be suffering from tuber- 
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culosis; and what was the maximum period for which he 
would be entitled to receive his service pay under such cireum- 
stances.—Captain H. H. Batrour replied: Airmen found to 
be suffering from tuberculosis are retained in the Service and 
remain on pay during treatment if there is a reasonable prob- 
ability of their becoming fit for duty within 9 months in the 
case of trained personnel or 4 months in the case of those still 
under training. Airmen who are to be invalided from the 
Service are granted 28 days’ leave with pay before being 
discharged. 
Prenatal Benefit 
Mr. W. Brown asked the Minister of Labour whether he 
has considered the recommendation of the Select Committee 
on National Expenditure that, as a war-time measure, the 
woman worker insured against unemployment should be 
eligible for unemployment benefit for two months before con- 
finement and for a suitable period thereafter; and whether 
he is now prepared to take steps to extend eligibility for 
unemployment benefit to all such workers for a period prior 
to, during, and after confinement, to be determined after con- 
sultation with the Minister of Health ?—Mr. G. Tomiinson : 
This suggestion is mentioned in § 48 of the committee’s third 
report, session 1942-3; the committee make no recom- 
_mendation on it. Unemployment benefit in such circum- 
__stances would not be appropriate as the qualifications for the 
receipt of that particular benefit would not be fulfilled: a 
claimant to unemployment benefit must be available for and 
capable of work in addition to being unemployed. 


Protection of Panel Practices 


Sir Ernest GranaM-LitrLe asked the Minister of Health 
whether he would give the text, the date and the legal autho- 
rity for the amendments of National Health Insurance Regu- 
lations, 1936, empowering insurance committees to give effect 
to the arrangements described as voluntary, embodied in the 
British Medical Association’s Protection of Practices Scheme; 
and, inasmuch as these amendments had resulted in material 
restriction, as shown in examples submitted to him, of the 
insured person’s statutory right under the Insurance Acts of 
free choice of doctor he would reconsider the position.— 
Mr. Brown replied : Where the arrangements in question are 
on a voluntary basis they are operated by means of reciprocal 
agreements between the practitioners participating therein 
and do not involve any amendments of the National Health 
Insurance Regulations of 1936, though insurance committees 
assist in their operation. The agreements do not, in my view, 
restrict the statutory right of insured persons as to choice of 
doctor, and I see no sufficient reason for advising insurance 
committees to withdraw their assistance. 


Infectious Disease in England and Wales 
WEEK ENDED FEB. 27 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1934; whooping-cough, 1786; diphtheria, 813 ; 
paratyphoid, 6 ; typhoid, 3 ; measles (excluding rubella), 
20,082; pneumonia (primary or influenzal), 1373 ; 
puerperal pyrexia, 180; cerebrospinal fever, 
poliomyelitis, 3; polio-encephalitis, 2; encephalitis 
lethargica, 0; dysentery, 96; ophthalmia neonatorum, 
79. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Feb. 17 was 2534, including 
searlet fever, 614; diphtheria, 256; measles, 686; whooping- 
cough, 260; enteritis, 111; chicken-pox, 74; erysipelas, 25; 
mumps, 18; poliomyelitis, 2; dysentery, 18 ; cerebrospinal fever, 
27; puerperal sepsis, 21; enteric-fevers, 7; german measles, 9 ; 
osteomyelitis, 1 ; glandular fever, 1 ; encephalitis lethargica, 1. 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 2 (0) from scarlet fever, 22 (1) from 
measles, 11 (2) from whooping-cough, 24 (1) from 
diphtheria, 45 (7) from diarrhoea and enteritis under two 
years, and 87 (17) from influenza. The figures in 
parentheses are those for London itself. 

_ Birmingham reported 8 deaths from diarrh«a. 
5 fatal cases of influenza ab Bradford. 

The number of stillbirths notified during the week was 
232 inoevoeponsliay g to a rate of 34 per thousand total 
births), including 26 in London. 


There were 





Wesruinster Hosprrat.—Mr. George H. Macnab has 
been appointed dean of the medical school in: succession to 
Sir Adolphe Abrahams who has retired. 


103 ;° 


Obituary 


ALFRED ALEXANDER MUMFORD 
MD LOND, BSC MANC 


Dr. A. A. Mumford died on Feb. 23, aged 80, at 
Beaconsfield, Bucks, where he retired some,ten years ago 





. from’ a study of the Manchester schoolboy—his brain, 


his body and his mind. But even in retirement his 
garden, with its large spinney, was always:happily filled 
with the small boys of the neighbourhood:: his: regard 
for both kinds of saplings had never flagged. One who 
shared his interests, medical, sociological and historical, 
writes : ‘‘ Mumford was an exhilarating erthusiast in all 
he took up, whether it was the development of local 
medicine, the history of Lancashire, or the health of 
young folk. The last was his life’s work. After twenty- 
one years of general practice he turned his efforts to 
‘ securing,’ these are his own words, ‘ greater attention 
to the damaging effects that disease and ignorant manage- 
ment during the early years of childhood exert on the 
ultimate physique and attainments of school-children.’ 
His work at the Manchester Northern Hospital, at the 
Greengate Institution, Salford, and above all at the 
Manchester Grammar School gave him the opportunity 
he wanted. He was of friendly, lovable character, and 
many a grammar school boy has been summed up 
quickly and accurately. ‘ He’ll do all right; he’s got 
it in him; he just lives in. his own world ; don’t push 
him.’ Such opinions as these have eased the minds of 
many a parent. And these remarks were based not only 
on a keen judgment but on an experience gained by 
painstaking measurements and calculations. His talk 
was always stimulating, interesting... 1 remember the- 
occasion when, during his presidency of the Manchester 
Medical Society, the speaker of the evening failed to 
appear, and while he was being brought Mumford held 
the house for nearly an hour with his historical and social 
talk. It is a pity that that talk was not recorded.” __ 

Dr. Mumford’s’ historical work is epitomised in his 
History of Manchester Grammar School (1515-1915), and 
the founder of the school was later the subject of a separ- 
ate volume, Hugh Oldham (1452-1519). His medical 
studies were summed up in Healthy Growth. Though born 
in London, he was himself a Grammar School boy, pass- 
ing into Owens’College, from which he qualified in 1885. 
He is survived by his wife Edith E. Read Mumford, 
who has published many books on child psychology, and 
two daughters. Of his three sons, the eldest, Dr. P. B. 
Mumford, is dermatologist to the Royal Infirmary, Man- 
chester; the second, secretary-general of the United 
Nations Information Office of America; and the third, 
a well-known entomologist. 


RONALD HENRY TASKER 
MRCS 

Dr. Ronald Tasker, until recently posted as missing, 
is now known to have lost his life at sea as the result of 
enemy action. Born in 1892, he qualified from the 
University of Bristol in 1917, and during the last war 
served as a temporary surgeon RN on HMS Centurion 
and afterwards at the RN Hospital, Plymouth. At 
that time he took a special interest in anesthetics and 
when he returned to civilian life he held hospital appoint- 
ments at Bristol and at Hereford. After a few years 
spent at Ham Green Fever Hospital, he entered the 
employ of the Burmah Oil Co. as a surgeon, and did 
excellent pioneer work for the company until the 
Japanese occupation. After a hazardous evacuation 
in which he took -part in the destruction of plant and 
equipment he made his way to Calcutta. He was on 
his way home when his ship was sunk and he was 
adrift in a lifeboat with fifty-three others. In this 
ordeal he lost his life, and indeed only two survived 
out of his lifeboat’s. company. : 

Tasker was a man of unusual warmth and foreefulness 
of character. He was the most loyal of friends, genial, 
generous and staunch. His professional work was 
carried out with a neat exactitude which compellec 
admiration, and gave the finest end-results. | All his life 
he was an athlete. He played soccer, tennis, hockey and 
badminton, and as a pr he was for a time an amateur 


player in the second division of the Football League. 
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He married Dr. Dorothy Buckmaster, daughter of the 
late Professor Buckmaster who held the chair of 
physiology at Bristol, and leaves her with two young 
c ldren. 


FREDERICK JOHN CHANTER BLACKMORE 
MECS 


Dr. Frederick Blackmore, who died at the end of last 
year, was tuberculosis officer for Woolwich from 1915 
to 1940. He was keenly interested in social reform and 
in occupational therapy for the tuberculous. An active 
sarey _ jad old Tu or Society, nee ee 

uring the two years ‘ore its amalgamation e 
Society of Superintendents in 1928 to form the Tuber- 
culosis Association. In 1924 Blackmore helped to found 
the Joint Tuberculosis Council, and he was mainly 
be ory for its valuable report on the best use of 
residential institutions in the treatment of tuberculosis. 
The tuberculosis group of the Society of MOHs also 
owed much to his enthusiasm, and he was for a time their 
president. In 1930 he published The TB Patient's Guide. 
He could be fearless and outspoken when he felt that 
criticism was called for, but he roused no rancour and 
was always a good friend. 

Blackmore was born in Devon in 1878, the son of the 
Rev. J. ©. Blackmore, and educa at Clifton and 
University College Hospital. He qualified in 1909 and 
began to practise at Hereford, later becoming senior 
assistant TO for Birmingham. He returned from service 
with the RAMC in France to take up his work at Wool- 


wich. When he — owing to ill health two years ago, 
he settled in Bri . He leaves a widow and three 
sons. 





is Notes and News. 


THE CHILD AND THE NEEDLE 

THREE parties must be won over in any diphtheria- 
immunisation campaign: the parents and child. The 
resistance of parents to the idea varies in different parts 
of the country. In his cautionary tale on the wireless 
last Sunday a doctor told how he fared, a dozen years 
ago, when he went to a country practice as a newly 
qualified locum. In a staid and reactionary community 
he was able to persuade the parents of nearly half the 
children to consent; and the children protected were 
able to resist infection successfully six months later 
when an epidemic came round. 

Confident parents make confident children. A child 
whose mother says “ This is just something every 
sensible person has done ”’ takes it all for granted ; but 
not every child is so blest. Probably the best way to 
approach a child is to Jet him approach the doctor as 
one of a cheerful line when the whole school is done. 
Then a confident spirit is abroad, and competition helps 
to maintain poise. But a failure in morale is just as 
catching, as Shand points out,’ and a crying child can 
easily upset his companions. Shand, who was working 
with Portsmouth’s mobile unit in a house-to-house 
campaign, remembers one street, where the first child 
immuni saw fit to cry, as “one long howl from 
beginning toend.’’ A short street, luckily. He suggests 
that the only thing to do in such a dilemma is to ue 
and: come back another day, hoping for a smiling chil 
to start off with. If mothers could be kept out of it, he 
thinks, the doctor would get on better. He never let 
the mother who said ‘‘ It won’t hurt you” go away 
uncorrected. A girl of nine, who fought and swore 
when coerced by her mother into receiving the first 
injection, came peacefully up with her class at school 
for her second, meee Fe affably ‘‘ Hello, doctor.” 
He finds it a good plan when working in a clinic to let a 
crying child out by a door which does not open into the 
waiting-room. 

Defiant. and aggressive children, he thinks, are best 
dealt with quickly, and he has a technique by which the 
health visitor stands behind the child, passes her left 
hand under his left arm and grasps his right hand. With 
her right arm she turns his head away. The doctor 
takes the child’s left hand between his knees and gives 
the injection quickly. The injection is synchronised 


_ 1. Shand, G. E., Nursing Mirror, Feb. 20, 1943, p. 331. 





with. the nurse’s movement in turning, the child’s head, 
and the whole thing is done in 4 seconds. Nervous and 
Fe ge children of course are much easier to e: 
they need a little encouraging patter as they come in, 
and some small thing that they can do themselves— 
like holding the receiver for the swab. Shand gets them 
to count three, by which time he has done. He su ts 
that the doctor would get on better if he h less 
paraphernalia: no white coats, and a shield for the 
gleaming instruments. On the other hand, there is 
something to be said for getting the public accustomed 
to the accessories of asepsis early in life. 








University of Oxford 
In a congregation held on Feb. 27 the following degrees 
were conferred : 


BM, BCh.—1J..M. Garvie, R. I. K. Elliott, D. G. T. Hicks, and 
*J. C. Prestwich. 
* In absence. 


An election of two members of the board of the faculty of 
Medicine will be held on Wednesday, June. 9. Nominations, 
which must be signed by six members of the general medical 
electorate, will be received by the secretary of faculties at the 
University Registry, up to 10 am on Wednesday, May 19. 

On Feb. 23 congregation approved a decree to increase 
Miss Ida Mann’s emoluments, as long as she remains Margaret 
Ogilvie reader in ophthalmology, so that she may give more 
time to research. 


Royal College of Physicians of London 

On Tuesday and Thursday, March 16 and 18, at 2.15 pm, 
Dr. Geoffrey Evans will deliver his Lumleian lectures to the 
college. He will speak on arteriosclerotic disease. 


VD in Scotland 


Speaking at a conference called at Edinburgh by the 
British Social Hygiene Council, Mr. Tuomas JouNsTon, 
Secretary of State for Scotland, said that there had been a 
steady decline in venereal diseases between the two wars. 
In 1939 the clinic figures for syphilis in Scotland were just half 
what they had been in 1921; since then numbers have gone 
up rapidly and last year there were nearly 5000 fresh infections 
there, a: from Service cases. In one town, he said, the 
known infections had risen from 36 to 419. Treatment 
centres are adequate for the increased numbers, but about 
40% of patients leave centres before they are pronounced 
cured, and over 20% leave even before completing a course 
of treatment. 


War-time Work for Married Nurses 

The National Society of Children’s Nurseries, in conjunction 
with the Royal College of Nursing and the Association of Sick 
Children’s Hospital Nurses, is holding a course in London for 
nurses eligible for positions as matrons and sisters in war-time 
nurseries. These posts are suitable for qualified nurses who 
are married, but are now anxious to do war work. If they 
have children under school age, provision can be made for their 
care. The course, which is under the auspices of the Ministry 
of Health, opens on Monday, March 29, and is free to nurses on 
the general and sick children’s state register who intend to 
work in these nurseries. Registered fever nurses can also be 
accepted if they are unable to take employment in infectious 
diseases hospitals. Further particulars can be had from the 
director in the education department, Royal College of 
Nursing, la, Henrietta Place, London, W.1. 


Distributing our Nurses 


Addressing the newly formed National Advisory Council 
for the recruitment and distribution of nurses and midwives 
on Feb. 23, Mr. Ernest Bevin explained that the recruitment 
and distribution of nurses would be managed through the 
appointments department of the ministry, with its thirty-one 
local appointments offices: Advisers are giving technical 
and professional help to the ministry, and the health depart- 
ments are also prepared to help. The principal officer in 
charge of the new work will be Mrs. Bethina Bennett, herself 
a state registered nurse, who is to act as secretary to the 
council. Similar officers, either whole or part-time, are 
taking u ts in the appointments offices throughout the 
ae M. S. MecCorquodale, MP, chairman of the 
council, will keep in close touch with the minister and advise 
him on the decisions reached. 





« 


354 THE LANCET] 


NOTES AND NEWS 








Medical Society of London 

A meeting of this society will be held at 11, Chandos Street, 
W.1, on Monday, March 15, at 5 pm when Dr. Geoffrey 
Marshall, Mr, R. C. Brock, and Dr. F. MacDonald Allehin 
will introduce a discussion on the diagnosis and treatment of 
malignant growths of the lungs. 
British Institute of Philosophy 

Prof. Herbert Dingle’s lecture on space and time in modern 
physics, which was postponed, will now be delivered at 14, 
Gordon Square, London, W.C.1, on Friday, March 19, at 5 pM. 


Middlesex County Medical Society 

The next meeting of this society will be held at 3 pm on 
Wednesday, March 17, at the North Middlesex County Hos- 
pital, Silver Street, Edmonton, N.18, when cases will be 
shown and discussed. 


Socialist Medical Association 

At a meeting of this association gn Feb, 28 the following 
resolutions were unanimously adopted :— 

1. The SMA reiterates its welcome to the Beveridge report as 
an effort to deal with two factors-in the eausation of ill health : 
the existence of poverty and the absence of an organised health 
service. It views with regret, therefore, the failure of the Govern- 
ment to implement the report. It wishes to emphasise that from 
the health pois, of view the provisions of the report, based as they 
_ an tence and not on optimum dietary standards, cannot be 

—low 

The acceptance of Assumption B is warmly welcomed... We urge 
that “‘the restoration of the sick is a duty of the state and the 
citizen, prior to any other consideration,” as suggested in the 
report, should be accepted as the keynote of the service which the 
Minister of Health is discussing. The efficiency of that service in 
the care of health and not a. doctrinaire belief in the necessity of 
preserving o Ma eg =i hospital principle or any other existing 
phoned must be the basis of a comprehensive National Medical 

erv: 

2. This meeting believes that there should be one standard of 
medical service for all beneficiaries in a comprehensive National 
Medical Service and that doctors employed by this service should 
not be permitted to accept private fees. 


Royal Society of Medicine 

The section of pathology of this society will meet on 
Tuesday, March 16, at 4.30 pm, for short papers and demon- 
strations. At 4.30 PM, on March 18, the sections of derma- 
tology and physical medicine are holding a joint meeting when 
Dr. Rupert Hallam and Dr. William Beaumont are ning a 
discussion on the application of physical methods in the treat- 
ment of skin diseases. At the same hour in the section of 
neurology Major Edgar V. Kahn, USAMC, will speak on the 
use of contrast media in cystic lesions of the brain; Lieut.- 
Colonel Loyal Davis, USAMC, on experimentai studies upon 
peripheral nerve lesions, and Major John E, Scarff, USAMC, 
on recovery of speech following evacuation of subcortical 
blood clot from the left temporal lobe in three patients. On 
March 19, at .3.30 pw, short communications will be read at 
the section of obstetrics and gynxcology and afterwards Dr. 
B. E. Ebden will describe obstetric practice in Nigeria. On 
the same day at the section of radiology Major P. J. Kerley 
will read a paper on the etiology of erythema nodosum, Mr. 
Geoffrey Todd on the chest clinician’s viewpoint of radiograms 
of the chest, and Mr. K. I. Nissen on epiphysitis of the lumbar 
spine. 

A Factory Health Centre 

A new welfare building and a food-research department 
attached to the canteen was opened at Morris Motors Limited, 
at Oxford, on Feb. 24, by Sir Miles Thomas, vice-chairman 
of the firm. The medical centre of the factory has taken 
up well-equi Pped q quarters in one of the new blocks, provided 
with ultraviolet and infrared ary a an electrocardiograph. 
and an X-ray plant. It is hoped by means of mass radio- 
graphy to detect early cases of tuberculosis among the 
workers. Dental and eye services are also provided; Dr. 
Ernest Mallam, the medical officer, and his staff intend by 
degrees to add a rehabilitation centre to the welfare services of 
the factory. It is stated that the workers pass aptitude tests 
before taking on a new job, and are thus employed on work 
for which they are fitted and can enjoy. 

The canteen of the factory is run by Barkers (Contractors) 
Ltd. and they have introduced the food-research department, 
with a small but well-equipped laboratory in charge of a 
biochemist and a dietitian. The meals served not only in the 
Morris canteen but also in the canteens of upwards of 600 
faetories catered for by Barkers will be analysed in this 
laboratory, and the dietitian will advise on ways in which they 
can be modified to ensure a balanced diet. An experienced 
chef sees to it that the meals served in the Morris canteen are 
palatable as well as nutritious. 
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Medical Casualties 

The following RAMC casualties have been announced : 

Wounded.—T/Major C. B. Jagger, MB BIRM; Captain G. M. 
Jolly, MB EDIN; Captain J. H. Keesey, MB CAMB; Captain G. 
O’Donnell, MB ; and T/Major Peter Spence, MB GLASG. 

ar.—Captain J, G. Jesson, MB LOND ; and Captain 

A.J. N. Warrack, MB LOND. 

The following RAF officers are now officially reported as 
prisoners of war in Java : 

to tae Tana = ae al w. pared LROPI ; Squadron-Leader J. A 
McCarthy, GM, MB. ht - Lientenant R. F. Braithwaite. 
MRCs ; and Flight- iieutenant'S .- J. W. Thompson, MB BELF. 


London County Council 
The following medical men and women have teen appointed 
to the standing committees of the LCC : 


_ he wang defence and general purposes comméittee.—Mr. Somerville 
Evacuation commitiee—Dr. J. A. Gillison and Dame Barri: 


Lambert. 

Pa and Mag! teeny —— 8. gag Cope <3 
. Somerville s, Dame Lam . KE. P. 
Hulbert “and ¢Dr. Stark Murra : rasan 


cniet Roepliats committee. Dainé Barrio Lazohert and tDr. Dori: 


Parks committee.—Dr. 8. W. Jeger. 

Supplies committee.—Dame Barrie Lambert 

Special committee on staff (appeals).—Dame Barrie Lambert. 

t Coépted. 

The hospitals and medical services committee have recom- 
mended the council to adopt the proposals of the Rushelific 
Committee. This will mean an additional expenditure of 
£68,000 in 1943-44 of £114,000 in 194445, and ultimately an 
average of £117,000 a year. Half of this expenditure will be 
met by a grant ‘from the Government. 





Appointments 


* 


SMALL, CHRISTINA, MB LOND.: house-surgeon at Great Ormond 
Street Children’s Unit, Base Hospital, Hemel Hempstead. 
Surrey County Council.—The following appointments have latel) 

been made : 
BABER, MARGARET, MD LOND Fae Rath asst. res. physician. 
St. Helier County Hospital, ” Carsha: 
or7nenax, 4. N., DM OXFD, MRCP : an A St. Helier Count) 
ospita: 
GoRDON, F. W., MD ABERD., MRCP: part-time physician, Warren 
Road ‘Hospital, Guildford ; 5 J 
Harwoop, H. F., MD LPOOL: asst. MO (Chest Block), St. Helier 
County ‘Hospital ; 
ROBERTS, ERICA, MB WALES: asst. RSO, St. Helier County 
oo ge al: ove t. MO (ob 
‘TER, URSULA, MROS: ass obstet. neec.), St. Helicr 
County Hospital. ” , = 
The ang a examining factory surgeons have been appointed : 
Situ, A. F., MD EDIN., for Ulverston, Lanes ; 
YATES, AN, MB MANC., for Hanley, Staffs 
FirzPpaTRick, EB. D., MRCS, for Alcester, Warwickshire ; and 
WALKER, GERALD, *MRoS, ‘tor Holbeach, Lincs. 


Births, Marriages and Deaths 


BIRTHS 


GLEADOW.—On March 3, at r~~vpersne the wife of Dr. FE. F. 
or of Worcester—a so 
Kine LEwis.—On March 3, ah Wennthe. the wife of Dr. P. C. 
Lewis—a daughte 
Scotr.—On a, 2: a Speen, Newbury, the wife of Dr. T. G. 
Scott—a daug! 








PR a See = "March 3, the wife of Lieutenant Anthony 


Seymour-Jones, FRCS, RAMC—a daughter. 


MARRIAGES 
MurpHy—MoHvues.—On Feb. 20, 1941, at Be gg ar Grahame 
Edward Murpliy, Frcs, to Mary Patricia McHugh, MB, of 


B fg 
PooLEY—BROOKS. —On March ah. ih Jqutes. Stewart Pooley, 


surgeon-lieutenant RNVR, Too. 
ARD—WITHERBY.—On Fen. , at Chobham, Peter Michael 
Maddock Pritchard, lieutenant ty to Daphne Witherby. 
E TURGES.—On Feb. 27 2 cra George Kelly Cargill 
Rettie, MB, RAMC, to Joan 


DEATHS 

DwyYeErR.—On March 2, in London, Walter James Ignatius Dwyer, 
mks, formerly of Ladbroke Gardens, W.11. 

GOLDIE-ScoT.— March ¥ _ Parkstone, Dorset, Thomas’ Goldie 
Goldie-Scot, MB EDIN., JP. 

Horr.—On March 6, at St. Leonards-on-Sea, George Hope, MRCs, 
DPH, formerly of Hanwell. 

Hvueo.—On Feb. 28, at Guildford, James Henry Hugo, ps0, MB 
LOND., DPH, liewt. -colonel ms, ret 

Swan.—On March 2, in London, Russell Henry Jocelyn Swan, 
OBE, MS LOND., FRCS. 








The fact made of raw materials in owing 
to war are advertised in this pa ee taken 
as an indication that they are available for export. 





OO Ons = tse Om mA nO neh 
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EARLY DIAGNOSIS OF WOUND INFECTION 


WITH SPECIAL REFERENCE TO GAS-GANGRENE 


D. McCLEAN, MB LoND H. J. ROGERs, BSc LOND 
OF THE LISTER INSTITUTE OF PREVENTIVE Ee, 
ELSTREE, HERTS 
B. W. WILLIAMS, B MOXFD, FRCS 
EMS SURGEON, ST. THOMAS’S HOSPITAL 


With a technical section by C. W. HaLe 


THE case-mortality from wound infections due to the 
gas-gangrene organisms remains obstinately i in the region 
per cent. In the early stage of infection when 
the tissues are still capable of recovery the clinical 
changes are so slight that, even with considerable 
experience, the surgeon can seldom form a definite 
opinion as to the presence of an anaerobic infection. In 
view of the difficulty of rapid ervepeine diagnosis, 
it seemed worth while to explore the possibility of detect- 
ing the presence of actively proliferating pathogenic 
organisms at a stage when the infection cannot be 
recognised by clinical or o1 bacteriological examina- 
tion. The methdds put forward in the following com- 
munication depend upon the detection of _— 
produced by bacteria in the wound exudate hese 
enzymes are apparently produced by a large proportion 
of wound-infecting organisms and can be detected by 
simple tests. The methods advocated are most likely 
to be useful in Cl. welchii infections which are clinically 
the Resin rapid and most common cause of gas-gangrene. 
has been known for some years * }* that organisms of 
‘as gas-gangrene group, staphylococci, streptococci and 
pneumococci produce, in addition to their recognised 
toxins, substances which cause an immediate increase in 
the permeability of the connective tissues. 


Substances with similar diffusing properties have been 
obtained from mammalian testis,® 4° 14 extracts of malignant 
tissues,+ 4 snake and spider venoms? and from. leeches.* 
Chain and Duthie’ reported that purified diffusing extracts of 
testicular and bacterial origin exhibit a remarkable mucolytic 
activity characterised by a rapid fall in the viscosity of the 
mucopolysaccharide of synovial fluid and vitreous humour 
and the liberation therefrom of reducing substances. 


Subsequent work ° 1% 1% 2° has shown that the diffusing 
or spreading factors are very closely associated, if not 
identical, with a group of enzymes that hydrolyse the 
mucopolysaccharide known as hyaluronic acid which is 
widely distributed in the connective tissue. The enzymes 
are therefore called ‘‘ hyaluronidases.”’ 

It has been shown that the inclusion of hyaluronic acid 
in the culture medium of Cl. welchii or of streptococci 
greatly increases the production of hyaluronidase by 
these organisms,+*171® and this observation has a 
bearing on the pathology of infections by organisms 
that produce these enzymes. For example, gas-gangrene 
spreads rapidly through the tissues; as soon as Cl. 
welchit starts to proliferate in the tissues hyaluronidase 
is produced, the hyaluronic acid there is attacked, the 
permeability of the tissues is thus increased and more of 
the substrate then becomes available. The presence of 
hyaluronic acid causes the infecting organisms to produce 
an increased amount of the enzyme and a vicious circle 
is set up which promotes the extension of the infection. 
Other components of the toxins of wound-infecting 
organisms such as the various hemolysins, leucocidin of 
staphylococci and the lecithinase of Cl. welchii and the 
toxin of Cl. edematiens are also liberated in the tissues 
and their spread may be promoted by hyaluronidase. 

Macfarlane and Knight demonstrated that there is 
an enzyme in Cl. welchti toxin which hydrolyses lecithin. 
This iecithinase differs from those in snake and wasp 
venoms in the manner in which it splits the substrate, 
whilst it differs only in immunological specificity from 


‘that present in small amounts in Cl. edematiens toxin.'* 


Macfarlane and Knight showed that the lecithinase. of 
Cl. welchii is almost certainly identical with the « toxin. 
That of Cl. edematiens is not identical with its lethal toxin. 
- It was of interest to determine how early in an infec- 
tion these bacterial e could be detected in the 
cedema fluid or wound exudate, the distribution of these 
substances in the body fluids and their correlation with 
6238 


the progress of infection. If sta enzymes could be 
detected at an early stage, the knowledge might be of 
assistance to the surgeon in providing a rapid means 
of early diagnosis, The earlier recognition of anaerobic 
infection may also result in more vigorous and objective 
antitoxin therapy and less extensive operative excision 
with a consequent reduction in both mortality and 
mutilation. This paper contains a brief summary of 
the results of these experiments and descriptions of 
the tests which it is recommended should be tried 
in the early diagnosis of infection in wounds. 


Experimental Methods 
Groups of guineapigs were infected intramuscularly in 
the thigh with washed 18-hour cultures of the organism 
under test, 


The cultures were made in Rebertson’s heart medium ; the 
organisms were centrifuged, washed once in saline and taken 
up in either saline or CaCl, solution. The cultures were 
washed in order to avofd, as far-as possible, the injection of 
preformed toxin or hyaluronidase. In those experiments in 
which CaCl, was used the concentratidn of this salt in the 
suspending solution was 8 mg. in the dose of 0-1 ml. In 
other experiments the calcium was omitted and, in order to 
simulate in some degree the naturally occurring trauma, the 
muscles were crushed with artery-forceps immediately before 
injection of=the culture in saline. 


The guineapigs were killed in pairs at intervals after 
infection varying from 2 to 24 hours. Immediate post- 
mortem exXaminations were made, the macroscopic 
appearance noted, films made from the cedema fluid 
(when present) for microscopical examination, and 
samples of oedema fluid, heart blood, injected muscle 
and urine collected for examination. The excised 
muscle was minced and extracted with a volume of 
distilled water equal to the weight in grammes of muscle 
tissue ; films of the muscle extract. were also made for 
microscopical examination. The samples of oedema, 
blood, muscle extract and urine were tested for the 
presence of hyaluronidase and lecithinase or for hamo- 
lysin in those infections in which lecithinase is not 
produced. - 

The hyaluronidase present in the samples was estimated 
either by its visecosity-reducing activity and the result 
expressed in viscosity-reducing units !® or by the mucin-clot 
prevention test which depends upon the power of hyaluroni- 
dase to destroy the capacity of the mucopolysaccharide to 
form a typical ‘‘ mucin clot ” on the addition of acetic acid. 
The highest dilution of the enzyme sample under test which 
will inhibit this clot-formation after imecubation with a 
standard substrate mixture for a fixed time is proportional 
to the potency of the original sample. A description of the 
influence of in-vitro environmental factors on this manifesta- 
tion of enzymic activity is in the press,}* but a description of 
the method of performing the test is given later in this paper. 

The lecithinase potency of the samples from welchii infec- 
tion experiments was determined by the egg-yolk method 
described by van Heyningen.** When the enzymic potency 
was very low, as in experiments using Cl. edematiens, estima- 
tions were made using the liberation of acid-soluble phosphorus 
from lecithin, as described by Macfarlane and Knight." 


. Dilutions of standardised glycerinated Cl. welchii toxin were 


” 


used for comparison, and results were expressed as “‘ egg units 
where one egg unit is equivalent to one mouse MLD. 

In experiments with Cl. septicum (vibrion septique), which 
produces no lecithinase, the body fluids were tested for 
hemolysin. These tests were performed in saline without 
buffer, with McIlvaine’s phosphate-citric acid buffer at pH 6-0 
and in the presence of thiolacetic acid. 


The titres of the various enzymes present in the samples 
from the infected animals were recorded and compared 
as the infection proceeded; the correlation of the 
appearance of these enzymes in the oedema fluid and 
muscle extracts with the presence of organisms in the 
stained films from these fluids was noted. 

Infection experiments were made with representative 
strains of Cl. welchii, Cl. septicum (Cl. edematis maligni) 
and Cl. wdematiens. In addition, a survey was made of 
strains of all three species for their capacity to produce 
hyaluronidase in culture in the presence of hyaluronic 
acid. In our experience this is the best method of 

uM 
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testing whether any strain can produce this enzyme in a 
suitable environment. We are indebted to Dr. Muriel 
Robertson and Mr. Keppie of the Department of Animal 
oer * Cambridge, and to Prof. A. A. Miles and Dr. 
Nancy Hayward of University College Hospital for 
many representative strains of these organisms. 


Results 


The results of the infection experiments will be 
described in full elsewhere. Our present purpose is to 
give the broad conclusions drawn from our experiments 
and to indicate how our experience can be applied to the 
examination of exudates from either civil‘or military 
wounds. All our evidence has been obtained from 
animal infection experiments and we have not, so far, 
had the opportunity of examining wound exudates. 
This report is being published in the hope of obtaining 
clinical material for examination and in order that those 
in contact with casualties may themselves test the 
application of our experimental findings to the early 
diagnosis of wound infection. 


GENERAL OBSERVATIONS 

Tf the infecting strain was capable of producing 
hyaluronidase, whether it was Cl. welchii, Cl. septicum 
or-Cl. edematiens, the enzyme could be detected in the 
cadema-fluid as soon as the infection was sufficiently 
advanced to produce enough fluid for examination. In 
infection experiments with Cl. welchii, the lecithinase 
could be detected in the cedema fluid very soon after the 
infection had progressed far enough to produce any fluid. 
In the cedematiens experiments lecithinase was only 
detectable in small quantities in the muscle at avery 
late stage in the infection. The highest value obtained 
was 5 units, using a strain known to produce relatively 
large amounts of lecithinase in culture. The relative 
concentration of enzymes in the muscle extract and the 
cedema fluid varied with the species of the infecting 
organisms and with the individual strains of each species. 
The relation between the time of appearance of organisms 
in the stained films from both muscle extract and 
cedema and the detection of the enzymes in these fluids 
also varied with the species and strain of the infecting 
organism. Neither hyaluronidase nor lecithinase could 
be detected in the urine at any stage of the infections. 
Neither enzyme was ever detected in the circulating 
blood ; this raises an interesting question as to how the 
toxins are disseminated in the body and is the subject 
of further work which will be fully described elsewhere. 
A comparison of the results obtained in those experiments 
in which the organisms were injected together with CaCl, 
and in those in which the muscles were crushed and no 
calcium chloride used, indicated that there was no 
significant difference in the relation between the appear- 
ance of the enzymes and the stage of the infection ; in 
our hands, however, the crushed muscle technique 
resulted im less regularity in the rate at which the 
infection established itself, 


Cl. welchii INFECTION 


In all welchit experiments the infection developed 
rapidly, eedema fluid in quantity sufficient for collection 
was usually present after 4 hours, it increased rapidly 
and became generalised throughout the body. The 
organisms a d in the oedema fluid relatively late 
in the infection, after the enzymes could be detected 
and considerably later than they could be seen in the 
films from the muscle. This is in contrast to our 
experience with Cl. septicum and edematiens. There was 
considerable variation between the different strains of 
Cl. welchit in the relative titre of both enzymes that 
developed in the muscle and in the cedema as the infec- 
tion proceeded and also in the amount of muscle digestion 
and the extent of the cdema. It is not, however, 
proposed to discuss here the differences in individual 
infections. Table 1 shows the upper and lower limits of 
both enzymes detected at the stated periods after infec- 
tion and is based upon the result of several experiments 
with different strains. 

It will be seen that there is a very wide variation in 

‘the potency of both enzymes in the tissues of individual 
animals at all stages of the infection, but the steady 
increase in enzyme activity as the infection proceeds is 


also apparent. At 2 and 3 hours after infection, when 
there is no detectable free fluid, both enzymes can 
already be detected in the infected muscle. 


The result of infection with a strain that produces no 
hyaluronidase should be referred to here. Although this 
strain was toxigenic, virulent and produced marked digestion 
of muscle, the cedema fluid was much more circumscribed to 
the infected area; this fluid was strikingly viscous, having 
the consistency of honey, and when the infected muscle was 
minced, it was found to be dripping with viscous fluid. This 
viscosity was due to hyaluronic acid, since it was immediately 
destroyed by the addition of hyaluronidase from a culture of 
another strain of Cl. welchii. The cause and source of this 
extraordinary quantity of hyaluronic acid is of great interest 
and is the subject of investigations which will be reported 
elsewhere. 


TABLE I—HIGHEST AND LOWEST TITRES OF HYALURONIDASE 
AND ‘LECITHINASE DETECTED IN MUSCLE EXTRACTS AND 
(2DEMA FLUIDS AT DIFFERENT PERIODS AFTER INTRA- 
MUSUULAR INFECTION WITH Cl. welchii 
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MCP = mucin-clot prevention test. Figures 
indicate highest effective dilution of enzyme. 
VRU = viscosity-reducing units. 
EU = ege ts. res indicate units of 
enzyme per gramme of muscle. 


tt 
a 
\, 
t 
eo 


se 00 eeee cee ones 
—— ee OD Oe 


Oo 
' 
_ 


e Se 
= 


-_ 
bo 
oO 

| 
oa 
a 





Hyaluronidase s3 


Lecithinase 


Cl. septicum (VIBRION SEPTIQUE) INFECTION 


In our experiments with Cl. septicum the infection 
developed more slowly than with Cl. welchii. It was 
unusual to detect any macroscopic signs until 6. hours 
and cedema fluid was not usually present in sufficient 
quantity for examination until 12, hours after infection. 
The first sign of infection was the hemorrhagic appear- 
ance of the muscle, As the infection proceeded, the 
quantity of oedema fluid increased sepidly and the distri- 
bution of this fluid throughout the y was a marked 
feature. There was a rapid increase in the concentration 
of hyaluronidase in the cedema fluid compared with that 
in the muscle. This appeared to be correlated with the 
early appearance of organisms in the cedema fluid and 
their rapid increase in numbers which exceeded those 
seen in the fluid from the muscle extracts. 

In culture Cl. septicum somes much Jess hyaluroni- 
dase than Cl. welchii and, therefore, it was not surprising 
to find that in the body fluids of the infected animals 
the potency of this enzyme was considerably lower than 
in the welchit experiments. It could, nevertheless, be 
detected both by the mucin-clot prevention (MCP) test 
and by viscosimetry from about 6 hours in the muscle 
and about 12 hours in the oedema fluid, increasing in 
quantity more rapidly in the latter. 


Our experience indicates that in the cedema fluid the 
enzyme increases from less than 0°5 viscosity-reducing units 
(VRU) at 12 hours to about 2°0 VRU at 24 hours and in the 
muscle from less than 0°5 VRU at 6 hours to about 1°@ VRU 
at 24 hours. If the MCP test is ‘used the final figure for 
cedema fluid corresponds to activity at a dilution of about 
1:40 and for muscle a dilution of 1:20. There are some 
Cl. septicum strains with an abnormal capacity to produce 
hyaluronidase and in-infections with these strains the titre 
of enzyme in the cedema fluid may rise as high as 10 VRU 
(MCP about | : 100) 12 hours after infection. 
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TABLE efi neste ere ot atts 3 BY ORGANISMS OF THE GAS-GANGRENE GROUP CULTIVATED IN 


0-5 PER CENT. HYALURONIC ACID 





Cl. welchii | 
Hyaluroni- |—— 


Ol. eedemations 


Cl. septicum 





dase ‘0. of \No. of | 
pista Remarks ~ | strains 


Remarks pene Remarks 








Positive 12 (11 were toxigenic strains, of which h 10 20 |é stetine derived from 
, were derived from from pe strains 
es - ee (Mi titre): 800 


{ 


ts 
9 stock paoounneny é strains, of which 4 are) 


apnarene cnnte : 7 (6 stock laboratory 
apparen ~% armless co strains; 1 strain 
of woun | from. toxemia in 


sheep 
good toxin-prod ee wd ggoP 


|Hyaluronidase (MOP titre) : 1 : 5=1 ; 125) titre): 1:2-1 





i 
| 
20 {11 toxigenic strains, of which 2 were 0 | 
derived from s-gangrene cases and | 
| 2 from perito: 
16 strains aoaenity harmless con- 
ts, of which nevertheless 7 
xigenic 


—_ | 5 strains derived from 

| gas- rene cases 

3 sto laboratory 
strains 








Total .. 32 | |; 20 
' t 


. No hemolysin was detected at any time in either the 
cedema fluid or muscle of the infected animals. 


Cl. edematiens INFECTION 


The early stages of infection with Cl. edematiens also 
developed more slowly than with Cl. welchii: The first 
macroscopic signs were visible after about 6 hours, but 
cedema, fluid could not be collected for examination until 
about 12 hours. Once established, the infection pro- 
ceeded very rapidly with marked digestion not only of 
the muscle initially infected but of all muscles throughout 
the body, and with copious generalised production of 
cedema fluid. In infections with strains producing 
hyaluronidase, the organisms appeared in the colems 
fluid from 6 hours onwards. and increased rapidl 
numbers; this fluid did not clot on standing. omg 
strains were used which did not: produce hyaluronidase, 
the oedema fluid was gelatinous, more localised to the 
infected area, and no organisms be seen in it until 
the. terminal stages of the infection. This gelatinous 
fluid has not the viscous character of the fluid produced 
in the correspon welchii infection nor was its 
gelatinous character destroyed by hyaluronidase. 

(Edematiens infections are the least satisfactory of the 

gas‘gangrene group from the point of view of the 
presi = — s in saa ae pet in will 
appear a e proportion strains produce no 
hyaluronidase oat those that do produce this enzyme 
secrete it m even lower titre than Cl. septicum. ‘A leei- 
thinase is also produced in very low titre by this organism. 
If, however, infection is caused by a hyaluronidase- 
producing strain this enzyme can be detected in the 
cedema as soon as sufficient can be collected for examina- 
tion—i.e., after about 12 hours. 


At this stage there is less than 0-5 VRU present and by 
the MCP test the enzyme can be detected in a dilution of 
1:4 to 1:8. By 18 hours the titre of the enzyme rises to 
about 1:0 VRU or a MCP dilution of about 1:16. In the 
muscle the enzyme is just detectable by both methods at 
6 hours and the titre increases slowly to about 0-5 VRU or 
1:8 MCP dilution at 18 hours. 


Using a strain of Cl. edematiens known to produce a 
relatively high lecithinase titre in culture this enzyme 
could only be deteeted in the oedema fluid about 25-29 
hours after infection. The titre was then only about 
1 unit per ml. of fluid. In the muscle the titre was 
somewhat higher and a earlier, being about 
2-3 units per gramme after 18 hours rising to 6-7 at 
death. With other strains no lecithinase could be 
detected at any stage. 


HYALURONIDASE-PRODUCTION IN CULTURE 


If the detection of these enzymes in. the body fluids 
is to be of any diagnostic value it is necessary to know 
that most of those organisms likely to infect wounds do, 
in fact, produce age nearer To this end representa- 
tive strains of the three main gas-gangrene-producing 
species were cultivated in medium containing 0°5 per 
eent, hyaluronic acid. The result is shown in table 1. 

It will be seen that with regard to Cl. welchii and 
Cl. septicum the position is quite satisfactory. Of 12 
hyaluronidase-producing welchii strains, 10 were derived 








15 | 


from clkinical gas-gangrene ; only 2 out of 20 strains 
that do not produce this enzyme were obtained from gas- 
gangrene cases, All the strains of Cl. septicum that have 
been examined produce some hyaluronidase. Cl. adema- 
tiens presents a less satisfactory picture: only 7 out of 
15 strains produce the enzyme and there is no bien He 
that this property is associated with the capacity to 
cause gas-gangrene.. When examining table 1 it must be 
remembered that the organism finally isolated from a 
wound may not be the one that was actually arg 
for the gangrene. 

Other organisms besides the gas-gangrene group are 
liable to cause wound infection and they may produce 
hyaluronidase. Many strains of staphylococci, especially 
those that elaborate potent hemolytic toxin, and many 
strains of hemolytic streptococci of various Lancefield 
groups also produce enzymes of this type which, how- 
ever, are antigenically distinct. Therefore infection by 
these organisms may also cause the appearance of 
hyaluronidase in the wound exudate, and in any diag- 
nostic procedure based upon the detection of this enzyme 
it will be desirable to determine which of the possible 
bacterial species are producing it in the wound. This 
can be done by specific neutralisation of the hyaluronidase 
by appropriate antisera and a simple rapid method of 
performing this test will be described in the next errs 


Methods for Detection of Enzymes 


Hyaluronidase, may be detected either by the MCP 
test ‘* or by the viscosity-reducing activity 1*+* of the 
enzyme. The MCP test can be carried out in any 
laboratory with ordinary equipmént, but viscosimetric 
assay of the enzyme normally entails somewhat specialised 
equipment and technique. Mr. C. W. Hale, working in 
this laboratory, has, however, elaborated a method 
whereby an ordinary Thoma-Zeiss leucocyte-counting 
pipette may be used as a primitive viscosimeter, and a 
description by him of this method will be included in 
this section. With a few simple technical precautions, 
the use of this pipette makes it possible to carry out a 
rapid test under field conditions for the presence of this 
enzyme. Furthermore, this technique can be used to 
detect the specific neutralisation of the enzyme by appro- 
priate antisera and thus to diagnose the nature of the 
infecting organisms that have produced the hyaluronidase. 

In the early stages of any investigation as to the 
application of these methods to the diagnosis of wound 
infection we hope to be able to supply limited quantities 
of the test substances—hyaluronate and egy-yolk 
(lecithin) emulsion—but the methods of preparing this 
material are included here so that those who are able 
may prepare their own material. 


PREPARATION OF HYALURONATE FOR USE AS SUBSTRATE 


Fresh umbilical cords are squeezed as free of blood as 
possible and rinsed in tap water. They are stored in acetone 
until collection and subsequent processing. 

The partislly dehydrated cords are minced (through a 
household mincer) as finely as possible. To 500 g. of minced 
material is added 1 litre distilled water. Add CHCl, to 
saturate ‘and store in cold with occasional stirring. After 
24 hours the juice is squeezed through a piece of good cloth 
(e.g., twill) and to the mince a further | litre of water is added. 


- 
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This is similarly extracted. The first and second squeezings 
are pooled and centrifuged for } hour at 3000r.p.m., or passed 
through the Sharples super-centrifuge. (This is better than 
filtering which is a very slow and laborious process.) The 
supernatant fluid, which should be almost clear and very 
viscous, is adjusted to pH 8-10 with KOH. 

Absolute alcohol (or absolute methylated spirit) is saturated 
with potassium acetate; 1} volumes (or not more than 
14 volumes) of this alcohol is added to the supernatant fluid 
with shaking. The potassium salt of the polysaccharide 
comes out of solution as a characteristic clot. The clot is 
separated on a Buchner funnel and is broken up with the 
fingers and washed once or twice with pure alcohol (or abso- 
lute methylated spirit). It is finally washed with ether and 
dried over P,O, in vacuo. The white (or almost white) 
maferial is like asbestos and may be ground to a powder in 
a mortar and used as required.” About 2-3 g. of powder are 
obtained from 500 g. of minced cord. 

Great care should be exercised in the preparation of the 
polysaccharide to prevent contamination either with organ- 
isms or with hyaluronidase. Water solutions should always 
be saturated with CHCl, and work with dry hyaluronidase 
should not be carried out in the same room. 

Where a centrifuge and adequate supplies of methyl- 
ated spirit are not available.the following alternative 
methods may be used :— 


EXTRACTION OF UMBILICAL CORD 

After mincing the acetone-soaked cords the mince is spread 
out on paper for a few hours to evaporate most of the acetone. 

About | litre of water is added to about 500 g. of mince 
and this is left to stand for 1 or 2 hours, with occasional stirring. 
It is then carefully brought to boiling, with constant stirring 
and boiled for not more than 3 min. The tissue thus shrinks 
and extrudes the hyaluronic.acid. While still hot it is filtered 
through glass wool—the filtration being repeated until a 
reasonably clear solution is obtained. This solution is cooled 
and precipitated ; it should be very viscous when cold. 


PRECIPITATION WITH MINIMUM OF INDUSTRIAL SOLVENTS 


30 ml. normal horse serum is added to 1 litre of crude 
solution of hyaluronic acid, however prepared. This is mixed 
and the mixture cooled. When cool (<10° C.) 75 ml. 
2 N. CH,COOH is added and the mixture shaken. A volumi- 
nous clot separates leaving a clear non-viscous fluid. The 
clot is gathered together on a glass rod and squeezed as free 
of fluid as possible. It is broken up by hand and dropped 
into acetone and may then be dried for storage or the next 
stage may be undertaken without further delay. The 
precipitate is broken as finely as possible, ground in a mortar 
to a powder if dried—and suspended in water 1/5 volume of 
original extract. A few drops of KOH solution (about 5N) 
are added and the niixture shaken until dissolved. More 
KOH may be added if necessary. The final solution should 
be pH 9-10-and very viscous. The solution is then pre- 
cipitated with 1} volumes of methylated spirit saturated with 
potassium acetate and it is then washed with a little acetone 
(or preferably ether) and dried in vacuo over P,O;. 

By using the above method only about one-third of the 
volume of solvents is required, but it is not claimed that the 
final preparation is as pure as in the method of direct 
precipitation without the addition of serum proteins. 


MUCIN-CLOT PREVENTION (MCP) TEST 


This test depends upon the fact that hyaluronidase 
from all sources so far tested destroys the capacity of 
a protein-hyaluronic acid complex to form a typical 
“mucin clot”? on the addition of acetic acid. The 
me dilution of the enzyme sample under test which 
will inhibit this clot-formation after incubation with a 
standard substrate mixture for a fixed time is propor- 
tional to the potency of the original sample. 


SERUM-SUBSTRATE MIXTURE 

Substrate.—A solution of potassium hyaluronate (see accom- 
panying description of preparation) in distilled water is made 
and stored in the cold under toluol or with the addition of a 
little chloroform as a preservative. Solution is facilitated if 
the bottle is placed in a 37° C. incubator for 2-3 hours and 
shaken occasionally. The strength of the solution is deter- 
mined by comparative test with a standard preparation and 
is usually from 0-15 to 0-25%. 

Serum,—Normal horse serum has been used by us but it is 
probable that rabbit serum would be equally suitable. It is 


important that the serum should be from a healthy animal 
which has not been immunised with any antigen that might 
contain hyaluronidase and that it should be stored with 
aseptic precautions. The serum may be kept under toluol, 


‘ or chloroform may be added as a preservative. 


Preparation of mixture.—Each tube put up in the test will 
require 1 ml. The required volume is made up in the 
following proportions :— 


10 ml. hyaluronate solution. 
10 ml. of a 1: 10 dilution of serum in saline. 
20 mil. of distilled water. 


This serum-substrate mixture will keep for a few days in the 
refrigerator, but if it is not used on the day of preparation 
it is wise to make sure that it will still clot on the addition 
of acetic acid both before and after incubation at 37° C. for 
20 min. 

SETTING UP THE TEST 


1. Dilutions of the enzyme samples.—This test can be used 
to assay potency to 20% differences, but it is usually unneces- 
sary to test closer than twofold differences. If there is no 
knowledge of the approximate potency of the sample under 
test a preliminary titration in tenfold dilutions may be made, 
followed by a test at twofold differences. 

The appropriate dilutions of the exudate or muscle extract 
to be tested are made in a final volume of 0-5 ml. of distilled 
water. In order to obtain reproducible results if a final test 
at 20% differences is made, it is necessary to make these 
dilutions in bulk, say 10 ml., and to transfer 0-5 ml. amounts 
of the dilutions to the tubes for test. 

2. Addition of substrate—1 ml. of the substrate-serum 
mixture is added to each tube, including the control, starting 
from those containing the highest dilution of,enzyme. The 
contents are mixed by inverting the tubes ; it ‘is our practice 
to place a small piece of scrap paper between ‘the finger and 
the mouth of the tube when inverting to avoid transferring 
material from one tube to another. 

3. Incubation,—As soon as mixing is complete the tubes are 


* placed in a water-bath at 37° C. for 20 min. 


4. Clot-production and reading results —The rack of tubes is 
removed from the bath and rapidly cooled by immersion in 
ice-cold water in the refrigerator for 5 min. This stops the 
enzymic action and improves the quality of the clot formed 
on subsequent addition of acetic acid and thus facilitates 
determination of the endpoint of activity. It is as well not 
to add the acetic acid to more than two rows of titrations at 
a time to avoid prolonged contact of the acid before the 
tests ate read. After the addition of the acid it will be 
noticed that a layer of precipitate forms at the junction of 
the acid and the test mixture in all tubes: this is of no 
diagnostic significance. The tubes are now held up to the 
light and gently shaken. The control and those tubes con- 
taining insufficient enzyme show the development of the 
characteristic stringy clot which contracts on standing. One 
or two tubes near the endpoint. may show a few threads of 
precipitate. Those tubes in which the enzyme has attacked 
the substrate show no clot or precipitate and those in which 
the enzyme is present in excess show clearing of the 
solution. The results are expressed as follows :— 


No clot or threads of precipitate 
Threads of precipitate... =... os 
Clot aw ve ae -., No enzyme. 


The highest dilution showing no clot or threads is taken as 
the highest effective dilution of the enzyme. We have 
expressed our results in terms of the original dilution of 
enzyme in 0-5 ml. and have disregarded the subsequent 
dilution with substrate mixture. It is emphasised that, as a 
precautionary measure, it is always wise to make sure that 
the serum-substrate mixture will clot on the addition of 
acetic acid before setting up the tests:;, This may save a 
considerable waste of time in the event of this mixture 
having been contaminated from any cause. Serum should 
never be used from an infected ‘animal nor any animal that 
has been immunised as this may contain anti-hyaluronidase., 

5. To indicate the bacterial source of the hyaluronidase—This 
can be done by specific: neutralisation of the MCP activity 
described above, using the same antisera as those supplied for 
the viscosimetric test (vide infra). 'The method recommended 
for diagnostic purposes is as follows :— 

Mix 0-25. ml. of ascending dilutions of wound exudate or 
muscle extract with 0-25 ml. of a 1:10 dilution in saline of 
the appropriate antisera. Allow the exudate-serum mixture 
to stand at room temperature for 15 min., then add 1 ml. of 


Enzyme present. 
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substrate mixture to each tube and test for clot-prevention in 
the usual way. Inhibition of enzyme activity by any one of 
the antisera as compared with the activity of a control test 
without antiserum indicates the source of the hyaluronidase. 
For this neutralisation test, as the antiserum dilutions are 
made in saline, the substrate mixture is prepared without any 
saline (i,e., serum dilution for this is made in distilled water). 


TESTS FOR VISCOSITY-REDUCING ACTIVITY OF 
HYALURONIDASE (C. W. HALE) 


Two methods will be described. The first is designed 
for use in a laboratory, where pipettes and water-baths 
are available, and requires the following apparatus and 
reagents :— 

Th Zeiss lew : 

W: ter-bath at ray ee prnneee . 

A test-tube ; some small dilution tubes. . 

* 10 ml. and 1 ml. uated pipettes. 
A clock and a wa with second hand, preferably a stop-watch. 


Buffer solution as follows — 
Disodium phosphate (NazHPO, anhydrous) .. 12°75 ¢. 
Oitric acid .. ae. an és ‘s ee 2°08 ¢. 
NaCl oe isa ms Sa» and ae 3°50 g. 
Waterto .. ws =e a pe “5 1 litre 
Reaction should be pH=7-0. Hyatnuronate solution. 


To be pre according to instructions accompanying dry 
sample (us' y about 0-5 % solution). 


TECHNIQUE 


One volume of the buffer solution is mixed with 4 volumes 
of hyaluronate. solution and stood in a water-bath at 37° C. 

Pipette 0-1 ml. saline into a small dilution tube and place 
in the water-bath. Leave for 5-10 min. Add 0-9 ml. of 
buffered hyaluronate solution (substrate) and mix by stirring 
and sucking up and down with a leucocyte pipette. Holding 
the tip of the pipette just under the surface of the fluid, suck 
up to the “ 11” mark and allow the fluid to flow out until the 
meniscus reaches the ‘*1” mark. Time the rate of flow 
between these two points. Repeat once or twice and take 
the mean of the readings. This gives the flow-time for the 
untreated substrate. If hyaluronate solution is kept under 
toluol in a refrigerator the. flow-time need only be checked 
every week or two. 

Pipette 0-1 ml. of wound exudate into a small dilution tube. 
When warm add 0-9 ml. warm buffered substrate. Mix with 
the tip of a clean dry pipette by stirring and sucking up and 
down several times. Holding the tip of the pipette just under 
the surface of the fluid, suck up to the “11” mark, release, 
and allow the fluid to flow out until the meniscus reaches the 
“1” mark ; note the time in seconds taken to flow from ‘‘11”’ 
to “1.” Repeat every few minutes during 20 min. A sub- 
stantial and steady fall in flow-time indicates the presence of 
hyaluronidase. 

Important points,—(a) The pipette should be warmed before 
each reading by sucking the fluid up and down once or twice. 
(6) Bubbles in the pipette should be avoided as these may give 
false readings. (c) The tip of the pipette should be immersed 
below the surface of the fluid in the tube to avoid surface- 
tension effects. (d) The tip of the pipette should be immersed 
to some constant depth in all tests to secure a constant 
pressure head. This is best achieved by immersing only the 
first 4or 5mm. (e) The pipette should be held upright for 
the same reason. wna 


TO INDICATE THE NATURE OF THE BACTERIAL SOURCE 
OF HYALURONIDASE 


0-1 ml, of wound exudate is pipetted into each of a number 
of tubes. To each of these is added 0-1 ml. of an appropriate 
antiserum.* Shake to mix and place in water-bath for a few 
minutes to warm. When warm add to the first tube 0-8 ml. 
of warm buffered substrate and mix with a fine glass rod. 
After 5 min. add substrate ‘to the second tube and mix, and 
so on, each tube receiving substrate 5 min. after the preceding 
tube. 


30 min, after adding substrate to the first tube ‘take the 


flow-time reading of the contents of this tube, repeating once 
or twice and taking the mean. Wash and dry pipette with 
water followed by acetone and 5 min. later take a reading of 
the second tube, and so on, with each tube 5 min. after the 
preceding one. Thus each tube is incubated with substrate 
for 30 min. before reading. - 





‘viele ntities of the peeifie By ato ine ns gg aw 

0! 8 anti-: ase. 0 
pied arene 5 oagenned for diagnostic use a particulars as to their 
potency. 





The time of incubation may be reduced to 20min. if the 
substrate has been added to the last tube within.this time. 


EXAMPLE | 
Antiserum... -. Cl.welchii Cl. septicum Cl. edematiens 
Mean flow-time (sec.).. 32 72 33 
Antiserum as -. Strep.Gp.A. Strep. Gp. C. Staph. 
Mean flow-time (sec.).. 32 P31 7 35 

In this sample it is clear'that only Cl. septicum antiserum 
has neutralised the enzyme and therefore hyaluronidase in the - 
wound exudate is from Cl. septicum. 


The second method can be used in casualty-clearing 
stations or other places where pipettes, water-baths, &c., 
are not readily available, or when the supply of wound 
exudate is limited. The technique is the same except 
for the following modifications :— 


The water-bath may be replaced by a beaker or jug of 
about 1 pint capacity filled with water at about 45° C. (113° F.). 
The wound exudate is allowed to stand for a few minutes after 
collection to enable it to coagulate. The clot is removed and 
the remaining fluid is drawn up to the “1” mark on the 
Thoma-Zeiss pipette. Buffered substrate is then drawn up 
to well beyond the ‘‘ 11” mark, twisting the pipette while 
doing so to ensure mixing. A wide rubber band is then fixed 
lengthwise around the pipette and the whole placed in the 
jug of warm water for 20 min. 

The pipette is removed from the warm water and cooled to 
room temperature. Remove the rubber band and carefully 
fit the mouth tube. The fluid is then allowed to flow out 
into a small tube keeping the tip of the pipette immersed in 
the first few drops that flow out. The time of flow between 
the “11” and ‘‘ 1” marks is noted. Repeat the flow-time 
once or twice ahd take mean, This mean flow-time compared 
with that of the normal for the sample of substrate with saline 
instead of exudate under similar conditions at room tempera- 
ture gives an indication of the presence or absence of 
hyaluronidase. A shortening of the flow-time indicates the 
presence’ of the enzyme in the wound exudate. 


The same precautions should be observed as in 
the first method with the following additions :— 


(a) Since the time of flow is to be observed at room tem- 
perature and temperature has a marked influence on viscosity, 
care should be taken not to warm the pipette in the fingers ; 
it should be held upright with the fingers above the bulb. 

(6) When adding the substrate the mixture should be drawn 
up well beyond the “11” mark, making a dilution of about 
1:13 instead of 1:11. This enables a few drops to be run 
out into a tube before taking the first reading and into this 
fluid the tip of the pipette may be immersed as before. 


PROVISIONAL METHOD FOR THE DETECTION OF 
LECITHINASE IN WOUND EXUDATES 


This method has been designed primarily to detect 
Cl. welchii actively proliferating in a wound, by means 
of the lecithinase jt produces. This lecithinase is 
identical with the toxin. Cl. edematiens also produces 
small quantities of a lecithinase immunologically distinct 
from that of Cl. welchii. It is unlikely that lecithinase 
found in wound exudates will originate from Cl. adema- 
tiens, since the amounts produced are usually smaller 
than will be detected by the test described. Adequate 
controls, however, have been added to avoid any possible 
confusion between these two lecithinases. 


MATERIALS REQUIRED 


1. Borate-calcium buffer.—0‘3184 g. borax ; 2-061 g. boric 
acid; 0-487 g. sodium chloride. Make to 1000 ml. with 
0-1 M calcium chloride. This buffer might be obtained from 
a chemical firm. 

2. Normal saline.—0-85%, sodium chloride. 

3. Egg-yolk substrate-—It is hoped to provide ampoules of 
dried substrate eventually, together with the. necessary 
directions. Meanwhile, the following is a description of the 
method for making it from fresh eggs: Take one hen egg, 
separate the yolk from the white, and wash it with saline. 
Then mix it thoroughly with 250 ml. of saline, add about 
10 g. of kieselguhr and filter through a hardened filter paper. 
Add merthiolate to the filtrate (1 : 10,000 final concentration). 
This will keep for 7-14 days at refrigerator temperature. 

4. Welchii antiserum (W.A.).—Any ordinary welchii anti- 
toxin of about 300-500 units per ml. diluted 1 : 40, 
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5. Gdematiens antiserum (O.A.).—Any suitable edematiens 
serum of ghout 800-500 wnits per ml. diluted 1:40. We 
hope to supply this serum. 


METHOD AND INTEBPRETATION OF RESULTS 


The exudate is allowed to clot, the clot removed and the 
remaining liquid measured into tubes with the other reagents 
as follows :— 


I u 
0-5 ml. of buffer (1) 0-5 ml. of buffer % 
3-3 ml. of saline (2) 2-3 mi. of saline (2) 
0-2 ml. of exudate 0-2 ml. of exudate 
1-0 ml. of egg-yolk substrate (3) 1-0 ml. of W.A. (4) 
1-0 ml. of egg-yolk substrate (3) 
my Iv 
0-5 ml. of buffer (1) 0-5 mi. of buffer (1) 
2-3 ml. of saline (2) 3-5 ml. of (2) 
0-2 ml. of exudate 1-0 ml. of egg-yolk substrate (3) 
1-0 mi. of O.A. (5) 
1-0 mi. of egg-yolk substrate (3) 


Incubate for 20-40 min. at about 37° C.; the temperature 
need not be accurate and may be judged by the finger. The 
results are interpreted as follows :— 


Tube number 
bat 1 Iv 


Aatively roliferat: 
ne oR vine trace to +. 0 . trace to + . 0 
Co -prolifera ms 
Cl. aedematiens race oe» trace... 0 ait 
Other infections ge 0 0 0 0 


+ = turbidity; trace = very faint turbidity ; 0 =no change. 


All four tubes must be inspected side by side in a rack and 
not individually ; otherwise small amounts of turbidity will 
be overlooked. 


Discussion 


Although the results reported in this paper indicate 
that enzymes of bacterial origin can be detected in the 
tissue fluid at an early stage of infection and may be of 
diagnostic significance, it must be emphasised that they 
have all been obtained from infection éxperiments in 
animals with what we believed to be “ pure ” cultures ; 
these infections must differ in many respects from those 
resulting from civil or military wounds which are usually 
contaminated with a mixed bacterial flora. We have 
not so far had the opportunity of examining any exudate 
of muscle excised from wounds and can therefore express 
no opinion as to how far our experimental experience is 
likely to be confirmed in the “fel ld. Although experi- 
mental evidence indicates that hyaluronidase and leci- 
thinase can be detected in the cedema fluid as soon as 
there is sufficient to collect for examination, we do not 
know how early these enzymes will appear in the infected 
wound or how the time of their appearance will be 
correlated with obvious clinical signs of infection. 
Animal experiments suggest that.-this is likely to be 
early in the infective process and before local changes 
are diagnostic. It remains to be proved whether the 
fact that the infecting organisms are proliferating in 
sufficient numbers to produce these enzymes in the tissues 
is evidence of active wound infection or whether this 
proliferation can occur when the organisms are only 
present as apparently harmless contaminants. From 
our experience with tissue fluids from infected animals 
we do, however, believe that the methods we have 
recommended can be applied to-the examination of 
clinical material. 

Wounds are usually contaminated with a large variety 
of organisms, and the mixed nature of the infection may 
influence its final form and, moreover, complicate the 

i is from an examination of the exudate. For 
example, a wound niay be contaminated by a hyaluroni- 
dase- producing aerobe, such as the staphylococcus, 
together with a relatively non-invasive member of the 

gas-gangrene group. What will be the result ? .Will the 
action of the staphylococcal hyaluronidases in the tissues 
enable the gas-gangrene organism to initiate an infection 
and will the continued presence of the enzyme promote 
the rapid extension of the gas-gangrene ? At any rate, 
it seems likely that examination of the wound exudate 
would reveal the presence of hyaluronidase, thus sug- 
gesting an infection, but that differential diagnosis would 
indicate that the enzyme was staphylococcal in origin 
although the final infection might have the clinical 
characters of a gas-gangrene. Further work on the 


character of mixed infections is obviously necessary and 
has been planned. 

For the present we would suggest that a oe 
result from the examination of a wound exudate shoul 
not induce a false sense of security and should pe rm 
not be allowed to contra-indicate the routine adminis- 
tration of antitoxin or sulphonamide, or both, as a 
precautionary measure. A negative test may also 
theoretically be obtained in an obvious case of clinical 
gas-gangrene in the later oe when the organisms 
are beginning to retrogress. / sitive result should be 
regarded as a warning of the like ihood of active infection, 
but too great a stress should not be laid upon the 
differential diagnosis of the type of organisms from which 
the enzyme has been derived. 
* Further experimental work is required to determine 
the importance of the réle of hyaluronidase in the 
infective process and how far an increase in the anti- 
hyaluronidase activity of sera would enhance their 
protective action. 


Summary and Conclusions 


The results of infection experiments with organisms 
of the gas-gangrene group are described. In infections 
caused by organisms that produce hyaluronidase, it 
appears that this enzyme can be detected in the edema 
fluid as soon as sufficient can be collected for examination 
and in the muscle as soon as the earliest sign of infection. 
Lecithimase (« toxin) can ordinarily be detected at a 
similar stage in infections due to Cl. welchii.t 

A survey of representative strains indicates that a 
large proportion of Cl. welchii associated with clinical 
gas-gangrene produce hyaluronidase. All the strains of 
Cl. septic examined produce this enzyme. The 
position with Cl. edematiens is unsatisfactory ; less than 
half the strains of Cl. edematiens examined produce the 
enzyme and there is no evidence that this property is 
correlated with the incidence of gas-gangrene due to this 
organism. The lecithinase produced by Cl. wdematiens is 
of such low potency that it is unlikely to be of diagnostic 
significance in the tissue fluids. 

Methods for the detection of hyaluronidase and leci- 
thinase which can be used in the field with the minimum 
of apparatus are described. Simple methods of diag- 
nosing the bacterial source of the enzymes by means of 
specific neutralisation tests with caietie- are also 
described. 

It is suggested that these experimental results should 
be applied to the examination of clinical material from 
wounds in the hope that they may furnish useful 
diagnostic information at an early stage of the infection 
and thus assist both surgical and ancillary treatments. 
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PREFRONTAL LEUCOTOMY 
A FURTHER CONTRIBUTION 


G. W. T. H. FLEMING 
MRCS, DPM 

MEDICAL SUPERINTENDENT, 
BARNWOOD HOUSE 

In 1941 one of us (G. W. T. H. F.) presented some 

early results of prefrontal leucotomy !; those cases are 

included in the series published on another page by 

Hutton and Willway. The present series consists of 

15 further cases operated on since then. 


Wve McKissock 
MS LOND, FRCS 
NEUROLOGICAL SURGEON TO 
THE EMS 


TECHNIQUE 

Cases 1 and 2 were both done under a local anews- 
thetic. The patients found the experience terrifying in 
the extreme so that local anzsthesia was abandoned. 
Case 2 said that when the second side was operated on 
he felt that death was upon him, but then realised that 
he was still alive ; he was, however, not sure for some 
time afterwards that death would not come. In both 
patients for months the terror was still a vivid memory. 

There was nothing outstanding in the surgical tech- 
nique additional to what has previously been said. 
Instead of a leucotome an ordinary ventricular trocar 
and needle was used. The needle was withdrawn to see 
if any cerebrospinal fluid was coming out, and if there 
was none, the blunt trocar was used to divide the white 
matter on both sides. There was slight bleeding in one 
or two of the cases, but otherwise the immediate post- 
operative condition of the patients gave rise to no alarm. 


POSTOPERATIVE CARE 

The following instructions are in the hands of the 
medical officer in charge of the case : 

Patient remains on the operating table until fully conscious 
and the pulse, respiration and blood-pressure are satisfactory. 
He may then, when permission has been obtained from the 
surgeon, be moved to bed, During this time the pulse and 
respiration rates shall be taken every 15 minutes, and the 
blood-pressure every 30 minutes; after return to the ward 
pulse and respiration rates every 30 minutes, temperature 
and blood-pressure every hour. After the first 36-48 hours 
a 2-hourly chart or 4-hourly may be kept according to the 
surgeon’s instructions. 

A careful watch must be kept on the patient to see whether 
the state of consciousness is improving or regressing, and for 
movement of the face and limbs, the presence of abnormal 
movement in the form of muscular twitching or actual 
convulsion, speech, and the size of the pupils. 

Intravenous saline, if required, is to be kept running at 
30-40 drops per min., the container receiving alternately 
250 c.cm. of normal saline and 5° glucose in saline. Note 
should be taken of the state of the limb into which the cannula 
is-inserted and any evidence of swelling or redness reported 
to the surgeon. Fluids to be given very sparingly by the 
mouth for the first 12 hours, but frequent mouthwashes are 
desirable. Small amounts of fluid, about 1 oz. at a time, 
thay be given every 15-30 min. if the patient is not vomiting 
or appearing likely to vomit. On the morning after operation 
2 oz. of magnesium sulphate in 2 oz. of water to be given 
per rectum and the patient encouraged to retain it for as 
long as possible. This will probably have to be repeated the 
same evening and possibly twice daily for several days. 

The patient should be kept lying on the back. If tem- 
perature rises to 102° F. or over first remove the blankets, 
then give a tepid or alcohol sponge and, if this does not 
prevent the temperature rising still further, remove night- 
gown, cover the patient only with a sheet and turn on the 
electric fan so that it plays directly on him. If the tempera- 
ture contmues to rise after this inform the surgeon and be 
prepared to give a cold tap-water enema. Gradually elevate 
the head of ‘the patient after the first 8 hours and continue 
for some hours until the patient is sitting almost upright and 
is comfortable. . 

Bladder; if the patient has not passed urine at the end of 
the first 8 hours inform the surgeon, Prepare catheters. 

Drugs : soluble.phenobarbitone by intramuscular injection 
is given in doses of gr. 14 for restlessness and, if not effective 
in 1 hour, the surgeon must be told. The dose may be 


1. Hutton, E. L., Fleming, G. W. T. H. and Fox, F. E. Lancet, 
1941, ii, 3.” 4 





repeated 4-hourly with safety. Codeine phosphate by sub- 
cutaneous injection in doses of gr. 1 4-hourly may be given 
for severe headache. A solution of 50° sucrose, 100 c.cm., 
should always be ready for intravenous injection, but may 
only be given after the surgeon has been informed. 

Morphia must never be given to any patient with an inira- 
cranial lesion or after craniotomy. . 


_ In the event of any complication arising it is most 
important to get into canpealieale touch with the neuro- 
surgeon. 


CASE-HISTORIES 


1. Housewife, aged 50. Involutional melancholia for 
27/12 years. Leucotomy on Aug. 23, 1941. She showed 
some postoperative headaches and impairment of memory 
for recent events. No rectal or vesical incontinence. Was 
somewhat depressed for a while and was given amphetamine. 
Returned home on Oct. 11, 1941, to the eare of her husband. 
Recovery slow, but husband reports on Feb. 6, 1943, that his 
wife is “‘ yery well indeed, but not quite perfect.” 


2. Works manager, aged 49. Married. Recent melan- 
cholia, 10° months’ duration. Leucotomy Aug. 23, 1941. 
No postoperative symptoms but made slow progress, and 
said he was no better. Subsequently improved steadily and 
went home to the care of his wife on Dec. 23, 1941. Letter 
from his father on Jan. 24, 1943, states: “‘ A year has now 
passed since he came~home and started work, and he has not 
had a day’s indisposition; more than that he has been 
promoted to a highly responsible position as manager of the 
company’s western area office with responsibilities extending to 
the whole of South Wales and Monmouth. I am told that his 
energy is boundless and his class of work unsurpassable.”’ 


3. A married woman, aged 55. Independent means. 
Recent melancholia of 14 years’ duration. Leucotomy on 
Dec. 20, 1941. Postoperative incontinence of urine for some 
weeks. No improvement whatever shown until spoken to 
firmly after visit of husband who was anxious to take her 
home and give her a chance. On being told that if she could 
behave herself well for a week she could go home, she did so 
with a struggle and went home on March 24, 1942. When 
subsequently seen she was perfectly well and running a large 
country house and grounds with complete efficiency. Still- 
rather inclined to be “‘ difficult.”’ 


4. An unmarried woman, aged 53. Independent means. 
Obsessional state with guilty feelings from masturbation ; 
duration 3 months. Leucotomy on Feb. 7, 1942. No post- 
operative symptoms, Complete disappearance of obsessional 
and guilt symptoms. She became rather aggressive and argu- 
mentative, but was otherwise very pleasant and did things 
that she felt she had not been able to do for a long time. 
Discharged on May 9, 1942. Report from outside psychiatrist 
on Feb. 5, 1943, that she was very well and working hard 
for a hospital. 


5. A bank clerk, aged 40. Catatonie schizophrenia of 
15 years’ duration. He had had fuil course of metrazol con- 
vulsions with no improvement. Leucotomy.on Feb. 7, 1942. 
Postoperative incontinence, otherwise nothing abnormal. Is 
now thought to be less boisterous and more amenable. Has 
had one seizure since his operation, followed by a period of 
6 months without a seizure. He has no neurological signs. 


6. An unmarried woman of 61. Retired post-office official. 
Melancholia of 54 years’ duration. Leucotomy on Feb. 28, 
1942, No postoperative symptoms whatsoever. Discharged to 
her brother on Sept. 11, 1942. Subsequently she wrote and 
said how satisfied she was and appeared to be doing well and 
enjoying life. Her brother, a retired admiral, on Jan. 17, 
1943, writes: ‘‘ She is now a lusty trencher-woman, and has 
put on considerable weight. Is intolerant and lacking in 
consideration to the domestic staff. She has made a wonderful 
recovery and is an altered woman, but is not yet perfect. 
Has oceasional bed-wetting which she is rather unconcerned 
about.” 


7. An unmarried woman of 65. Independent means. 
Melancholia of 11 years’ standing. Leucotomy on April 25, 
1942. Postoperative incontinence. Slight improvement. 


8. A married woman, aged 70. Independent means. 
Involutional depression of 10 years’ duration.~ Leueotomy 
on April 25, 1942. No postoperative symptoms of note. 
Subsequently said she was no better and began to stay in 
bed. Spoken to firmly and after a visit from her husband 
who had not seen her for 3 years and said quite plainly that 
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he did not want her at home as she was, she improved steadily, 
took an interest in outside events and subsequently went 
home on Dee. 1, 1942. She did very well at home and from 
reports was cheerful, active and taking her share in social 
activities. Died of a coronary thrombosis on Jan. 24, 1943. 


9. An unmarried woman, aged 59. Independent means. 
Manic-depressive of 4 years’ duration with paranoid back- 
ground. Leucotomy on May 9, 1942. No postoverative 
symptoms except slight memory impairment whicn/ soon 
cleared up. Discharged to an old doctor friend on Aug. 15, 
1942. Subsequently reported to be free from any depression 
but to be rather difficult to live with. On Jan. 20, 1943, 
reported to be still rather ‘‘ difficult and garrulous.”’ 


10. A married woman, aged 44. Independent means. 
Melancholia of 5 years’ duration with constant hallucinations. 
Made an attempt at suicide by taking gr. 750 of aspirin. Was 
very ill for a few days but recovered. High blood-pressure 
(240 mm. Hg). Leucotomy on Oct. 3, 1942. No post- 
operative symptoms. Hallucinations completely disappeared, 
Recovery gradual. Leaving to go home with husband on 
Feb. 2, 1943, and had a seizure on bus. Brought into 
hospital—had 13 seizures altogether, possibly due to ‘her 
hypertension ? ; subsequently went home with husband. 


11. A married woman, aged 70. Milliner. Recurrent 
melancholia of 5 years’ duration. Leucotomy on Nov. 22, 
1942, °~"Postoperative incontinence, ~very noisy, severe 
imsomhia, headaches and some confusion. Less depressed. 
On Feb. 5, 1943, still confused, rambling in conversa- 
tion, considerable insomnia. She developed a tremor of 
parkinsonian type in both arms and in her lips. 


12. A retired ironmonger, aged 62. Melancholia of 5 years’ 
duration. Had 15 electric shocks with no result and one 
prolonged shock of 20 sec. with no result. Leucotomy on 
Nov. 22, 1942. Postoperative lack of symptoms, but was 
very aggressive at times, using foul language which he had 
not done previously. No improvement. 

13. A housewife, aged 43. Melancholia of 5 months’ dura- 
tion with a paranoid background. Leucotomy on Nov. 22, 
1942, Postoperatively very aggressive, completely degraded 
in habits, sustained conversation badly. Has gained some 
weight. Some improvement. 


14. A retired bank manager, aged 64.~- Melancholia of 
2 years’ duration with paranoid background. Had a series 
of 15 electric shocks with no result and one prolonged shock 
of 20 sec. duration with no result. Leucotomy on Dec. 6, 
1942. Postoperatively very confused with irregular tempera- 
ture. Considerable improvement but he is inclined to conceal 
his symptoms possibly with some ulterior motive. 


15. A married woman, aged 29. Independent means. 
Melancholia of 9 months’ duration. Leucotomy Jan. 17, 
1943. No postoperative symptoms. Went home recovered 
Feb. 5, 1943, 19 days after operation. Reported on by 
parents-in-law as better than she had been for years. 


DISCUSSION 


Of our present series of 15 cases, 12 are cases of 
melancholia of varying age and duration, and different 
types (9 involutionals, 1 melancholic with severe hyper- 
tension, 1 reactive depression and 1a paranoid syndrome 
with depression) ; of the remaining 3, | is-an obsessional, 
1 a schizophrenic and 1 a manic-depressive. Most of 
the melancholics were of good prognosis; of the 12, 
7 have made a complete recovery, 1 has shown con- 
siderable improvement and will probably be well enough 
to go home and the other 4 have so far shown little 
improvement. The obsessional case has completely 
recovered, but the schizophrenic remains much the same 
although quieter, while the manic-depressive is improved. 

Two cases which were of involutional type and were not 
doing at all well suddenly began to improve after being 
spoken sharply to and told that they must “‘ pull them- 
selves together to go home.” Both did well at home, 
although one died of a coronary thrombosis. After the 
operation 5 cases were wet. We have the impression 
that the more severely mentally affected the patient is 
eee the more likely he is to be wet 

er it. 3 

One patient, the schizophrenic, has had a single 
seizure since the operation, and one had a series of 13 
seizures, but as her blood-pressure was 240 mm. Hg it 
is possible that the seizures were of hypertensive origin. 


- 


Several of the patients have themselves stated that they 
have found complete ‘‘ peace of mind ” after the opera- 
tion, and this does appear to us to be an outstanding 
fact about it, and a very important one in patients who 
for years have been suffering torment. 

The operative risk seems to be small. There have 
been no deaths in this series of 15 cases. 

Of the involutional melancholics, 2 had had 15 electric 
shocks followed by a prolonged shock of 20 sec. with no 
clinical improvement. One of these: has shown no 
improvement after leucotomy, the other a moderate 
degree of benefit. 


RESULTS OF PREFRONTAL LEUCOTOMY 


E. L. Hurron, MBLonp, DPM 
CLINICAL DIRECTOR, BURDEN NEUROLOGICAL INSTITUTE 


In July, 1941, a preliminary report was published 
on the early results obtained in 8 patients treated by the 
operation of prefrontal leucotomy. The results were 
sufficiently encouraging to warrant the further adoption 
of this method of treatment, and the present paper 
records the results in the first 50 patients so treated. 

The most important data are briefly recorded in the 
table, from which it will be seen that the fatality-rate is 
low (4%). The 2 deaths occurred early in the series ; 
only one of these could be directly attributed to the 
operation. It was due to cerebral hemorrhage caused 
by accidental section of the anterior cerebral artery. 
The other death was due to cardiac failure and occurred 
in a patient who had suffered from auricular fibrillation 
before operation, but whose mental condition was so 
pitiable that it was considered justifiable to operate in 
spite of the cardiac condition. This opinion would seem 
to have been well founded, for the mental relief produced 
by the operation was profound until his death two days 
later. 

In most of the patients the postoperative course has 
been uneventful; enuresis, usually transitory, has 
occurred. in several cases, but other neurological com- 
plications have been rare as will be seen from the table. 
An epileptiform attack developed in case 33-about five 
months after the operation. 

In view of the radical nature of the treatment, it has 
only been advocated in cases where the prognosis was 
poor, and in which other methods had been tried and 
had failed to procure permanent improvement, or in 
cases where no benefit was to be expected from current 
methods of treatment. 

Considering the chronicity of many of the cases the 
results are extremely encouraging. Moreover, there is 
no record of any deleterious effect ; not a single patient 
is recorded as being worse after the treatment than 
before ; and even in the least satisfactory cases the 
patient is usually found to be quieter, less impulsive, 
more amenable, easier for the nursing staff to manage 
and less disturbing for the other patients. 

The treatment has been tried in varying forms of 
mental disorder—namely, schizophrenic, depressive, 
obsessional and anxiety states—-and improvement has 
been obtained in every type. Results seem to be most 
successful where there is a very strong negatively-toned 
emotional factor, such as apprehension, anxiety, inade- 
quacy or guilt. Conversely, the least successful results 
have been obtained in cases of~ dementia simplex 
characterised by emotional apathy and general mental 
reduction. 

In spite of the relative uniformity of the operative 
procedure, there is tonsiderable variation in the subse- 
quent characters of the patients so treated. This is 
almost certainly due to the wide variations obtaining 
in the prepsychotic and preoperative personalities, and 
is dependent upon the individual’s total constitution. 
Consequently in the postoperative as in the preoperative 
stage there are to be found different levels of intelligence, 
different degrees of initiative and different social adapta- 
tions. Nevertheless there are certain characteristic 
tendencies to be traced in them all. Complacency is one 
of the most outstanding features of these patients after 
the operation ; they are self-satisfied and easily pleased 
with their environment and, though they may be irritated 
with things which conflict with their wishes or interfere 
with their comfort, they are not readily disturbed nor 
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RESULTS OF PREFRONTAL LEUCOTOMY IN ” CASES 
] Res fee Ge ars Oe eae eS ee # Paras en, ie 
| Bex| _ Dinenonie. | a) Adzaiees | 
: 3 and ‘breakdowns Ks Operation Mental state before leucotomy | Previous treatment | Results of operation 
se (PB) | 
" | dead rate A 
ime 4 Schizo- (a) Nov., 1938! pprrrang negative, destructive, rapidly|Insulin. Endocrine. Discharged Feb. 15,1941. Rather childish 
| 25 phrenia, | (0) ) Dee. 1, | deteriorating | ECT with tem-| and dependent, but rational and able 
) 2 years — 1940 porary remissions | pe rdonere. Sy some of own living. Occasional 
; 2} F Schizo- @, ee 1937 Catatonic stupor with occasional out- |1939, ECT: remis- Discharged April 2, 1941. Quiet, well 
37 phrenia 19, bursts of impulsiveness and maniacal) sion for 11 months. | behaved in sheltered environment with 
| ) Tot | excitement | Nov., 1940, ECT :, . regular routine. Takes part in social 
r | | remission "for 1 family life 
| month 
3} M Neurosis (a) Feb. 15, Nervouswrecksince 1914—18 war. Oftenoff ~— Indifferent to air raids. Content, cheerful® 
| 42 work, reserved, solitary, self absorbed ; working as general labourer 
(0) Feb. 19, | Acuté attacks anxiety precipitated by! 
| 1941 air raid. Confused, depressed, una bie) 
1 | to concentrate, unable te do anything | 
e 4| M Hypo- (a) Sept., \Severe hypochondriasis. Severe pain|1930, bilateral chor-\Operation under local anesthetic. Patient 
e | 53 chondria | 1940 lower abdomen and penis. itated, dotomy, but pain) continually complaining of his pains 
| |(0) March 12, restless, noisy, Spoontannat with bed-| returned within 3| until actual section of the prefrontal 
n | | 1941 , sores. Myocardial degeneration with) days. Sept.,1940,) tracts. Free from pain, but later had 
r | | | auricular Abrillation ECT with tem-| severe heart attack and died after 
} } | | porary remission 2 days 
€ 5| M | Depression. | (a) 1935 \1928, two suicidal attempts; 1935, _~ (Could be dise harged but home conditions 
is 58 PB, 1928 (o) April 9,_| attempted cut throat. Dé pressed, | - not suitable. Some slight dementia but 

e lo | 1941 |- agitated, restless, tearful. Requiring! | quite well behaved and taking part in 
a | | tube-feeding | social life of the hospitaF 
d 6) M ie |. (a) 1931 ‘Catatonic with periodic attacks of excite- ‘Endocrine, Lepta-|Rather more manageable but no signi- 
, 31 |. schizo- (o) i 9, ment when noisy and destructive, zol. ECT | ficant improvement 

d | phrenia’ 1941 ' requiring padded room 
a | PBT from 1930) 
m 
0 7| F Catatonic, | (a) June 7, Catatonic; hallucinations; impulsive, — |Little change ; hallucinations less evident, 
: | 32 4 years | 1940 persecuted, homicidal | but still impulsive 
nh | (0) a 9, | | 
m | } 
d 8| M Catatonic , em 1922 (Catatonic. Complete mental deteriora-|1938, 10 injections! Rather quicter but otherwise not much 
ys 40 ril16,| tion; inaccessible, hostile, noisy, placental blood.| chang ‘ 
|‘ en violent, restless | Leptazol ; 
aS 9 F Schizo- (a) got ™ 1938, ‘Irrational, incoherent, impulsive } — |Died from cerebral hemorrhage 
aS 27 phrenia | 4 April 25, | \ | 
n- 1941 | | 
e. 10} M | Obsessional ead ret 22, Agitated, depressed, almost suicidal; od Cheerful, content, leading normal social 
ve 59 1941 | .severe obsessions and feelings of guilt : life. Unable to find satisfac tory work 
| (o) May 21, | ; | on account of age 
as 11| F Schizo- | (a) April, 'Hallucinative, da rously impulsive.|Insulin: no eftect./Slow but progressive improvement. Dis- 
ad 20 phrenia | 933 ° | General deterioration; very destruc-| 1939, ECT with) charged July, 1942. Rather lazy but 
in | (0) Aug. 14, tive, often requiring padded room |, temporary remis-| helping with poultry and in garden. 
| 1941 | sions | Simple but quite sensible and well 
nt | | behaved 
he 12} F Schizo- (a) Aug., 1941 |Hebephrente, passively resistive, timid,|1940, ECT with tem- | Discharged Nov., 1941. Travelled home 
° 28 phrenia, | (0) Sept. > |, shy, uncobperative and unemployable | porary remission | by herself. Shortly after her return 
1s 3-4 years 1941 } | | nursed her mother through a severe 
nt | | illness. Joined the WAAF. Now 
an | ‘ | teaching in an infants’ school 
he 13] M ag og \(a) Oct., 1940! Aggressive, homicidal; had actually|1935 insulin: con-\Considerable improvement during the 
ve, 36 | PB,1931- | (0) Oct. 14, | killed a friend some years before.| siderable success.| first 2 months, worked well; then 
ge 1932; 193¢ | 1941 | Messianic delusions ; believed he was 1940, ECT; result) became hallucinated and aggressive. 
8 | | gent to avenge the persecutions of the, indefinite ECT : little or no improvement. After 
} Jews | -prolonged ECT became more amenable 
of } | and pleasant but remains unstable and 
ve, | | potentially dangerous 
1as 14) F | Catatonic (a) Nov. 1, INotsy, restless, mischievous, unemploy-/Nov. 15, 1940, ECT :|Discharged March 19, 1942. Working; 
ost 26 schizo- | 940 | able; conversation sncahevens temporary remis-| gets on well at home ; somewhat self: 
ed hrenia. | (0) Dec. 9, | sion centred and irritable at times 
i PB March- | 1941 
e- Oct., 1934 ; | | 
Its April. er to, | 
ae June, 1938, to | 
: uly, i 
15; F Schizo a) Nov. 27, |Asocial, seclusive, resentful, mildly perse- —_- Sept. 7, 1942: discharged to care of 
ive . 32 te a) 19 cuted, blames her husband for her cony } rents; well behaved, helpin * 
PB ril, (0) Dec. 12, dition ; unstable, non-codperative | home and in father’s business 
SE~ 1941 | content, somewhat lacking in fnitintive 
18 | f= 7938 | 
ing | 
16| M | Catatonic a) May 21, Solitary, disoriented, sometimes cata- — |Fatuously cheerful and content. At first 
ind 32 schizo- 1936 (vol. pt. )| tonic, sometimes im ive, chattering | ‘very adverse to work but now working 
on. hrenia. (0) Dec. 19, ineokanently, unemployable, degraded in tailor’s shop. Reads, listens to the 
jive BB, Aug., |, 1941 wireless but takes little interest in 
1935 ; | anything outside his limited environ- 
, | ment 
ta- 

i 17|M Anxiet; a) Aug., 1940: lesen fo work for past 9 years, rs, anxious, —- June a, Par now ,working as clerk 
mie 34| neuroses @ ) Fan 1 an. 16, | apprehensive, worrying trifles, Good-humoured, sociable, 
one ; | depressed, introspective wortyi about| By of ation jokes. Considerable 
fter Bis health ; emaciated, d it with | increase in weight 
ised ‘00d 

18} F Schizo- a) Feb. 8, |Mute, impulsive, restless, degraded, mis-|Feb, 28, 1940, ECT |Improved for a while, began to knit, 
ited 22 phrenia ( er > chievous. Conversation incoherent and read, write ; conversed sensibly then 
fere (o) April 3, | irrelevant : began to relapse, and is in inclined 
nor 1942 H mischievous, idle and rather silly 
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RESULTS OF PREFRONTAL LEUCOTOMY IN 50 CASES—continued 


Diagnosis 
(a) Admission) 
reakdowns |(0) Operation 


(PB) 








Mental state before leucotomy 


| Previous treatment 








Results of operation 














































32 


34 


37 





F 
34 


M 


24 | 


F 
65 


39 


28 


35| M 


8 


| 





| 


| 
| 


| 





Schizo- \(a) Oct., 1pat \Confused, surly, resistive 
phrenia, | (0) June 2 
2 years 1942 
| 
| Agitated | @ —_< 14, latremely 
melancholia t 
| (0) Jane 30, ployable 
Paraphrenic. | (a) _— 14, |Suspicious and persécuted ; 
PB, June, 1939 | ‘terio 
1937 ; Des, | (o) July 7, | ecodperative 
1939 } 1942, right | 
side; Nov., | 
1942, left side’ 
Schizo- (a) 7 7, \Ineoherent, 
phrenia 
(0) aly T, 
Schizo- 
iphrenia, from! (0) pre 
adolescence \ 1942 


| 
Sehizo- (a) Sept. 2, 
phrenia 1938 (vol. pt.) 
? Sanelly | (0) May I, 
defective | 1942 
Melancholia | (a) July 5, 
939 (vol. pt.) 
ae (o) May 1, 
1942 








Schizo- (a) Sept. 11, |/Vol. pt. Restless, erotic, talks incessantly ; BCT 
hrenia. 1940 aurally hallucinated ; une ——: a? 
'B, 1939 (o) April 9, theentenen to kill husband and children 
(vol. pt.) 1942 with a hatchet 
Schizo- (a) June 2, |[Tremulous, hallucinated, believed he had 
phrenia V.D., attempted suicide, sullen, morose 


(o) April 16, 
1942 





\(a) Noy., 1941 
| (0) April 25, 
| 1942 


Schizo- 
phrenia, 
10 years 





Surly, 


Depressed. dull, 
being 





destructive, 
hallucinated 


vision, unemployable 


impulsive, 


often mute, 





Dull, apathetic, fous, requires guper-1038 leptazol: 


talks of 


dead ; unemploy able, suicidal 


ParePhrenia | (a) Feb. 28, Many delusions of persecution and ideas 
of reference ; aurally hallucinated, very 


(0) May 3, | 
1942 


} 


Schizo- 
phrenia. 
PB, 1931~ 





| (0) — 15, | 


Depression 
~ | (0) May 22, 
| 1942 | 
penresnicn. i 
: manic- (vol. 
depressive | (0) May 28, 
attacks over | 
20 years | 
Depeoonee- | (a) Henk 11, A 
PB; 94 


940 
| May 29, } 





Schizo- 
phrenia ploy able zol: temporary| 
(o) June 5, | 7 remission | 
1942 
Depression | (a) July 25, |Restless, agitated, hypochondriacal, ECT: no improve- Seerane pleasanter, codperative, less 
| 1936 alleges ill- treatment, slovenly, dirty,, ment | complaining ; ; 
| (0) June 8, | degraded ‘ and spiteful 


eect 





Schizo- 
phrenia. 
PB, 1923 for 
24 weeks; 
and 1935-36 
Schizo- 
phrenia 


| (a) — 22 
(o) June 16, 
1942 


| 
| 





| 


(o), “oe 19, 








| (a) Aug. 17, |Restless, 
938 | 


ttempted suicide, 


restless, uncodperative, 


irresponsible, 
destructive, 





impulsively 


unem ployable 


mischievous, 
violent,' 


uncodperative, incoherent 


his as 


punishment for her misdeeds | 


1936. 


Feb., si" |Depressed, agitated, actively suicidal 


Depressed, 


hypochondriacal, insomnia, unable to 


face life outside 


; Incoherent, extremely violent, restless, 


quarrelsome, unemployable 


(a) — 2, Rest, confused, childish, hallucinated Considered 





itated, unable to conduct 


any norma conversation, faulty, wunem- 


at times, deteriorating mentally ; un- 


continually 
chopped and burnt; 
cinated, uncodperative 


=, < walt 


1 
\(a) gue. wi? Resistive, faulty, emaciated; spoon-fed, 


requ iring constant attention 


jive} 


stopped 
cause of vertebral) 
fracture 





con-, 
erable anxiety! 
and impulsiveness! 


| 


‘Slightly improved ; 


be- June 9, 1942, discharged ; a little irre- 
sponsible and ineonse uent, but look- 


ing after her home an 
centred, talkative, 
but otherwise well 


not give any trouble 


grossly eg ata pate ta Jay, 1942, discharged ; 
hold duties and has part-time 


outside 


rather self- satisfied 


works 






Cc 






does 





well, 










helps in house- 
work 










No change 


June 15, 1942, discharged ; 

chy leading a normal life at 
home but not capable of great activity 
because of physical ill health 


eerful ; 


Clean, tidy, does 





1938, leptazol 


| (a) April 28, ‘Depressed, restless, agitated ; complains Nov. 3, 1941, ECT 
1930 of ill-treatment and regards t 


‘First course ECT :| 


good remission ;) 
relapsed 10 days} 
after discharge.) 
Second course: 


remission, but re-! 


lapsed quickly 


a) — 28, puny, apathetic, mute, impulsive, unem- ‘Mareh, 1938, Lepte- No change 


unsuit: 
able for leptazol 


ECT, three courses: 
good remissions, 
| but always re- 
| lapsed 


Feb., 1941, ECT 
slight remission 








-|More amenable, 
little to say ;- not so violent 





be|March, 1937, lepta-) 
zol 


ion the whole less agitated, ; 
| vesistive if interfered with ; no attempt 


| 


to occupy herself 


Discha 
turne 
i 


|June 






lacks 


house ; 


:|Lost his delusional idea almost ines 
the operation ; discharge 


a a 
Began work in Sept. 
cinations recu a 


Oct. 
hallucinations 


enuresis ; ies, 


cared for at 


ome 





|Settled and gives no trouble ; 
limited to her immediate surroundings. 

ti a little sewing; 
aurally haliucinated .at times 


A little less restless and mischievous 


ed 2 weeks after operation. 
to his prewar civilian job 4 days 
after this and is doing splendidly. 
More general interest, has apparently \ 
lost his egocentricity and self- reproach 


27, 1942, discharged. 
feeling much better, sleep normal. 
** sure the operation was a big success ”’ 


occasionally 


a ay sprerenaas s 
uires personal 
but will violently. resist interference 


July, 1942, discharged. Much improved, 
not so harassed, happy, helps in 
had a Possible petit mal 
attack soon after the 
@ major attack Nov., 
normal. No fits since 


Extremely good remission ; went out on 


leave and relapsed on return ; 
quite so agitated as before. 


Now very well. 


(More amenable ; rather solitary 


Ne longer peetions., oe food well and 
gained 1 in a fortnight ; 


in 
improvement, but patient is now “being 







very well, 





interests 

















noisy and 









Re- 











Working, 


Ss 








irritable 


















more amen- 
supervision, 






initiative, has 















the 











operation and 
1942, EEG 





not 






Auditory hail. 
the end of 
Working, no 
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RESULTS OF PREFRONTAL LEUCOTOMY IN 50 CASES—continued 





(a) Admission) 
(0) Operation 


Mental state before leucotomy 


Previous treatment Results of operation 





(a) June 26, 
(0) July 28, 
1942 





On admission 
suicidal ; later became 
(a) July 29, 
(0) Aug. 14, 

1943 


Schizo- 
phrenia, impulsive ; catato 
10 years 
Depressive. 


a) Aug. 12, 

PB, Feb., oO 

1938, to Jan., 
1939 


5 16 


Vol. pt. 
him ; 


Suspicious, Ky. 
ple achitvoretely toa 
ts of depression 
(a) Aug. 15, 
(0) Aug. 18, 


Emotional, unstable, aurally 
tive 


Bye) Nov., 1938 


Sept. 10, 


(a) Oct., 1941 


‘Recurrent 
(0) Sept. 12, | Mental co 
1942 


hensive, dependent, childish 
(a) Sept., 1942 
(o) Sept. 1 


, a “ 


mere, Noy., 1941 pee with acute h 
(0) Dee. 3, ion, severe 
produced @ hypomanic 
petulant, irritable, ive 


Hy) og continuall 


(a) July 4, 
ut her pains, somew 


Oct. 21, 
@ fod 


3, factor of fear; apprehensive, 
D ble 


(a) Jan., 1938 
(0) cana 2 


) Sept., 1941 
OO ov. 6, 


le, prone to neg! 


) July, 194 
o) Noe. 6, " ‘hess. Syphilopho 


aero? 
ied about 


worried 














ene Sepeantve attacks since aged 22. 
profoundly depressed, 
maniacal 


Riepetieiotio, ereatatonie inclined to 


to upset 


nated, ideas of reference, uncodpera- 


Agitated melancholia, difficult to nurse 
epparent progressive mental deteriora. 


oa of d mee ow since 17. 
accident evn chy 1945, Suicidal, 


Confused, restless, inclined to wander 
(a) July 1942/Semi-stuporous, confused, impulsive 
(0) Sept. 19, ; 
ondriaca) 
“debility. 
phase 
Bg 


hensive and agitated, aitioult wit 


Mental defective with a predominating 
; voracious appetite; unem- 


Sullen, bad tempered, ate, dis- 
1942 wanes, many delusions of 


, unable of work. 
ively polite, and very 





EOT = electrical shock treatment. 


pag 3 upset. They are not incapable of taking thought 
for the morrow should anything stimulate them to do so, 
Aan,2 are quite content for the morrow to take care 
of i 
The amount of stimulation which they receive from 
their environment will largely depend on the range of 
their interests before operation, and the extent to which 
stimuli are forcibly obtruded on them. Those patients 
who were intelligent, active and industrious before their 
breakdown, will ipso facto have acquired conditioned 
—— endl a large variety of objects es Cr gad em 
r ion may appear even more intellige ive 
and industrious when their reactions to these well- 
discriminated stimuli are no longer inhibited by doubts, 
fears and indecisions. On the other hand, the patient 
of limited intelligence, if left to his own "devices, will 
show definite apa re ae —— and lack of initiative, due 
to inability to be etimula, ted except by a very narrow 
po of almost tative i If however he is 
ot ‘left to , but is made to attend to events 
him and to take his share in such 
events, degree of re-education and resocialisation 
which can be achieved is both surprising and gratifying. 
This is well iltustented by the following case. 
had probably never been of very i ap 
r her admission to hospital in 1933 


a 


Casp 11.—This 
intelligence, and 


ECT produced a very|Continues to have brief manic episodes 
brief remission coincident with the menstrual periods 





relapse end of Sept. 
and d garden though 


Discharged 2 weeks after operation. Slight 
ting 1 week. 


Helps in house 
laz and disin do much 


ondriacal ; ischarged Dec., 1942. Better, but lack- 
ing in initiative ; ; still preoccupied 

— his health ; helps his wife in the 
ouse 


Improved considerably but subsequently 
relapsed, though more codperative 
and now working 


halluci- 


., OT: temporary re- 


Immediate improvement ; discharged 18 
mission 


days after operation ; ‘leading normal 
social life 


More amenable and cheerful but still 
childish and irritable, especially when 
menstruating 


ECT: partial remis- 
y riding; sion 
appre- 


ECT: good remission| Discharged, Oct. 12, 1942; reports of 
toliowed by re-| progress satisfactory ' 


lapse 


Discharged 3 weeks after operation: 
progress satisfactory 


Modified insulin/Cheerful, carefree, no longer petulant 
therapy. EOT and irritable 


’ 


A little less hypochondriacal 


ton 


No great change but is uot 80 appre- 


restless, hensive and fearful as before 


Jan., 1943, granted eore of absence 
with view to Ties: e; still socaaive, 
does not take much interest in things, 
but amenable, o ent, looks after 
himeelf ; delusions have disappeared 


No longer talks about hav: syphilis. 
Rational A, J = as oie he was ; 
eazy 


aoe 


-|Aug., 1941, ECT. 


inclined 








Vol. pt. = voluntary patient. 


showed progressive mental deterioration, accompanied by 
violent and dangerous outbursts and extreme destructiveness. 
Shortly after the operation she became more amenable and 
coéperative, though there were occasions when the shadow 
of her previous disorder appeared, and she would become 
negativistic and surly. Gradually she began to take part in 
the life of the hospital. Though at first when given a brush 
to use in the verandah she monotonously brushed the same 
patch endlessly, by gradual coaxing and re-edutation she 
became more progressive in her work, After six months she 
was quite reliable, used her own initiative, and became a 
useful worker. She was discharged in July, 1942, and has 

-written comprehensive and interesting letters about her 
activities in the garden and in looking after poultry, but she 
is apparently still somewhat lazy. 


This rehabilitation after the operation is of the utmost 
importance ; adequate personal attention and encourage- 
ment are essential, and where these are lacking the results 
tend to be somewhat disappointing. 

The greatest success is obtained in patients of good 
intelligence whose relatives have sufficient interest, 
affection and understanding to help in this process of 
re-education. Under such circumstances the results are 
often astounding, and both the patients and their rela- 
tives are enthusiastic in their praise. Many of the dis- 
charged patients are back at work and in most cases are 
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reliable and efficient workers. Though wide variations 
in intelligence are to be found, routine testing indicates 
that no gross alteration occurs as a result of the operation, 
In a proportion of the patients physical alterations 
develop concomitantly with the emotional changes after, 
operation. The most obvious of these is increase of _ 
weight ; the thin harassed agitated patient becomes fat - 
at the same time as he becomes id and contented. 
Often during the first few months the. patient has a 
voracious appetite, but gradually this diminishes, and 


there is no further increase in weight. Several of the ~ 


women patients who suffered from amenorrhca during 
their illness have menstruated regularly since, though in 
one or two cases it is reported that menstruation which 
was regular before operation has ceased since. In some 
of the male patients libido has returned after the 
operation. f 

In conclusion it may be said that by means of this 
method of treatment many patients who were suffering 
from extremely distressing and often supposedly hopeless 
and ‘incurable mental disorders are now contented and 
useful members of society. 

All the above patients were operated upon by 
Mr. Wilfred Willway. 


~ «- PULMONARY TUBERCULOSIS 
~ AS~DISCOVERED BY MASS RADIOGRAPHY 


H. J. TRENCHARD, MB BIRM, MRCP 
SQUADRON-LEADER RAF MEDICAL BRANCH 


A SERIES of 200 consecutive cases of active pulmonary 
tuberculosis in males are analysed in this paper. They 
were all discovered as a result of mass radiography of 
Royal Air Force personnel. The diagnosis in every 
case depended on a review of clinical, radiological and 
pathological findings and was not made on the X-ray 
appearances alone. 

Sputum examinations had to be confined to the 
examination of three smears, using the Ziehl-Neelsen 


method of staining. In the 200 cases the sputum was . 


positive for acid-fast bacilli in 61. The type of disease 
discovered was as follows: Assmann’s focus, 12 cases ; 
true apical tuberculosis,* 10 cases ; the usual fibrocaseous 
type of tuberculosis, 178 cases. In this last group 2 were 
associated with pleural effusion and 1 with a spontaneous 
pneumothorax. 

The ages of the patients fall between 18 and 42, the 
age-distribution being as follows: 18-19, 69 cases; 
20-24, 73 cases; 25-29, 13 cases; 30-34, 19 cases; 
35 and over, 26 cases. 

HISTORY AND SYMPTOMS 

In discussing the history and symptoms it must be 
emphasised that the information is based on the patients’ 
answers to direct questions concerning each point. A 
statement that there were no symptoms was not 
accepted without detailed questioning. 

A history of pulmonary tuberculosis in a near relative 
(father, mother, brother, sister, wife or child) was given 
by 33, and 37 admitted contact with such a relation or 
with another individual suffering from pulmonary 
tuberculosis. In 41, cases there was a history of previous 
illnesses which may have had a tuberculous basis. 
These were as follows: bronchitis, lasting for periods 
of from two months to eight years, in 15 cases; hemo- 
ptysis within the previous three years, in 15 cases ; 
pleurisy, in all but one case within the previous five 
years, in 9 cases; observation by a tuberculosis officer 
or treatment in a sanatorium in the past, in 3 cases (2 
within the previous two years and 1 twelve years 
before); fistula in ano (possibly ischiorectal abscess),- 
in 2 cases; and tuberculous elbow, in 1 case. 

In no case had the patient considered any symptoms 
that he may have had sufficient grounds for troub! his 
medical officer. In all, 51 subjects denied. any contact 
with tuberculosis, any previous illness that may have 
had a tuberculous basis and any symptoms whatever, 
on direct questioning ; a further 8 denied any previous 
illness of note, or any present symptoms, while aaeitine 
to contact with a case of pulmonary tuberculosis; a total 
of 70 denied the presence of any symptoms even on direct 
questioning, oad yet 10 of them epeweed to have positive 
sputa in spite of their denial of the presence of a cough. 


1, Trail, R. R. Lancet, 1942, 1,609. 2. Trail, R. R. Ibid, 1942, ii, 413. 





Any symptoms except cough (which they said had 
been present for only a few days unaccompanied by 
phlegm) were denied by 29, of whom 2 were found to have 
positive sputa. . It is doubtful if a cough only admitted 
on direct questioning, said to have been present for only 
a few days, unaccompanied by phlegm and attributed to 
a slight, cold or to smoking, really warrants the title 
of a symptom. If we' accept this argument for -the 
moment, there are, among the 200 cases, 99 who deny 


‘ symptoms, 12 of whom proved to have positive sputa. 


A cough with sputum was admitted by 39 who denied 
any other symptom; of these, 18 had a positive 
sputum. 54 admitted cough with sputum, accompanied 
by other symptoms, as follows: <hortness of breath 
on exertion, 29 cases; lassitude or being easily tired, 
22 cases ; loss of weight, 13 cases; sweating at night, or 
sweating readily, 12 cases; pain in the chest, 10 cases ; 
and indigestion or loss of appetite, 2 cases. 

Another 8 cases denied any cough while admitting 
the presence of other symptoms as follows: shortness of 
breath, 5 cases; fatigue, 2 cases; pain in the chest, 
2 cases; sweating at night, 1 case. . 

Physical signs have here been divided into two classes. 
The first class, referred to as non-adventitious signs, 
includes the presence of the sternomastoid sign,? deficient 
movement over any part-of the chest, or an impaired 
percussion note. Tre second class, referred to as 
adventitious signs, includes the presence of rales or 
sibili. It must be emphasised that in most cases these 
signs were minimal. 

In 184 cases there were detectable physical signs in 
the chest. N6n-adventitious physical signs were present 
in the absence of adventitious signs in 38 cases, and in 
15 cases adventitious signs were present in the absence 
of non-adventitious signs. Of the 16 cases without 
physical signs, the diagnosis rested on a positive sputum 
in 4, and in 12 on radiological evidence supported by the 
history and such investigations. as the temperature, 
blood-sedimentation rate, &c. 


CONCLUSIONS 


The importance of contact with a case of pulmonary 
tuberculosis, and of previous attacks of bronchitis or 
of hemoptysis or pleurisy are well known as etiological 
factors in the development of pulmonary tuberculosis. 
‘These factors are present, as one might expect, in tuber- 
culosis as discovered by mass radiography. Usually 
the disease is diagnosed as the result of a patient feeling 
unwell and consulting his doctor, but mass radiography 
can lead to its discovery at a stage when there are, 
from the patient’s point of view, no symptoms worth 
bothering about. fe is interesting to note that an 
individual may have a positive sputum even though he 
considers that he is not suffering from a cough. In other 
words, his impressions are likely to be most misleading, 
and it seems that little reliance must be placed on his 
statements. 

From this series of cases it seems likely that, at first, 
the disease is present in the lung but gives rise to no 
symptoms ; later it produces a cough, at first dry but 
subsequently accompanied by sputum. Still later, 
systemic symptoms appear. The earliest is likely to 
be dyspnoea on exertion followed by lassitude, loss of 
weight and then night sweats as the temperature- 
regulating mechanism becomes disturbed. Indigestion 
was another symptom in the same category which might 
occasionally occur. Some cases developed pain in the 
chest, but as this was usually Bt eeygse soa on inspiration, it 
seems likely that it occurs only when the disease has 
spread to the extent of involving the pleura. A very 
small number of cases showed symptoms due to systemic 
disturbance or pleural involvement before the develop- 
ment of a cough. 

Physical signs appeared in the chest quite early in the 
disease; they are likely to, be minimal and uire 
careful ex tion to discover them. It should be 
noted that non-adventitious physical signs seem to be, 
if anything, more likely to be present than adventitious 
signs in the earlier stages ; their importance cannot be 
stressed too ig 26 

The presence of a cough, even if dry and present for 
only a short time, should always be regarded as warrant- 





3. Trail, R. R. Brit. med. J. 1941, ii, 601. 
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ing a full investigation—physical, examination, X-ray 
and sputum e tion. Otherwise, cases of tuber- 
culosis are likely to be missed. Even so, owing to the 
symptomless character of early tuberculosis, the only 
Toeatieatle method of detecting the disease in its first 
stages is not to wait for the appearance of this early 
symptom, but to examine the apparently healthy 
population by mass radiography. 


PRIMARY PNEUMOCOCCAL PERITONITIS 
TWO CASES WITH RECOVERY 


Tarn MATHESON, FRCS 
SENIOR RESIDENT SURGEON AT ST. GILES’ (LCC) HOSPITAL 


In children primary pneumococcal ritonitis is 
uncommon but often fatal, while in adults it is even 
rarer and more dangerous. For this reason I ventured 
to record two cases with recovery. They were treated 
with sulphapyridine and it is to be hoped that this 
drug will lessen the mortality-rate of this disease. 


CASE-HISTORIES 


Case 1.—A married woman, aged 22, was brought to 
St. Giles’ Hospital on Dec. 1, 1941 with a diagnosis of gastro- 
enteritis and h: yrexia. She gave a history of having 
been suddenly seized, 9 days before while at work as a shop 
assistant, with violent griping pains in the abdomen and 
profuse and uncontrollable diarrhceea. She was able to get 
home and vomited several times during the first night, the 
diarrhea continuing until admission. She again vomited 
several times during the day and night before admission. 
She was tired and ill-looking. Temperature 98-6° F., pulse- 
rate 90, respirations 20. Her tongue was somewhat dry ; 
her abdomen seemed a trifle distended. There.was gener- 
alised abdominal tenderness with some muscle guarding but 
no rigidity. Rectal examination was negative ; no abnorm- 
ality to be found in the chest or elsewhere. Micturition 
throughout had been natural. Her last menstrual period 
had ended 14 days before admission. She had never been 
pregnant and had never had a vaginal discharge. A provi- 
sional diagnosis of gastro-enteritis was made. High colonic 
lavage with saline was given and morphine sulphate, gr. 4, 
injected subcutaneously, as a result of which she slept all 
night and felt and looked very much better in the morning. 
While she was in hospital the diarrhoea and vomiting ceased, 
though until shortly before discharge the stools were rather 
loose and at first clkaive, Her temperatire varied between 
102-4° F. in the evenings and 99° F. in the mornings, and the 
pulse-rate between 100 and 120. ‘She was given a bismuth 
and opium mixture three hourly for the first 6 days after 
admission: Blood-count on Dec. 3: red cells 4,500,000 ; 
Hb. 84%; white cells 24,000 ; lymorphs 80%. Three 
examinations of the feces showed no pathogenic organism 
and the urine Ww .no organism. Despite the swinging 
temperature, the patient felt quite well and complained of 
only-slight general pains in the abdomen. Daily examination 
revealed no change in the physical signs described, until on 
Dec. 8, the presence of free fluid in the abdominal cavity was 
detected. A diagnosis of pneumococcal peritonitis was then 
made and sulphapyridine was given to the patient in tablet 
form by mouth. During the next 4 days 25 g. of the drug 
was taken and on Dec. 10 her temperature fell to 98-4° F. 
for the first time since admissiony By Dec. 12 she was 
slightly cyanosed and nauseated and the temperature had 
not been above 99° F. since Dec. 9, so the administration of 
sulphapyridine was stopped. Her condition otherwise was 
good and the physical signs found on examination of the 
abdomen were unchanged. On Dec. 14 the temperature 
was 101-6° F. and for the next week it varied\between 100° F, 
and 102° F. Blood-count on Dec. 16: red cells 3,710,000; 
Hb. 63%; white cells 24,800; polymorphs 88%. Since her 
general condition remained good and there were no signs of 
localisation of the peritonitis, a laparotomy was not thought 
advisable. A blood-culture was done on Dee. 20 but there 
was no growth after 6 days’ incubation. Her temperature 
remained high and swinging ing 103-4° F. on Dec. 27 
when there were signs of a localised abscess in the pelvis. 
At laparotomy, Mr. J. L. Stephen found a large pelvic 
abscess in the pouch of Douglas walled off from the 
peritoneal cavity by coils of small intestine lightly adherent 
to each other, emptied the abscess and, after sprinkling 
about 5 g. of sulphapyridine powder in the cavity, closed 
the wound around a i -tube. Culture of the 
from this abscess gave a pure growth of pneumococci. 


this operation there was considerable discharge from the 
tube for 3 or 4 days, but the temperature continued to 
swing, reaching 104-2° F. on Dec. 5. The tube was removed 
on Jan. 3, 1942, as the discharge had almost ceased but on 
Jan. 6 there was a profuse discharge from the wound which 
continued in lessening amounts for. another week or so. The 
temperature did.not finally settle until Jan. 15. The patient 
was transferred to a base hospital on Jan. 19 where she 
stayed 3 weeks, being then discharged home feeling well and 
beginning to regain the weight (2 st.) which she had lost 
during the illness. 

Reviewing this case after the diagnosis of pneumo- 
coccal peritonitis had been made on Dec. 8 and par- 
ticularly after it had been confirmed at laparotomy on 
Dec. 27, I felt the diagnosis should have been made 
earlier. The chief signs pointing to a diagnosis of 
pneumococcal peritonitis on admission were: the 
profuse diarrhea, vomiting, generalised abdominal pains 
without definite rigidity and the history, given by her 
own doctor, of hyperpyrexia. At the time peritoneal 
infection was considered and dismissed mainly on the 
ground that the patient, though obviously tired and 
ill, did not have the peritonitic facies and had such 
scanty signs of an intra-abdominal lesion. A further 
reason for dismissing pneumococcal peritonitis from the 
diagnosis was its extreme rarity in adults. The 
high white cell count of Dec. 3 (24,000) should have 
caused a thorough revision of the diagnosis of gastro- 
enteritis, but at this time the patient was looking and 
feeling so much better that I thought that the disease, 
whether correctly diagnosed or not, was about to subside. 
When, however, free fluid, which could only be due to an 
inflammatory process, was found in the~ abdominal 
cavity the diagnosis of pneumococcal peritonitis seemed 
the only one which would explain the course of the 
patient’s illness. 

Case 2.—The patient was a girl of 16 months who was 
brought to hospital at 3.30 pm on May 20, 1942, with a 
history of screaming-for most of the previous 48 hours, 
during which time she had vomited seven times and had 
passed 6 loose offensive stools. On admission the tempera- 
ture was 101° F., pulse-rate 140 and respirations 60. The 
child was slightly cyanosed and the ale nasi were working. 
The chest had a slightly impaired percussion note with harsh 
breath sounds at ‘the right apex. The abdomen was dis- 
tended but no definite tenderness could be elicited and there 
was no rigidity. Rectal examination was negative. The 
diagnosis seemed to rest between early pneumonia and early 
pneumococcal peritonitis. The child was given sulphapyri- 
dine in tablet form by mouth, 0°5 g. four-hourly for the first 
3 days and 0-25 g. four-hourly for 24 days thereafter. Intra- 
muscular injection was substituted for oral administration 
when the child was vomiting for a short time after the 
lapapotomy.. On May 21 her temperature was 98° F. and 
she remained. apyrexial for the rest of her stay in hospital. 
She had had, by noon on May 21, 9 loose offensive stools 
since admission. The respirations had fallen to 30-40, the 
pulse-rate to 120-130, and there was on this day no evidence 
at all of a developing pneumonia. The condition of the 
abdomen was unchanged. Blood-count: red cells 350,000 
Hb. 90%; white cells 26,000; polymorphs 84%. It was 
considered that a small exploratory laparotomy to clinch 
the diagnosis of pneumocovcal peritonitis should be per- 
formed and this was done in the afternoon of May 21 under 
general anesthesia. The small gut was found to be con- 
siderably distended, with inflammation of the peritoneum. 
There was some fibrinous lymph here and there but no free 
fluid. Nothing abnormal was felt in the cxcal area or in the 
pelvis. The wound was closed around a small tube leading 
to the pelvis. The tube was removed after three days, 
there having been no drainage. Culture -of some lymph 
from the peritoneal cavity gave a growth of pneumococci. 
Blood-count on May 26: red cells 4,500,000 ; some punctate 
basophilia; Hb, 57%; white cells 19,000; polymorphs 
71%; lymphocytes 26%. The administration of sulphapyri- 
dine was stopped when the child-had had a total of 12 g. 

On the day after operation the child was a little 
fretful and had a slight cough but this did not develo 
into anything serious and she made a straightforw. 
recovery. é 

I wish to thank Dr. W. Allen Daley, medical officer of 
health to the London County Council, for permission to publish 
the notes of these cases. 
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' Reviews of Books 


Order and Chaos in the World of Atoms 


B. C. Saunpers ; R. E. D, Charx, department of chemistry, 
University Chemical Laboratory, Cambridge. London : 
English Universities Press. Pp. 266. 8s, 6d. 

THERE must be many people, even among chemists, 
who will welcome a clear and connected account of what 
modern chemistry has revealed as happening in the 
course of chemical reactions. The authors of this book 
set out to provide this kind of information, without the 
use of technical terms, equations or formule, so that it 
may be read and understood by any intelligent layman 
possessing that slight knowledge of elementary chemistry 
which in these da 
property. They bring to this task a keen historical 
sense, a wide knowledge of oddments of literature, 
a flair for apt verbal and pictorial illustration, and a 
thorough knowledge of their subject. An attractively 
simple style is enlivened here and there by dry humour. 
About half the book is devoted to describing the atom 
inside and out, the way in which atoms are held together, 
the methods by which chemists sometimes succeed in 
building up molecules more or less answering foreseen 
requirements, the ingenious methods now, available for 

winnowing particles, molecules and atoms,” and lastly 
the intimate structure of crystals, The rest of the book 
is a nearer approach to the kind of volume chemists 
are apt to write for popular instruction ; but even in 
dealing with rubber molecules, the chemistry of the 
photograph, and ‘foods of the future,” the authors 
stimulate interest in the fundamental problems of 
applied chemistry. This book will appeal to anyone 
who wants to know what atoms and molecules are like, 
what forces control them and what can and cannot 
be done with them. 


The Adolescent Criminal 


A Medical Sociological Study of 4000 Male Adolescents. 
W. Norwoop East, MD Lond., FRCP, in collaboration 
with Percy Stocks, MD Camb.; H. T. P. Young, 
MB Edin. London: J. & A. Churchill. Pp. 327, 450. 
PSYCHIATRY and criminology have a great deal in 
common ; they are both concerned with the adjustment 
of the individual to his social environment, and they 
both suffer from having to deal with and study such 
complicated badhenpas-at that they either cannot see the 
wood for the trees or cannot see the trees for the wood. 
Statistical treatment of accurate data about many 
individuals may be the best corrective for this difficulty 
in perception; it certainly corrects any tendency to 
irresponsible ‘generalisation. Dr. Norwood East is 
notably free from this tendency, but he has recognised 
the positive scientific value of an investigation which 
would eliminate much of the subjectivity that creeps 
into any unchecked impressions. The ing snlinn sO 
fully documented was concerned with 4000 
their homes in London, who were admitted to tne’ ste « 
prison at Wormwood Scrubs between 1930 and 1937. 
Their homes were visited and their relatives interviewed. 
Careful medical and: psychological examination, and 
inquiries directed to schoohnasters, employers and 
probation and police officers, elicited a mass of data 
which were analysed. The results are given in a series 





of 112 tables whieh are the backbone of this monumental 


study. Dr. Norwood East provides an illuminating 
commen! on the findings, arranged in twelve ees 
The ae is concerned with hereditary and familial 
a me, —— occupation, physical somadtnalticns 

d disease, mental condition and personality traits. 
i Pee final ‘chapters the nature of the youths’ offences 
and the administrative steps taken to deal with them 
are reviewed. The book is a landmark in the develop- 
ment of scientific weer as iad in this: country. 


Return to Reason 


GzorrRex Bourne. London: 
' Pp, 64. 2a. 6d 

Dr. Bourne suggests that though man has developed 
higher cerebral faculties of reason he relies too much on 
thalamic reactions in his national and inter- 
national life: hence party strife and world war. The 


Hutchinson and Co. 


is (or ought to be) common mental . 


sion reflects its popaeeny, wiea whichis 


world’s ills, he believes, are due to emotion, and the 
solution is for politicians to be scientifically trained and 
for citizens to be reasonable. ‘ It would a be beyond 
the ers of an intelligent and kindly conservative, an 
intelligent and kindly liberal, an intelligent and kindly 

bour man, and an intelligent and kindly communist 
to sit down and agree upon a political programme which 
would rapidly and greatly benefit the country and the 
world.” Admittedly political issues lead to emotional 
reactions among citizens, but the emotion is possibly a 
symptom of the underlying disorder rather than its 
cause. A scientific understanding of the fundamental 
causes of present-day go wget problems would be 
welcome, but in this book the author does not go deep 
enough. In practice little benefit cam be expected from 
the diagnosis ‘‘ just nerves,”’ or the exhortation ** pull 
yourself together—return to reason.’ 


Minor Surgery 


CuaBLes M. Oman, MD, FACS, rear admiral, Medical Corps, 

U.S. Navy ; commanding officer, Naval Medical Center, 

Washington, D.C. London: Humphrey Milford, Oxford 

University Press, Pp. 165. 12s. 6d. 

Admiral Oman has tabulated information about 
almost all minor surgical conditions and their treatment. 
This method of writing is useful for standardised descrip- 
tions and procedures which require little or no discussion, 
and enables him to give details overlooked in many more 
ambitious works. The chapter on hand infections, 
however, is incomplete and the treatment suggested for 
Pott’s fractures is scarcely worthy of the rest of the book. 
In a short work on a wide subject there must always be 
omissions, but it is surprising that varicose veins, apart 
from the complication of hemorrhage, are not discussed, 
and he does not mention the injection treatment of 
hemorrhoids. Methods described are up to date, and 
the chapters on the treatment of open fractures and on 
chemotherapy pack in a lot of information, The book is 
a handy and reliable work of reference for anyone 
unaecustomed to the pitfalls of minor surgery. 


Halliburton’s Physiology and Biochemistry 


(37th ed.) R. J. 8S. McDowatt, MD, DSc Edin., FRCPE. 

London: John Murray. Pp. 977, 21s. 

DespItE the war, the thirty-seventh edition of thisfami- 
liar handbook appears on time. The regularity of its revi- 
t because it effects 
a compromise between bulk and the amount of physio- 
logical and biochemical knowledge the medical student is 
pa posed to have. The publishers frankly advertise its 

tability for examinations, and several diagrams—now 
cotedach on the blank leaves inserted for notes—are 
good aids to memory, while cant data are picked 
out'in heavy type. All this helps the student to learn ; 
but whether it helps him to think physiologicall 4 
another Boge AS a ltt to revision the boo 
good; but those who rely on it for second MB anes 
have the bones of their knowledge well covered by more 
thorough and reasoned treatment of — parts of the 
subject in lectures or supplementary boo 


How do I Stand ? 


R. W. Harpzis, OBE, formerly assistant secretary to 
Ministry of Health. London: Wells Gardner, Darton 
and Co. Pp. 152. Is. 

Tue author of this useful little book is the chairman 
of the London Medical Service Subcommittee, chairman 
of an appeal tribunal (Unemployment Assistance and 
a Pensions) and joint author of Medical 

Insurance Practice, He discusses, mainly by way of 
— and answer in homely language, the effect on 
e citizen in national health insurance, unemployment 
benefit and allowances, and old age and widows’ pensions. 
Officers of the various Government departments con- 
cerned have examined the book in proof, so that, though 
it is in no sense official, it Should be reliable. ‘There 
must be few general practitioners who are not from time 
to time asked for advice and assistance in connexion 
with one or other of the various acts relating to social 
—— neocnctticrger thee a irre. Tefher 
intelligible answer to any question of general interes 
to advise on the person te be approached when official 
information is needed. A very useful shillingsworth. 
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“Sodium Amytal’”™ 


SODIUM ISO-AMYL ETHYL BARBITURATE ~ 


in Psychiatric Conditions 


Many years of clinical experience have proved the value of 
‘Sodium Amytal’ in disturbed mental conditions. Patients 
may receive effective doses with relative safety. Psycho- 
therapy may be successfully employed in the “ twilight "’ 
state which is induced. This method is recommended 
for treatment of hospitalized cases but may be employed 
in private homes with adequate nursing supervision. 
Permanently good results may be obtained. 

















References :. Jour. of Mental Science, Jan. 1941 ; Jour. of Mental Science, Jan. 1942; 
Practitioner, Sept. 1942. 


ELI LILLY AND COMPANY LIMITED 


BASINGSTOKE AND LONDON 





A Natural Stimulant 
of Proven Efficacy 


In cases of convalescence and where a mild 
tonic and stimulant is desirable, you may 
safely prescribe Tintara. An Australian, 
Burgundy, produced from grapes grown 
on ferruginous soil, Tintara is a well- 
balanced wine of minimum acidity. It 
contains no added alcohol or sugar and 
is entirely free from drugs. This palatable 


Bur; rg oyne eee 
vemmiom LINTARA 


DOWGATE HILL, LONDON, ECA P U R E T 0 N C B U R G UY N D Y 


Telephone :. CiTy 1616 In flagons and ‘half flagons. A flagon is equal in content 
‘ . ‘to a bottle anda half. Also in bottles and half bottles. 









15 









Tue LANCET, ] 


THE LANCET GENERAL ADVERTISER [Marc 20, 1043 











‘Pollaccine’ 


For the Prophylaxis of Hayfever 


Immunization against grass pollen toxin, the specific 
causative agent in hayfever, is best accomplished by 
a long succession of prophylactic injections commenc- 
ing early in the year and continued until a few days 


prior to the commencement of the hayfever season. . 


Provided a sufficiently high dose is reached, patients 
previously highly sensitive to grass pollen can pass 
through the hayfever season with complete immunity 
from symptoms. 


The frequency of inoculations will depend upon the 
time available. When injections are not commenced 
until late in March, a dose will have to be given every 
day. If treatment is delayed until May, as many as 
three injections daily may be necessary. 


For patients who experience only mild attacks of 
hayfever, amelioration of the symptoms during the 
summer months can often be secured by far fewer 
inoculations than are required for the complete 
desensitization of severe cases. 


‘Pollaccine’ is an extract of grass pollen 
prepared in the Laboratories of the Inocula- 
tion Department (Founder, Sir A. E. Wright, 
M.D., F.R.S.) of St. Mary’s Hospital, London, 
W.z2, and is considered to be polyvalent for 
the pollen of all grasses. 


SOLE AGENTS : 


PARKE. DAVIS & CO. 
50, Beak St.. London, W.I 


Ine. U.S.A., Liability Ltd. 
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LONDON: SATURDAY, MARCH 20, 1943 


A MATTER OF PRINCIPLE 


In the past month the Government’s active interest 
in the medical profession has aroused some appre- 
hension. While reserving judgment on many of the 
other recommendations of the Beveridge report, they 
have decided to go ahead with plans for a compre- 
hensive medical service ; and it has been feared that 
their desire to produce some major measure of social 
reform might lead them to introduce legislation 
which the profession as a whole could not approve. 
This apprehension, however, will be largely allayed 
by the announcement from the British Medical 
Association which we publish today. The arrange- 
ments made between the BMA and the Ministry of 
Health do in fact provide every reasonable oppor- 
tunity for full discussion before. action or commit- 
ment. Especially we welcome the statement that 
the representative committee meeting the Minister will 
be able to consider the whole problem “from the 
ground,” and not merely the Government’s tentative 
proposals. On p. 373, for the convenience of readers, 
we have briefly set out these proposals, their implica- 
tions, and some of the arguments that have inspired 
them. In the same way we have indicated the main 
arguments in favour of a whole-time salaried State 
Medical Service, on the one hand, and a National 
Medical Corporation on the other. A medical cor- 
poration is the project favoured in the interim reports 
of the BMA Medical Planning Commission and of 
Medical Planning Research ; it was approved by the 
BMA’s representative meeting. We believe that a 
corporation run by representatives of the public (as 
consumers) and representatives of the medical and 
allied professions (as producers) is more likely than 
any other body to preserve the tradition by which 
the doctor exists to help his patient and makes his 
patient feel that this is so. In theory, the family 
practitioner is one of the last members of the com- 
munity who should become directly an officer of the 
State or municipality, which inevitably have coercive 
as well as benevolent functions.: In practice, it is 
not just an accident that medicine has hitherto 
flourished best in voluntary hospitals; and we are 
convinced that the management of a comprehensive 
medical service by the local authorities would be 
tolerable only if certain features of voluntary 
hospital organisation were adopted by them. On 
p. 375 we mention four points that we regard as 
fundamental to the success of any service ; and the 
two most.vital are derived from the experience of 
voluntary hospitals. They are, first, that clinicians 
must be equal in status and salary with admini- 
strators ; second; that health centres, hospitals and 
health authorities must have medical staff committees 
in a position of influence. It is, we believe, against 
the public interest to limit the personal nsi- 
bility properly accepted by medical men both in 
groups and as individuals, and we count on our 
representatives to make it clear that this is a matter 
of principle rather than privilege. 


— 


DRUG-RESISTANCE TO SULPHONAMIDES 


TuE phenomenon of pathogenic organisms becoming 
resistant to the drug employed to annihilate them 
was. first observed by Enrich when he found 
trypanosomes becoming resistant to arsenical com- 
pounds. This arsenic-resistance has been studied 
intensively as a clue to the mode of action of such 
compounds, and it is also of practical importance in 
the treatment of sleeping-sickness in Africa. During 
the last two years it has gradually been realised that a 
similar state of affairs may arise when bacteria are 
treated with sulphonamide compounds. In laboratory 
experiments resistance has been developed by 
growing the organism, in vitro or in vivo, in contact 
with subeffective concentrations of the drug. In this 
way resistance has been produced in pneumococci, 
staphylococci, streptococci, gonococci, Bact. coli, and 
dysentery bacilli, and it probably occurs also in ~ 
brucellze. 

Organisms made resistant in vitro are resistant in 
vivo, and vice versa. It has usually been found that 
an organism resistant to one sulphonamide is resistant 
to comparable concentrations of the others, and this 
has been confirmed by Kirpy and Rantz,) working 
with Bact. coli. They have shown that this organism 
can rapidly be made resistant to sulphanilamide, 
sulphapyridine, sulphathiazole or sulphadiazine by 
growing it in vitro in the presence of these compounds. 
Whichever compound was used for the purpose, the 
resultant resistance was apparently identical and- 
applied to all the four compounds. It was never 
complete, and with the more active compounds, such 
as sulphathiazole, only small concentrations could be 
resisted. Kirpy and Rantz conclude that the 
resistance is directed against the chemical group 
common to all the sulphonamide compounds— 
namely, the p-amino-benzene nucleus. Qnce maximal 
resistance has been produced it seems to persist for a 
very long time. . 

The origin of this resistance is not clear: it might 
result from the selection of more resistant individuals, 
or from modification of the organisms in the period 
between their subdivisions. Similarly its nature is 
uncertain : the most-attractive hypothesis is that the' 
resistant organisms have learnt how to manufacture 
additional quantities of p-amino-benzoic acid, which 
thus neutralises the sulphonamide inside or outside 
the cell; but the experimental evidence for this 
explanation is still scanty. 

The practical importance of this acquired resistance 
in clinical practice is also unknown. Resistant strains 
certainly occur and cause much damage. Thus 
Francis * described a series of wound infections due to 
a sulphonamide-resistant streptococcus, which delayed 
healing and caused deaths; but it is not known 
whether this organism acquired its resistance from 
contact with sulphanilamide. HampurcEerR and 
co-workers* described a case of pneumococcal 
endocarditis treated repeatedly with sulphapyrazine ; 
the organism eventually became sulphonamide- 
resistant, but this did not happen until the treatment 
had continued for some months. Failure of sulphon- 
amide treatment, because of the presence of resistant 





1. Kirby, W. M. M.’‘and Rantz, L. A. J. exp. Med. 1943, 77, 29. 

2. Francis, A. E. Lancet, 1942, i, 408. 

3. Hamburger, M., Jun., Schmidt, L. H., Ruegsegger, J. M., Sesler, 
Cc. L. and Grupen, E. 8. J. Amer. med. Ass. 1942, 119, 409. 
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strains, has been reported in pneumonia, gonorrhea, 
and infections with Bact. coli, but such cases form 
only 4 small proportion of the total. Resistance of 
the organism can be demonstrated, for example, by 
the ditch-plate method,? and when a resistant strain is 
found associated with an intractable infection it may 
be advantageous to change from a less active 
sulphonamide to a more active one—e.g., from 
sulphanilamide to sulphathiazole ; but any success 
that may follow this manceuvre is due to the greater 
activity of the latter compound and not to specificity 
of the resistance. If sulphathiazole or sulphadiazine 
is unsuccessful, it is unlikely that any other sulphon- 
amide will give better results, and in such a case some 
antibacterial agent other than sulphonamides must 
be used. Organisms with acquired resistance to 
sulphonamides are not resistant to penicillin, 
gramicidin, or propamidine. 


—_ _ STERILITY 


As doctors, we should do all in our power to help 
those anxious to achieve a fertile mating. Failure 
to produce children is often a major cause of 
unhappiness and should be taken correspondingly 
seriously by the practitioner consulted : the customary 
reassurance, though useful, is not enough now that 
- effective aid is possible. By careful inquiry . the 
practitioner may discover faults in marital technique 
on which he can advise ; for example he can explain 
.that the most likely time for conception is some 
10-14 days after a period, and he may be able to 
ensure that diet and general health are satisfactory. 
If so disposed, he may carry his investigation further 
by special examinations. But unless he is particu- 
larly interested in sterility, a time may come when he 
will be glad to refer the patients to a clinic where their 
case can be studied more fully. In any reorganisa- 
tion of medical service provision should be made for 
the specialist treatment of sterility; and since it 
seems undesirable to segregate this problem, such 
treatment might well be given at marriage clinics, 
to which people could be referred by their doctors 
for advice not. only on sterility but also on fitness for 
;marriage, the desirability of having children, and 
contraception. e 

In the full investigation of a sterile marriage, the 
husband—not the wife—should be examined. first, 
' and the seminal fluid. should be studied by someone 
conversant with upper and lower variations from the 
normal in the behaviour, number and appearance of 
spermatozoa. Potiak and Jo&L’ in semen studies 
in 400 sterile marriages found normal spermatozoa in 
only a third of the men; and in about half of the 
cases the man was either res ible for the sterile 
marriage, or jointly responsible with his wife. It is 
noteworthy that two-thirds of the men with normal 
semen had wives in whom no cause of sterility could 
be found; this phenomenon of sterile mating of 
apparently fertile individuals evidently needs further 
study. If treatment of the male is advisable it 
should be undertaken at. once, and the results should 
be checked by serial observations on the semen: 
If on the other hand no cause of sterility can be 
found in the husband the wife may then be referred 
to a gynecologist for pelvic examination and treat- 





1, Pollak, O. J..and Joél, O. A. J. Urol.. 1942, 47, 531. 


ment of any such gross defects as myomata, uterine 
retroversion, ovarian cyst, cervical erosion or 
laceration, or-polypus. The patency of her fallopian 
tubes should next be estimated by insufflation, and 
this should be done by an expert, since errors of 
technique have sometimes led to a mistaken diagnosis 
of blocked tubes. The operation is probably best 
carried out in an outpatient department, and should 
be undertaken during the early phase of the menstrual 
cycle before ovulation. Carbon dioxide is the safest 
gas to use and the apparatus should be connected to 
a kymograph, whose tracings will show such functional 
behaviour of the tube as good normal contractions, 
spasm, or failure to contract. _Patency of the tubes 
is checked by auscultation of the abdomen and con- 
firmed by the complaint of pain, diaphragmatic in 
origin, referred to the shoulder. Further information 
—for instance about the exact site of tubal obstruc- 
tion—can be obtained by injection of iodised oil and 
radiography ; but whereas carbon-dioxide insuffla- 
tion, properly done, is perfectly safe, iodised oil occa- 
sionally has an irritant effect. When ostial obstruc- 
tion is discovered,, salpingostomy may be advised. 
With a cornual obstruction it is questionable whether 
tubal implantation, in the present state of operative 
technique, is justified—-though in Bonney’s hands 
it has given good results.” 

Assuming that nothing abnormal has so far been 
discovered in either partner the next step is to assess 
the wife’s endocrine activity from examination of a 
biopsy specimen of her endometrium. This can be 
obtained by outpatient procedure.* One specimen 
should be taken about the 10th day of the cycle, at 
the end of the cestrogenic phase and before ovulation, 
and the other about the 25th day. These may give 
evidence from which it can be assumed that the ovary 
is functioning properly. A second method is bio- 
logical assay, which is not yet accurate apart perhaps 
from the assay of urinary pregnandiol during the 
secretory phase. An adequate quantity and con- 
centration of pregnandiol is strongly suggestive of 
corpus-luteum formation, and so (by inference) of 
ovulation ; but the argument is a little shaky from 
lack of well-attested work. Failure of proliferation 
of the endometrium, and inadequate luteinisation, call 
for endocrine therapy. Stilboestrol in the early 
phase and progesterone in the secretory phase are 
effective, and progress can be checked by biopsy. 
Gonadotropic hormones may soon be equally 
successful, though at present many preparations fail 
to produce histological results or to raise the excretion 
of pregnandiol. 

If the man is persistently unfertile, and if the 
woman shows no bar to conception, artificial in- 
semination may. be considered. Many couples would 
prefer to have a child at least half their own than to 
adopt another’s. The medicolegal issues are nice, 
and will certainly be set on a sure footing in time. 
Both parties must of course be willing and must be 
prepared to signify as much in’ writing, and a 
properly drawn legal document is essential to 
safeguard both doctor and patients. The donor 
m be of physical. stock and free from 





2. Bonney, V. J. Obstet. Gynec. 1937, 44, 1. 
3. Howkins, J. Lancet, 1941, ii, 599. 
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Annotations 7 
SOCIAL CONDITIONS AND RHEUMATIC HEART 
r DISEASE 


Ir has long been known that juvenile rheumatism is 
much more prevalent among the poor than the well-to- 
do. Evidence has, however, been put forward by a 
number of workers to show that the indidence falls more 
heavily on the artisan class than on the very poor. 
This observation is not easy to explain: for instance it is 
clearly difficult to fit it in with the decline in mortality 
from rheumatic fever that has accompanied for many 
years the general rise in the standard of living. Such 
a distribution, too, was not confirmed by the statistical 
study made by Morris and Titmuss ! which showed that 
regionally and in the large towns the death-rate rose 
steadily with the degree of poverty. More direct 
evidence to this effect has now been published by 
Daniel.2. In the summer of 1937 the University of 
Bristol, in conjunction with the Colston Research Society, 
investigated the circumstances of a random sample of 
the Bristol working-class population—the manual 
workers and black-coated workers with incomes below 
£5 per week. The opportunity was taken of collecting 
the same information about Bristol families with children 
suffering from rheumatic heart disease. 

The data thus made available for analysis were 
particulars of 341 families containing children of 5-14 
years of age suffering from rheumatic heart disease and 
of the 1424 families with children in the same age-groups 
which were found in the sample survey of the whole 
working-class population. The particulars collected 
for both sets of families, which appeared likely to be 
related to- the incidence of rheumatic disease, were 
income, housing accommodation, membership of a 
doctor’s club, and the receipt of meals or milk at school. 
In dealing with income it is, of course, income in relatfon 
to needs that matters. The minimum needs according 
to the age and sex of the members of a family were, 
therefore, caleulated on reasonable standards and the 
net income was expressed as a percentage of these needs. 
In this way a conspicuous relationship between income 
and incidence of rheumatic heart disease is found ; 
families, for instance, with an income providing less than 
100 per cent. of their minimum needs had an incidence 
of disease 40 per cent. above the average rate and those 
with an income providing 200 per cent. or more of their 
minimum needs had an incidence 25 per cent. below the 
average rate. In other words after this necessary 
adjustment has been made for needs, there is a simple 
inverse relation between incidence and the jncome left 
after paying for rent, rates, travelling other fixed 
expenses and there is no evidence of a lower rate in the 
very poor compared with the less poor. 

The standard of housing, as measured by rooms per 
person, also shows a close relationship to the incidence 
of the disease, families with less than 0-6 of a room per 
person having almost four times as high an incidence 
as those with 1-8 rooms or more. This relationship 
might clearly be due to the association between over- 
crowding and poverty, but Daniel’s analysis suggests 
that the two factors contribute independently to the 
increased susceptibility. There is also an indication, 
ugh the results are not statistically significant, 
that families which lived or slept in basement rooms 
included more cases of the disease than other families. 
No clear assoeiation was apparent between the disease 
and the receipt of school meals or milk, 

There is no obvious reason why the findings of this 
very careful work should be confined to Bristol, and in 
keeping with the general fall in the death-rate it seems 
that a considerable reduction in the incidence of rheu- 


1. Morris, J. N. and Titmuss, R. M. Lancet, 1942, ii, 59. 
2. Daniel, G. H. J. R. statist, Soc. 1942, 105, 197. 





matic heart disease would follow an improvement in 
living conditions. Daniel estimates from his data the 
possible effects of raising the net income and increasing 
the housing accommodation of the poorer families, and 
concludes that if the standards of the lowest 30 per cent. 
were raised to the average level of the remaining families, 
a decrease of 21 per cent. in the number of cases of 
rheumatic heart disease could be hoped for. If the 
standards were raised to those of the 10 per cent. best 
off, the incidence might be halved. 


HERPES SIMPLEX INFECTIONS OF THE CORNEA 

Tue virus of herpes simplex can cause a variety of 
corneal lesions, dendritic ulcer, superficial punctate 
keratitis, and marginal ulceration being the most usual 
forms. It is usual to find that the infection of the 
cornea follows a period of pyrexia, especially pyrexia 
due to influenza or pneumonia. It is also the commonest 
ocular complication of malaria,) and may follow an 
injection of TAB. Neame?*® found that 8 out of 17 
patients attending his clinic in one year with dendritic 
uleer had a concurrent herpetic affection of the face, 
while 17 patients with dendritic ulcer and herpes facialis 
were seen between May, 1939, and July, 1941. He 
found that there was a peak in February, 8 cases being 
seen in this month. This was to be expected since 
herpes commonly follows infection of the respiratory 
tract. Bruce Hamilton* has examined a large number 
of Australians in the Middle East, and in his opinion 
over half the cases of keratitis among them are due to 
the virus,of herpes simplex. In most of them he 
found that the condition succeeded a pyrexia but in a 
few it followed a gross change of climate—from Russian 
snows to desert heat. 

Treatment in the past has been confined to atropine 
and steaming for mild cases, and to this is added rest 
and painting the ulcer with carbolic acid or iodine when 
it is severe. Hamilton is against the use of heat, since 
pyrexia favours the growth of the virus; he has not 
found it necessary to use atropine, because these patients 
do not usually develop iritis. He finds that silvering 
the conjunctival sac, and if necessary the ulcers them- 
selves, with 2% silver nitrate is effective though there . 
is no evidence at present to show whether this is more 
beneficial than the older treatment. 


CASUALTIES OF THE MIND 

GERMANICUS, the famous Roman general, had hallu- 
cinations, Hotspur developed a typical war neurosis, 
Mesmer cured three soldiers of tremor: Dr. P. R. 
Bolus, of the Ministry of Pensions, cited these and other 
examples of mental and emotional casualties of war at 
the annual conference of the Ex-Services Welfare 
Society held on March 11 at which Lord Horder 
todk the chair; but added that it was not until the 
twentieth century that the doctors could be persuaded 
to take much interest in such manifestations. They 
have made up for that neglect in the last forty years. 
Surgeon Captain Desmond Curran had been struck by 
thé small numbers of men who broke down in the Navy, 
éven after being adrift for days in an open boat; Air- 
Commodore H. L. Burton had likewise found the 
incidence of mental breakdown in air crew personnel to 
be surprisingly low; and Lieut.-Colonel J. I. Russell, 
speaking of the resistance of the general population, 
remarked that people seldom broke down in a situation 
which offered some chance of personal satisfaction : 
monotony and unemployment are more productive 
of neurosis than is danger. Among neurotics the pro- 
portion returned to duty in the Services was estimated at 
75-80% and Dr. W. 8. Maclay said that even at an EMS 


1, Duke-Elder, W. 8. Textbook of Ophthalmology, London, 1939, 
yol. U, p, 1984, 

2. Neame, H. Trans. ophthal. Soc. U.K. 1941, 61, 91. 

3. Hamilton, J. B. Brit. J. Ophthal. 1943, 27, 80. 
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hospital which received the most unfavourable cases it was 
possible to return 50% to duty. ‘Inability to adapt to 
Service life is only one factor precipitating breakdown. 
Constitutional predisposition, of course, weights the 
patient’s chances heavily. Colonel Thomas Tennent 
said that among Service.women over 20% of those 
admitted to a mental hospital had had treatment for a 
major psychosis before being conscripted. Pathological 
homesickness is a common cause of neurotic breakdown 
among Service men, especially when their wives write 
them distracted: letters ; and Colonel A. A. W. Petrie 
had found that war widows and grass widows are liable 
to develop anxiety neuroses usually lasting 3 or 4 months. 
In industry, overlong hours aggravate incipient neuroses, 
and some folk, he finds, are in a state of unconscious 
unwillingness to do the job assigned them; he thinks 
there is more’ conscious unwillingness, too, than there 
was in the last war. Air-Commodore R. D. Gillespie 
distinguished between elimination of unpromising candi- 
dates at the start, and selection for special tasks of those 
admitted to a Service. But intelligence tests do not test 
everything, and he reminded the meeting that a low 
gratié man may excel in a simple task. In this he was 
borne out by Brigadier J..R. Rees, who said one man 
gave endless trouble until put on to peeling potatoes; he 
did 4} cwt. a day and when he went on leave two or 
three skilled men had to take over his job ; he spent his 
leave peeling a ton for a friend. | 

The escape motive is evidently not the chief factor in 


the production of war neuroses, since—as Dr. Aubrey © 


Lewis pointed out—the neurosis does not as a rule 
disappear when the man is returned to civilian life. 
Many men indeed have become unfitted for work which 
they were. capable of doing before entering the 
Services. He thought the psychiatric care of such 
men was essential not only on their own account but 
on behalf of their children ; after all, much of the work 
of a child-guidance elinic is adjustment of the home 
environment. He believes psychiatrists should have 
more opportunity to advise these men, on their return 
to civil life, and that this need is urgent: procrastination 
here will be the thief of mental health. Dr. Doris 
Odlum and Dr. W. J.T. Kimber would like to see oppor- 
tunities for graded and part-time work in industry for 
such patients. Lieut.-Colonel P. K. McCowan is anxious 
that military hospitals should be allowed to keep patients 
up to 6 months, and that insulin treatment should be 
considered in such hospitals for cases of early schizo- 
phrenia ; at present treatment may be delayed beyond 
the critical first 4 months, and many, he fears, will spend 
their lives in mental hospitals as a result of this omission. 


: DIAGNOSIS BY ENZYMES 

EarLy diagnosis is particularly important in gas- 
gangrene because the disease develops so quickly that 
death may follow within a few hours of the onset. Yet 
even the experienced surgeon may sometimes find it 
difficult to make the diagnosis in timé for effective treat- 
ment, and he has hitherto had comparatively little help 
from the bacteriologist. The identification of clostridia 
in a film from the wound may confirm a clinical diagnosis, 
but since these bacteria are often found in wounds that 
never show any sign of gas-gangrene, the knowledge that 
they are present does not answer the critical question, is 
the anaerobic infection insignificant or will it develop 
into true gas-gangrene ? 

The characteristic features of gas-gangrene are due to 
the production by the pathogenic clostridia’ of toxins 
which cause local necrosis and eventually general 
toxemia. The presence of these toxins in infected 
tissues should therefore indicate imminent danger of 
gas-gangrene; and elsewhere in this issue McClean, 
Rogers and Williams show that it may be possible to 
detect them by biochemical methods before their 
presence is otherwise apparent. This work has so far 


been confined to experimental gas-gangrene, but it is to 
be hoped that its practical value will soon be assessed 
with clinical material, McClean and his colleagues 
suggest that active infection can be recognised by the 
presence in the infected muscle, wound exudate or edema 
fluid of certain enzymes which are characteristic products 
of the bacteria in vitro—the lecithinase of Cl. welchii and 
the hyaluronidases of Cl. welchii, Cl. septicum, Cl. 
edematiens and many streptococci and staphylococci. 
Compared with cultural methods, the advantage of this 
technique is its rapidity ; these enzymes can be demon- 
strated within an hour by methods which, though at 
first sight formidable, are simple in practice and have a 
high degree of chemical and immunological specificity. 
The validity of these tests in the diagnosis of gas-gan- 
grene, as distinct from a mere infestation with anaerobes, 
will depend, however, on how closely the production of 
the enzyme is correlated with production of the lethal 
factor or factors. 

The mode of action of the various components of the 
bacterial toxins belongs to a chapter in chemical patho- 
logy scarcely yet begun ; but it is established that the 
lecithinase of Cl. welchii is identical with the predominant 
lethal and necrotic factor, the «-toxin. The presence of 
this enzyme, especially in infected musele, should 
therefore be a reliable warning of a dangerous infection. 
The importance of hyaluronidase as an index of danger is 
less clear. McClean holds that this enzyme may be a 
factor in the extension of infection by streptococci and 
other bacteria, as well as in gas-gangrene, but urges a 
distinction between the virulence of an organism and its 
local invasiveness. Whether the bacterial hyaluroni- 
dase, by extending the spread of the infecting bacteria, 
enhances the severity of the infection, and to what 
extent the hyaluronidase of a contaminant harmless in 
itself can potentiate the.establishment of a heterologous 
infection, are matters still to be investigated. In a wider 
biological sense hyaluronidase cannot be classified as a 
toxic enzyme, for it may be an arbiter of growth as well 
as of decay. The diffusing properties of mammalian 
testicular extract are due to the hyalurenidase present in 
the spermatozoa, and (in the rat at léast) this enzyme 
appears to play an essential part in fertilisation by dis- 
integrating the gel in which the ovum is embedded and 
thus permitting the access of the sperm.’ Still, its 
dramatic qualities should not obscure the fact that it is 
only one of many enzymes excreted by bacteria. A 
fuller knowledge of their nature and interplay along the 
lines indicated by McClean and his colleagues should 
throw much light on the economy of wound infections. 


RCS COUNCIL ELECTION 


FIve vacancies on the council of the Royal College of 
Surgeons of England are to be filled by election on July 1 
These vacancies have occurred owing to the death of 
Mr. L. R. Braithwaite, the resignation of Mr. Sampson 
Handley and Sir Hugh Lett, and the retirement in 
rotation of Sir Cuthbert Wallace and Prof. Seymour 
Barling. The last-named is seeking re-election and 
there are 12 other duly nominated candidates whos« 
names and seniority will be found on p. 20 of our 
advertisement columns, along with a list of the council 
as at present constituted. The candidates are Prof. 
Seymour Barling, Sir Lancelot Barrington-Ward, Major- 
General P. H. Mitchiner, Mf. A. Tudor Edwards. 
Mr. L. R. Broster, Mr. John B. Hunter, Prof. J. Paterson 
Ross, Mr. Arthur Dickson Wright, Prof. P. J. Moir. 
Air-Commodore Stanford Cade, Mr. R. Watson-Jones, 
Mr. R. Milnes Walker, Surgeon Captain Lambert Rogers. 





Sir Charles Wilson, PRCP, has taken the title of 
Baron MorRAN, of Manton in the county of Wilts. 


1, —m D. and Rowlands, I. W. Nature, Lond., 1942, 150, 
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Special Articles _ 


NATIONAL HEALTH SERVICE 
THE GOVERNMENT'S PROPOSALS 


Ix the House of Commons on Feb. 16 Sir John 
Anderson, speaking for the Government, said :— 

‘* May I deal first with the problem of a comprehensive 
medical service? ... By ‘comprehensive’ I mean 
first a service covering. the people as a whole, and 
secondly the inclusion of institutional treatment... . 
The Government welcome this conception of a reorgan- 
ised and comprehensive medical service. ... The 
object is to secure, through a public, organised and regu- 
lated service, that every man, woman and child who 
wants it can obtain, easily and readily, the whole range 
of medical advice and attention, through the general 
practitioner, the consultant, the hospital, and every 
related branch of professional up-to-date methods.” . 

In reply to a question by Dr. Haden Guest, asking 
whether the service was to be available to all members 
of the community, irrespective of income, Sir John 
Anderson went on : 

‘* That is what I said. I said it was to be compre- 
hensive in two senses; it would cover all forms of 
treatmentand it would extend throughout the community. 
That is the intention of the Government.” 

On Feb. 18, Mr. Herbert Morrison said : 

“« There was one recommendation—I called it a detail, 
but that is quite wrong—in favour of a comprehensive 
health service. That has been accepted and that is a 
big thing to accept. It is a great and significant social 
change ; it is on the basis of universality, free benefit, 
no means test, medical reorganisation, free hospital 
treatment, and so on.” 

These extracts contain the specific pledge of the 
Government to implement Assumption B of Sir William 
Beveridge’s report. There is to be a complete medical 
service, domiciliary and institutional, available free to 
everyone without means test. The outlines of the structure 
of the service were also given in the Government 
speeches :— 

1. The ultimate responsibility will be on the local 
authorities—often working over larger areas than the 
present authorities. 

2. The voluntary hospitals and other voluntary 
** agencies *’ will be incorporated in the service. 

3. The interests of the medical profession will be 
** saf ed.”’ 

4. Free choice of home doctor will be retained ; there 
will be the least possible disturbance in the doctor-patient 
relationship; and group practice at well-equipped 
clinical centres will be encouraged. 

5. Those who wish to make private arrangements for 
treatment will be permitted to do so. 


Corollaries of the Proposals 
If the picture of the new National Health Service is to 
be seen clearly, it is necessary to examine what effect these 
changes will produce on general practice, hospital 
practice, the work of the medical officer of health, and 
the financial structure of the present health services. 





GENERAL PRACTICE z 
1. We may assume that “‘ free choice of home doctor ”’ 
and “ safeguarding the interests pf the profession ”’ will 
lead to a method of payment of general practitioners on 


the lines advocated by the British Medical Association’s 


Medical P ing Commission (Brit. med. J. 1942, i, 
743) and Medical Planning Research (Lancet, Nov. 21, 
1942). This means that there is likely to be a combina- 


tion of basic salary plus capitation fee. 

2. If every patient is entitled to choose his own 
general practitioner, and to be seen by him free of charge, 
if is doubtful if more than a small proportion of the 
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public will elect to pay private fees. We may expect, 
therefore, a supersession, either gradual or rapid, of 
private general practice. 

3. Since local authorities are to be ultimately respon- 
sible, general practitioners will receive their salaries and 
capitation fees from them. Such salaries and fees will 
almost certainly be on a nationally agreed basis. 

4. The local authorities will either gradually set up 
health centres for group practice, or take over existing 
private centres, from which general practitioners will 
operate. 

5. The sale of practices will cease ; compensation for 
capital investment will have to be given; pension 
schemes will be set up; vacancies will be advertised ; 
and appointments made by some kind of board or 
committee. 


HOSPITAL AND CONSULTANT PRACTICE 

_ 1. Hospital savings associations, and patients’ con- 
tributions and treatment payments will no longer be 
necessary to the public, and will soon cease to exist. 
As a result, more than half the present income of volun- 
tary hospitals will vanish. This will be made good by 
payments by local authorities, who will themselves 
be paid by the Exchequer. 

2. Since the state will be making good the incomes 
of the voluntary hospitals, it is likely that charitable 
contributions, other than for specific purposes, will 
decline, and in due course cease. The voluntary hospitals 
will then be left with their income from capital endow- 
ments only, and the remaining (say) nine-tenths of their 
income derived from the state via the local authorities. 

3. The local authorities will then be in a position to 
plan the hospital services so as to prevent overlapping, 
and to suppress or combine small inefficient voluntary 
hospitals. 

4. Since a comprehensive consultant and specialist 
service is to be available free to all, few people will elect 
to obtain these services privately. More may; however, 
elect to do so than in the case of general practice, since 
the free choice of specialist-in'a-comprehensive hospital 
service is bound to be limited by. physical facts—such 
as allocation of beds. 

5. Most consultants and specialists will thus become 
part-time or whole-time salaried servants of their 
hospitals, with their salaries coming, directly or indirectly, 
from the local authorities and the Exchequer. It is 
to be hoped that the terms of service will be uniform 
in both voluntary and local authority hospitals. 


THE MEDICAL OFFICER OF HEALTH 


1. The medical officer of health, as the local authority’s 
medical adviser, will come to occupy a key position. On 
him will fall the real responsibility of planning health 
centres and organising hospital codrdination. He will 
be brought for the first time into really intimate contact 
with the general practitioners and consultants and 
specialists of his area. 

2. This will add greatly to his duties and interests, 
and also increase his value to his colleagues. It will 
raise his status, and make the work attractive to the 
best type of doctor, trained in social medicine. 


FINANCE 

1. The cost of the health service in a local authority’s 
area will be related to the number. ef people in that 
area, and not to the rateable value of the property in 
the area. 

2. If the service is to be uniform and comprehensive, 
much, if not most, of the cost—particularly in poorer- 
class residential areas—will have to be met by block 
grant from the Exchequer. 

3. The block grant will provide the Ministry of Health 
with a means of ensuring that unsatisfactory local 
authorities improve their services, and that services 
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are coérdinated. This power will, however, have to be 
used rather more vigorously than in the past. 


Alternative Proposals 

Two main alternative proposals have been put 
forward. The first is the establishment of a national 
corporate body to control the health services ; this was 
recommended by the BMA conference of representatives 
and the interim report of Medical Planning Research. 
The second is the setting up of a complete whole-time 
salaried medical service, working through the local 
authorities ; this has been put forward by the Society 
of Medical Officers of Health and the Socialist Medical 
Association. 

In setting these proposals against those of the Govern- 
ment, it is necessary to look behind each and see what 
prompted them. 


ARGUMENTS FOR A NATIONAL CORPORATION 


1. A centrally controlled state salaried service would 
take on the worst features of the Civil Servicee—timidity, 
lack ef-enterprise, and the tendency always to play for 
Safety>-~ 

2. Such a service would be liable to continuous short- 
term examination and inquisition by Parliament, even 
on trivial details of individual cases. 

3. The local authorities are so unequal in administra- 
tive capacity that no service run by them would’ be 
comprehensive and uniform. Sometimes their members 
are more concerned with the burden of rates than with 
the efficiency of the social services, and where this 
attitude prevails health might be sacrificed to parochial 
parsimony. Further, regional planning is essential 
for an efficient and comprehensive health service, and 
local authorities have set their faces against regional- 
isation. If they were entrusted with the health services, 
a regional authority would find itself continuously 
baulked. 

4. Local-authority hospitals are apt to rate their 
clinicians below their administrators, alike financially, 
medically, and administratively. The best men in them 
are thus encouraged to turn from clinical medicine to 
administration, and clinical practice suffers in conse- 
quence. 

5. At least in general practice there is much to be said 
for retaining some relationship between number of 
patients and payment received. If free choice of home 
doctor continues—and it should continue—then the 
doctor who is liked by his patients will have more work 
than the doctor who is not. Though popularity may 
not be a measure of skill, it is at least a measure of 
capacity for human relationship, which must remain 
the basis of medical practice. A financial stimulus may, 
in fact, make the difference between a doctor who tries 
and one who does not. 

6. The doctor must be the servant of his patient. 
This he cannot be if he is also the servant of the local 
ratepayers, at the mercy of local politics. The volun- 
tary hospitals have successfully maintained the patient- 
doctor relationship, sade: ultimately their only 
purpose is the service of their patients. If some third 
party, with interests—however benign—other than the 
patient’s welfare, is always liable to come between the 
doctor and the patient, medicine will be reduced from 
a@ personal to an impersonal service and the whole 
eommunity will suffer in the long tun. ; 

7. The organising body of the health services must 
be concerned only with health. Its ultimate authority 
must spring from Parliament, and its power must be 
vested in wise men and women, themselves representa- 
tive of the patients, the officers of the health service, 
and the state. Such a body would be in no sense 
undemocratic, but it would avoid the evils associated 
with multiple local democracy. 


8. The setting up of such a National Health Cor- 
poration would meet with intense opposition from the 
local authorities. But it is the duty of the Government 
to govern for the good of the community as a whole. 


ARGUMENTS FOR WHOLE-TIME SALARIED STATE SERVICE 


1. The admitted deficiencies of the Civil Service are 
not inherent, but spring from its present structure— 
which needs reform—and from its non-universality. 
At present it attracts those who want, and play for, 
safety and security. If all doctors (or almost. all) 
belonged to a universal service, the enterprising would 
still show enterprise even within such a service. 

2. Unless the service is organised by the state, it will 
never be uniformly efficient and comprehensive. 

3. The financial incentive to efficiency is greatly 
over-rated in medicine. Most people practise medicine 
because they like practising it, and will continue to do 
so for this reason. 

4. Free choice is at present largely illusory. Most 
patients choose for reasons bearing no relation to 
medicine. The abolition of free choice would not really 
be resented by the pare. 


ARGUMENTS (tinbiatintin TO THE GOVERNMENT 


Finally, the views behind the Government’s decisions 
may be surmised to be something like this :— 


1. The public needs and wants a comprehensive health 
service. It shall have it. 

2. It is wrong to add financial burden to the burden of 
ill health. So the Service shall be paid for by everyone, 
while they are well and earning, through insurance 
contributions, taxation and rates. 

3. The doctors themselves are urging a national health 
service. But most of them appear to want free choice 
of home doctor to continue. Since British people dislike 
regimentation, it is probable that most of the public 
agree with them. It shall therefore continue. 

4. Many of our voluntary hospitals are great institu- 
tions with great traditions. They shall be preserved as 
semi-autonomous bodies, just as we preserve our inde- 
pendent universities by Exchequer grants. 

5. The health service must be properly organised in 
each locality. It could be done by a new national body 
—a corporation—with regional units ; and no doubt the 
new broom would sweep very clean. But that would 
mean splitting off the personal health services from the 
environmental health services under the local authorities. 
It might mean outraging the feelings of every large local 
authority in the country. And, if applied logically to 
other services, it would whittle away the work of the 
local authorities until little or nothing remained. 

6. Some local authorities are bad. But many are 
good. And all have had some experience of running 
health services. Let us avoid the dangers of a corpora- 
tion. Let us avoid direct Government administration. 
Let us avoid the splitting of the health services. The 
local authorities shall do the administration, though 
some of them will have to be enlarged. And we must 
hope to see a steady increase in interest in local govern- 
ment, and an increase in its efficiency. In the last resort, 
by financial sanctions, we shall be able to coerce the 
recalcitrant. : 

7. As the service develops and become efficient, 
private medical practice will y vanish away. 
But Britain is a democracy. There is no reason why 
those who want to go on making private arrangements 
should not do so. We will not coerce them. 


Assurances Required 
Whether the Government’s decisions prove to be 


final, or whether the advocates of a National Medical 


Corporation or a whole-time State Medical Service 
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make their case successfully, there are four points on 
which the medical profession will'do well to insist :— 

1. Capitation fees, salaries, and conditions of service 
for general, specialist, and consultant practice, for 
medical officers of health, and for medical administrators 
must. be nationally agreed and universally enforced. 
We may hope that similar steps will be taken for other 
health officers—in particular, nurses. 

.2. Clinicians must be equal in status and salary with 
administrators. eo eee or democratic system of 
voluntary hospital s organisation must be extended 
to municipal hospitals. 

3. Health centres, hospitals, and health authorities 
must have medical staff committees—and we hope also 
nursing, pharmaceutical, and other staff committees. 
These committees should, inter alia, advise on all 
professional appointments. 

4. There must be real planning of the health services 
on a major scale. y 

Effective planning demands units far larger than 
the largest local authorities—regions or provinces—and 
each region will require an investigating, research, and 
planning staff, to review continuously the needs of the 
area. - It should be the duty of such staffs to see that the 
health services everywhere are maintained at a maximum 
—and not a minimum—degree of efficiency. 


THE GOVERNMENT AND THE PROFESSION 
STATEMENT BY THE BRITISH MEDICAL ASSOCIATION 


THIs announcement is of importance to every member 
of the medical profession. It was made clear on behalf 
of the Government in the recent Parliamentary debate 
on the Beveridge report that the object of the Govern- 
ment is to organise publicly for the first time a unified 
and comprehensive health service to cover the whole 
range of medical service, special and general, institu- 
tional and domiciliary, this service to be universally 
available to every member of the community. 

At the Minister of Health’s invitation representatives 
of the main bodies of the medical profession, including 
the British Medical Association, met him on March 9 
to consider his suggestions on the procedure to be 
adopted for consultation between the Minister and the 
medical profession in the months ahead. The Minister 
has asked that there shall be set up a committee, repre- 
sentative of the medical profession as a whole, to 
consider with him ahd his officers the many and important 
problems and difficulties involved. It was agreed that 
this committee would have no power whatever to commit 
the medical profession either in principle or in detail. 
Further, an undertaking has been given that the dis- 
eussions will take place not on the basis of any pre- 
conceived plan of the Minister, but ‘‘ from the ground.” 
It is contemplated that when the stage is reached that 
the Government, after consultation with the medical 
profession, is ready to indieate in general terms the 
measures the Minister has in mind to submit to Parlia- 
ment on behalf of the Government, those proposals will 
be submitted, before any final decision is reached as to 
what is to be put before Parliament, te the various 
medical bodies represented in the discussions with the 
Minister, for their full consideration and expression of 
their views. 

In the ease of the British Medical Association this will 
mean that at the appropriate time the Government's 
provisional proposals will be considered by the council 
and all association committees affected, including group 
committees, by the divisions and by the representative 
body. Divisions will be requested to ascertain the views 
of non-members as well as members of the association. 
After decision by the representative body, and only then, 
will the association be asked to commit itself to decisions. 
Similar considerations apply to the other coéperating 

The Minister’s assurance is set out in the- following 
official communication addressed by the secretary of the 


Ministry of Health to the secretary of the British Medical 
Association :— 
10 March, 1943. 

Dear Dr. ANDERSON,—Following the preliminary meet- 
ing which took place on Tuesday last between the 
Minister and representatives of the medical profession 
it may be useful if I set out shortly what we conceive to 
be the scope and purpose of the discussions of the 
proposed national health service which, as has been 
agreed, will now take place. 

I need not tell you that the establishment of a health 
service on the lines envisaged by the Government would 
constitute the greatest single step forward in public 
health in the history of this country, nor that the working 
out of the scheme will throw up a mass of novel and 
difficult *problems. Moreover, the scheme will of 
necessity affect deeply the structure of the medical 
PRofession. These considerations alone would make it 
incumbent on the Minister and his advisers to seek all 
possible help and guidance from the profession; and, 
so far as the department is concerned, this is the primary 
object. of the proposed discussions. 

The Minister es pene of course, that views 
expressed oh your side must not be taken as committing 
the profession as a whole, and similarly he does not 
contemplate announcing in the course of the discussions 
any final conclusions on the part of the Government. 
What he desires is a frank expression of the opinions 
of those best qualified to judge both on issues of a 
technical and professional kind and—what is no less 
important—as to the probable attitude of the pro- 
fession towards any proposals that may be put forward. 

We contemplate that at some stage it will no doubt 
be convenient to the profession and, indeed, to all con- 
eerned, if a statement is published indicating in general 
terms the kind of measures which the Minister would 
have in mind to submit to Parliament on behalf of the 
Government. This will afford your group ample oppor- 
tunity for further deliberation and reference back 
to the constituent bodies ; and in framing any time table 
we shall not lose sight of the fact that so many of the 
profession are serving overseas. 

As you will understand, the same considerations will 
apply to the discussions now about to begin with repre- 
sentatives of the local government organisations and 
of the voluntary hospitals. 

I am authorised to say that the Secretary of State for 
Scotland has seen this letter and agrees that its terms 
represent the basis on which any discussions which may 
take place with the profession on problems that have 
special reference to Scotland will proceed. 

I*may add that you are at liberty to bring this letter 
to the notice of the profession by publication in the 
medical press or otherwise as you think fit. 


Yours sincerely, 
(Sgd.) E. J. MAupe. 


Consultations have been proceeding between the 
association, the three royal colleges and the Society of 
Medical Officers of Health as to the composition of the 
representative committee to take part, though not as 
plenipotentiaries, in the discussions with the Minister 
and his officers on the position in England and Wales. 
It is anticipated that the general discussions on the main 
fabric of the proposed scheme will cover Scotland, and 
for this purpose special representatives of Scotland are 
added> It has been agreed that a body of the following 
composition can be regarded for the purposes of these 
diseussions as adequately and properly representing the 
medical profession. The representative body of the 
association at its meeting on March 31 will be asked to 
endorse this view. 

The association fully recognises that as far as is 
humanly possible every step should be taken to give 
members of our profession on Service an opportunity 
of expressing their views on any new plan put forward 
by the Government. When proposals are put forward 
by the Government for examination by the medical 
profession, machinery will be set into motion for com- 
municating individually with Service men and women 
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whose views cannot be ascertained through the normal 
machinery, for the assessment of those views and for 
their presentation to the representative body. 

Now, as perhaps never before, there is a need for unity 
within the medical profession. The present phase is one 
of consultation without commitment, and the various 
bodies within the profession, notably the association 
and the royal colleges, have agreed to codperate in one 
representative committee. It is inevitable that any 
scheme of reorganisation deeply affecting the structure 
of the medical profession should be the subject of dis- 
cussion, difference and controversy. What is necessary 
now is that the medical profession should have confidence 
in those who will represent them in preliminary discus- 
sion, awaiting the time when, through its own: organisa- 
tions, it can examine concrete proposals and express its 
considered views thereon. ° 


REPRESENTATIVE COMMITTEE 


Mr. H. 8S. Sovurrar. 
Dr. PETER MACDONALD. 


Chairman of council, BMA 

Chairman of representative body, 
BMA __sa.. is es af, 

2 Refi tatives of Royal Col- 

~ legs Of Physicians 

2 Representatives of Royal Col- 


lege of Surgeons . 


2 Representatives of Royal College 
of Obstetricians and Gynecolo- 
gists 
Representatives of Society of 
Medical Officers of Health e 

p Representatives of Medical 
Women’s Federation 


1 Representative of Provincial 
Teaching Staffs Association 

Chairman of Conference of Local 
Medical and Panel Committees 

Prof, R. M. F. Picken Chairman of public health com- 

mittee, BMA ; professor of pre- 
ventive medicine, Welsh 
National School of Medicine. 

Chairman of hospitals committee, 
BMA; honorary assistant sur- 
geon, Manchester Royal. In- 
firmary. 

Member, -special practice _com- 
mittee, BMA; professor of 
orthopedic surgery, nap aene vies 
of Manchester. 

Professor of medicine, University 
of Liverpool. 

Member of council and former chair- 
man ofrepresentativebody, BMA. 

Chairman of Insurance Acts com- 
mittee, BMA 

.. Chairman of general 

“committee, BMA. 

Honorary secretary East Herts. 
division, BMA; physician, 
Royston Cottage Hospital. 

Member Insurance Acts com- 
mittee, BMA; honorary 

=e medical officer, Urmston Cottage 
Hospital. 

Member of council and Insurance 
Acts committee, B 

Member of Insurance Acts com- 
mittee, BMA; honorary secre- 
tary, Bishop Auckland division. 

Member of council, BMA‘ hon- 
orary secretary, Bournemouth 
division ; honorary anesthetist, 
Royal Victoria Hospital, 
Bournemouth. 

Member of Insurance Acts com- 
mittee, . BMA; chairman, 
Buckinghamshire division ; 
honorary medical officer, High 
Wycombe and District War 
Memorial Hospital]. 


Lord Moran (president). 

Dr. H. E. A. Botpero. 

Sir ALFRED WEBB- 
JOHNSON (president). 

Sir Grrumve Batt. 

Sir Wirtiu1am FLETCHER 
SHaw (president). 

Mr. W. Griuiatr. 

Dr. G. F. Bucuan. 

Dr. H. M. C. Macaunay. 

Dr. Doris Opium. 

Dr Mary EssLemont.* 


Prof. T. H. Ottver. 


Dr. J. A. Brown.* 


Mr. R. L, NEwELL 


Prof. Harry Piatr 


Prof. HENRY COHEN 
Dr. H. Guy Daty * 
r. E. A. Greece * 

. 8S. Wann *.. practice 


», A, S. WIGFIELD * .. 
. S. A. WINSTANLEY * 


Dr. F. Gray * .. 


‘Dr. P. V. ANDERSON* .. 


Dr. O. C. CARTER * 


Dr, D. J. B. Witson * 


REPRESENTATIVE COMMITTEE (continued) 

Dr. J. A. L. VavucHaw Member of council, BMA; honorary 
Jones * K 

A. Tatsor RoGers * 


secretary, Leeds divisions. 

Member of Insurance Acts com- 
mittee, BMA ; honorary medical 
officer, Bromley and District 
Hospital. 

Honorary anesthetist, 
Hospital. 

One member of staff of provincial 
non-teaching hospital. 


Dr. 


Dr. W. V. HowEtts* .. Swansea 


To be appointed 


SCOTTISH REPRESENTATIVES 

Royal College of Physi- Prof. C. McNett (president). 
cians, Edinburgh 

Royal College of Surgeons, Mr. H. WapE ( former president). 
Edinburgh 

Royal Faculty of Physi- 
cians and Surgeons, 
Glasgow 

Dr. J. B. MILLER * 


Dr. J. H. MacDONALD (president). 


Deputy ———— of representa- 
tive body, BMA 
Chairman of Scottish committee, 
BMA 
Chairman of Scottish Insurance 
Acts subcommittee, BMA. 
* General practitioner. 


OTHER CONSULTATIONS 


On March 11 the Minister of Health met representatives 
of voluntary hospitals for preliminary consultations. 
The representatives present were : 

Nuffield Trust—Sir William Goodenough, Sir Farquhar 
Buzzard, FRCP, and Mr. W. Hyde. 

King Edward’s Hospital Fund for London.—Lord Donough- 
more, Lord Dawson, FRCP, Sir Ernest Pooley, Sir Hugh 
Lett, FRCS, Sir Alan Anderson, Sir Edward Peacock, General 
Sir Kenneth Wigram, Peter J.E. Stone, and Mr. A. G. L. Iyes. 

British Hospitals tion.—-Sir Bernard Docker, Sir 
William Goschen, Sir Scare Cobbett, Mr. R. Morrison Smith, 
Mr. 8S. Clayton Fryers, Sir George Aylwen, Mr. J. G. Pickard, 
Colonel Sir Bertram Ford, Lord Southwood, Mr. W. H. 
Harper, Mr. S. R. C. Plimsoll, Lord Horder, FRCP, Dr. G. C. 
Anderson, and Mr. J. P. Wetenhall. 


Lieut.-Colonel the Hon. J. J. Astor was cages to be 
present. 


Dr. A. F. WiLkre 
MILLAR * 5 
Dr. J. F. LAmsre * 





NATIONAL WAR FORMULARY 


THE National War Formulary now includes a formula 
for medicated (lethane) hair-oil used for the destruction 
of head-lice. Three other formule have been amended. 

Medicated (Lethane) Hair Oil.—The Minister of Health 
set up an expert committee to consider methods of eradication 
of the head-louse. Of all the substances tried the medicated 
(lethane) hair-oil has proved most successful, without causing 
any undesirable secondary effects. The preparation consists 
of equal parts of lethane 384 special and a white oil of high 
boiling- -point. If desired, a suitable perfume, not in excess of 
2%, may be added. 

To secure a thoroughly effective application, the instruc- 
tions for use should be rigidly followed, but the quantity 
to be applied should not be increased. In eral one 
application only is necessary, especially if the hair is not 
washed for one week afterwards. 

A uniform pack of medicated (lethane) hair-oil with the 
correct instructions will be available at all pharmacies through- 
out the country. It is hoped that supplies will shortly be 
adequate. 

Capsula Liquoris Vitaminorum A et D Concentrati—aA 
reduction in strength has been made necessary by the world 
shortage of vitamin A. Each 3-minim capsule now contains 
4500 units of vitamin A and 450 units of vitamin D. 

Poo Calamine Oleosa.—Wool fat and oleic acid have been 

It is- ee to observe the order of compounding 
pe wir wee the formula. 

Mistura alba.—The dose ofsodium sulphate has been 
reduced to 40 grains. 

An amendment slip which can be gummed into the 
form . will be available for all users of the NWF 
from HM Stationery Office and all booksellers. 
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In England Now 
A Running Commentary by Peripatetic Correspondents 

A FEW days’ leave and a desire to breathe a little fresh 
coun air took me into the wilds of Marlshire (and 
when I say “‘ wilds ” I mean wilds). I paid a visit to an 
old friend who has made her house a centre for all the 
war-time activities of the tiny village and neighbouring 
farm community. Besides national savings, ARP, 
evacuation and the like, she has set up quite the most 
efficient first-aid post of its kind that I have seen, and 
she has trained a remarkably skilled group of first-aiders. 
To date there has been no war emergency to test the post 
but I was shown a case-book with no less than 186 cases 
that had received first aid since the beginning of the war, 
and this list did not include minor cuts and scratches 
for which a little water and spot of strapping sufficed. 
The list ranged from major accidents such as fractures 
and extensive wounds due to agricultural machinery to 
treatment of streptococcal cellulitis and dressing of 
varicose ulcers. These activities of the post are under- 
taken with the approval and, one may say, enthusiastic 
coéperation of the nearest doctor who lives some eight 
miles away. Should my friend be faced with an accident 
where she has the slightest doubt as to treatment, a word 
over the phone clears up the position. The elderly 
practitioner—one of the noble band who have come out 
of retirement to help the war effort—has learned to have 
such confidence that he can advise first-aid treatment over 
the ope and he knows that when he is asked to come 
out his visit will not be an unnecessary one. 

_ Now my friend made an interesting suggestion for 
times of ¢. There are many parts of the country 
far from doctors, hospitals and pharmacies, and in many 
such places first-aid posts similar to her own have been 
established. - Surely sufficient skilled enthusiasts might 
be found to keep these posts on as a permanency? They 
would be run in conjunction with the nearest doctor 
or doctors and w have many advantages. Farm 
workers would be saved long and often awkward journeys 
to the doctor for minor cuts and injuries, or having been 
once, they-could have dressings done at their aid-post 
instead of repeating the journey. The doctor, too, would 
often be saved the time consumed on an unnecessary call. 
Then when he did come to attend to an accident he would 
have a convenient place to put in a few stitches and one 
ty he could count on hot water, nail brushes and the 

ike. 

I have no experience of rural medicine and do not feel 
qualified to judge the practicability of the scheme, except 
that I can say that from my own observation and from a 
chat with the doctor it does work well in this instance. 
I asked if it did not cut across the work of the district 
nurse but was assured this was not the case, that the 
district nurse was overworked anyway, and that she was 
an enthusiastic supporter of this scheme. So I thought 
I would pass it on. It is easy enough to see difficulties 
in setting up such rural surgeries, but if nothing was done 
when difficulties were foreseen progress wguld be much 
slower than it is. 


* * * 


He was an unqualified practitioner, and yet I had 
called him in as a consultant, and now was about to assist 
him with an operation for acute intestinal obstruction. 
What would the Royal Colleges say if they heard about 
it? My consultant seemed a little nervous too, he had 
never before been called in by a qualified dector. Hewas, 
as a matter of fact, the local butcher, and my mother, 
with whom I was staying the week-end, had recom- 
mended him as a pretty sound man on hens. I had 
been asked for an opinion on the hen, and had suggested 
that it t be cropbound. I found a midline — 
in the neck (or was it chest ?) but the trouble was that 
didn’t know the feeling of an ordinary healthy hen’s 
chest (or was it neck ?).. And not being used to hens, I 
eaneughty palpeting-6 wealthy hess’. They. dare voles 
ing a healthy hen. ey don’t relax 
as well as humans. Having e my tentative diagnosis, 
I carried the hen under my arm through the village as 
far as the batcher. When he with my diagnosis, 
I was as proud as if Lord Mo had agreed with my 
opinion on a rare abdominal tumour. He explained 
that the operation was illegal (though there is no law 
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t leaving a hen to die of obstruction). One may 
get the vet, but then it is cheaper to kill the bird and 
sell it. However, I encouraged him to ‘perform the 
operation. We operated on the chopping block in 
his k yard. His wife did the instruments: one pen- 
knife, one needle and cotton. I held the patient, who 
seemed to feel no pain though there was no anzsthetic. 
The feathers were parted in the midline, and a central 
incision’was made. After going through several layers 
@ bluish a thing popped out. This was the 
= He incised it, and putting in his finger and thumb, 
pulled out whorls of tangled fibre and grass, matted 
together with grit and pultaceous chicken food. There 
was @ surprising amount. His method of closure seemed 
original to me; one purse string suture through the 
whole bag of tricks: skin, superficial fascia, query 
latysma myoides, and the crop itself. He brushed the 
‘eathers taok over the incision and set the patient on the 
ground ; he advised a few days light diet.’ His fee was 
one packet of *‘ Players ”’ if the hen recovered, otherwise 
no charge. A doctor charging in this way would get 
had up for champerty or something, but I suppose a 
butcher is not liable. The patient made an uninterrupted 
recovery, and was laying again in a week. 


* * * 


One of the great results of the war may be the tonic 
impact of the Slav mind on western traditionalism, 
acting rather in the same way as the stimulation of the 
English by the invasion of Scottish thought,-keened by 
elemental northern needs. For some time I had the 
privilege of playing bridge with Paderewski, and often 
after a hand he would say: ‘‘ The pivotal card there was 

”* (say) the King of Clubs. ‘If you had not 
finessed you would not have got your contract.” 
he beautifully rebuked my over-calling: ‘‘ The doctor 
has a flair for difficult. propositions.’’) That seems to me 
to be the key-note of the Slav mind, the urge to under- 
stand mechanism, the delving down to bed-rock, the 
search for primary causes. Its aura will probably probe 
hemes Mond our traditions, obscurities and inequalities— 
hereditary legislation, class privilege, religious nebulosity 
and so-on. It will be like the invasion of case law by 
equity—a eold bath which will do us good. 


* * * 


The horses had been brought up from grass when the 
fields were cool with dew, but the day promised to be hot. 
Most of the men had gone shocking corn at seven o’clock ° 
and were soon wet through where they carried the 
sheaves. by their sides. The head team-man prepared 
the binder for its day’s work. 

At ten o’clock the first team of three Suffolk punches, 
two of them only youngsters, were yoked, ready and 
eager to start work. Horses and wagons had been 
brought into ‘‘ John-Mans Piece ’’ to cart a fine crop of 
wheat, the sheaves were well tied and clean but they were 
heavy. By eleven o’clock it was becoming hot and 
instead of the dew the men’s shirts were wet with sweat, 
but they moved steadily from shock to shock to the 
accompaniment of the hold-yee boy’s warning shouts. 
As each wagon was loaded the loaders slid down the sides, 
the trace horse was hitched on and the load taken to the 
stack where the elevator was soon in use. At intervals 
everyone drank copious amounts of cold tea or some 
stronger beverage and Dewin walked round his stack to 
see that ‘‘ she did not lay over ’’ too far in any direction. 
By mid-day the women and children arrived with dinner 
and everyone sat at their ease on the shady side of a bank, 
the talk was of many things—how long the harvest would 
last, horses and livestock, previous harvests and yields 
of corn, the number of rabbits that would be killed in the 
field where the binder was working and how they would 
be shared out. The horses had been unyoked and 
watered, they were now contentedly eating vetches and 
swishing flies from their flanks. After an hour’s respite, 
work began in, a fresh team in the binder. It was 
one of those hot, still afternoons, when the straw crackles 
with dryness, and sweat runs off horses and men as they 
work, but no one is oppressed by the heat. Old Billy: 
the elevator horse was fairly cool in the shade of the stack. 
At four o’clock the women and children arrived again, 
and the brief half-hour of “‘ fourses ” provided a welcome 
rest. Except for a short interval of rabbit chasing as the 
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elses finished cutting in the neighbouring field work 
was continued until eight-thirty. It was now cool again 
and the oncoming dew could be felt in the air, the sweat 
was drying on men and horses. Billy was unyoked from 
the elevator, Dewin “had put up one good stack, that 
would provide a hard day’s threshing in the winter, and 
started on another. Men, women and children climbed 
into the wagons and the boys rode the horses. The 
harvest moon was up as they returned home aleng the 
cool lanes, a slight mist lay low over the fields half 
hiding the cows in the meadows. The horses drank 
greedily from a stream and then continued on their way. 
The men and boys had that feeling of well-being which 
is only experienced after a day of hard muscular effort ; 
they would have laughed at the term but had the 
ne omy so aptly described by Pavlov as ‘‘ muscular 
£ 

The horses were quickly unyoked and walked into the 
stable where Borwin had their feed ready. The lamp-lit 
stable was soon filled with the pleasant sound of horses 
crunching oats and chaff; the smell of drying sweat 
mixed with the acrid fumes of dung and urine; that 
night the horses were turned on to a particularly good 
meadow. The men went home for supper, a drink 
and sleep. There is an old saying in the country 
that” at harvest and hoeing wives receive scant 
attention. 


The combine harvester was ready for work by ten 
o’clock. A lorry had rattled up the rough farm lane 
with a load of petrol-tins and water-cans. The tractor 
and threshing motor were started, and the roaring, rat- 
tling machine moved slowly round the field belching out 
straw behind and at intervals dropping off sacks of corn. 
In the next field Tom Purdy was mowing a heavy crop 
of barley with a scythe. The lorry and its crew of three 
had been carting straw, and when they returned at 
eleven-thirty there was a large load of corn to be carted 
to the station; they swore at the boy on the combine 
who had dropped the sacks in awkward places. The 
lorry just he ed the heavy load out of the field, nego- 
tiated an awkw gateway and was soon in the station 
yard where it was unloaded. The barley—badly wanted 
by the brewers—was weighed in sixteen-stone sacks and 
loaded into railway trucks. This was continued all 
day; the combine did not stop for lunch. By the 
afternoon the station yard was hot and dusty, the inside 
of the box trucks was like an oven, the men sweated, 
occasionally a porter came and watched them—it 
appeared to give him some satisfaction. By the evening 
twelve tons of barley had been put on rail; the roar of 
the combine ceased, it was covered up for the night. 
Empty petrol-cans were flung on to the } and the 
erew clambered in with their bicycles. e lorry 
clattered and rattled down to the farm. The men 
cycled off. ‘The corn had been cut and was already on 
its way to the maltster, there would be no stack to 
thresh, labour had been economised and the country was 
being fed. But to one person at least it was not a real 


harvest. 
ir; * * 


Today is pay des. I shall take the pay parade. 
Having presented this tempting bait te my victims I 
keep them waiting for their miserable francs while I give 
them a 20-minute lecture on malaria. I talk to the 
men in the wards ; that is to say, I am giving a course of 
lectures to the orderlies 0 on the mysteries of medicine and 
the art of nursing. True this orderly was a miner in 
‘ Civvy Street,” that man a postman, and the fellow at 
the back of the group with a far-away look in his eyes 
was a dock labourer. It is nevertheless essential to 
promote a lively interest ia their war-time work of 
looking after the sick. Slowly but surely I am becoming 
a disillusioned man. Only one thing counts with me 
now and that is native wit. Knowledge is vanity ; 
originality and the ability to adapt oneself to unusual 
conditions—these are all-important. So you see that I 
am undergoing the second moult of socialism, and before 
the end of the war I should have com eted my meta- 


morphosis become a respecta Conservative. 
These signs of incipient. intellectual a are accom- 
panied by a tendency to obesity. Ii maneee that I have 

I joined the 


es ut - a a stone in velit since 





Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


THE new Speaker has been elected by the House of 
Commons with traditional ceremony. Yesterday he 
was Colonel Clifton Brown, whom we all met on equal 
terms in the smoking-room or the library; today he 
became ‘‘ Mr. Speaker,” and is inevitably somewhat 
aloof from the life of ministers and MPs because his 
impartiality must be guarded with the most scrupulous 
care. Colonel Douglas Clifton Brown is a Conservative 
country gentleman who served in a cavalry regiment 
and there, so his elder brother, General Clifton Brown 
told us, got his training in service. He is universally 
liked. Major Milmer, who becomes deputy Speaker and 
chairman of Ways and Means, is a member of the Labour 
Party, a lawyer and a man with great interest in the 
Services. The deputy chairman is Mr. Charles Williams, 
a popular Conservative of 25 years’ standing. After 
these elections our work began again. 

In addition to the general debate on Navy and Air 
estimates there was a special debate, on an amendment, 
concerned with the conditions and service of the 50,000 
or so WRNS who are such a useful addition to the 
Navy and who are employed in 60 categories: from 
= testing and marine engine repairing to typing and 

What the Wrens now.want is to go afloat. 
They already go overseas and are serving not only at 
Home stations, including the Shetlands, but in the 
Middle East and in South Africa; they were also at 
the Casablanca ‘ conference. The Com- 
mittee on conditions in the three Women’s Services 
reported that there was only one woman doctor on the 
staff of the Naval DG. Since then one other has been 
appointed and the Civil Lord (Captain Pilkington) has 
promised more. Conditions of the WRNS generally 
are good, and their addition to the service is a great 
reinforcement. 

The Air Ministry debate was largely technical, but 
was made the opportunity for announcing the formation 
of an Air port Command with which the British 
Overseas Airways Corporation will work in close 
coéperation on the civilian side. The debate made it 
elear that the bombing of German industries, railway 
yards, submarine bases and other targets which is 
proceeding intensively was regarded as a prelude to 
combined operations of invasion of the continent of 
Europe. The effect of this bombing has been so great 
that it can be thought to some extent to have lessened 
reprisal raids on this country, the reason being that 
German production has had to switch from bomber 
production to fighter production to aid in the defence 
of Germany. Germany is being put on to the defensive, 
and in the sky, on the sea and on land greater and 

greater forces pile up for her final defeat. It is not 
without significance that recently we were warned of 
the possible peed to cut down our ration allowance of 
meat, and that the United States has just announced 
large extensions of rationing, including meat, to begin 
in April. A big strain is coming on the populations 
of the United Nations in 1943. 








INDUSTRIAL HEALTH ADVISORY COMMITTEE 


On March 11 Mr. Ernest Bevin, Minister of Labour 
and National Service, announced the appointment of an, 
advisory committee to codrdinate_ work in industria! 
medicine and hygiene. The committee, which will be 
attached to the Ministry of Labour, will be responsible 
for inquiry rather than research and will not displace the 
existing Industrial Health Research Board. Its findings 
will be at the disposal of the minister, acting through his 
factory and welfare department. The prime purpose of 
the scheme, Mr. Bevin said, was to make work healthier 
safer and santer. In the past doctors, engineers, 
chemists, physicists and others had helped to detect and 
remedy injurious conditions or processes. Trade unions 
should now accept a share of the responsibility for 
maintaining industrial health and fer educating work- 
people in better practices, even should this mean a break 
with traditional habits. It would be the duty of the 
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committee to codify existing knowledge and to keep step 


» with every new 


Of this committee Mr. BEVIN himself will be chairman 
and Mr. Gzores ToMLENSON, parliamen' 
to the ministry, vice-chairman. Among its members 
are Sir WILFRID GARRETT (chief inspector of factories) ; 
Mr. D. L. Surrn (supt. engineering dept., National 
Physical Laboratory); Brig.-General A. C. BayLay 
as ean | employers fed., member of Factory and 
Welfare ~Advisory Board and IHRB); three other 
members of the advisory board—Miss A. LOUGHLIN 
(chairman of the TUC), Mr. Win.1amM ScHo.es (allied 
assoc. dyers and printers), and Mr. J. L. SmytH (sec. 
social insurance dept. TUC); Mr. E. C. FupGE (ministry 
of fuel and power); Mr. J. Fox, DSc (Government 
chemist) ; and Sir THomAs Puirures (secretary to the 
ministry). 'The medical members of the committee are : 
A. J. Amor, deputy chief medical officer Ministry of Supply. 
ArntuurR W. Ets, regius professor of medicine, Oxford 

University. 
M. W. Gotpstart®, chairman of the Association of Industrial 
Cartes Hitz, deputy secretary of the British Medical 

Association 


Sir Witson Jameson, chief medical officer, Ministry of 

Health. 

E. R. A. MeRagWETHER, senior medical inspector of factories. 
Lord Moran, president of the Royal College of Physicians of 

London. 

M. W. Parverson, secretary of the Association of Certifying 

Factory s 
Joun A. Ryun, Nuffield professor of social medicine, Oxford 

University. 

The secretary of the advisory committee is Mr. D. C. 
BARNES, of the Ministry of Labour. 

To inaugurate the work of the new committee Mr. 
Bevin has called a three-day conference on industrial 
health, to be held in Lendon on April 9-11, at which 
British and Allied government departments will be 
represented. f , : 


QUESTION TIME 
Children’s Allowances 


Mrs. CazALeT Ker asked the Prime Minister what steps 
were being taken to implement the Government’s decision to 
introduce children’s allowances ; and which department was 
dealing with this matter.—Mr. A. EpEn replied: Details of a 
seheme of children’s allowances will be worked out, in 
consultation with the departments concerned, by the small 
central staff which, as announced by the Lord President of 
the Council in the course of the debate on Feb. 16, is being 
set up under the Minister without Portfolio to codrdinate the 
preparatory work on the proposals contained in Sir William 
Beveridge’s report. 


Nervous Children and School Examinations 


Sir Ropert Gowrr-asked the President of the Board of 
Education whether, in view of the number of nervous children, 
he would investigate the advantages of holding examinations 
eoncealed from the knowledge of children.—Mr. R. A. 
Buriae: The suggestion presents practical difficulties. 
Examinations as at mt conducted may have unfortunate 
effects on some chilies This is being borne in mind in the 
consideration at present being given to the future of examina- 

schools. : 


tions in grant-aided 


Mental Clinics 


Mr. R. W Sorensen asked the Minister of Health how 
many mental clinics for outpatient advice and treatment are 
pers remeron by local authorities in England and Wales ; 
whether he had any approximate s of the number of 
patients for the past year; and whether he had given special 
attention to the need for extending such centres after the war. 
—Mr. E. Brown replied : In 1939 there were 177 such clinics 
and in the previous year approximately 19,000 patients had 
attended them. I regret that later figures are not available. 
The question of postwar extensions is receiving consideration. 
Mr. SorENSEN: In view of the excellent work that these 
clies are doing for the benefit of outpatients, will the 
Minister see that every encouragement is given to them, as 
far as possible, so that after the war they will be considerably 
extended ?—Mr. Brown: Certainly. 


‘ 


Red Cross Ambulances 


Sir Ratpu Giyn asked the Secretary of State for War (1) on 
what basis were ambulances of the Red Cross and St. John 
war organisation used by troops in this country; how many 
were so employed ; what was the number of ambulances as 
distinct from those belonging to the society; and whether 
any of the voluntary funds paid to the Red Cross were 
utilised for the performance of duties which would normally 
be carried out by service vehicles and (2) whether, as over 
3,500,000 miles had now been covered by the ambulances of 
the Red Cross and St. John war organisation in United 
Kingdom commands since the beginning of the war, carrying 
over 400,000 patients, and as the ambulances of the society 
were now being used at service convalescent homes, he would 
say what contribution the society received from public funds 
for the use of these vehicles.—Sir James Grice replied : 
At the beginning of the war the Red Cross and St. John War 
Organisation, as part of the humanitarian services which it 
is their purpose to provide, equipped a number of ambulances 
and provided their drivers. After the evacuation of the 
BEF from Dunkirk the organisation offered the use of some 
of these ambulances for the benefit of the officers and men in 
the Army. This offer was gratefully accepted, but the 
ambulances remained the property of the Red Cross and there 
was no question of a contribution from public funds towards 
the cost of provision. Where however they were solely used 
for the Army it was considered that the organisation should 
be relieved of the direct expenses incurred in carrying out 
this service. At the present time therefore the War Depart- 
ment bears all the costs of running, garaging and repairing, 
the vehicles concerned, together with liabilities for accident 
normally covered by third-party insurance. The Army 
sometimes provide on repayment rations and accommodation 
for the Red Cross personnel with the vehicles. About 400 
ambulances are so employed. This is a small fraction of the 
number of ambulances in the Army, but I am afraid that it 
is not in the public interest to say what the number of these 
is. If the services of the Red Cross ambulances were not 
available the Army would have to provide such of the services 
as are éssential to the well-being of the-troops. This might 
entail the provision of more War Department ambulances, 
but without examining every case it is impossible to say how 
many. These services provided by the generosity of the 
Red Cross and St. John War Organisation have added very 

considerably to the comfort and well-being of the troops for 
three years of war. and I welcome this opportunity to say how 
much these services have always been appreciated by all 
ranks of the Army. ; 


Nurses in Private Practice 


Sir LEonarp Ly ez asked the Minister of Labour if he could 
define the position of nurses in private practice; whether 
they were being called up either on a rota system or at short 
notice to serve in emergency hospitals or kindred institutions ; 
and whether, when unreserved after a certain age, they: were 
being withdrawn with little or no notice from the service of 
private persons who were temporarily in their charge.—Mr.. 
Ernest Bevery replied: The present position is that nurses 
engaged in private practice are not transferred to work in 
other forms of nursing if they were born in 1911 or earlier and 
it is clear that they are reasonably well occupied on their 
nursing duties and likely so to continue. Other nurses may 
be withdrawn from private work, but they would not be so 
withdrawn until they have completed any case on which they 
may be engaged and fulfilled any commitments into which 
they have entered for a short period ahead. This practice is, 
of course, liable to change in the light of any advice which 
I may receive on the subject from the newly formed National 
Advisory Council for the Recruitment and Distribution of 
Nurses and Midwives. 


Domestic Staffs of Nursing Homes 


Mr. Davip ApAms asked the Minister of Health whether 
he was aware of the difficulties being experienced by private 
hospitals and nursing homes in Newcastle owing to the with- 
drawal elsewhere of essential members of domestic staffs of 
conscriptable ages ; and whether he would arrange that one 
cook and one head housemaid might be retained by eath to 
enable these sections of the health services of the city to 
continue.—Mr. E. Brown replied: I have been informed 
that a particular nursing home in Newcastle has experienced 
difficulties as a result of the withdrawal of the cook from their 
service and that difficulties have been experienced by other 
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nursing homes there following the withdrawal of domestic 
staff. ts have been made by the Minister of 
Labour and National Service for officers of my department 
to be consulted before domestics are withdrawn from nursing 
homes. Each case is considered on its merits. 

Miss I. Warp asked the Minister (1) whether, in view of 
several decisions not to recommend to the Ministry of Labour 
the deferment for National Service of domestic staff, it was his 
policy to close down private nursing-homes, and (2) whether, 
in view of his decision that there were too many private 
nursing-homes in Newcastle-on-Tyne, he would give a list of 
other towns which he considered were in a similar position,— 
Mr. Brown replied : The fact that applications for deferment 
in individual cases are not invariably supported by my 
department does not justify the conclusiondrawn. Individual 
applications must be considered on their merits. Miss Warp : 
Does the Minister wish to reduce the number of nursing- 
homes. Mr. Brown: No; I said that in my reply. 


Dermatitis in Notts and Derby 


Mr. Henry Wutre asked the Home Secretary how many 
cases during the last six months, from the counties of Notting- 
ham and Derby, have been referred to Dr. Airey as a medical 
vefereeon dermatitis from the mining industry; and the 
mumber.that had been rejected as non-occupational.—Mr. H. 
Morrison replied: The number of cases for the six months 
ending December, 1942, was 129, in 106 of which the decision 
was against the workman. The returns do not show how 
many of these cases were from the mining industry. 


Care of Mental Defectives 


Tn answer to a question Mr. E. Brown replied : There were 
91,050 mental defectives in England and Wales on Jan. 1, 1942. 
Of these, 41,982 were not in institutions and no staff was 
employed to look after them. I have not complete figures 
of staff for institutions, but at 49 certified institutions from 
which I obtained particulars in January, 1942, there were 
26,385 patients and 2947 charge nurses and nurses. 


Pasteurisation of Milk z 


Mr. R,. Pursrick asked the Parliamentary Secretary to the 
Ministry of Food if he would ensure that no steps were taken 
towards making the pasteurisation of milk compulsory with- 
out consulting the body of opinion of this House.—Mr W. 
MaBaAnE replied : While I could not give any undertaking in 
general terms I should weleome whatever opportunity may 
be afforded to learn the views of the House on this matter. 


QUININE SUBSTITUTES 


THE stringency of the quinine situation has not yet 
been fully appreciated. The Ministry of Health has sent 
a circular to all hospital authorities and voluntary 
hospitals, notifying them that the three BP preparations, 
mepentne hydrochloride, mepacrine methanesulphonate, 
an uin, are now available from the manufacturers 
in the following forms and packs. 


Bottles or boxes 
Drug Dose(9-) (tablets or ampoules) 


M&B _ Mepacrine hydrochloride 6-1 (tab.) .. 25, 100, 500 
Ict a 0-1 (tab.) .. 15, 100, 300 
Beots .. a - 0-1 (tab.) .. 25, 100, 500 
M&B .. Mepacrine O1LEOS .. 6, 25 
methanesulphonate (amp.) 

IcI Pon 9s 0-1 &63 .. 
(amp.) 
0-01 & 0-02... 
(tab.) 

01 &0-02.. 
(tab.) 


Attention is again directed to the Control of Cinchona 
and Cinchona Products and Swe ‘Substitutes (nos. 
1 and 2) Orders, 1942, in which the use of quinidine has 
beea restricted to the treatment of cardiac arrhythmia, 
and all other cinchona alkaloids are reserved for the 
treatment of malaria. In case of difficulty in obtaining 
necessary drugs the Directorate of Medical Supplies, 
Ministry of Supply, Portland House, Tothill Street, 
London, S.W.1, is ready to give help. 


Muker 


6, 25 


M&B Pamaguin 15, 300 


IcL ee 2 15, 300 
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SPECIAL HOSPITALS FOR RHEUMATISM 


Str,—We, the undersigned, members of the council of 
the Heberden Society, wish to express our appreciation 
of the careful and lucid presentation of the interim report 
of Medical Planning Research. It is because we feel that 
this document will have considerable influence_on post- 
war medical planning that we would draw your attention 
to the omission in ¢ 156 of any mention of special 
hospitals for rheumatisnt and allied disorders in postwar 
medicine. 

Nevertheless, it must be admitted that the general 
standard of practice and research in rheumatism and 


allied disorders is lamentably low; while the degree of” 


injury these maladies continue to inflict on the health 
of the nation needs no emphasis. It is clear that 
rheumatology cannot be allowed to die and the rheumatic 
diseases to dissolve back into the matrix of general 
medicine or orthopedic surgery. We offer therefore the 
following statement of our views in the hope that they 
will clarify the position of rheumatology in the scheme 
of medical vractice, and lead to a general recognition of 
the need for national centres devoted to praetice, teaching 
and research in this specialty. 

There are certain ents which can and have been 
raised against the establishment of special centres for 
practice, teaching and research in rheumatism. First, 
there is no accepted definition of the class of disorders 
known as “‘ rheumatic diseases.’”’ It would be unreason- 
able to establish special centres for a group of disorders 
which no one can define, provoking a confusing and 
irritating degree of, overlap with other branches of 
medicine. What are the accepted criteria by which 
we may know whether a given case of sciatica, lumbo- 
sacral pain, gonococcal arthritis or periarthritis of the 
shoulder should be sent to a rheumatic centre or not ? 
There are none; at present rheumatic centres take all 
of them, whether their origin is ‘“‘ rheumatic,” traumatic 
or neither. Neurologists and orthopedic surgeons might 
reasonably demur. Secondly, the accepted rheumatic 
diseases are, all of them, of obscure zxtiology. For this 
reason, to isolaté them in special hospitals would be 
inherently bad, both for research and-practice. Research 
is essentially a procedure from the known to the unknown. 
No-one will advance knowledge of articular rheumatism 
who does not start with a profound and intimate 
knowledge of joint disorders of known etiology, or of 
the non-articular rheumatic disorders; who has no first- 
hand elinical and pathological knowledge of, for example, 
peripheral vascular disorders and other affections of the 
autonomic nervous system. Where shall he obtain this 
knowledge if his work is confined within a special 
hospital for rheumatism ? How, in the words of a 
statement of policy recently issued by the Empire 
Rheumatism Council and the British Orthopedic 
Association, shall a man be given ‘‘ encouragement to 
make the study of rheumatic diseases a life work” 
under such conditions ? Only a metaphysician can live 
contentedly in a world of owns. 

In the section of his System of Logic on the requisites 
of a philosophical language, John Stuart Mill says, “‘ It 
would be a complete misunderstanding of the proper 
office of a logician in dealing with terms. already in use 
if we were to think that because a name has not at present 
an ascertained connotation it is competent to anyone 
to give it such a connotation at his own choice. The 
meaning of a term actually in use-is not an arbitrary 
quantity to be fixed, but an unknown quantity. to be 
sought.” It is not n to anyone therefore to say what 
he thinks the name rheumatism ought to mean, giving it 
a meaning of his own choice ; all he may dois to ascertain 
what the name actually does mean, in its present usage. 

Senator came very near to the modern meaning of the 
name when he wrote, in 1877, in’ von Ziemssen’s 
Cyclopeedia of the Practice of Medicine, *‘ It thus includes 
‘all pai affections of the joints, and muscles with 
their tendons and fasciz, which are either due to chill, 
or to causes which cannot be ascertained and are 
therefore assumed to be atmospheric.’ ’’ The conditions 
treated in existing rheumatie clinics are, in fact, disorders 
related solely by the common property of somatic pain 
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and the aecident of being «tiologically obscure. The 
adjective ‘‘ rheumatic ” has no demonstrable ztiological 
significence. Thus the modern use of the name can be 
defined as ‘ painful disorders of joints and muscles with 
their ation and fasciz for which we have no adequate 
ex n. 

t a claim for special hospitals limited to the study 
and care of ewtiologically obscure disorders cannot 
defended. The scope of hospitals for rheumatism must 
be extended to cover all painful disorders of the motor 
system, whether ztiologically obscure or not, if their 
treatment is primarily medical. Rheumatolo (a 
scientific term, whdédse meaning we may therefore fix at 
our own choice) must thus stand for the study of not 
cnly rheumatism but of rheumatism and allied disorders. 
It may be defined as “‘ the study and care of painful 
disorders and diseases of the motor system ota: than 
those demanding surgical measures only. 

We would sioke it clear that by this. extension of the 
scope of rheumatic centres we are not making . plea for 
the arbitrary allocation of work to a new ialty. 
Most of the maladies concerned are now seen al treated 
either in existing rheumatic clinics or in physical 
medicine departments. We would ask merely for the 
recognition of a formula which would unify this work in 
one special department, or special hospital, with facilities 
for inpatient treatment and research, and fully staffed by 
trained physicians with the collaboration of one or more 
orthopeedic surgeons and neurosurgeons. 


CHARLES W. BucKLEY ERNEST FLETCHER 
(chairman) DRURY PENNINGTON 
Marruew B. Ray KENNETH STONE 
©. B. HEALD (hon. sec.) 
Heberden Society, London, W.1. 


LAY OR MEDICAL HEAD? 


Sir,—Dr. Ramsay’s letter in your Issue of March 6 
moves me to put in a plea for a more objective approach 
to the question of the qualifications desirable in the 
administrative head of a hospital. In those hospitals 
where the medical staff as a whole have little or no say 
in the matter of policy it is convenient for the central 
lay committee to have a medical man to whom to refer 
and to whom they can look as the responsible medical 
representative to ensure proper treatment of patients. 
Where, however, the medical staff in a hospital meet 
together in a medical council as equals, with a corporate 
and defined responsibility to the central committee, a 
medical man as administrator becomes redundant. 1 
refrain from dogmatising on the method. to be adopted 
because I hope that development may. come by stages. 
It does seem desirable, however, that all members of 
the medical staff should have complete freedom in their 
respective spheres, so far as treatment of patients is 
concerned. 


There is every reason why each hospital should have 
its medical council, and then the question of a lay or 
medical administrator can be decided on the merits of 
the candidates coming forward for the posts; the chief 
requirement being that the selected candidate should 
be an able hospital administrator, for which a long and 
expensive medical training does not appear to be the 


finest ensenbial. Kennere A.°F. Mitzs, 
Hampstead General Hospital. House Governor. 


Sir,—Is it not time that we ceased taking sides on 
this question as to whether a chief administrator of a 
hospital should be a layman or a doctor, and approached 
the problem dispassionately and objectively? The 

person responsible for the organisation of a hospital 
with its many departments, ranging from a laundry to 
an —- theatre ; with its varied personnel from 
the y cleaner to the specialist, requires a very wide 
background of experience and knowledge. He is called 
upon to manage persons of very varied character. He 
requires, among other things, a good knowledge of 
routine medical g eecagen of business organisation and 
inanagement, of law and finance. Clearly, then, the 
ideal administrator is not one who is either completely 
lay or medical, but who comes somewhere between the 
two. 

No lay administrator can feel completely —— 
with his ‘equipment, lacking as he does a defined know- 


ledge of routine medical matters ; nor I imagine can a 
doctor, who has no training in ‘business organisation, 
which forms such a large part of an administrator's 
duties. Surely what we need is to establish hospital 

tration on a much sounder basis. A course of 
training should be available by which a person may 
qualify for a diploma in hospital administration, com- 
bining both the medical and at he aspect and linked 
up at all stages with practical experience of management. 
This, in my view, is an essential corollary of any plans 
for a comprehensive hospital service. 


R. C. Mincwarp, 
Walsall General Hospital. House Governor. 


CUTANEOUS DIPHTHERIA 


Smr,—The very interesting article of Cameron and 
Muir on Cutaneous Diphtheria in Palestine, published 
in your issue of Dec. 15, 1942, prompts me to com- 
municate the gist of a paper which was submitted to the 
Chinese Medical Journal shortly before my departure 
from China in November, 1941.. This additional informa- 
tion on the subject may be of interest to your readers 
since there appears the possibility that in the near future 
British troops may be fighting in China. 

During the year 1939-40, 9 bacteriologically verified 
cases of cutaneous diphtheria were observed. at the 
skin clinic of the National Medical College, Shanghai. 
In all these cases virulence tests were performed ; 2 died 
and the rest recovered. Besides the well-known ulcera- 
tive type with the usual localisation in children, we 
observed also lymphopathia venerea-like cutaneous 
diphtheria in a child of four years, developing vulvitis 
and multiple fistulous lesions in the inguinal lymph-nodes. 
This patient died two days after the second admission. 
In a few cases adult women had diphtheritic ulcerative 
vulvitis extending to the perineum. In one single 
instance an observation was made on a German refugee, ‘ 
who suddenly developed simultaneously in the perineal, 
buccal, scrotal, and perianal region, multiple shallow 
ulcerations, which had a close resemblance to a rare 
disorder, ectodermose érosive pluriorificelle, but which 
subsequently proved to be cutaneous diphtheria. The 
latter case was a carrier. 

To sum up, cutaneous diphtheria is not infrequent in 
China, which is consistent with the meagre hygiene, and 
the prevalence of throat diphtheria. Furthermore in 
two instances in hitherto- undescribed types, virulent 
diphtheria bacilli have been isolated. In our experience, © 
besides serum therapy, 1% acriflavine ointment has 
proved of definite value. 

FREDERICK REIss, 


Formerly professor of dermatology, National 
pten College of Shanghai ‘and 
New York. t. J ohn 8 University. 


CONVULSIONS ON WITHDRAWAL OF DRUGS 


Sir,—The annotation on p. 310 of your issue of 
March 6 states that ‘‘ convulsions are seen only after 
withdrawal in chronic drug-addiction; they never 
follow acute intoxication.”’ This statement is scientific- 
ally inaccurate. In a paper on therapeutic narcosis 
with ‘ Soneryl’ (J. ment. Sci. 1937, 83, 25) I discussed 
the occurrence of epileptiform convulsions in 4 patients 
during disintoxication from soneryl: in each of these 
cases I was able to exclude personal or family history of 
epilepsy ; moreover, all 4 patients appeared to benefit 
immediately as a direct result of the ‘‘ fit,”’ 

I decided to use this method as an alternative to the 
rather distressing ‘ Cardiazol’ convulsion therapy then 
in vogue, and in the 24th annual report of the Board of 
Control (1937, Part ii, p. 162) I described Convulsion 
Therapy with N-Butyl-Ethyl Barbituric:Acid. Ishowed 
that by deliberately inducing a high degree of tolerance 
for the drug, by steadily increasing the dose during a 
period of a week, and then by abruptly stopping medica- 
tion, it is possible to produce convulsions in most cases 
of schizophrenia. This post-narcotic convulsion therapy 

certain ' advantages : it avoids subjective 
Secomafort,- the patient is at rest the whole time, and in 
some cases a single convulsion has been followed by a full 
remission. Ten patients with schizophrenia treated by 
this method were able to resume their usual occupations. 


Dorchester. J. STEPHEN HoRsLey. 





382 


A ‘EUROPEAN ASSOCIATION | 


Str,—It is proposed to form a European Asscciation 
of Clinical se ecoraa —os among the medically qualified 
men and women of the various nations of Europe now 
engaged in this country in any branch of medical 
laboratory work. 

Clinical pathology, although itself a age branch, 
permeates and establishes contacts with all depart- 
ments of medicine. Experience has shown those of us 
who are members that the meetings of the already 
existing Association of Clinical Pathologists in this 
country afford peculiarly fruitful occasions for the 
gathering together of practitioners in the different 
branches of medicine on a ground of common under- 
standing and interest and thus encouraging the growth 
of a spirit of fraternity and coéperation. Of the value 
of the presence of such a spirit among the representatives 
of the various European nations now sojourning in this 
country there can be no doubt. It is our hope that on 
their return to their homelands the members of the 
European association may in due course initiate branches 
in their own countries which will retain close touch 
with each other and with the Association of Clinical 
Pathologists in this country. 

We believe that such a movement, quite apart from 
its 6Bvious advantage to medical science, would serve 
to encourage a feeling of accord and comradeship 
between the European medical communities and thus 
make a contribution, small perhaps but by no means 
negligible, to international amity. 

We have every reason to believe that the Association 
of Clinical Pathologists, although it has not yet officially 
discussed the project, would do all in its power to assist 
and that it ech welcome the members of the proposed 
European association to its meetings and to an active 
part in its proceedings. 

. A meeting for the purpose of discussing the matter 
and if deemed advisable of inaugurating the European 
association will, by courtesy of the dean of the medical 
school, be held ‘at University College Hospital, London, 
at 2 pM on Saturday, April 3. All medical practitioners, 
from the continent of Europe and from Great Britain 
alike, engaged in any form oP medical laboratory work 
will be very welcome. Those who feel interested are 
invited te communicate with Dr. F. Pick, Department 
of Clinical Pathology, the General Hospital, Walsall. 
Those who propose to attend are requested to notify 
Dr. Pick to that effect. 


E. J. Brewoop, MD Brux. 

A. DELIKATOVA, MD Bratislava. 
B. L. Denia Vrpa, MD Rome. 
F. Duran-Jorpa, MD Barcelona. 
S. C. Dyke, DM Oxfd. 

S. FransmMan, MD Amsterdam. 
J. QO. GavRonsKY (Moseow), MRCS, 
M. ManpdErBAUM, MD Munich. 
F. Pick, MD Prague. 

G. Popsak, MD Szeged. 

F. SmBERSTEIN, MD Vienna. 

G, Unear, MD Paris. 


SUPERFICIAL ATRESIA OF THE VULVA 


Sm,—I read Miss Ottley’s report on two cases of 
superficial atresia of the vulva with great interest. 
Both her cases occurred in women during the menopause 
and must be taken as part of the physiological senile 
atrophy of the vulva and vagina, a picture not too 
common but well known te gynecologists. May I 
briefly give an account of the continental literature on 
that subject, in which, since Salmond in 1930 described 
the Te several important papers have been 
published 

Prof. A. ‘Labhardt of Basle (Zbl. Gyndk. 1936, 60, 1746) and 
Prof. J. Novak, (Ibid 1936, 60, 2653 and 1937, 61, 971) drew 
attention to the circular stenosis and atresia in the upper part 
of the vagina as a result of the shrinking process of the 

fibrous tissue in senile” women, (“* kraurosis fornicis 
vagine ”). The introitus vagine is often affected too, while 
the caudal part of the vaginal stenosis is usually of normal 
width. The cranial pocket of the stenosis shows many 
crevices, the mucosa is very thin and tender, inflamed, and 
bleeds easily. Hence the importance of the differential 


diagnosis from malignancy. 


SENSITIVITY TO SULPHONAMIDES 





The best desexighion: of the copentninh atresia of the lien 
as the only symptom and sign of senile kraurosis came from 
the late Prof. Josef Halban of Vienna (Ibid, 1937, 61, 194). 
He described the so-called “ Cirrhosis annularissubhymenalis ag 
in 7 cases; 4 were climacteric or post-climacteric women, 
three were over 42 years old and were still menstruating 
regularly. Halban ted that. there was a special local 
condition of the vaginal tissue analogous to a cirrhosis, probably 
due to insufficient ovarian hormone production. In support 
of that view are the cases which developed only very shortly 
after the menopause, or earlier. Why such a superficial 
atresia of the vulva should oceur as the only sign of a physio- 
logical atrophy in preclimacteric worten is still open to 
speculation and the histology has not shown any particular 
clue. The vascular supply of that region (it is on the border- 
line between the vaginal branches of uterine artery and 

arteries) may help to explain it. 

Therapeutically, excision and hormone treatment have 
been advised (Tsutsulopulos, G. and Platz, J. Ibid, 1938, 2, 
290). 

I have seen 4 cases of the superficial form of atresia 
of the vulva in women between the ages of 40 and 50 in 
which treatment with cestrin or stilboestrol in high doses 
stopped the gradual shrinking successfully, and dilatation 
with loca: infiltration of 1% ‘ Novocain’ at intervals 
removed the dispareunia which in these cases was the 
most distressing complaint. All these cases were still 
menstruating but they all complained of flushes. It is 
worth noting that all patients were treated as vulvitis 
and leucorrhea “and had local treatment for many 
months without the slightest effect. 

Kingston-on-Thames. WALTER SPITZER. 


SENSITIVITY TO SULPHONAMIDES 


Sir,—In your leading article of March 13 you refer to 
my suggestion (Lancet, 1942, ii, 568) that cases develop- 
ing sensitivity during sulphonamide treatment should 
be immediately desensitised. It is important to recog- 
nise that several factors may be responsible for the 
appearance of a sulphonamide dermatitis, and that, 
although 8th-day allergic sensitivity appears to be the 
most common cause, each case must be considered 
individually. Too often the drug is withheld or the 
patient ceases to take the tablets if a rash appears 
during medication, and nothing further is done about it. 
Many such cases remain sensitive for long periods and 
may exhibit startling reactions even months later if it 
is necessary to give further sulphonamide treatment ; 
thus the treatment of a grave emergency may be handi- 
capped. The extensive use which is now made of the 
sulphonamide compounds indicates the importance of 
this factor of sensitisation, and in my opinion it is 
wrong to allow a patient to remain sensitive when 
immediate desensitisation can easily be carried out 
with little risk. 

The restriction of sulphonamide therapy to a maxi- 
mum of 7 days whenever possible will considerably 
reduce the incidence of sensitivity ; most of my cases 
of gonorrhoea. receive 3 grammes a day for 7, or occa- 
sionally 10, days. If a sulphonamide rash appears 
around the 8th day, my procedure depends on the 
clinical condition of the case. If Werner’s test is 
positive and: it is desirable to continue medication, I do 
so in the full dosage for the required period; but if the 
clinical condition for which the sulphonamide is being 
administered is already under full control, I give half 
the dose (i.e., one 0-5 g. tablet 8-hourly) for a further 
2 or 3 days. If, as occasionally happens, chemotherapy 
has already ceased when the eruption appears, I give 
additional treatment with 0-25 g. three times a day 
for 3 days. Elimination of the drug seems to be assisted 
if durimg this desensitisation an alkaline diuretic is 
also administered. A sensitisation rash will show 
definite evidence of fading during this extended period 
of treatment and further sulphonamide later has. not 
reproduced rashes to my knowledge. If sulphonamides 
are withheld when a rash appears, it often takes a week 
for the rash to fade, and many of these cases immediately 

uce @ rash or more serious allergic phenomena 
(see Brit. J. ven. Dis. 1939, 15, 260) on later ad- 
ministration of the drug. It is important to keep 
the patient under careful supervision during desensitisa- 
tion so that the rare exacerbations of the condition can 














































































me Lance) 


STERILISATION OF SULPHONAMIDES 


[mMaRncH 20, ‘oes 383 





be assessed with A excretion. tests, &c., or 
desensitisation deferred for a week or two, when be 
initial doses should be tried. Basing my treatment 
on a positive Werner’s test, I have had no experience 
of such reactions. 

I think the erythema nodosum type of rash more 
often encountered during treatment with sulphathiazole 
is probably due to a liberation of toxins and should be 
treated by a reduced dosage for a few days. If a 
patient gave a of previous reaction to s on- 
amide without pe na desensitisation, I would give 
smal] initial doses for 24 hours and then inerease to 
full doses if no untoward symptoms had developed. 


Guy’s Hospital. Davip ERSKINE. 


STERILISATION OF SULPHONAMIDES 


Sm,—After publication of the method of moist-heat 
sterilisation of sulphonamide powders in closed screw- 
capped containers (Lancet, 1942, 2, 456) several workers 
wrote or spoke to us about their failure to confirm our 
finding that sulphanilamide powder was physically 
unaffected by this process; in fact, this particular 
suiaiiamnendilis. showed varying degrees of “ caking’”’ 
when so steri - We have since experienced the 
same trouble with fresh samples of sulphanilamide 
powder supplied by different firms, although the 
particular batches from which the o 1 tests were 
made still remain in fine powder form after moist-heat 
sterilisation in closed screw-capped containers. Differ- 
ent samples of s pe jem = ses and sulphathiazole and 
also two batches of sulphadiazine have shown no tend- 
ency to caking when sterilised by this method, but as 
sulphanilamide is still the most popular sulphonamide 
for local application seme other more constantly reliable 
method must be used (see Lancet, Feb. 20, 1943, p. seo). 
In an attempt to discover the cause of the caking, 
A. T. Puller, PhD, kindly examined two di Faves 
samples of eatghentiemide powder for us. With the 
exception that the “‘ sample was less fine (19% 
passed a sieve of rer mesh, compared with 91% of the 
non-caking powder), and contained an impurity detected 
by fluorescence—possibly the cause of the yellowish 
discoloration which may develop on heating—a full 
analysis beim sw included moisture content, static electric 
charge -point, behaviour on wetting, and pH 
failed to  diseorer any appreciable difference in the two 
powders. It was noted, however, that both samples 
became intensely charged after passing through the sieve 
and afterwards both showed caking when heated. It 
may be that snte-o7gH.3 prepared batches of sulphanilamide 
powder —— on heating because of being sganersernf 
charged, older samples, having lost this prope: 
do not do so. A sample, which caked when ori y 
tested, failed to do so but did become gritty when tested 


3 months later. ROBERT CRUICKSHANK, 
London, N.W. J. BE. McCartney. 


DARWIN AND PSYCHOTHERAPY 


Sir,—While in agreement with Dr. McGlashan’s view 
that the danger of destroying a socially valuable talent 
by psychotherapy is less than Dr. Hubble feared, I 
cannot see that his arguments remove such fear con- 

_In Darwin’s case, as Dr. Hubble shows, the 


father, and in this dee 
have never been solved. i. seems to me that Darwin’s 
ychoneurosis represented a subconscious conflict 
een a pious and a scientific propensity ; or, in terms 
of instinet, between a instinct (which probably 
exists despite Freud’s denial) and McDougall’s instinet 
of curiosity. Itis the old story of the Tree of Knowledge. 
If this was so, then Darwin did not waste his powers 
in profitless inner friction, as Dr. McGlashan believes ; 


light of Dr. Hubble’s interpretation of the neurosis as 
an adjustment to external rather than internal environ- 
ment, do not appear in their proper perspective ; and 
by a conative tendency to what appears to be 
a secondary gain Dr. Hubble creates a vy 
betawveen Darwin’s “‘ unusually fine character qualities ”’ 
and his alleged selfish methods of taking advantage of 
a disease. It is more likely that the protective adapta- 
tions served the purpose of relieving a suboonscious 
sense of guilt by means of self-inflicted suffering. In 
the light of this assumption Dr. Hubble’s conclusions 
appear more convincing. Analytical psychotherapy 
would have aimed at freeing the patient from his sense 
of guilt—which, however, was hardly feast#ble without 
attacking the well from which it was nourished, the 
propensity for scientific reséarch. 

It may be argued that a genius would certainly be able 
to achieve a solution, other than neurosis, of mental 
conflict. Goethe found a way out by identifying God 
and Cosmos. But apart from the fact that the external 
environment was widely different in Goethe's case, it 
seems that Darwin’s scientific mind was strongly 
opposed te any compromise which might have preju- 
diced his research work. Therefore, probably the least 
harmful, perhaps even the most courageous and dignified, 
of possible ways out of the conflict was to leave it 
unsolved in the unconscious, and through invalidism to 
pay the price for the Promethean task. 


Birmingham. BRUNO SAALER. 


GYNZCOMASTIA 


Sir,—Here are photographs of a boy referred to me 
by Dr. Reginald Lightwood. He has one large breast 
and one small one. Dr. Richardson’s contention 
(Lancet, March 6, p. 304) that gynecomastia may be due 


= excessive production of cstrin seems difficult to 

hold in this instance ; for why should one breast be 

affected and not the other? I removed the enlarged 
breast which consisted of normal breast tissue. 


Wimpole Street, W.1. D. L&vI. 


SOCIAL MEDICINE 


Sir,—Many of us in the Forees have much eagerness, 
and perhaps even some time, to give to the study of 
social medicine, a branch which had little place in the 
medical curriculum which we traversed. It seems to me 
that military medicine may afford a simplified approach 
to social medicine, in that we are dealing with a society 
cireumscribed, accessible to observation, and amenable 
to control. Also the honesty of our human nature has 
this additional bulwark, that sickness rates do not affect 
our remuneration. . As Plato has it in the first book of 
the blic, ‘‘ If we are to consider accurately, the 
anedicinal art produces health and the mercenary art 
a veward:’’ It should be possible, in such favourable 
circumstances, to verify or even amplify Ryle’s descrip- 
tion of the signs of health in his published lecture on the 
science of health ; to arrive at a personal judgment of 
the effects on well- being of exercise, exposure, irregular 
working hours, responsibility and a dozen other variables 
of ex 3; and to estimate the relative import- 
ance of the common causes of deviation from rude “ 
health. Of course many. of these things are already 
well known to those who have made a special study of 
individuai health, but if we diseover them anew and for 
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ourselves, they will be brought home to our business and 
bosoms, and we may be better prepared to play some 
part in removing the stigmata of preventable vooibeiens 
disease from our streets, and in the creation and preserva- 
tion of a healthier, England. 

Doveras A. K. BLack. 


PSITTACOSIS VIRUS IN ENGLISH PIGEONS 


Srmr,—In their paper on this subject in your issue of 
March 6 (p, 292) Andrewes and Mills say that “ atypical 
pneumonias in pigeon-fanciers have not been described 
in Britain, but on the other hand it is unlikely that anyone 
has looked for them.” This is incorrect, for case 12 of 
my series of human ter geyse' vargas 1930, i, 396) was a 
pigeon-fancier who no contact with parrots and, as 
I pointed out then, he raised ‘“ the un ron go egy possibility 
that this disease may be contrae from apparently 
healthy birds.” Further, although it seems unlikely to 
Andrewes and Mills -that physicians would concern 
themselves with such matters, I have continued to study 
the environment and habits of patients with atypical 
pneumonia and I have seen two other cases of psittacosis 
in_ pigeon-fanciers since. The possibility that the 
psittacosis virus or something like it might be carried 
__ by domestic poultry has not escaped me. In the Mid- 
__ lands T have seen recently a number of cases of atypical 
pneumonia—the so-called virus pneumonitis—and I 
have notes of three in which the disease was associated 
with sickness in newly established fowl pens. Is it 
possible that the apparent increase in virus pneumonitis 
is — to the multiplication of small domestic poultry 
runs 

Birmingham. A. P. THOMSON. 
SPONTANEOUS HZ=MORRHAGES IN CHRONIC 

NEPHRITIS 


Srmr,—In his interesting paper drawing attention to 
purpura in chronic nephritis (Lancet, Feb. 20, p. 239) 
Dr. G. Behr mentions a group of cases’ with extensive 
ecchymoses and severe hemorrhages. He states (pre- 
sumably on the basis of the literature} that there are 
no purpuric spots in cases of this type, but I believe this 
will prove to be wrong. In a personal series of 500 cases 
of skin-purpura there were 7 cases of chronic nephritis 
with simple symptomatic purpura and 3 cases of malig- 
nant hypertension with extensive petéchie and ecchy- 
moses. I have also described an additional case (Lancet, 
1939, ii, 1110, family XI) in a member of a family with 
purpura simplex who showed many of the features of 
Dr. Behr’s remarkable case. 

London, E.3. ‘ Er Davis. 


REPLANTATION OF TEETH 


Sir,— On reading your criticism (Jan. 23, p. 115) of an 
article of mine on tooth replantation in the British 
Dental Journal, I was astounded at your misrepresenta- 
tion. The annotation was entitled ‘‘ Transplanted 
Teeth,” a disgusting operation which was condemned 
by everyone many years ago. Yet youcite Victor Hugo’s 
prostitute charaeter in Les Misérables who sold her teeth 
for transplantation and then without pause or differentia- 
tion you proceed to describe my treatment on replanta- 
tion—an operation which has no analogy whatsoever 
with transplantation. 

You say that success in this operation depends on the 
periodontal membrane remaining thy and un- 
damaged, and that I in my treatment destroy this. 
But I was speaking of the treatment of the tooth after 
extraction when any traces of periodontal membrane 

, attached to it are completely removed. This should be 


obvious, since such tissue must be grossly septic and- 


dead and therefore should be eliminated before the tooth 
is replanted. Any traces of healthy peridontal membrane 
remaining in the tooth socket after thorough cureitti 

of the abscess sac, &c. may eventually regenerate, but 
do not accept the hypothesis that a healthy periodontal 
membrane must. be essential for success. ~You say that 
“* with the membrane and pulp removed the tooth is just 

‘dead bone ... the end of that tooth must -be 

sepsis.”” The root of a tooth, of course, is not bone ; but 
whether bone or dentine makes no difference, provided 
the tissue is sterile, and should not of necessity lead to 


Fou sepsis as you or act as a focus of infection. 
ou say that the will probably di (a minor 

a health point of view); but it is almost 
Senpeeelia for a tooth to change colour when treated 
in this manner—any change of colour that may take 
place is always to the good. You say that the procedure 
‘*though dentally feasible, seems medically unwise ”’ ; 
how can this be? And your statement that my X rays 
taken 6-18 months after implantation ‘“‘do not show 
healthy surrounding bone” is of course a matter of 
opinion. 

A. PLEASANT. 


Welwyn Garden City. STANLEY 


DIABETES INSIPIDUS 


Sir,—With regard to the clinical application of the 
treatment of diabetes insipidus with a slowly acting 
pituitary preparation as suggested by Dodds, a: 
Rinderknecht and Williams (Lancet, 1937, ii, 309), I 
think it would be of interest to your readers to mention 
a@ recent paper by Foeldes and Strausz (Schweiz. med. 
Weschr. 1942, 72, 314.) These authors used, with 
apparent success, pituitary extract combined with 0-1%, 
zine as zinc. chloride. As Swiss journals are not readily 
accessible under present circumstances it. is under- 
standable that this paper esca) the notice of Dr. 
pag ge Mr. Taylor writing in your issue of Feb. 27 
(p. 265) 


Welwyn Garden City. H. RINDERKNECHT. 


Obituary” 


RUSSELL HENRY J OCELYN SWAN 
OBE, MS LOND., FRCS 


Mr. Jocelyn Swan, consulting surgeon to the Royal 
bi svi Hospital and to'St. Paul’s Hospital for genito- 
died in London on March 2. As a 
pera ol few have surpassed him, but he was a man of 
many gifts and his sound judgment, courage, skill and 
capacity for taking pains enabled him in his early days to 
become an expert urologist without losing his personality 
as a general surgeon. These same qualities led him to 
take a sane view of the value of radium when sanity in 
this field was at an even greater premium than radium 
itself, and later he became a valued member of the grand 
council of the British Empire Cancer Campaign. 

Born in 1876, the son of Dr. Richard Jocelyn Swan, 
he was educated at Wilson’s School and Guy’s Hospital 
where he graduated MB with first-class honours at the 
age of 22. After holding house-appointments at Guy’s 
and St. Peter’s Hospital for Stone he became surgical 
registrar at the Royal Cancer Hospital. He took his 
higher surgical qualifications in 1902 and in due course 
was appointed to the honorary staff of the hospital. 
S. C. writes : 


‘* The late Sir Percy Sargent once said that Jocelyn 
Swan had the best pair of hands in London, and a visit 
to the Cancer Hospital'showed this to be no exaggeration. 
No surgeon spoke less in the operating-theatre and no-one 
conveyed more clearly the spirit of surgical sanctity ; he 
was no showman but a real artist. His contribution to 
the treatment of cancer was that of a practical surgeon— 
he knew what to attempt and when not to cut short, by 
ill advised surgical a a life, already doomed. His 
low operative mortality, the confidence of the doctor an 
the faith of the patient were his records. His practical 
knowledge of malignant disease, his open mind and his 
technical skill led: him to use radium as soon as: its 
possibilities became known, and he had the wisdom to 
divide his interests without losing perspective or skill.” 

In 1939 Swan was on the point of retiring, but when 
war broke out he settled down as divisional surgeon at 
Park Prewett EMS Hospital to work harder than ever 
In the last war he had served in the RAMC as senior 
operating surgeon at the Royal Herbert Hospital, 
Woolwich, and as surgeon to the RAF hospitals and, the 
American Red Cross Hospital, and his colleagues at Park 
Prewett valued this background of experience. He was 
specially interested in peripheral nerve injuries and, of 
course, mess president Swan lived 


urinary surgery. 
at the "hospital and did much to make lifé easier for his 
fellow residents, for he liked things to be right and with 
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his likeable nature usually succeeded in making them so. 
He was a great raconteur and had travelled much; and a 
colleague recalls pleasant evenings at Park Prewett spent 

i to *s account of his journeys which he 
illustrated with his own cinematograph films. He was a 
noted golfer and knew alot about stamps, of which he had 
made a valuable collection. 

Swan married in 1908 Miss Una Waterlow who died in 
1924. In 1927 he married Miss Joyce Thornton who 
survives him with a son and three daughters of his first 
marriage. 


THEODORE ARMOUR 
MBEDIN., FRCSE, JP es 


Mr. Armour, orthopedic surgeon to the Royal Southern 
Hospital and visiting surgeon to the Ministry of Pensions 
Hospital, Liverpool, died on”Feb. 21 at the age of 69. 
Soon after he graduated at Edinburgh in 1897 he went 
to Liverpool as assistant to the professor of anatomy, 
and as senior house-surgeon at the Royal Southern 
Hospital quickly caught fire from the enthusiasm of 
Robert. Jones. He decided to specialise in orthopzdic 
surgery and was appointed to the honorary staff of the 
hospital in 1905... When the last war came it brought 
him increased opportunities and responsibilities. At 
the beginning of 1915 as an experiment several hundred 
beds were set apart at Alder Hey for the treatment of 
nilitary patients likely to benefit by orthopedic treat- 
ment and Robert Jones was put in charge of the surgical 
division. He chose as his assistants Armour and T. P. 
McMurray (now in the chair of orthopzdics at Liverpool). 
The experiment was a success, other centres were opened 
and soon Armour was appointed senior surgeon at 
Alder Hey with charge of eight hundred patients. 
With McMurray he performed between forty and fifty 
operations a week, and Robert Jones regarded him as 
one of his essential key men. 

After the war, with his reputation established, Armour’ 
returned to orthopedic practice in Liverpool. He 
succeeded Robert Jones as director of the orthopzdic 
department of the Royal Southern Hospital, and when 
the independent post of orthopedic surgeon was created 
in 1924 he was appointed. Armour gave unstinting 
support to the hospital in every way and J. T. M. writes : 
‘* Those who knew the hospital in the days of the financial 
crisis of 1930-31 will never forget how Armour placed 
himself at the head of the band of workers determined 
to save the hospital from at least partial extinction. 
His constant faith in success stimulated them to un- 
remitting effort and the financial position was stabilised 
in a way it had not been for years. When the move- 
ment for amalgamation of the four teaching hospitals 
in Liverpool was first set on foot, Armour with his 
intense loyalty to ‘ the Southern’ long looked askance 
at the scheme. But when union was completed he 
staunchly supported the larger unity.” 

An original member of the British Orthopedic 
Association, Armour was specially interested in the 
orthopedic surgery of childhood, and his work at the 
children’s hospital at Leasowe was a labour of love. 
His surgical skill, writes T. P. McM., was of a high 
standard, and he had the kindness which endeared him 
to patients, both young and old. He did not write 
much; his strength lay rather in his sound surgical 
judgment, and his contributions, when given, stood out 
for their clarity and straightforwardness. 

Armour was elected a vice-president of his hospital 
in 1934 and a JP for Liverpool in 1938. He lost his 
wife in a motor accident some five years ago. 





Appointments 


CROWTHER, W. E., MB LOND. : 
Cavendish, Suffolk. 

MOoopDIg, ALLAN, MB GLASG., DPH : 

tee, ~~ ey W., MRCS® e 


examining factory surgeon for 


temp. deputy MOH for Lincoln. 
factory surgeon for Bridport, 


Dorse 
Cc Medical Service.—The foilowing appointments are 
announced : 
ADAM, R. S. F., MB EDIN.: MO, Kenya ; 
BAKER, C. H. x; mMRcs: MO, Sierra Leone ; 
#H N, ELIZA N., MBST. AND.: MO, Zanzibar ; 


ARRISO BETH 
NELSON, J. W., MRCS: MO, Northern Rhodesia ; 
C, M., MRCS: MO, Aden; and 
AustTix, T. A,, LRCPI, DCH, DTM&#H: DMS, Nyasaland. 


Notes and News 


BLAST IN 1812 


Dr. W. E. Carnegie Dickson sends us the following 
account, evidently by a naval surgeon, of the death of 
a sailor in 1812. The document is endorsed ‘ Mr. 
McTernan’s Case of Death from the Wind of a Shot.” 
Dr. Dickson rescued it from an ash-bucket in the nineties, 
at a time when the basement of the New University 
Buildings in Edinburgh was being cleared to accommodate 
Professor Chiene’s surgical laboratory. It was addressed 
to Sir George Ballingall, who was, he believes, professor 
of military surgery in the university at the beginning of 
the nineteenth century and surgeon to King William IV. 
The account of the case, signed ‘* James McTernan, RN,” 
is as follows : 

In the action of HMS Northumberland, off L’Orient in May 
1812, where a French Squadron of Two frigates and a Brig 
were destroyed by that ship, Andrew Answan private Marine 
was knocked down on the poop where the Marines were 
stationed. 

His comrades not observing any marks either on his 
person or clothes and his right and left man in the ranks 
remaining unscathed led to a belief among them that the man 
was-only hurt by that missile of very popular belief among 
sailors—*‘ The Wind of the Shot.” 

He was accordingly carried to thie Cockpit where there was 
at that moment so much work of a distinctive character in 
hand as to prevent further examination of Answan beyopd 
the certain fact that he was dead. When the work in hand had 
been disposed of, however, I returned to a search into the 
cause of his death.—Neither from his mouth, nose, ears or 
eyes was there the slightest exudation nor did any shadow of 
discoloration exist in either. I had him stripped completely 
and neither fracture or lividity of the slightest. description 
could be detected. He was a remarkably clear and fair- 
skin’d Man on whom even a shadow of Ecchymosis could be 
observed. His countenance was serene and tranquil. 

I was much bewildered in my Pathology, however. The 
popular belief that the “‘ Wind of a Shot ” passing in proximity 
with the head or large cavities may be thus suddenly fatal, 
also the question of electricity as a cause, were not reconcilable 
to my views—and the Man’s previous condition of health was 
not compatible with the presence of disease in the heart or its 
vessels, yielding at once to the influence of fear &c. 

Tho’ I came to the belief that a “spent. Shot ” was the 
cause of death in this case, that opinion is accompanied by 
two points of difficulty which I submit to your consideration. 
I am not quite clear upon the possibility of so instantaneous a 
destruction of all vital action as that no traceable mark of 
external injury is to be found—no Ecchymoses, not a livid 
spot, no puffiness. If quantity of clothing be taken into 
account he was in his light summer clothing. And again (as 
in the present case) an action yard arm and yard arm and 
“* spent shot ’’ are not compatible one with the other. 





University of Oxford 


Convocation will be invited on May 6 to confer the honorary 
degree of DSc on Dr. Joseph Trueta. 


Royal College of Physicians of London 

On Tuesday and Thursday, March 23 and 25, at 2.15 pm, 
Prof. G. W. Pickering will deliver the Oliver-Sharpey lectures 
at the college, Pall Mall East, S.W.1. He will speak on the 
circulation in arterial hypertension. 


Royal College of Surgeons of England 

A meeting of the council of the college was held on March 
11, with Sir Alfred Webb-Johnson, the president, in the chair. 
A diploma of féllowship was granted to F. N. Glover, and 
diplomas of membership to D. G. Crawshaw, Raymond 
Greenwood, Kathleen M. Lawrence and Helen G.T. Maycock. 
The following diplomas were granted jointly with the Royal 
College of Physicians : 

DOMS.—Hilda Baker, Harry Bentley, J. W. Bishop, C. A. 
Brown, R. A, D. Crawford, R..C. Jack, D. J. Pierse, Alfred Senn, 
Arthur Smith, W. T, Swanton and R. M, Thornton. 

DMR.—G. M. Ardran, J, 8. Mitchell, D. C. Porter, Walter 
Shanks and Phyllis Wade. 

Biochemical Society 

The annual general meeting of this society will be held at 
the Courtauld Institute of Biochemistry, Middlesex Hospital, 
London, W.1, on Saturday, March 27, at 2 pM. 
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Medical Honours 

The following awards have lately been made to RAMC 
officers for gallant and distinguished services in Burma and 
the Middle East. ~ 
OBE.—Captain Edmund MacLaine, MB BELF. 


MC.—Captain 0. I. Green, Bw oxrp ; Captain E. D. V. Nicoll, 
MRCS. 


Medical Casualties 

The following casualties have been announced : 

Missing, presumed killed,—-T /Surgeon Lieutenant J. B. Houghton, 
MRCS, RNVR, HMS Welshman. 

Prisoners of War.—Lieutenant W. G. Anderson, IMs; A/Major 

4.5 Best, MRCS, IVs ; Captain 8..C. Colbeck, MB, NZ, IMS ; A/Major 

> Oe Glendinning, MB BELF. , IMs, 

“ore usly re led missing, now reported prisoner of war.—Colonel 
J. M. Mitchell, MB ABERD., ms; Lieut.-Colonel C. W. Maisey, 
MRCS, RAMC. 


Soviet Films 

The Socialist Medical Association has arranged for a special 
showing of Soviet medical and scientific films at.the Imperial 
Institute cinema, South Kensington, on Thursday, March 25, 
at 6pm. Tickets in advance from Dr. L. T. Hilliard, Fountain 


os S.W.17. 


Mental After-care Association 

The sixty-third annual meeting of the association will be 
held at Burlington House,» Piccadilly, London, W.1, on Tues- 
day, March 23, at 2.45 pm, under the presidency of Princess 
Arthur of Connaught. The speakers will include the Bishop 
of London, Mr. R. Sargood, and Dr. Henry Yellowlees. 


Royal Society of Medicine 

At the section of odontology of this.society, on Monday, 
March 22, at 4.30 pm, Mr. W. Warwick James and Mr. A. W. 
Wellings, MDS, will speak on the dental epithelium and its 
significance in tooth development. At 3 pm, on March 23, at 
the section of medicine, there will be a discussion on atypical 
pneumonia. The openers are to be Captain John W. Brown, 
USAMC, and Lieut.-Colonel Gordon E. Hein, USAMC. 
On March 24, at 2.30 PM, at the section of comparative medicine, 
Prof. John Eyre and Prof. T. J. Bosworth, rrcvs, will open 
a discussion on immunity to bacteria. ~At 2.30 pm, on March 
26, at the section of epidemiology and state medicine, the 
Ministry of Health film on scabies will be shown for the first 
time, and afterwards there will be a discussion on the control 
of scabies. On the same-day, at 4.30 pM, the section of 
disease in children is holding a joint meeting with the 
maternity and child welfare group of the Society of Medical 
Officers of Health, when Dr. Ethel Cassie and Dr. Harold 
Waller will open a discussion on the decline of breast-feeding , 


Training Schools for Nurses 

Two grants of £1000 each have been made by King Edward's 
Hospital Fund for London towards the establishment of two 
group preliminary training schools for nurses. One of the 
schools has been set up in Hampstead to serve a north 
London group of hospitals, and the other at Blackheath to 
serve a group south of the river. Additional help has been 
assured the schools during the next three years if need be. 
There is accommodation for 30 students at the Hampstead 
school. Two sister tutors will have charge of the training and 
will give five courses of eight weeks each per year. At the 
Blackheath school there is accommodation for 23 students, 
and the sister tutor in charge will have the help of other 
tutors from the hospitals in the group. Here there will be 
four courses per year, of eleven weekseach. Students at both 
schools will be resident. The King’s Fund is ready to help 
similar schemes by other groups of hospitals in its area and 
is prepared to make grants up to £5000 for this year, with 
assurance of continued help for three years in case of need. 
For some years the larger hospitals have maintained their 
own preliminary training schools where student nurses spend 
from two to three months before beginning ward duties. In 
small hospitals the cost of these courses has presented a 
difficulty, since the students are not part of the normal 
strength of the nursing staff, but by grouping six or eight 
hospitals together, as has been done for the schools at 

Hampstead and Blackheath, an economic unit is secured, 
Recruits to the nursing profession who wish to enter a group 
wean school can obtain “further particulars 
rom the Nursing Recruitment Centre, 21, Cavendish Square, 
London, W.1. 


Medico-Legal Society 

A meeting of this society will be held at 26, Portland’Place, 
London, W.1, on Thursday, March 25, at 5 pm, when Dr. 
C, Keith Simpson will read a paper on Rex v. Dobkin (the 
baptist church cellar case). 


Royal Sanitary Institute 

A meeting of the institute will be held at 90, Buckingham 
Palace Road, London, 8.W.1, on Tuesday, March 23, at 2.30 
pM, when Mr. P. G. Shute will read a paper on. mosquito 
problems in static water tanks, 





Infectious ‘Winnie in England and Wales 
WEEK ENDED MARCH 6 


Notifications.—The folloWing cases of infectious disease 
were notified during the week : smallpox, 0; scarlet 
fever, 1928; whooping-cough, 1876; diphtheria, 827 : 
paratyphoid, 7 ; typhoid, 2 ; measles (excluding rubella), 
19,200; pneumonia (primary or influenzal), 1450; 
puerperal pyrexia, 179; cerebrospinal. fever, 91 ; 
poliomyelitis, 4; polig-encephalitis, 2; encephalitis 
lethargica, 1; dysentery, 68; ophthalmia neonatorum, 
103. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 3 was 2371, ineluding 
scarlet fever, 561; diphtheria, 255; measles, 764; whooping- 
cough, 260; enteritis, hart chickenpox, 78; erysipelas, 14 ; 
mumps, 26; poliomyelitis, 1 ; dysentery, 20 ; cerebrospinal fever. 
22; puerperal sepsis, 18 ; embetie fevers, ms ‘german measles, 12 ; 
osteomyelitis, 1; encephalitis lethargica, 1. 


Deaths.—In 126 great towns ies were 2 (1) deaths 
from enteric fevers 1 (0) from searlet fever, 22 (3) from 
measles, 9 (2) from whooping-cough, 15 (0) from 
diphtheria, 48 (8) from diarrhcea and enteritis under two 
years, and 79 (8) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham reported 10 deaths from diarrhea and Manchester 5. 
The number of stillbirths notified during the week was 
215 (corresponding to a rate of 32 per thousand total 
births), including 14 in London. 


Births, Marriages and Deaths 











BIRTHS 


ADLER.—On March 7, at Epping, Essex, the wife of Captain Paul 
Adler, RAMC—a daughter. 

CURRAN.—On March 9, at Beckenham, the ai of Temp. Surgeon 
Captain Desmond Curran, RNVR—a so 

EVANS. pa 5 3 h 7, at Basingstoke, the ‘wife of Major E. E. 
Evans, RAMC—a ‘daughter. 

Hart.—On March 7, at Northwood, the wife of Major Edward 
Hart, RAMC—a daughter. 

HeaAsMAN.—-On March 9, at Semegmnnt, the wife of Captain 
Leslie Heasman, RaMC,—a daughte 

Hovse.—On March 9, at Hednesford, “Staffs, the wife of Captain 
R. J. House, RAMC—a daughter. 

IRVINE.—-On March 8, at Clifton, Bristol, the wife of Surgeon 
Captain L. C. Dundas Irvine, RNVR—a daughter. 

March 12, at Dorking, the wife of “Major Ralph 
Kauntze, RAMC—a son 

MALONE.—On March 10, in London, the wife of Dr. Francis Malone, 
RAMC—a daughte 

a —On Feb. ae he +f. Africa, the wife of Major Ashton Miller, 

RAMC—@& 

T PE onal March 8, to Dr. atone Taylor (née Lauder whemeeni. 
wife of Captain A. W. Outram Taylor, RAMC—a son 

THOMPSON. Pec March 5, in Oxford, the wife of Dr. R. H. 8. 
Thompso son. 

WEBSTER. a 4 , ioe 11, in London, the wife of Surgeon Lieut.- 
Commander E. Maurice Webster, RNVR—a son, 


MARRIAGES 


BUNNEY—CUTTING.—On March 6, in me, Herrick Bunney, 
captain Royal Signals, to Mary Cutting, 

WALLACE—BROWN.—At Calcutta, on Jaw IL 1, , Reginald James 
Wallace, captain Indian Army, to Dare Barbara Brown, FRCS. 


DEATHS 


CAMPBELL.—On March 10, Kenneth Campbell, OBE, MB EDIN., FRCS, 
of Wittersham, t. 

MOLESWORTH.—On Feb. 24, Cecil Stanley Molesworth, “B SYDNEY 
of Campbelltown, The Riverina, and Sydney, Australia, 
formerly captain Ist Light Horse, ‘ist Agr. 

PaLMER.—On March 11, in London, Harry 27 Palmer, BA CAMB., 
mRcs, of Clock Honse, Bytieet, aged 5 

Paya March 11, at Thame, Oxon, Frederick Gymer Parsons, 
DSC LOND., wank Sg Fsa, formerly professor of anatomy in the 

University ‘of London at St. Thomas’ 8 Hospital. 








The fact that goods made of raw materials in short su owing 
to war conditions a go aubvoslidedin Gitepamer ahastt net taken 
as an indication Tad thay ave necessarily available for export. 
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GENERAL AND LOCAL ADMINISTRATION OF 
‘ PENICILLIN 


H. W. Frorey 
MB ADELAIDE, PH D CAMB, FRS 


PROFESSOR OF PATHOLOGY IN THE 
UNIVERSITY OF OXFORD 


PENIOILIIN in earlier work (Chain et al. 1940, Abraham 
et al. 1941) showed promise of being a powerful weapon 
against the common forms of sepsis. Certain of the 
basic: biological and chemical facts which must be known 
about a chemotherapeutic substance before it can be 
used on man were established. To ensure the greatest 
effect these facts must always be kept in mind when the 
drug is used for the treatment of patients. 

A reasonably stable impure sodium salt of penicillin 
can be made. This substance is extremely soluble in 
water but is destroyed by boiling, by acids and alkalis, 
by certain heavy metals, by oxidising agents and by 
enzymes produced by air and other bacteria. Penicillin 
is bacteriostatic and not bactericidal, at least in con- 
centrations likely to be used therapeutically, and reliance 
must therefore be placed on the body defences, both 
humoral and cellular, to destroy the bacteria present in 
a lesion while penicillin prevents their multiplication. 
Pus, blood, serum and tissue autolysates do not interfere 
with the antibacterial action of penicillin and the number 
of organisms present has little or no effect on its capacities. 
Leucocytes will live and tissue cultures will grow in the 
presence of a concentration many times greater than that 
necessary to produce bacteriostasis. Mice will tolerate 
without toxic symptoms a dose much in excess of that 
which will produce bacteriostasis in their blood, and 
artificially induced infections in mice can be controlled 
by repeated injections of penicillin. 

The few therapeutic trials already reported indicated 
that no serious toxic symptoms need be anticipated in 
man. They also showed that penicillin is rapidly 
excreted by the kidneys in a high concentration so that 
large doses must be given to maintain a bacteriostatic 
level in the blood. A larger therapeutic trial, based on 
these general principles, is reported here. The investiga- 
nee called for the codrdination of many separate 
efforts. 


The production of much of the penicillin used is due to the 
work of Mr. G. Glister, with the assistance of Miss P. McKegney 
Miss R. Callow, Miss B. Cooke, Miss M. Lancaster and Miss 
P. Gardiner. Dr. A. G. Sanders and Mr. J. Kent have been 
responsible for constructing and working a laboratory large- 
scale extraction plant. We are also indebted to ICI (Dye- 
stuffs) Ltd. for part of the penicillin used. The many physi- 
cians and surgeons who have placed their cases at our disposal 
for penicillin treatment have been responsible for the diagnosis 
and general care of the patients and for such surgical inter- 
ventions as were necessary; their names are given in the 
case-records, For the bacteriological investigations which 
have furnished some of the essential criteria for assessing the 
action of penicillin we are indebted to Dr. M. McFarian, 
Dr. Joaftt Taylor, Dr. R. L. Vollum, Dr. Kingsley Smith and 
Dr. M. A. Jennings; and for the blood examinations to 
Dr. R. G. Macfarlane and Dr. J. R. P. O’Brien. 


Cases treated by General Administration 


In this series attention has been directed to (1) methods 
of administration and dosage ; (2) possible toxic effects, 
especially on the bone-marrow and kidney after long 
wineintghaithons (3) changes in the bacteriological 
content of the lesions during treatment; and (4) the 
course of the disease. It has been considered desirable 
to have at least a sufficient amount of pencillin always 
present in the blood to exert a complete inhibition of 
growth of the organism causing the disease. . At first 
reliance was placed on the “ ring” test, but this was 
not sufficiently sensitive and in the later cases a modifica- 
of the slide-cell technique (Wright and Colebrook 1921) 
was used. Dr. N. G. Heatley was responsible for the 
elaboration of this test. 


BY MOUTH 
For a course of treatment likely to extend over many 
days in a patient seriously ill administration by mouth 
would usually be the most convenient. Penicillin is 
6239 
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absorbed from the intestinal canal, but the acid gastric 
juice will destroy at least part during its passage through 
the stomach. This might be avoided by enclosing the 
drug in a suitable capsule or possibly by using a duodenal 
tube. Some enteric capsules were prepared by coating 
gelatin capsules containing 10,000 or 20,000 units of 
penicillin with cellulose acetate phthalate (supplied by 
Eastman Kodak Co.), which.is soluble in alkaline but 
not in acid media. 

A normal person swallowed a capsule containing 10,000 
units just before breakfast. Hourly samples of blood were 
taken for 3 hours and of urine for 7 hours. The plate and 
cylinder ring test was used for detecting bacteriostasis. The 
blood showed a trace of inhibition of the test staphylococcus 
at 1 hour and definite inhibition at 2 hours; there was none 
at 3 hours. In the urine, inhibition was present at the end 
of the first hour and penicillin was still being excreted at the 
end of 7 hours when observations were discontinued. When 
this experiment was repeated the capsule (containing 20,000 
units) did not burst till 5 or 6 hours after ingestion. Urine 
samples up to the fifth hour were negative but at the sixth 
hour well-marked inhibition appeared. 

In order to carry out a similar investigation over 
several days a patient (case 1) was chosen who was 
receiving no other treatment and who might benefit 
from penicillin. 

Case 1.—Facial and orbital cellulitis. (Radcliffe Infirmary. 
Mr. H. Whitelocke.) . Male, age 42, weight about 160 lb. 
Pimple on nose 3 weeks before had led to cellulitis extending 
from ale nasi to top of forehead and into right orbit, pro- 
ducing loss of sight, proptosis and immobility of eye, with 
some delirium. During week’s observation when no penicillin 
was available temperature and pulse-rate fell gradually to 
maximum of 99-6° F. and 96 per min. 

Bacteriology.—Staphylococcus aureus (coagulase -}+-ve) grown 
from lesion on nose and pus from right orbit. 

Method of penicillin treatment.—By mouth: in capsule for 
first 5 days; by duodenal tube on days 6 and 7. 


Blood _ 
bacteriostasis 


Day Dose 
(ring test) 
1 at 5000 units 2-hrly. Trace 
2-5 -- 10,000 ,, 4-hriy. Trace - 
6 and 7 10,000 ,, 4-hriy. Trace 


Total: 480,000 units. 


Progress.—Inflammation of face subsided and proptosis 
and cedema of right eyelids lessened. An orbital cellulitis 
was still present, with secondary intraocular infection and 
hypopyon ulcer of the cornea. Tenderness and swelling of 
right knee developed on 3rd day but had almost completely 
subsided: by 7th. Patient apyrexial when penicillin dis- 
continued but.eye condition had not subsided ; 16 days later 
pyrexia and signs of meningitis developed and Staph. aureus 
cultivated from cerebrospinal fluid. ‘Treated with sulpha- 
thiazole and eventually recovered, eye being enucleated. No 
albuminuria throughout. 


ras Blood-urea : 
Aer Red cells , White cells 
Blood examinations perc.mm. Hb. % per c.mm, apne 
At beginningof Tt. 3,500,000 .. 65 15,000 pe. 
At end of Tt... 3,200,000 .. 60 18,000 ae... a 


Tt. = treatment. 

Comment.—Little was learnt from this case owing to 
the inadequacy of the bacteriostatic tests on blood in 
That some absorption of penicillin 
took place was shown by the constant presence of 
penicillin in the urine. The patient’s condition improved 
during treatment but little stress can be laid on this. 
Though he was apyrexial at the end of treatment the 
staphylococci had not been eliminated as his subsequent 
history showed. No toxic effects were noted. 

Case 2.—Actinomycosis of lungs and possibly of gastro- 
intestinal tract. (Radcliffe Infirmary. Dr. F. G. Hobson.) 
Male, age 36, weight 117 lb. Attacks of abdominal pain 
for 13 months. Swelling of left loin, pleural effusion, and 
cough with sputum which was ameliorated by potassium 
iodide and postural drainage. Apyrexial when admitted for 
penicillin treatment but complained of cough and weakness. 
Swelling in loin and pleural effusion had subsided some time 
previously. i 

Bacteriology.—Actinomyces often found in sputum and 
present in feces. Organism was sensitive to penicillin. 


N 
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Method of penicillin oesteintinke solution by duodenal 
tube through nose and kept in position continuously. 
The 4-hourly dose was 10,000 units on days 1-4 and 20,000 
units on days 5 and 6; total 480,000 units. Blood bacterio- 
stasis (ring test) was slight at 1 hr. only with both dosages. 

Progress.—During treatment patient developed constant 
running of nose, loss of appetite, diarrhoea and colic. Sputum 
still contained actinomyces a week after end of treatment. 
Diarrheea persisted. No albuminuria throughout. 

o, Whitecelts Blaod-wres: 
per e-mm.- Hb. pere.mm.,. 10 Jona 
At beginning of Tt. 3,300,000 .. 54 10,000 ae 25 
At end of Tt. 3,400,000 .. 58 14,000 phi 40 


Comment.—Administration by duodenal tube was 
here a failure. Using the ring test no well-marked 
inhibition could be demonstrated in the blood, though 
penicillin was constantly present in the urine. There 
was evidence of gastro-intestinal irritation but as the 
nose was running it is not clear that this was due 
os —-- The drug had no effect on the course 
of the 


Blood teraminations 


INTRAVENOUS AND INTRAMUSCULAR 


After case 2 it was decided to abandon for the time 
being f further attempts to give penicillin by mouth. 


Le CasE.. 3.—Osteomyelitis. (Radcliffe Infirmary. Dr. Leonard 
Findlay.) Male, age 2 months, weight 74} lb., weight at birth 
6 lb. Osteomyelitis of 2nd and 3rd lumbar vertebra with 
sinus formation developed after unsuccessful lumbar puncture. 
After 3 weeks secondary foci appeared successively in L. 
femur, L.. index finger and nape of neck, latter accompanied 


by rigidity and head-retraction. X rays showed progressive _ 


bony lesions of lumbar vertebre and periostitis of femur, 
with dislocation of femur from acetabulum. Finger showed 
some bony involvement but nothing abnormal seen radio- 
logically in cervical vertebre. Apathetic, very thin, gaining 
weight at 34 oz. a week. Sulphapyridine proved ineffective ; 
6 days’ administration of sulphathiazole lowered evening 
temperature to 100° F. from previous 103° F., but pyogenic 
lesions continued to progress. 

Bacteriology.—Staph. aureus in pure culture obtained from 
lumbar and cervical lesions and finger. 

Method of penicillin treatment.—Intramuscular injection. 
Two intravenous doses given into sagittal sjnus. Local 
treatment of abscesses carried out by aspirating pus and 
injecting penicillin solution. Dosage: Ist—5th days, 250 
units in 1 c.cm. 4-hourly ; 6th—9th days, 500 units in 1 c.em. 
4-hourly ; 1l0th—20th days, 1000 units in 1 c.cm. 4-hourly. 
In addition, 2000 and 3000 units were given intravenously 
on the 10th and 11th days and from the 3rd to the 8th day 
a solution of 250 units per c.cm. was injected into the abscesses 
in the neck and finger, after aspiration of the pus. Total: 
100,800 units. 

Progress.—Slight improvement in first 9 days; rapid 
improvement when dose raised to 1000 units 4-hourly. After 
8 days (5 days of local treatment) no pus could be withdrawn 
from neck or finger. At end of 20 days’ treatment neck 
swelling had disappeared, finger swelling was much reduced 
and soft-tissue swelling in lumbar region had subsided. 
Limited voluntary movement had returned in L. hip. X ray 
showed no evidence of fufther spread of bony lesions. Gaining 
10 oz. a week and lively. 

Three months after end of treatment baby’s condition 
excellent. At 6 months of age weighed 14 lb.; lumbar 
deformity considerably less ; no i 
and moved L, thigh as well as R. X ray showed bony con- 
solidation in spine and resolution of periostitis in femur. At 
9 months no visible deformity except for flattening of normal 
lumbar eurve ; X rays revealed still further progress in bone 
formation ; looked healthy and active. 


a gm 
Zeiss mx Gane ee be 
100 c.em. 


2,960,000 .. 17,000 
3,400,000 .. »~ 13,000 ap 32 
3,860,000 .. 14,000 


Blood examinations 


At beginning of Tt. 
4 days after end 


of 
14 ays after end 


32 
Urine.—High denchatnatiion of penicillin cinsatainiite present 
during treatment. No albuminuria. 


Comment.—This case showed the practicability of the 
intramuscular route. A widespread staphylococcal 


V Case 5.—Chronic osteomyelitis of ischium and femoral neck ; 
iffe 


or stiffness in neck - 


infection, involving bone, was controlled and no toxic 
symptoms were noted from the drug. 

Case 4.—Pelvic abscess. (Radcliffe Inftrmary. Prof. 
Chassar Moir.) Female, 23, et about 100 1b. Admitted 
3 weeks earlier with ite: alan and 
pyrexia after self. indused —— Condition had steadily 
deteriorated and abscess in pouch of Douglas opened 4 diye 
before penicillin treatment started. When treatment began 
had great abdominal distension and was extremely exhausted, 
able to speak only few words in a whisper. Temperature 
erratic, mainly between 99° and 102°F. Pulse weak, fast 
and variable. Had received ted blood-t 
6 pints in all—and 2 courses of sulphapyridine. 

Bacteriology.—Pus aspirated from pelvic abscess grew 
actinomyces and anaerobic streptococci. 

Method of penicillin treatment.—Intravenously for 4 days, 
at first into blood-transfusion tube and later directly into a 
vein. Intramuscularly for 2 days. 


Dose 
36,000—40,000 units in 10 c.cm, 
intraven. 12-hrly. 
sae i > 10 c.cm. intramus. 
* Total: 412,000 units. 


Continuous duodenal drainage established to 
distension. 

Progress.—No effect on pulse, temperature or respiration. 
Nine days after discontinuing penicillin another abscess 

discharged into vagina; culture still showed actinomyces 

and anaerobic streptococci as well as Strept. fecalie and Bact. 
coli, Made slow recovery and discharged convalescent in 
10 weeks. 

Comment.—This case showed that doses as large as 
40,000 units could safely be given intravenously but that 
such doses given twice daily did not maintain constant 
bacteriostasis in the blood. It is therefore not surprising 
that no effect was produced on the bacterial cause of the 
illness. The evacuation of pus from the pelvis was 
enough to account for the patient’s recovery. No toxic 
symptoms were noted. 





Blood bacteriostasis 
(ring test) 
Present at 2 hr. ; 

absent at 7 hr. 


Day 
1-4 
5 and 6 


relieve 


INTRAMUSCULAR ONLY 
The next case was treated by more frequent injections. 


infection of urinary tract. (Radcl Mr. Aber- 
nethy). Male, age 64 years, weight 36 Ib. Eleven months 
earlier developed osteomyelitis of R. ischium with subsequent 
sequestrum formation associated with abscess in R. buttock. 
Sinus formed and still dise ing after 7 months. A week 
before penicillin treatment begun second sinus appeared and 
urine contained blood and pus cells. No radiological evidence 
that destruction of bone had progressed during past 7 months 
but head of R. femur was subluxated and’ could only be kept 
in joint cavity by abduction frame. Considerable soft 
swelling of thigh. Temperature usually normal for several 
months but pulse fluctuated daily between 84, 120 and 130 
per min. Thin and pale. 

Had received three 3-day courses of sulphanilamigde—8, 6 
and 8-5 g. during 3 weeks, without obvious immediate effect. 
Abscess of buttock incised and sequestrum removed. 

Bacteriology.—Staph. aureus and Strept. pyogenes grown 
from sinuses and Staph. aureus from urine. 

Method of penicillin treatment.—For 21 days given 9000 
unitsin | c.cm. 6-hourly intramuscularly. Total: 755,000 units. 

Progress.—Hyperemia round sinus mouths diminished by 
3rd day of treatment; fresh sinus closed within a week and 
old sinus in 2 weeks. After beginning of treatment tempera- 
ture never rose above 98-4° F. and pulse-rate though variable 
remained between 80 and 90 for several days at a time. 
Urine still contained cells though they were fewer. 
Urine cultures sterile 2 days after penicillin was discontinued ; 
thereafter weekly cultures of non-catheter specimens pro- 
duced only Bact. coli or Staph. albus. lints left off 6 weeks 
— penicillin first given and 9 weeks dislocation had 

recurred ; considerable movement in joint though 
fide limited. Not supposed to walk without crutches 
but often seen kneeling up in bed or walking with support 
of furniture. Soft swelling of thigh remained and not satis- 
factorily e Boy gained pss oz. during 4 weeks after 
first administration of penicillin and thereafter at rate of 
5} oz. a week for remaining 24 months in hospital. Urine 
sterile on discharge. General appearance greatly improved. 
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Walking 4 months after treatment began, mobility of hip. 
joint showing continuous improvement. 
Redcetls yyy, , White cells “or me 
or rene 100 c.cm, 
-. 3,500,000 .. 66 .. 7000 vent 26 _ 
7th day of Tt. -. 4,200,000 .. 70 .. 9000 a 24 
Atendof Tt. .. 4,400,000 .. 74 .. 7000 oy 30 
Comment.—It was not thought justifiable to trouble 
this child te blood sampling, but the clinical recovery 
showed that ‘the 6-hourly injections maintained sufficient 
bacteriostasis in the ‘blood. The practicability of long 
continued intramuscular injection was shown, since no 
local disturbance was experienced at the site of injection. 
No toxic effects were noted from the drug. Since the 
only other treatment given besides the penicillin was 
» which had been in use before, it is reasonable 
satisfactory clinical result to the drug. 
Case 6.—Acute osteomyelitis of tibia. (Wingfield-Morris 
Hi ospital. Mr. Seott, Mr. Trueta.) Female, age 6 years, 
welglis 361Tb. Had had pain and swelling of L. Ao and pyrexia 
for 3 days. No radiological evidence of bony lesion yet, 
but diffuse tender swelling of lower third of L. leg extending 
to below malleoli, with some redness over external malleolus. 
No fluctuation. ‘Child flushed with hot dry skin; restless 
and plaintive. ‘Temperature steady around 102°F. Had 
received 6 g. sulphanilamide followed by 4 g. sulphathiazole, 
discontinued 8 hours before penicillin 
Bacteriology.—_On 3rd day of penicillin treatment Staph. 
aureus (coagulase -++ ve) grown from few c.cm. turbid fluid 
aspirated from L. ankle-jomt. Blood-culture negative. 
Method of penicillin treatment.—All doses given intra- 
muscularly. : 
Day Dose 


' $ +. 20,000 units in 


oat. ae is 000, ia 
Total: 1,100,000 units. 

Progress.—During first 4 days fever changed from con- 
tinued to irregular swinging course. Swellmg of L. leg 
extended during first 24 hours almost up to tibial tuberosity 
and later down over dorsum of foot. On 5th day, after 
X ray had shown definite rarefaction on metaphyseal side of 
internal malleolus, child was examined under anzsthetic. 
No definite fluctuation or area of redness over tibia but well- 
defined red patch over external malleolus. This was incised 
down to periosteum and bone drilled. No pus found and 
cultures from bone were sterile. Dried penicillin placed in 
wound, ‘ Vaseline ’ gauze dressing applied, and limb put up in 
plester. Temperature rose to only 100° F. instead of 102° F. 
that evening and settled to below 99°F. m 4 days—i.e., 
10 days after beginning of penicillin treatment. Child made 
steady recovery from 5th day and abje to take part in “‘ school 
on 9th day. Three days after plaster cast had been applied 
it was demonstrably loose and cedema of foot had disappeared. 
On removal of plaster 7 days later no cedema of limb and 
cultures from wound sterile ; some bony thickening remained 
above ankle. 

X rays showed extension of rarefaction of lower end of 
tibia till 1 lfth day after beginning of penicillin treatment but 
at 4, 6 and 8 weeks progressive calcification and well-marked 

periosteal reaction were seen. At 8 weeks child was running 
aes ankle showed only very slight bony thickening and 
wound which had at no time been infected was completely 
epithelialised. No albuminuria throughout. 

° Whi 

Blood examinations ae Hb. % an Fm 
At .. 4,000,000 i we 10, 
cr 

Comment.—Here blood sampling was done and it 
appeared both from this and from the clinical state that 
6-hourly injections were not adequate, so after the 5th 
day the same total dose was given at 3-hourly and later 


“thourly intervals. This undoubted case of acute 


lack of ylococcal osteomyelitis was treated early. The 
Se ee ure and a rise 
the white count led to surgical intervention, but, 
fortunately for the assessment of the case, no pus was 
The Pr fo plaster instead of a backsplin 
of a r a it may 
have some influence on the-fall of temperature but 
it is reasonable to attribute the abolition of infection 
and — recovery of complete function to the penicillin, 
No toxic symptoms from the drug were noted. 
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Casz 7.—Pyemia. (An RAF Hospital. Wing-Commander 
L, M. Crooks.) Male, age 51, wejght 1471b. Severe accident 20 
years earlier fractured both legs and L. thigh; femur plated 
at that time. Since then sequestra removed at intervals. 
During present illness had been in hospital for 5 weeks with 
pain in sacral region and L, thigh, and pyrexia. No radio- 
logical evidence of active bony disease, but abscesses had 
formed in both regions and been opened down to bone. 
General condition had steadily deteriorated and penicillin 
asked for after 5th week because, all other treatment having 
failed, outlook considered hopeless. Irregular pyrexia, much 

purulent sputum but no radiological evidence of lung abscess ; 
blood and pus cells in urine. Emaciated, mentally confused 
and Tooled extremely ill. 

Previous treatment.—Repeated blood-transfusion, including 
2 pints just before penicillin was begun. Sulphathiazole, 25 g. 
in 6 days, and later 100,000 units antistaphylococeal serum 
during 13 days. Just before penicillin treatment was started 
three screws were removed from plate on femur exposed in 
bottom of thigh wound. 

Bacteriology.—Staph. aureus (coagulase -+ve) pom from 
both abscesses and from urine, sputum and blood 

Method of penicillin treatment.—All doses given 3-hourly ; 
Ist day intravenonsly, thereafter intramuscularly. Single 
dose: Ist day, 20,000 units in 5 c.cm.; 2nd and 3rd days 
25,000 units in 4 c.cm.; 4th to 9th day 20,000 units in 4 
c.cm.; 10th to 13th day 10,000 units in 2 c.cm. Total : 
1,580,000 units. 

Progress.—Temperature subsided to 99° F. within 24 hours 
and did not rise higher than that again; after 3 weeks 
remained normal. General physical and mental state steadily 
improved. After 7 days wounds were sterile but staphylo- 
cocci returned 5 days after end of treatment. Wounds 
then dressed with penicillin powder every second day ; and 
sacrum completely healed in 4 and thigh in 7 weeks. Urine 
remained free from pathogens after beginning of penicillin 
treatment ; cells disappeared after fortnight. Staphylococci 
could almost always be grown from sputum, but he had 
difficulty in coughing anything up after 3 weeks. Walking 
with sticks 5 weeks after beginning of treatment and alone in 
6 weeks, t hospital after 7 weeks still needing to put on 
weight but looking and feeling well though weak. 

. Blood-urea : 
o White cells 
Bleod examinations ifpoame Hb. % Or ¢. am. 
At Besienins.* * of 


4,130,000 .. 80 .. 38,400 oan se 
11th day of Tt. 4,640,000 .. 96 .. 18,600 ..~ 
er end 
of Tt.... -- 5,149,000 ..100 .. 9000 he 29-6 
* After transfusion of 2 pints of blood. 
Comment.—Since all other treatment had been accom- 
panied by a steady deterioration it is reasonable to 
attribute the patient’s recovery, which dated from the 
beginning of penicillin administration, to the drug. It 
is remarkable that even the wound over the exposed 
plateinthefemur healed. There were no toxic symptoms. 


INTRAPLEURAL AND INTRAMUSCULAR 

Case 8.—Empyema. (Radcliffe Infirmary. Mr. White- 
locke; Mr. Holmes Sellors). Male, age 64, weight 153 lb. 
Had had cough and pain in L. side of cat for amonth. On 
admission looked ill and was in respiratory discomfort. 
Temperature swinging between 98° and 100° or 101°F. 
Aspiration produced 560 c.cm. creamy foul-smelling pus from 
L. pleural cavity. 

Previous treatment.—Course of sulphapyridine (22 g.) 
given outside hospital without improvement. After ad- 
mission 9 g. given in 32 hours. 

Bacteriology.—Pus grew a streptothrix and streptococci 
(anaerobic). Sputum grew pneumococci, Strep. viridans, a 
streptothrix and B. 

Method of penicillin treatment. —During first 3 weeks, by 
aspiration of pus from pleural cavity and replacement by 
penicillin. During next 2 weeks, by intramuscular injection. 


Blood bacteriostasis 
(ring test) 


mg. per 
100 c.cm. 


Day (jaw) Route 


1-20 .. 10,000 
21-22 .. 10,000 


23 oe 10,000 
24 ra = pos 


25-34 .. 20, 000 se a Intramus. 
Total: local, 213,000; general, 1,440,000 = 1,663; 000 units. 


Complete for 2 hr. ; 
absent 2: 3rd hr. 





Progress.—During local administration patient’s appear- 
ance improved considerably ; respiration-rate fell from 35 to 
25 per min, in 4 days and appetite was greater than hospital 
menu could satisfy. Perpetually asking to get up. Evening 
pyrexia of 99°-100° F. continued and pus of variable, though 
less, amount —— daily. Bronchoscopy and bronchograms 
revealed no definite lung lesion, but because sputum contained 
a streptothrix with Strep. viridans, pneumococci and B. 
proteus, intramuscular injection . Chest then aspirated 
weekly, Fever continued till end of general treatment when 
ceased abruptly. General administration stopped after 9 
days, mainly on account of short supplies. Pus from chest 
free of st thrix after first 10 days of local treatment and 
of streptococci from 24th day till 12 days after treatment was 
stopped. Sputum contained no streptothrix after 4th day 
of general treatment. 

In 7 weeks after general administration patient gained 
stone in weight and looked fit and cheerful. Doing small 
jobs about home and garden. Pleural pus decreased to 
nothing and radiography showed gradual clearing in lung. 
After 8 weeks a little pus found again in pleural cavity and 
surgery under local anaesthesia advised. Pleura removed 
at operation showed streptococci but no streptothrix. Con- 
valescence complicated by, carbuncles but patient has re- 
mained apyrexial. No streptothrix found in sputum or 
earbuncles up to 44 months after treatment. 


. — a Red cells White cells 
Blood examinations pere.mm. #-% ‘pere.mm. 
At beginning of 

Tt. 


a a6 ro, 3,100,000 .. 62 
2 beginning Oo 
G.Tt... _.. 3,200,000 .. 62 
At end of G. Tt. o. 62 
6 days later is ree 11,000 
3 weeks later .. -. 80 38000 
G. Tt. = general treatment. 
Comment.—The recurrence of the infection suggests 
that the penicillin was not continued long enough. 
Nevertheless the treatment was associated with con- 
siderable clinical improvement. 


INTRAVENOUS AND INTRAMUSCULAR 

Case 9.—Cavernous sinus thrombosis. (A military hospital 
and the Head Injuries Hospital. Lieut.-Colonel J. Mason 
Brown and Brigadier Hugh Cairns.) Male, age 28, usual 
weight 152 lb. Six days before beginning of penicillin treat- 
ment noticed boil inside L. nostril. Two days later was 
feverish and had an “inflamed” nose and swelling of L. 
eyelids; fainted. At start of penicillin treatment tempera- 
ture 101°-106° F., and pulse-rate 100-120. Patient lay on 
his back in bed, breathing stertorously through clenched 
teeth. Could be roused enough to grunt in reply to questions 
but resented interference. Whole neck and face swollen and 
_ Suffused. L. frontal veins indurated. Both eyelids swollen, 
L. more than R. ; on lifting closed lids eyes seen to be prop- 
tosed and conjunctive cedematous. No purulent discharge. 
L. eye almost blind; pupil reacted sluggishly to light ; 
movements of eyeball impaired (outward movement com- 
* pletely and upward movement partly lost). R. eye, acuity, 
pupillary reactions and movements of eyeball normal. Discs 

could not be seen clearly. Retention of urine. 

Previous treatment.—7 g. sulphapyridine in 24 hours, then 
12-5 g. sulphathiazole in next 24 hoirs. Patient vomited 
the sulphathiazole. | ~ 

Bacteriology.—Staph. aureus (coagulase --ve) grown from 
blood just before start of penicillin. 

Day Dosage of penicillin 
os 20,000 units 3-brly. intraven. 
6666 ,, hrly. * 
20,000 ,, 3-hrly. intramus. 
hrly. intraven. 


Blood-urea : 

. per 

100. e.cm. 
~ 20,000 


13,000 
16,000 


6666 3: 
10,000 3; ae 


6666 9 os 
2-hrly. tntramus. 
2-hriy. 


Dr Cr > Go DO 


13,300 >, 
10,000 7 4 
1,693,000 units. 


, 9 and 10 


aon 


Total : 
Intravenous. glucose saline given with the intravenous 

penicillin, because patient was unable to drink. 
.—No improvement till 3rd day of treatment when 


less dull and eould talk and‘drink a little. “Local appearance 
unchanged. On 4th day seemed moribund, and could not 
swallow; again given intravenous saline and afterwards 
improved considerably. On 5th day signs of broncho- 
pneumonia and pleurisy, but continuously improved from this 
time and penicillin stopped at end of 10th day. Temperature 
then did not rise above 99° F. ; -rate 84-96 per min. 
Had regained control of bladder. Appetite good. Some of 
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oculomotor palsies increased after general condition improved : 
right external rectus paralysis appeared on 10th day of treat- 
ment, was a gi 3 days later and fully recovered in another 
6 weeks. ile right 6th nerve paralysis increasing right 3rd 
nerve paralysis diminishing. Infected clot seems to have 
involved left 6th nerve and to lesser extent, left 3rd nerve ; 
the later and fleeting involvement of right 3rd and 6th nerves 
was probably due to non-infective clot covering main focus. 

Temperature rose irr ly to 99°-100° F. for 5 weeks 
after treatment due to patch of pleuropne ia in L. lung, 
followed radiologically until discharge from hospital. After 4 
weeks was walking steadily and ocular palsies gradually 
diminishing. Eight weeks after initial injection became 
apyrexial and remained so till discharged a month later. 
Since regained normal weight and able to go for long walks. 
Four months from beginning of treatment vision, pupillary 
reactions and external ocular movements all normal, except 
for impairment of outward movement of left eye. Two 
months later X ray of chest showed some basal thickening of 
pleura only. Outward movement of left eye possible to 
18°, Returned to duty. 


Red cells 
per c.mm. 





Blood-urea : 
mg. per 
100 ¢.cm. 
8200 “ie ein 
17,000 ce 42 
12,100 orp bet 


White cells 


Blood examinations perc.mm. 


At beginning of Tt. 
4th day of Tt. .. 
5th day of Tt. .. 
At end of Tt. (10th 

7800 


ee ide iki ies puersiviaw 
4 weeks later 4,260,000 .. 72 8600 a 28 

Comment.—This undoubted cavernous sinus throm- 
bosis had a particularly acute onset, the patient being 
semi-comatose on the 4th day of the illness. It was 
justly described as a ‘“ inating ’’ case. The only 
treatment apart from 48 hours of sulphonamides was 
penicillin and glucose saline. Penicillin was begun early 
and as far as the infecting organism is concerned re- 
covery appears to be complete. Since the eye move- 
ments continue to improve it is reasonable to hope that 
the patient will recover completely. 

CasB 10.—Osteomyelitis. (A military hospital and Wing- 
Lieut.-Colonel J. m Brown and 
Professor Seddon.) Male, age 34, weight 150 lb. Illness 
began 7 weeks before penicillin treatment with boil on back 
which developed into small carbuncle. As this healed 
abscess formed in R. thigh. Five weeks before penicillin 
treatment abscess was opened but thereafter temperature 
swung daily from 98° to 103° F. with occasional rigors. 
Fluid which on aspiration was not purulent formed in R. 
knee. Later inflammatory area developed in L. calf. Few 
days before penicillin treatment, X ray showed considerable 
rarefaction of upper half of shaft and neck, both condyles 
and intercondylar notch of femur ; patient extremely ill and 
wasted, too weak to talk except in short low-voiced phrases ; 
infrequent cough. 

Previous treatment.—Limb had been fixed on Braun’s 
splint and 30 g. sulphathiazole given in 4 days with staphy- 
lococcal antitoxin 20,000 units daily ; no obvious effect on 
temperature, pulse-rate or general condition. Leg put in 
closed plaster with small window over thigh wound. Blood- 
transfusion of 1 pint given. Three days later temperature, 
which had dropped, again registered 102° F. and staphy- 
lococci cultivated from blood. Penicillin therefore begun. 

Bacteriology.—Staph. aureus grew in pure culture from 
abscess in thigh, fluid in knee-joint and from blood. Im- 
mediately before start of penicillin same organism ( 
+ve) obtained from urine, sputum, blood and thigh wound. 

Method. of penicillin treatment.—During first 3 days intra- 
venously into continuous saline drip and thereafter intra- 
musceularly. 

Day 
1-3 


Hb. % 


3,090,000 °: 74 


Blood bacteriostasis 
Complete for 2 hr. after 
10,000 unit dose, in- 
traven. or intramus. 
(confirmed 3 times). 


Dose 
10,000 units 2-hrly. 


4-12 (day) .. 10,000 v3 as 

8-14 (night) .:. 20,000 2° at 

13-14 (day) .. 15,000 ,, 3-hrly. .. 
Total: 1,680,000 units. 
Progress.—No obvious- effect on pulse, respiration or tem- 
perature for 4 days but thereafter general and local conditions 
began to improve. Tender lump in L. calf regressed. Granu- 
lations round sinus in thigh epithelialised while cocei in dis- 
charge from sinus decreased and many became intracellular. 
Two days after end of treatment no staphylococci could be 
grown from sinus, urine sterile and no sputum obtained. 
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Evening itpenntenne: lind: mab: aon- ahem 99° F. for a week. 
Next ‘ao when plaster removed knee swollen and painful on 
movement ; much-pus expressed from depth of sinus, gave 
good growth of staphylococci. X rays showed rarefaction of 
whole length of femur; limb therefore enclosed again in 
plaster, and patient transferred to orthopedic hospital. 
No albuminuria throughout treatment. 


Red cells Hb. % White cells 
perc.mm. ‘2 pere.mm, 


Blood-urea 


Blood examinations - per 
100 c.cm. 


3,422,000 .. 65 14,700 -- 33 


3,800,000 .. 72 10,800 ha 

4,200,000 .. 80 13,000 * 
Comment.—This patient was severely ill with a gener- 
alised staphylococcal infection. His general condition 
improved steadily during penicillin treatment. The 
closed plaster, considered essential for orthopedic 
reasons, hampered the assessment of progress of the 
locai condition and prevented a representative sample of 
pus from, being obtained from the sinus. The patient 
was left with a localised infection of the femur which has 
been dealt with by orthogox methods. Had it been 
possible to watch the local lesion in the thigh a second 
course of penicillin might have been tried in the hope 
of eliminating the staphylococci altogether. The blood- 
urea was higher than is usual at the end of treatment 
but fell promptly. There was no albuminuria. The 
urinary frequency may have been due to the penicillin 
as it stopped soon after the drug was discontinued. 
There was thus no indication of any serious toxic effect. 


INTRAMUSCULAR ONLY 


Casg 11.—Pyemia. (A RAF hospital. Wing-Commander 
D. M. Anderson.). Male, age 34, weight 147 Ib. (about). 
Illness began 34 weeks earlier with boil behind R. ear, followed 
by carbuncle on back of neck, spreading over scapule. Signs 
of pneumonia developed, and pain and swelling appeared on 
inner side of L. knee ; no radiological evidence of bony lesion. 
Fever present from beginning and for last week had swung 
between 98° and 103° F. or over; pulse and respirations 
erratic: 30-120 and 20-40 per min. 

At i of penicillin injections patient, who had 
just been transferred 40 miles by ambulance, was fairly well- 
nourished, pale and sweating profusely ; exhausting coughing 
attack every few minutes. 8S h difficult on account of 
cough and rapid breathing, but quite rational. Carbuncle 
extended from base of neck into both scapular foss# over 
area 5} by 9in. On L. side of neck were 17 areas of ulcera- 
tion with undermined edges containing sloughs and exuding 
pus. R. side had reached stage of discoleration, swelling and 
induration only. Chest expanded poorly; signs of diffuse 
bronchopneumonia. L. knee tender over inner aspect of 
tibial head and smail effusion into joint. Tender swelling 
in R. ealf. L. forearm and hand swollen, without localised 
tenderness. 

Previous treatment.—Sulphapyridine, 64 g. in 3 days 
followed by sulphathiazole, 48 g. in 7 days. ‘Temperature fell 
for short time but rose again while course was still in progress. 

Bacteriology.—Staph. aureus 

(coagulase +ve) grown from blood. 
Carbuncle and sputum gave oe 
growth of same organism. Urine 
sterile. 

Method of penicillin treatment.— 
All doses given intramuscularly. 

Progress.—During first 6 days 
temperature peak fell a little lower 
each day till down to 99-4° F.; after 
36 hours ceased wide excursions 
and kept between 110 “and” 120. 

Dramatic. steadying of respiration- 
rate at about 30 in spite of persistent 
cough. Sputum 15-20 oz. daily 
at first; after Sth day steadily 
diminished. Swelling of carbuncle 
going down by 3rd day; sloughs 
smaller and granulations bright red. 
By end of 9 days all induration gone 
from R. side; on L. a few ulcers 


had coalesced, others dry, edges no r (a) 


longer undermined and epithelium 
g 


pas lag Nyy yee Fig. |—Case I. 
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Day 
1-4 


Blood! bacteriostasis 
(slide test) 
. Complete for 3 hr. up to 
dilution of serum of 
. *} partial up to }. 
Complete for 2 hr. 
(undiluted). 


Dose 


.. 20,000 units 2-hrly. 


5-9 .. 10,000 
20,000 

- 10,000 
20,000 

. 15,000 


2-hrly. 
3-hrly. 
2-hriy. 
4-hrly. 
2-hriy. 
4-hrly. 
Total : 


by day 


by night .. 
by day 

by night .. os 
. Complete for 3 hr, 
(undiluted). 


by day 


20,000 by night .. 


2,590,000 units. 


numbers of Staph. aureus till healing complete. Three 
days after large initial dose had been reduced, when blood- 
culture was sterile, temperature, pulse- and 'respiration-rate 
began to rise again; maxima 101° F., 120 and 35. Because 
2-hourly injections were exhausting and batch of penicillin in 
use might have pyrogenic properties, treatment stopped on 
16th day. All but 7 ulcers had then epithelialised completely 
and rest were beginning to do so. L. knee had no detectable 
fluid in it and all soft-tissue swellings gone. Paroxysms of 
coughing much fewer and sputum at most 10 oz. daily. 
Considerably greater air entry in chest than during first week 
of treatment. 

At end of treatment there was no immediate alteration in 
TPR, but in another 10 days, during which transfusion 
given, temperature subsided to normal and remained there, 
pulse steadied round 100 and then began to drop lower and 
respirations suddenly fell to 20-25. Sputum lessened and 
6 weeks later was very slight. Patient walking about 7 
weeks after start of penicillin. No X ray taken at beginning 
of treatment for fear of disturbing patient. At end of 
treatment first radiogram (fig. 1, a) showed multiple cavita- 
tion at both apices and consolidation of both lower lobes and 
part of R. middle lobe. Subsequent weekly X rays showed 
steady clearing, passing through patchy stage indistinguish- 
able from multiple abscess formation. Nine weeks after 
treatment began there was still some opacity at the base of 
the R. middle and lower lobes (fig. 1, b). By 3 months after 
treatment last remaining cavity had almost disappeared, and 
bronchogram showed normal filling of the R. middle and 
lower lobes. 

Blood-urea : 
mg. per 
100 c.em. 


Red cells 
perc.mm,. 


White cells 


Blood examinations per c.mm. 


At beginning of 
Tt. ae 


Hb. % 


-- 3,430,000 .. 70 12,300 ae 31 
6th day of Tt. .. 3,810,000-.. 70 .. 20,000 os 20-8 
14th day of Tt. ee eve) a oe oe 71 
At end of Tt. 3,500,000 .. 74 18,000 vb 22°8 
After transfusion 5,300,000 .. 80 14,400 és 
2 months from 

start of penicillin 4,700,000 92 8000 

Comment.—The maleate started to eos up een 
the time of penicillin administration though at no time 
were the staphylococci absent from his lungs. As he 
had no other treatment till well on the way to con- 
valescence his recovery from the very severe infection 
with lung abscesses may reasonably be attributed to 
penicillin. 


(a) During 5th week of illness and after 2 weeks of peniciliin. (6) Nine weeks after beginning 


of penicillin. 
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INTRAMUSCULAR AND INTRATHECAL 


CasE 12.—Streptoceccal meningitis. (St. Mary’s Hospital, 
Paddington. Prof. Alexander Fleming.*) Male, age 52. 
Seven weeks earlier patient became febrile, without localising 
signs. After 2 weeks, vomiting, drowsiness and frontal 
headache began and in next week further clinical signs of 
meningitis developed. CSF pressure 300 mm.; 500 cells 
(mostly polymorphs) per c.mm..; globulin and total “protein 
inc Except while sulphapyridine was being adminis- 
tered, temperature 97°-102°F. and pulse-rate 96-128. 
Condition deteriorated and when seen with view to penicillin 
treatment was drowsy and at times comatose, with intervals 
of extreme restlessness. Had had uncontrollable hicco 
for last 10 days ; incontinence of urine and feces for a wee 
Night before treatment started oxygen administered ; man 
believed to be dying. 

Previous treatment.—Sulphapyridine, 1 g. 4-hourly for 
3 days, lowered temperature but it rose again promptly 
at end of course, illness not otherwise influenced. Later, 
sulphathiazole given for 13 days without effect. 

Bacteriology.—No o could be cultivated from 
CSF by ordinary methods, but 6 days before treatment began 
@ non-hemolytic streptococcus was isolated by shaking 3 
ccm, of CSF in 10 c.cm. of sloppy (0-2%) glucose agar. 
Culture by this method was repeated. was sul a 
thiazole-resistant but penicillin-sensitive; about hal 
sensitive.as test staphylococcus. Agglutination of cngunion 
by patient’s serum complete at 1 in 80 and partial up to 1 in 
320; none of 12 normal sera gave any agglutination at 
dilutions of 1 in 10 or more. 

Method of penicillin treatment.—Intramuscularly, with 5 
doses intrathecally. For first 8 days injections given 2- 
hourly for whole 24 hours; thereafter 2-hourly from 8 am 
to 8 pm, with 20,000 units at 10 pm. 

Units intramuscular Units 
Single dose Total intrathecal 

10,000 30,000 pr 

10,000 120,000 

10,000 190,000 
or 20,000 


20,000 240,000 
15,000 pans 180,000 
10,000 as 160,000 
or 15,000 
10,000 aE 105,000 
7500 ‘ia 
7500 
10,000 
or 20,000 
10, 000 ai 
or 20, 600 
5000 


Grand total : intramuscular, 1, 305, 000 ; intrathecal, 22,500 = 
1,327 ,500 units. 
Progress.—Uninterrupted. Temperature did not rise above 
. 98°6° F. after 7th day of treatment. Discharged from hospital 
5 weeks from of treatment with no a signs 


g 


a 


5060 
5000 


2500 
5000 


or 


1 
2 
4 
5 
6 
7 
3 
9 
1 


96,000 
100,000 
90,000 


oc 


11-13 
14 


Hb ' White cells Blood-urea 
3 perc.mm. mg. per 100 c.cm. 
85 .. 15,000 30 
oe 84 .. $300 <a 30 
White-cell count ‘dropped steadily during treatment. 
Bacteriostasis complete in 9 of 11 samples of blood, partial 
other techniques). After intramuscular 


fs ee et oe 

injection than blood, but after 
it was many times more so, even 24 
SS ee eee eee 

pean Seely Lele CSF and blood. 

pesentieas condition ela Seow 

3 a) 

[igen wilh pasicliiin lenalingipa 2nd tee untshaemnal 

This was the first patient to have intrathecally, ~ 

and there appeared to be no ill effects. 
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CasE = agg ama igs coll gg tap (Radcliffe 
Stallworthy.) Female, age 37, seks be 
west Ghieas 190 tb. After a delivery yo garage 
hemorrhage given blood-transfusion into R. 
4 days later temperature rose to 105° F. and ft pain behind 
R. knee. On 7th day signs of lung involvement. Tempera- 
ture remained between 102° and 105° F. Boa ghee 
till it became too weak and irregular to -Penicillin 


* This nie come. wen trai treated with penicillin gupaiied from Oxford. We 
to Professor Fieming for ion to include an 
abstract of his notes in this series. —— 


% 





Then extremely pale with 
vy eyes and round nose; breathing, 
interrupted by a short cough, very shallow and ‘accompanied 
by loose rattle in throat which she seemed incapable of 
a Could answer questions in few whispered words 
and seemed rational during day but wandered at night. 
R. leg considerably swollen from foot to thigh with induration 
of subcutaneous tissues along inner side of leg. Well-marked 
cedema of dependent parts of body. 

Previous treatment.—Sulphonamides given but frequently 
vomited and as white-cell count fell from 12,000 to 5000 in 
3 days they were stopped. Just before penicillin treatment 
packed cells from a pint of blood were transfused. } 

Bacteriology.— Staph. aureus (coagulase +ve) grown from 
blood (8 colonies per c.cm. and 4 days later 70 colonies per 
c.em,), and from sputum before penicillin started, and later 
from abscess which developed in leg. Urine sterile. 

Method of penicillin treatment.—For 20 days received 
15,000 units 3-hourly intramuscularly ; total 2,400,000 units. 

Bacteriostasis complete for 3 hours and partial in 4th hour 
after injection of 15,000 units on 9th day of treatment. 

Progress.—In first 24 hours only change was stight drop 
in temperature. Next day ovarg began to improve, but 
attacks of dyspnea accompanied by pain in chest started, 
with clinical signs of multiple emboli; cough looser. On 4th 
day patient began to look better and blood-culture was 
sterile. After 6th day attacks of dyspnea stopped, Tem- 
perature fell irregularly ; by 14th day was normal, respira- 
tions below 30, pulse regular though still fast (100-110), 
little cough and no sputum. Packed cells from 4 pints of 
blood transfused on 15th day; no immediate reaction but 
36 hours later sudden and very severe attack of dyspnea 
with fear, cyanosis and almost imperceptible pulse ; patient 
gradually recovered. 

On 9th day radiogram of chest showed consolidation of 
both bases and partial collapse of both lower lobes. On 16th 
day, after the severe attack, areas of consolidation were 
smaller but fluid found in L. pleural cavity ; on aspiration 
found to be amber-coloured, slightly turbid, free of cells and 
sterile. At no time was there evidence of abscesses in lungs, 
in spite of clear clinical history of pulmonary emboli. Weekly 
radiograms showed steady clearing of lung shadows. R. chest 
clear 4} weeks after first administration of penicillin; L., 
where fluid had collected, by 8th week. Swelling of leg 
steadily decreased after 3rd day. Staphylococcal abscess 
found on inner side of leg on 6th day treated by aspiration ; 
pus decreased till dry on 14th day. 

Penicillin stopped on 20th day. Apart from mild cystitis 
due to B. proteus, which followed repeated catheterisation, 
patient made come oi recovery. Cough completely 
gone 3 days after 

Patient was losing poeta bright red lochia throughout 
treatment. 


treatment started on 9th day. 
shadows under 


> Blood-urea 
Red cells , White cells 
Blood examinations per c.mm. - % ‘perc.mm. BaF yan 
At beginning * a 


P ry 5000 

Qnd day of Tt. 2,700,000 |: :. ~~ 9000 

4th % on eos ~~ * 

10th rid ya 2,200,000 A -. 10,000 

14th 2°700,000 .. 49 .: 6000 
At end of Tt. (20th 


5 dnye att ater end ot 
‘ 
° ‘Sato Sematinsion of ‘cells thom 1 pint of blood. 


Red cells 
pere.mm. 


After on 17th day 4,300,000 16,000 
14 days ‘endofTt. .. 4,200,000 80 8000 
28 daysafterendof Tt. .. 5,000,000 76 8000 


Comment.—In spite of the patient’s very low hamo- 
globin no transfusion was given after the initial pint of 
packed cells for the first 16 taco With the mastery of the 
infection the hzemoglobin rose 
lochia continued. Only after the arance of 
embolic phenomena in the lungs for 10 days was the 
patient again transfused. Evidence of the lodgment of 
emboli in the lungs followed, but no hing abscesses 
developed and the fluid aspirated from the chest was 

i to attribute the very satis- 
tory clinical result to the penicillin. 


Case 14 pe sae. ae with pyemia. —(Wingfield-Morris 
ital. Mr. Trueta.) Male, age 8 years, weight 53 Ib. 
“ Chronic bronchitis ” for previous 3 years; treated in sana- 


White cells 


‘e 
Hb. % perc.mm. 


74 
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torium and later in open-air school. i as 
undi fever 3 weeks before beginning of penicillin 
treatment. After few days, vague pains started in joints ; 
eventually’ abscesses pointed and were incised below R. 
knee and L, ankle. After 2 weeks, signs of consolidation in 
both lungs and rusty sputum. For 10 days before treatment 
started temperature, irregular at first, had swung between 
99° and 103° or 104° F.; pulse-rate had steadily mounted to 
120-140 and respirations to 30-40. 

Extremely thin, very pale, especially round the mouth and 
nose, rational but listless, querulous when reused. Breathing 
shallow and rapid; little cough; tongue dry and dirty. 
Considerable areas of consolidation and pleural rubs on 
both sides of chest ; osteomyelitis with abscess formation in 
upper end of shaft of R. tibia, lower ends of R. fibula 
and L. tibia, with some involvement of L. ankle-joint. 
Drains present in both tibie; thick blood-stained pus 
aspirated from R. fibula. Fullness and tenderness of L. 
lom; psoas spasm and tenderness under L. ischium ; 
reddened tender area over one metacarpal head; some 
stiffness of R. elbow ; and tenderness over one sternoclavi- 
cular joint. : 

Previous treatment.—At onset of illness 2°5 g. sulphapyri- 
dine given in 24 hours, followed for some days by salicylates 
which favourably affected TPR. Appearance of pus led to 
further 2 days’ sulphapyridine (12 g.) before admission to 
Wingfield-Morris Orthopedic Hospital. 


Dose 
7500 units 3-hriy. 


16,000 oe Present for Ist hr. only. 
15,000 a Present for all 3 hr. 


Total: 1,9873500 units. 


Bacteriology.—Heavy growth of Staph. aureus (coagulase 
+ve) obtained from simuses and abscesses aspirated in 
legs. Staph. aureus of the same serological type isolated 
from blood and urine. Sputum could not be obtained for 
eulture. ‘ 

T'reatment.—Child allowed to lie in bed in position found 
most comfortable. Limbs dressed. every 2-or 3 days with dry 
dressings. No splinting except for week in middle of treat- 
ment when abduction frame used to overcome continued 
psoas spasm. Abscess over R. fibula treated by repeated 
aspiration. Sedatives were only drugs used beside penicillin ; 
no transfusions. *All penicillin given intramuscularly. 

Progress.—After drop of 2°-3° in first 24 hours temperature 
swung regularly every day from 
98° to 102° F. for over a week, 
increased dose having no effect 
on it. Then fell irregularly to 
region of 99° F. when penicillin 
was discontinued after 3 weeks. 
Pulse-rate remained at 100-120 
throughout. Respirations showed 
earliest definite improvement ; 
regular between 20 and 25 by 
9th day. Temperature finally 
remained normal 26 days after 
treatment began. Anemia 
showed progressive and rapid 
diminution throughout  treat- 
ment. Listlessness disappeared 
early and child became very 
restless. Improvement in ap- 
pearance even while temperature 
still swinging. Appetite prodi- 
‘gious by 14th day, and taking 
part in school on 18th day. 
Clinical and X ray examination 
demonstrated progressive clear- 
ing of consolidation in lungs, 
though resolution not complete 
by end of treatment. Elbow 
swollen and painful on move- 
ment on 6th day, but subsided. 
Sinuses dry by 9th day, L. 
ankle swelled more during second 
week ; aspiration produced 
no fluid. R, fibula abscess 
aspirated several times and 
showed progressive diminution 
in Staph. aureus; both this 
abscess and some fluid which had 


Blood bacteriostasis 
(slide test) 
Present for 2 hr. 
injection. 


after 


(a) (b) 

Fig. 2—Case 14. (a) Right tibia 
and fibula before penicillin was 
begun. (6).Three weeks later, 
at the end of penicillin treat- 
ment; note extensive rare- 
faction in both fibula and tibia. 
(a) is a somewhat softer plate 
than (6). 


collected ‘in old R. tibial abscess cavity sterile at end of 
3 weeks. 

Radiograms, as in other cases, showed progressive rare- 
faction of affected bones at first (fig. 2a and b). By end of 
treatment whole of R. fibula, half R. tibia, lower third of 
L., tibia, and astragalus involved ; some indication of osteo- 
myelitis in ‘descending ramus of L. pubis. Evidence of 
subperiosteal bone formation in some places. No further 
rarefaction had taken place when radiograms were taken 1 
and 2 months after end of treatment. 

No explanation of tenderness in L. loin forthcoming until 
5 days after penicillin stopped, during which time he was very 
cheerful, sitting up and playing in bed, and free from fever. 
Then developed high temperature and renal colic. Pyelo- 
gram showed stones in pelvis of L. kidney and in L. ureter. 
Urine contained some pus cells and grew B. coli. At no time 
were staphylococci grown from urine. After 9 days, during 
which passed a stone and much gravel, temperature fell to 
normal and boy became lively and active, with no residual 
disability except stiff L. ankle. During next 6 weeks remained 
apyrexial. Movement in all joints except L. ankle became 
full and free. Looked very well and had returned to same 
weight as before illness. 


Red cells 
per c.mm. 


Blood-urea : 
mg 


White cells . per 
100 c.cm. 


Blood examinations ‘perc.mm. 


Hb. % 
At beginning of 


mt nm .. 2,000,000 .. 
8th day of Tt. 
14th 


2,400,000 .. 
2,980,000 .. 


eee 3,400,000 .. 60 10,000 oe 25 
6 weeks later 3,900,000 .. 74 10,000 40 

Comment.—This case, a boy very seriously ill, de- 
monstrated that with adequate doses of penicillin 
widespread osteomyelitis could be controlled without 
surgical intervention. No toxic effects were seen from 
the penicillin and the anzemia steadily decreased during 
treatment. 


INTRAMUSCULAR AND INTRAVENOUS 


Case 15.—Subacute bacterial . endocarditis. (Radcliffe 
‘Infirmary. - Dr. Cooke.) Male, age 24, weight about 98 lb. 
(112 lb. in health). Pyrexia with daily range of 100°—103° 
for 2 months ; onset accompanied by headache only. Known 
to have a congenital heart lesion, probably a septal defect, 
since a child. Now had aortic murmurs, probably due to 
endocarditis. When penicillin treatment began he looked ill, 
flushed, worried and very thin ; rather rapid shallow respira- 
tions interfered somewhat with conversation. Skin very 
moist. No demonstrable lesions other than cardiac murmurs, 
moderate enlargement of heart to left, and Osler’s nodes on 
great toe and right index finger. 

Previous treatment.—First * Dimol’ and sodium salicylate, 
then 33 g. sulphanilamide in a week and later ‘ Soluseptasine,’ 
4 ampoules daily for 3 days. None of these drugs affected 
TPR or symptoms. 4. 

Bacteriology.—Month after illness began Strep. viridans 
cultivated from hlood. Positive blood-culture also obtained 
before beginning of penicillin administration. Streptococcus 
isolated from the blood 3 weeks after end of treatment found 
to be only a quarter as sensitive to penicillin as the one 
originally isolated. 


Dose and route of penicillin 
15,000 units 3-hrly. intramus. .. 


ow «3 
| A 
60 1 


2,000 
,000 
2,300 


45 
On 


- 
20 


3 days after end 
of Tt ae 


Blood bacteriostasis 
(slide test) 
Complete for 2 hr. in 

lst week ; only for 1 
hr. in 2nd week. 

.- Camplete for 1 hr. only. 
. Complete for 2 hr. 


Day 
1-18 .. 


“* 20,000 ” ” ” 
. 30,000 ” » ” 
.. 10,000 ,, hriy. intraven. .. 
. 15,000 ,, 3-hriy. intramus, .. 

Total: 4,670,000 units. 

Progress.—During first week appetite improved rapidly 
and remained of surprising proportions throughout treatment ; 
temperature dro steadily till between 98° and 99°F., 
pulse-rate fell a little and respiration-rate from 30 to 25. 
Temperature then became more erratic and condition obvi- 
ously not improving. Blood-culture negative after a week 
but Strep. viridans isolated again at end of second week. 
Dose of penicillin increased but temperature only transiently 
improved and rose again after 2 days. On further raising 
dose temperature again dropped ; blood-culture at this stage 


ive. 

Bacteriostatic tests at all dosages up to date had shown 
absent or incomplete inhibition in third hour, so it was decided 
to give hourly injections of 10,000 units—i.e., samme total 
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daily dose but given more often by means of blood, and later 
saline, drip transfusion. This was kept up for 5 days. In 
spite of rigorous treatment patient obviously put on flesh 
and appetite remained igious. At end of treatment 
looked much better; very bright and anxious to get up. 
Temperature started mounting 4 days after penicillin dis- 
continued ; within a week curve resumed original height, 
and patient lost his appetite and looked ill and anxious as 
before. Little change in heart signs; some indefinite 
abdominal pain and tight sensation across chest; no other 
added symptoms and no embolic phenomena. Three weeks 
after administration ceased heart had appreciably enlarged ; 
there was greater thoracic discomfort and blood-cultures 
were again positive; he was sent home, and died 3 weeks 
later. 


Blood- 
Blood and . ; 
urine ex- Red cells 7p, o, White cells urea: 


aminations PEF ¢-mm. pere.mm. a . per 


e.cem. 
At begin- 
ning of 
End of lst 
week .. 
End of 2nd 
week .. 
End of 3rd 
week .. 
End of 4th 
week” 
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3,400,000 . 


. 10,000 
3,700,000 .. 


85 normal 
18,000 = 


3,300,000 .. 
3,400,000 .. 
4,200,000 . 


12,000 

8800 
19,000 
after end 


of Tt... 4,000,000 .. 52 9000 .. 25 .. 115 normal 
* Five days after transfusion of 1} pints of blood, 


No albuminuria throughout administration. 


Comment.—This patient had by present standards a 
very large dose of penicillin continued for a month. 
He showed no toxic signs and his appetite remained 
extraordinarily good throughout. Even these doses 
produced only tenfporary effects. The causative organ- 
ism developed a considerable resistance to penicillin. 
It would probably have been better to give very large 
doses initially but it must be admitted that this case 
does not give grounds for the belief that penicillin will 
cure subacute bacterial endocarditis. 


COMMENT ON GENERAL TREATMENT 


From these observations the most practicable method 
for the administration of penicillin seems to be by 
intramuscular injection. Owing to the great ease with 
which penicillin is excreted by the kidney injections 
must be repeated frequently. In general a 3-hourly 
interval, sonny in the most acute stages of the illness, 
is desirable. A dose of at least 15,000 units should be 
given and careful examination made of the serum to 
see that at the end of the 3-hour period after injection 
it is still fully bacteriostatic ; if it is not the dose must 
be increased until it is. As penicillin at present is so 
difficult to make in quantity one has been tempted to 
find the minimum effective instead of the optimal dose. 
It is quite possible that some good results will be obtained 
with less dosage than is recommended above, but if 
penicillin ever becomes available in quantity the above 
dosage will probably be considered small. In estimating 
clinieal progress the temperature chart seems to be a 
poor guide, and for those used to the sharp falls often 
associated with sulphonamide administration this is 
somewhat disconcerting. Other criteria, such as bacterio- 
logical examinations, diminution of pain, and improve- 
ment of appetite and general condition, rank high. 
In the cases treated the temperature has come down by 
lysis over as long as 14-20 days. Penicillin should be 
continued till this result has been obtained and for a 
few days longer. 

In many hundreds of intramuscular injections there 
has been no suggestion of serious damage at the site of 
injection, even in a baby. The impure preparations 
po Be em have contained no more than 10% of penicillin 
and it can be counted extremely fortunate that the 
impurities are non-toxic. Even with the greatest 
dosage (case 15) no toxic effects of the drug were noted. 
There. was a rise in b -urea in some of the patients ; 
this fell Lora ted on discontinuing the drug and such a 
rise probably does not indicate kidney damage. In some 
of the most severe cases we were fortunate in being able 
to avoid blood- ions so that a clear-cut picture 
was obtained of the effect of penicillin on the blood. In 
nearly all cases there was an improvement in the red 
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SENSITIVITY OF ORGANISM TO PENICILLIN BEFORE TREATMENT 


uired 


lete inhibition 


ative amoun 
at 2nd and Ist culture 


ot Donicillin req 
Pp. 


culture taken 





Days since start of | 
treatment when 2nd | 


for com 


Com 





Zz 


| Oo | 
| change 
. { 

| _Car- 

| buncle | 


| Wound 


4 times | 
| as much 


| No 
| | change 
14; | Abscess — | _No 
| L. ankle | change 


13 | Blood- | No Abscess aspirated during 
} | culture ; | | change treatment compared 
abscess | : with original bleod- 
| culture. 
15| Strep. | Blood- | 4 times | Second culture taken 21 
viridans | culture | | as much | =o after end of treat- 
| | ment. 


Both compared with 
original culture from 
carbuncle, 


| Organism from the original 
blood-culture had the 
same titre. 


il Sputum 


count and hemoglobin level during treatment. Any fall 
in white cells was associated with a diminution of 
infection and in no case was there any suspicion that a 
leucopenia was produced. The fact that in certain 
cases blood-transfusion was withheld does not mean 
that it is undesirable. Improvement in the hemoglobin 
level by transfusion would possibly have accelerated 
clinical improvement. 

With two exceptions the staphylococcal cases. were 
only referred to us because they were considered hopeless, 
after other forms of treatment, including sulphonamides, 
had heen tried without effect. They have all recovered, 
and, where dosage was adequate, without surgical 
interference. The cases with bony lesions were par- 
ticularly interesting, for rarefaction of the bone increased 
simultaneously with the general imprevement, so that 
at the end of treatment the bones looked a good deal 
worse radiologically than at the beginning. Neverthe- 
less, when left alone they gradually recaleified. The 
extensive rarefaction should be interpreted not as an 
extension of the disease process but rather as evidence 
that the diseased bone is being rapidly cleaned up (? by 
macrophages) when the staphylococeal infection is 
overcome. The evidence is'that with adequate dosage 
it is possible to eliminate all infection, and one may 
look forward to the time when osteomyelitis treated 
early will no longer be a surgical condition. In certain 
cases of staphylococcal infection it has been possible to 
follow the sterilisation of unopened abscesses during 
general administration only. / ‘esses already present 
before treatment should be dealt with by aspiration, if 
possible, rather than incision ; there is every indication 
that they will then heal. When the dose of penicillin 
is adequate we have not seen abscesses form dé novo 
during treatment. 

In 5 cases the sensitivity of the infecting organism to 
_penicillin before and during or after treatment was 
compared by Dr. M. A. Jennings (see table). In 2 cases 
some resistance had developed and in 3 the titre was 
unchanged. There are therefore reasons for believing 
that organisms will sometimes develop resistance to 
eng see during its administration. It has previously 

n shown that this can occur in vitra Pio et al. 
1941). Even on this ground alone fully adequate 
dosage must be given at the beginning of treatment. 


Cases treated by Local Application 


While the large amounts of penicillin needed for 
parenteral injection are not likely to be widely available 
for some time, the relatively small amounts needed for 
local application could possibly be madé available 
much sooner. When the properties of penicillin are 
considered—for instance, its unimpaired activity in the 
presence of pus and autolytie products, and its low 
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toxicity to Seanhegtesi-dbe suitability for local - 
tion is béyond doubt, and it is indeed a reasonab: le view 
that if a good result is not obtained in an infection 
with a penicillin-gensitive the penicillin is, 
for one reason or another, not adequately applied. 

For some cases in the present series the hygroscopic 
sodium salt of penicillin was used. The calcium salt, 
which is not hygrose rene pot is much more conveniently 
handled and ait hen proved satisfactory 7 local applieation 
in either powder or solution; it is to referred to 
the sodium salt. The calcium salt sho in no cir- 
cumstances, however, be injected in strong solutions 
intramuscularly or intravenously. 

In essence, the problem of using penicillin locally is 
that of devising some means to apply a very soluble ak 
diffusible substance so that a bacteriostatic concentration 
is constantly maintained at every point where there are 
infecting o . It is useless to apply penicillin 
unless whole infected area can be reached, and local 
application must therefore be accompanied by suitable 
ay For this purpose ‘‘ suitable surgery ” may not 

x surgery; free e is BA ae a 
soeknr the penicillin drains away with the exudate. 
In our view it is best to establish a closed cavity when 
possible into which penicillin can be instilled and from 
which exudate can be sucked away riodically if 
neces8ary. We are particularly indeb to Mr. R. G. 
Macbeth and Mr. G. H. Livingstone who have modified 
their usual mastoidectomy operation to fulfil this 
condition. This t of infected cavity may be con- 
sidered as a model for other situations. 


ot MASTOID INFECTIONS 


Of the 22 cases of mastoid infection treated with 
penicillin, 16 had a history of from 4 days to 4 weeks 
and the 6 were chronic cases with acute exacerba- 


tions. Pus was found in 18, mucoid or mucopurulent 


material in the remaining 4. 
The patient’s 

this last being a 
Bacteriology. 


ranged from 10 months to 76 years, 
betic. 

—Hemolytic streptococci were found in 8 
cases, i in 6 and Staph. aureus in 2; 4 cases were 
sterile and in 2 no bacteriological examination was made. 

Method of treatment.—After an orthodox Schwartze mastoi- 
dectomy the wound was sewn up completely from below and 
a fine rubber tube, with no side holes, was inserted through 
the upper end of the wound down toe the base of the cavity 
and sutured into position. Penizillin dissolved in distilled 
water, sufficient to fill the cavity, was injected and the tube 
closed with a spigot. Penicillin in vaseline was smeared 
along the suture line. Exudate was aspirated and fresh 
penicillin injeeted 6-hourly for 5 days, when the sutures weré 
removed, and twice daily for 2 more days, after’ which the 
tube was removed. The strength of the venicillin solution 
varied from 250 to 500 units per c.em. The amount used 
for one edse varied from 5000 to 35,000 units; average 
17,300 units. ° 

Results.— healing of the wound took place in 14 
of the acute and 5 of the chronic cases. The ear was 
either at the first dressing (at 5 days) or within 10 days of 
operation in 19 cases. Two of the failures (acute cases) 
occurred early in the series and could reasonably be attri- 
buted to inexperience in the.technique. In no case was any 
serious complication met ‘with. 

Comment.—lIt is likely that treatment every 6 hours 
was excessive, as the material aspirated just before an 
injection was several times found to be strongly bacterio- 
static—i.e., penicillin was still present. Probably 
12-hourly treatment would have been adequate. It is 
also uncertain whether 7 days’ treatment was necessary, 
but to get complete information about variations in 
the treatment would have needed a far larger series. 
The present small series shows at least that the principle 
of instillation and aspiration after surgical cleaning 
and closure should be given a further trial. 

EYE INFECTIONS 

We are indebted to Miss Ida Mann for the diagnosis 
and advice on the cases and to Mr. H. E. Hobbs for his 
help. Of the 89 eye infections treated with penicillin, 
46 were cases of blepharitis, 18 of acute conjunctivitis 
(with 2 ulcers 6, with infected eye-socket 1, with 
infected cyst 1, with hypopyon 1), 19 of 
chronic conjunctivitis, and 6 of dacryocystitis. 


Blepharitis »—The 46. cases anneal had ery redness of 
the lids, swelling, ulceration and soreness. The duration of 
symptoms ranged from 2 months to 32 years; 35 cases had 
had symptoms for over a’ year. Swabs were taken from 
ulcers on the lids before treatment with penicillin and plated 
on blood agar. Staph. aureus (coagulase +-ve) was found in 
35 cases ; Staph. aureus and Staph. albus (coagulase +-ve) in 
1 case ; Staph. aureus and pneumococci in | case; Staph. 
albus alone in 4 cases; and Sarcina lutea in 1 case; in 4 
cases no cultures were made. 

Penicillin ointment was made by dissolving the powder in 
distilled water and incorporating it in vaseline in a strength 
of 600-800 units per g. The patients were told to bathe the 
lids to soften and remove the scales, and then to rub the 
ointment into the lid margins two or three times a day with 
a glass rod or wooden probe. The length of treatment varied 
from 2 to 12 weeks, the time appearing to depend less on the 
severity or chronicity of the condition than on the intelligence 
and persistence with which the treatment was carried out. 
Evacuee children were almost invariably long in recovering ; 
the children of obviously diligent mothers recovered within 
a few weeks. 

A complete report on the bacteriology of the eyes after 
treatment is unfortunately impossible, as many patients would 
not report in person once they considered themselves cured. 
Clinical cure was obtained in 37 cases; of these, sterile or 
pathogen-free cultures were obtained at the completion of 
treatment in 24 cases. Improvement without complete 
recovery before the patients ceased attending was recorded 
in 7 cases, and no improvement after 2 weeks’ treatment in 
2-eases. Recurrences appeared in 10 cases, all but 3 within 
a@ month of the end of treatment. Except for 4, these recur- 
rences were associated with staphylococcal infections of the 
skin, conjunctivitis from foreign bodies, colds or allergic 
manifestations. The recurrences were not severe and were 
all easily cleared in the 7 patients who persevered with treat- 
ment. In two cases Staph. aureus returned without produc- 
ing symptoms. Of the 2 cases reporting no improvement, 
one may have had a chemical blepharitis, as a corneal ulcer 
had previously been treated with various preparations., No 
pathogenic organisms were isolated from this case. The other 
only carried out her treatment for 2 weeks. 

Acute conjunctivitis—The 18 cases. include 4 of simple 
conjunetivitis infected with Staph. aureus, 1 growing a hemo- 
lytic streptococcus as well; 6 cases with cérneal ulcers, 4 
being infected with Staph. aureus and | each with Staph. albus 
and Bacteriwm coli; 1 case with hypopyon which gave a 
growth of non-pathogens only ; 1 case with mejbomian cyst, 
infected with Staph. aureus and a hemolytic streptococcus ; 
1 case of infected eye-socket, in which an achromobacterium 
only was found; and 5 cases of ophthalmia neonatorum, 
2 infected with Staph. aureus and 1 each with Bact. coli, 
Gonococcus and an unknown organism. 

The penicillin was applied in vaseline or distilled water, 
600-800 units per g. or c.cm. The ointment was preferred 
as ensuring less waste, but when patients, as they occasionally 
did, complained of a burning sensation from the ointment, 
the drops were substituted. Treatment was given hourly 
by day and 2-hourly by night at first in the most severe 
cases, the frequency lessening as progress was noted, It was 
continued in all cases till cultures taken after 24 hours without 
treatment were sterile or grew only nompathogens. No 
other treatment was given except in cases with a corneal 
ulcer, which received atropine or hyoscine when necessary. 

Some of the cases, particularly those with ulcers, had had 
various antiseptics applied before penicillin, so that a patho- 
genic organism was not always found. All cases were free 
of pathogens after treatment. Improvement was felt or 
seen (except in 2 cases, the hypopyon and the Bact. coli ring 
ulcer) in 1-3 days. ‘lhe ulcers healed in 5-7 days, including 
the staphylococcal ring ulcer which extended round two- 
thirds of the cornea. The conjunctivitis recovered in 1-5 
weeks according to the severity of the case. The hypopyon, 
in a woman of 80, had cleared completely in a month. Treat- 
ment after a week was discontinued in the second rjng ulcer 
when Bact. coli was the only organism found and no improve- 
ment could be seen ; the patient had rheumatoid arthritis. 

The gonococcal case of ophthalmia neonatorum had shown 
no response to 3$ weeks’ sulphapyridine and irrigation. The 
disc was profuse even under }-hourly irrigations. 
Penicillin (1200 units/c.cm.) was dropped into the eye hourly. 
In 12 hours the pus had much diminished and in 2 days it had 
gone; the eyes were open and the conjunctive white. No 
gonococci were seen in films made 8 days later, after penicillin 
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had been discontinued for 48 hours. No recurrence was 
reported. The other ophthalmias were treated with 

(600 units/c. cm.) and all cleared within a week. A mild 
recurrence Ww occurred in one was easily dealt with. 

The infected eye-socket had received various local applica- 
tions for 2} weeks without improvement The a 
which was extremely copious, lessened considerably by t 
4th day of penicillin treatment and within 2 weeks the socket 
looked healthy and cultures were sterile. 

Chronic conjunctivitis.—These include all cases of con- 
junctivitis which had not responded to other treatment for 
from one month to several years. Of the 19 cases, 17 were 
— infected with Staph. aureus (7), Staph. albus (4), 

Staph. albus and Ach ium (1), Staph. albus and 
Pneumococcus (1), Strep. viridans (1), Staph. aureus and 
Neisseria catarrhalis (2), and an unknown organism (1) ; 
1 case was associated with a corneal ulcer, infected with an 
unknown organism ; and | with recurrent corneal ulceration, 
infected with Staph. aureus. 

Penicillin drops or ointment, 400-800 units per g. or c.cm., 
were applied t.d.s. or 4-hourly according to the convenience 
of the patient and in all but 3 cases were continued for a week 
after cultures grew no pathogens, whether symptoms were 
present or not. All but one case recovered in 1-5 weeks, 
the average being 2} weeks. Lacrimation persisted in some 
eases but y responded to ephedrine. In tho one case 
which did not respond the Staph. aureus but 
Nv catarthalis persisted, the clinical picture being typical 

Be Recurrences were reported in 3, all of 

responded to further illin treatment. Staph. 

aureus was cultured also from 3 cases.which were symptom 
free a month or more after the end of treatment. 

stitis—All except one of these 6 cases were of 

several years’ duration. The o: grown were: Staph. 

aureus 2 cases, Staph. aureus and albus (coagulase +ve) 1 

case, and Pneumdcoccus 3 cases. 

The sac was injected with a solution of penicillin in distilled 
water (800 units/c.cm.) five times in a week. Cultures were 
taken on the 8th day. Where probing of the duct was neces- 
sary, penicillin in vaseline was applied to the conjunctival sac. 

Cultures invariably became sterile but clinical ar yh 
occurred only in 3 cases. Two of the 

improved during treatment but did not persist with it. “The 
third who failed to recover had lupus of his face. There was 
no appreciable*lessening of the Schone The 3 who re- 
covered completely had treatment for 1-3 weeks; one of 
these was a boy of 8 years who had suffered from this com- 
plaint since birth. 


CHRONIC WOUND SINUSES 


The 11 chronic wound sinuses treated were under the 
care of Professor Seddon, Mr. Scott, Mr. Elliot Smith, 
Dr. Cooke, Mr. Whitelocke, Mr. Livingstone or Dr. 
Findlay at either the eee: -Morris Orthopedic 
Hospital or the Radcliffe Infirmary, Oxford. The source 
of the sinus was old osteomyelitis about the hip, 3 cases 
(duration 4 months to 12 years); old nephrectomy, 2 
cases (duration 1 year and 5 years); ear and mastoid, 
2 cases (duration 3 months and 2 years) ; old empyemas, 
4 cases (duration 3 months to 1 year). 


Old osteamyelitis Po 


Nephrectomy .. 
Ear and mastoid 


Empyemas 


Method of treatment.—(a) For long and tortuous sinuses, 
injection of penicillin solution. (200-500 units/c.cm.) under 
pressure through a catheter inserted to the furthest possible 
point, the sinus being closed by a rubber bung immediately 
after withdrawal of the catheter. Treatment repeated twice 
daily for from 10 days to 3 weeks. 

(b) For short sinuses, insertion of penicillin powder. 

(c) For empyemas, injection of solution, 5-20 c.cm., twice 
daily with closure of the opening for all but an hour. "before 
the next injection. 

Results.—Apart from 2 empyemas, all but 2 sinuses healed 
ms from 10 days - 4 — Treatment was continued till 

y became sterile on culture or grew only non- 
Pseudomonas pyocyanea and Bact. nor The re 
period in which sterilisation took place was 5 days. One 


sinus reopened after 3 months and discharged some pus— 
sterile on culture—and closed again quickly, another exudes 
a little fluid occasionally, while a third situated in 
the centre of much scar tissue, has not yet completely epithe- 
lialised. The others have shown no sign of recurrence in 
periods which range from 5 weeks to 18 months. In the 2 
empyemas where healing was delayed a rib sequestrum 
and thickened pleura in the first and an epithelialised broncho- 
pleural fistula in the second had to be dealt with surgically. 
The general health, as judged by weight, colour, blood-count 
and the patients’ own feelings, improved noticeably in all 
patients who showed signs of debility. 


MISCELLANEOUS INFECTION 8 


A number of other infected cases (50 in all) have been 
treated locally. They include infected fingers, empye- 
mata, wounds, carbuncles and dermatitis. They demon- 
strated repeatedly the ability of penicillin to remove 
staphylococci, streptococci and pneumococci when applied 
locally. In the majority of cases, c ic and acute, 
complete healing occurred without other treatment. Ina 
few, surgical procedures were nec to effect better 
access or to remove already steri abscesses. One 
case of meningitis following an infected lumbar puncture 
(Staph. aureus) appeared to be cured by repeated cister- 
nal injection of penicillin (see also case 8 - General » 
series). Further work is in progress on comparablé cases 
of these types. 


One case of staphylococcal infection in the terminal phalanx 
of first the right and then the left thumb provided an un- 
planned controlled experiment. Fig. 3a shows the condition 
of the right thumb 6 weeks after the onset of infection and 


@ 


() = (e) 


Fig. 3—Local treatment of infected thumbs (Staphylococcus), with and 


without penicillin treatment. (a) Right thumb, before penicillin, 6th 
\ week of infection; (6) at end of penicillin applications, 8th week of 
infection ; (c) 4 weeks later. (d) Lefe thumb, 5th week of infection ; 
(e) 17th week of infection. in the thumb treated with penicillin 
jes cure of the infection, but 4 weeks later new 
bone we been laid down. In the thumb not treated with penicillin 
there is progressive necrosis of the terminal phalanx. 


before penicillin treatment was started. Fig. 36 is 18 days 
later, at the end of a course of local applications of penicillin ; 
note the increase in bone absorption. Fig. 3c is 6 weeks 
later and shows satisfactory calcification of the phalanx. 
While the left thumb was improv a@ similar condition 
appeared in the right. Fig. 3d shows the right thumb 5 weeks 
after the onset of infection ; penicillin was not used in this 
ease, and fig. 3e shows the end-result twelve weeks later. 


COMMENT ON LOCAL APPLICATION 
In this series of cases an attempt has been made to 





’ find means of applying penicillin locally so that sus- 


ceptible infecting organisms are overcome. There is 
clear evidence that in a large number of the cases, both 
acute and chronic, the organisms were quickly elimin- 
ated, whereupon healing took place. A few general 
points can be emphasised. It is necessary to repeat the 
penicillin application at short intervals in an endeavour 
to keep up continuously a bacteriostatic concentration 
of the drug. It is necessary to continue till no organisms 
can be cultivated, and when treating eye lesions for 
some time after an apparent clinical cure. Relapses 
will occur if treatment is stopped too soon or is not 
spore with sufficient assiduity and care. It cannot 

emphasised too much*that penicillin is not an anti- 
septic which kills organisms and it is therefore unlikely 
that. one —— will prove effective. It is no use 
expecting to sterilise a cavity, for example, by one 
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injection. 34ND bo neem head-n:peseeel of the seam 

reported that many applications are usually necessary 
but. that when these are carried out properly there is 
every reason to expect a satisfactory result 


SUMMARY 


Methods of using penicillin for the cure of infections 
by —_ general and local administration have been 
exp. 

Of 15 cases of serious illness treated with penicillin 
by mouth or by intravenous or intramuscular injection, 
in 10 there was a staphylococcal infection, in 1 a sulphon- 
amide-resistant streptococcal meningitis, in 3 infection 
with actinomyces or es ager plus an anaerobic 

tococcus, and in @ subacute bacterial endo- 
tis due to pion viridans. The staphlococcal 
cases comprised 1 of orbital infection, 4 of acute or 
subacute osteomyelitis, 3 of pyeemia or septicemia, 1 of 
fulminating cavernous sinus thrombosis and 1 of chronic 
osteomyelitis; all ae my also od the case of 
streptococcal meningitis. e 2 cases with actinomyces 
eechahie were not see ant oan ger a2 the dosage was 
bears ig in 1 case a thrix appeared 
fo aye The subacute bacterial endocarditis 
improved nome treatment but relapsed immediately 
it was stopped. 

It is clear from this series that a generalised staphylo- 

coccal infection can be cured by penicillin and that 


local lesions heal d ee nae 


uring 
Fe Ene tre Ae canted eae Ragen a 
sae went cases the sensitivity of organism to 
was tested before and after treatment; in 
1 there was evidence of increased resistance 
The most practicable method of administration of the 
drug is by the intramuscular route at 3-hourly intervals. 
An endeavour has been made so to regulate the dose 
penicillin to inhibit the growth of the infecting organisen, 
ni of the 
This dose is about 16,000 Oxford units, but it varies 


— casé to case. 
attention should not be too 
ture chart, since other 
of pain and improvement in 
are often more important. 
tis, X-ray examination 
shows i tenictnethen of the affected bones during 
treatment, although the infection is being overcome. 
The radiologi ical a a should be interpreted in 
the light of tt this know 
a toxic symptoms due to the drug have been met 
wi 


Local penicillin treatment has been used in 172 
infections of the eye and mastoid process, chronic wound 
sinuses and miscellaneous local septic conditions. In 
most cases after adequate treatment staphylococci and 
as tae eg were eliminated with subsequent healing. 

the supplies of penicillin will not permit the treat- 
ment of more Ren a few cases by general administration 
the uses of local application are being further explored. 

Penicillin is as yet available in only the smallest 
quantities ; no —— for it should be made either 
to the authors o this paper or to ICI (Dyestuffs) Ltd. 
for supplies. 


We are indebted to the Medical Research Council and the 
Rockefeller Foundation for grants towards the manufacture 
of Screg in the Sir William Dunn School of Pathology, 
Oxford 


In assessing progress 
nee focused on the tem 
features, such as lesseni 
appetite and sense of well- 
In staphylococcal osteomye 
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Russer Gioves.—The Ministry of Supply have for sale 
rubber gloves of a good household quality suitable for many 
tasks for which surgical gloves are normally used. The Ministry 
are prepared to supply these in reasonable numbers to hospitals, 
clinies and finite of Sp — should be made to the 
pga! Ministry of bber Control), Empire House, 

London, E.C.1, who will ive the names 
pe ny hg oo a oem Saye rw 
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SORE AND BLEEDING GUMS 
IN NAVAL PERSONNEL 
VITAMIN C AND NICOTINIC ACID INTAKES 


J. 8S. F. Horron 


Cc. C. UNGLEY 
MD DURE, FRCP LDs 
SURGEON-COMMANDER RN VR SURGEON-COMMANDER RN 


(From a Naval Auwiliary Hospital) 


THIS investigation forms part of an inquiry into the 
cause of sore and bleeding gums in Naval personnel, 
noted in 1940, and suspected on clinical grounds alone 
to be possibly due to vitamin-C pasa Between 
October and March 51 patients exhibiting the lesion were 
admitted to — ital, 38 from trawler-mineswee a 
and other nip, 2 P say larger ships and 11 
shore esta investigations included : 
search for clinical _ Ova evidence of nutritional 
deficie 3 clinical and bacteriological examination of 
the mouth and throat ; estimation of vitamin-C intake ; 
vitamin-C saturation tests; and finally controlled 
therapeutic tests in which both doctor and dentist took 


INTAKE AND EXCRETION OF VITAMIN C 
Dietary studies aimed to determine whether vitamin-C 


' intake had been deficient during the 6 months before the 


onset or exacerbation of symptoms. The history of an 
average week’s diet was coin with the help "of food 
models and checked with es helpings* and 
cooking in small ships. 
‘ Typical ’’ values for ascorbic acid content of raw, 
cooked and canned foods were adopted from food tables 
(Fixsen and Roscoe 1938 and 1940, Fixsen 1938, Olliver 
1940); many were later replaced by lower values based 
on estimations by Dr. C. P. Stewart of Edinburgh, in 
another of the investigation, of foods cooked and 
consumed on small ships. According to such data, which 
allowed merely an approximate estimate, the average 
daily intake in 49 cases ranged from 16 to 80 mg., as 
follows: 10-19 mg. (4 cases), 20-29 mg. (14 cases), 
30-39 mg. (12 cases), 40-49 mg. (10 cases), 50-59 mg. 
(4 cases), 60-69 mg. (2 cases), 70 mg. or over (3 cases). 

Men in small ships were seldom at sea longer than 3 weeks 
and usually in port every day or few days. They received 
the standard ration and a messing or victualling allowance, 
but did not appear to stint themselves of food containing 
vitamin C for the sake of mess savings; the average intake 
of vitamin Cin 36 ratings from small ships was not signific- 
antly less than that of 10 ratings from shore establishments. 
Levels were highest in men who took large helpings of veget- 
ables or who bought fruit ashore. Low levels were sometimes 
related to food fads. 

The main source of vitamin C was potatoes. Usually the 
daily allowance of 1 lb. per head was peeled and kept in cold 
water until boiled. In some ships, freshly cooked potatoes 
were available twice daily. Usual helpings were 5-13 oz. ; 
average 80z. Greens were cooked unconservativel.- and often 
kept hot. Dislike of cabbage was common. Vegetables in 
soups were cooked many hours—not added just before serving. 
Although plentiful, turnip was seldom eaten more than 3-4 
times a week ; canned beetroot even less often. Carrots and 
canned peas (even the non-processed variety) were not rich 
in vitamin C; the juice was usually discarded. Canned 
tomatoes, a useful source, were avoided by some. Compared 
with canned grapefruit, the usual canned fruits—peaches, 
gms , apricots, pineapple—were not good sources of vitamin C. 

amounts consumed, liver, fresh milk and jams, apart from 
richer kinds (e.g., blackcurrant, strawberry) contributed little. 


Patients were described as saturated, nearly saturated, 
or unsaturated to varying degrees according to whether 
an excretion of 100 mg. or more was obtained after the 
first, second, third, fourth, fifth or sixth test dose of 
700 mg. of ascorbic ‘acid. t ‘In the few instances in which 


* Food models represented weighed help of foodstufis—e.g. 
4 oz. cooked cabbage, as used by Miss bus, dietetic sister, 
, Edinburgh. In the case of potatoes an 

otherimportant sources of vitamin C, patients helped onaees 

with quantities a consumed aboard ship and these 
amounts were we 

+ Urine, collected for 24-hour periods in om bottles neve-e cool and 

con acetic acid, was tested by 


rapid titration dichloro eophenclindestent. Results 
pe he well with those of OC. P. Stewart, and of McNee and Reid. 
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tests sto’ past of Bin; = eodeun)e xeenatoe—-t6 mg. 
- more Lah hours—was takén as an indication that a, 
large response would —— oceur after the next test® 
oon: On this basis, the 36 cases tested may be gro grouped 
according to whether they were saturated by the t 
test dose, 1 case (treated with ascorbic acid before 
admission); second dose, 5 cases (2 treated); third 
dose, 7 cases (1 treated) ; fourth ae 13 cases (1 treated) 
fifth eae 8 cases; or sixth dose, 3 cases. 
tients received a diet low in ascorbic acid during 
and ees the tests, but were not, as a group, any more 
unsaturated than healthy trawler ratings in the same 
port, or healthy civilians and Naval ratings tested 
simultaneously by McNee and Reid (1942). 


SEARCH FOR CLINICAL EVIDENCE OF NUTRITIONAL 
DEFICIENCY 


Although some cases had been labelled scurvy, 
none had hemorrhages into the skin or from mucous 
membranes other than gums, and follicular hyper- 
— was not found. Fatigue and malaise were 

—— uent, even with active mouth infections, and 
ic acid had no apparent effect on the feeling of 
well- -being. Appetite was seldom impaired although 
sore gums often interfered with mastication. One 
atient had absent ankle-jerks for no apparent reason, 
bat none had tender calves, tachycardia, cardiac enlarge- 
ment er-cedema. One had s 
however, were not brittle, oath there was no anzmia. 
Two patients with Vincent’s infection had excoriation 
at the angles of the mouth, but no other signs to suggest 
riboflavin deficiency ; a high vitamin regime was without 
effect on the condition. Denuded tongue papillz or other 
mucosal or skin changes suggestive of incipient pellagra 
were not encountered. 

Capillary resistance tests by a positive-pressure method 
gave normal results in the 49 cases tested. None of 
the 51 patients, to most of whom direct inquiries were 
made, complained of defective night vision. Four other 
cases without gingivitis: but with subjective night 
blindness were also investigated, using a Rowett Adapto- 
meter, Intensive treatment with vitamin A and C was 
ineffective in the 3 patients able to codperate, so that 
factors other than nutritional deficiency may have 
been responsible for their symptoms 

About half the cases had occasional slight fevér. from 
99° to 99-9° F., but general symptoms were slight even 
with severe ulceromembranous stomatitis. In 26-cases 
hemoglobin (Sahli-Leitz ; 100%—13-8 g. per 100 c.cm.) 
ranged from 82% to 120% ; red blood-cells from 4-32 to 
5-98 million per c.mm.; white blood-cells from 7500 to 
13,600 per c.mm.; differential counts not remarkable. 


CONDITION OF MOUTH AND PHARYNX 


Vincent’s organisms were found in gum smears of all 
but one patient, although probably not more than 43 
of these cases could justly be described as Vincent’s 
infection of the gums. In some the picture had been 
obscured by treatment given before admission. In 32 
cases, however, the clinical and bacteriological evidence 
of ulceromembranous stomatitis (Vincent’ s infection) 
was clear cut: ulceration.of the gum margins, often with 
a straight edge, usually covered with a gpm St 

‘““membrane”’ of debris and Vincent’s 
redness, often patchy, usually more ai at the 
gum margins ; sometimes swelling, general or marginal ; 
perhaps a fine white membranous exudate on the body. 
of the gums; a characteristic metallic odour; and 
numerous Vincent’s organisms in gum smears. t The 
mouth was usually abnormal in other respects—e.g., 
subgingival calculus, excess of food debris, gross caries. 

In 15 cases of Vincent’s infection one or both retromolar 
areas was severely affected, perhaps because there had been 

weqnets ion in pockets in the third molar region. Pain and 
swelling of the jaw, cervical adenitis and pain in the throat 
were common; ulceration often extended to the cheek. In 
14 cases the chief site was the incisor canine region ; here 
periodontitis with recession of the gums was sometimes 
observed, Five had fusospirochetal ulceration of one tonsil 


+ In text and charts, “ Vincent’s organisms numerous * een 
that both fusiform bacilli and s: ~ were. Raumaee - 
were usuall: abundens, bu leucocytes few ; oe there i is 





Cocci 
little tissue 
gingivitis (Smith 1932). 





poon-shaped nails, whieh, Spec 


starting either before or after the gum wn coebitibions In several 
the tonsils, although not ulcerated, were sore and red and 
yielded numerous Vincent’s organisms. 

In 8 cases the picture was not typical ulceromembranous 
stomatitis and there was little ulceration. In one case smears 
were negative for Vincent’s infection, and in 7 others Vincent’s 
organisms were often scanty or found only after repeated tests. 
In some, the part played by debris, calculus, &c., was obvious. 
In others, the diagnosis became clear only after observation 
and therapeutic tests. Two patients were receiving novarseno- 
benzol for syphilis. 


In only 3 cases (see below) did appearances recall the 
classical picture of scorbutic gums, which, however, is 
often ‘‘ atypical ’’ even in frank scurvy. The possibility 
was considered that vitamin-C deficiency short of scurvy 
might predispose to gingivitis, even ulcerative types. 


THERAPEUTIC TESTS 

Therapeutic tests were carefully controlled; diets 
were weighed, and unless specified no mouth washes or 
other local measures were permitted. Under standard 
illumination, after 2-3 hours in which no hot food or 
drink and no local’ measures were given, the redness of 
the body and margin of the gums in six areas was matched 

against a standard set of colours, painted on celluloid 
po and gzaded from 0 (normal colour) to 10 (intensely 
This permitted an estimate of ‘‘ total redness,” 
which, with other findings such as ulceration, was used 
to follow fay gs (see figure). Ascorbic acid, 300 to 
700 mg. was given without local measures to 
13 ed of rs oat 9 had ulceromembranous stomatitis. 
Improvement was slight in 1 case and moderate in 2 
others. The remaining 10 tients, some of whom 
received other vitamins beside ascorbic acid, failed to 
improve although subsequent local measures were 
effective. Of the 3 patients whose gums recalled the 
classical picture of scurvy 2 did not improve with 
ascorbic acid 4 and were certainly not scorbutic; the 
slightly. All 3 subsequently responded 
to local measures. . 

Ascorbic acid and other .vitamin supplements did not 
appear to enhance or accelerate the response to local 
measures. In 6 patients given a diet low in vitamin C 
local treatment was no less rapidly effective than in 
14 patients who first received vitamin supplements. 

pses, frequent in ulceromembranous stomatitis, 
were not prevented by vitamin supplements. 

In addition to the observations made on 51 hospital patients, 
11 unselected healthy ratings from a trawler were examined. 
All failed to excrete significantly increased amounts of 
vitamin C after test doses of 700 mg. of ascorbic acid. None 
had clinical evidence of scurvy, and capillary-resistance tests 
gave normal results. Dietaries suggested that 2 had daily 
intakes as low as 8 mg. and 20 mg.—in each case the result 
of food fads. Minor gingival abnormalities were present in 
nearly all, but in these 2 cases gums bled on pressure and when 
the teeth were brushed. Ascorbic acid, 700 mg. daily, con- 
tinued long after saturation had occurred, did not influence 
the bleeding. Mouth-breathing, subgingival calculus and 
dirt were probably responsible for the gingivitis, which was 
marginal and in one case hypertrophic. 


DISCUSSION 


Two questions may be considered. The first is whether 
the men were suffering from vitamin-C deficiency. 
Four levels of vitamin-C nutrition are recognised : tissue 
saturation; unsaturation without symptoms or signs 
of vitamin- C deficiency ; a state bordering on scurvy, 
with lassitude, pains in the limbs and\ perhaps follicular 
hyperkeratosis; and frank scurvy. nee aioe only 
4 men whose average daily intake of ascorbic acid was 
assessed as low as 16-19 mg. per day, compared with the 
reported minimum of 15 mg. needed to protect the 
average adult from scurvy and to keep him in good 
health }j (Fox et al. 1940). Mostof the diets were estimated 


adult scurvy, by contrast, gingival and other lesions jeqmove 
remarkably within. @ week after ascorbic acid, even in doses 
. as small as mg. daily. Saturation is not n 
clinical cure nna observations 1939 ; 
and Sherry 1 1941). 

| Some workers believe that larger are 
Needs are related to bod ween. Dat even more to metabolic 
activity, t being Semteek work and in some infections. 
If for no other reason than to provide a minrein of safety, an 
intake of at least 30 mg. a day is desirable. 
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Progress charts in My ewired with sore and oe gums. peoeens figures for 
* total redness ’’ (see text) were based on the degree of ng to hy ee A 
margin of gums in comparison with normal gum colour. VN = both fusi- 
form bacilli and spirochetes very numeraqus in stained smears from gums; 
N = numerous; ly numerous; Sl = slight; VSI = very Slight: 


© = one or both types of organism absent from smears; X = no smears 
examined. 


“* Low vitamin diet,”’ chiefly low in vitamin C, contained (in oz. before cooking): 
milk 6, butter 2-5, cheese 1-5, macaroni 25, cod 6, polished rice 4, and un- 
limited white bread, biscuits, sugar and golden syrup. 


High vitamin diet ’’ provided liberal amounts of potatoes, cabbage and other 
, and available fresh and tinned fruit, wholemeal bread, beef, 

bacon, cod, cheese, milk, butter, eggs; also supplements of ascorbic acid 
300-700 mg., ry waaees acid 500 mg., halibut liver Aer = 70,000 IU vitamin A, 
(‘ Bemax ') 60 g., estimated to supply vitamin B, 2-3 mg., 

pete 1-8 mg., Denshin B,, vitamin E and iron. 


Where indicated ascorbic acid was = in doses of 700 mg.daily, and nicotinic 
acid in divided doses of 500 mg. daily. 


to contain more than double this amount. The men 
were certainly not saturated.** On the other hand, they 
showed no evidence of soe? or of a state bordering on 
scurvy, and ascorbic acid no apparent effect on their 
feeling of well-being. In tevels of | intake and degree of 
unsaturation they resembled healthy Naval — and 
civilians tested simultaneously. Presumably both 
patients and controls were at the intermediate level of 
vitamin-C nutrifion—unsaturation without vitamin-C 
deficiency—which is compatible with perfect health. 
The second question is whether subsistence at this 
intermediate level of vitamin-C nutrition predisposed 
to gingival disease. It has yet to be proved that gingi- 
vitis can arise from degrees of vitamin-C deficiency short 
of frank scurvy. Even frank scurvy~is not necessaril 
associated with gum changes (see Crandon, Lund and Di 
1940). Roff and Glazebrook (1940) found, in young 
Naval trainees, a ‘‘ gingivo-stomatitis ’’ which cleared up 
with ascorbic acid, but nothing corresponding to their 
description was seen in this study. Campbell and Cook 
(1941) reported successful results with astorbie acid in 
14 civilian outpatients, whose gingivitis could in no case 
be attributed to trauma, drugs or calculus. Later 
(1942) they distinguished between simple and ulcerative 
(fusospirochetal) gingivitis, claiming that both types 
benefited from ascorbic acid, along with local measures. 
The present study, carefully controlled in hospital and 
approaching the problem from several angles, provides 
no evidence of a relation between gingivitis and inter- 
mediate levels of vitamin-C nutrition. Local causes— 
infection, calculus, &c.—were sufficient to account for 
soreness and bleeding. Ascorbic acid alone was thera- 
peutically ineffective and did not appear to enhance the 
effect of local measures. Herlitz (1939), in a carefully 
controlled study in Swedish children, likewise found no 
connexion between gingivitis and vitamin-C subnutrition. 
The alleged relationship between Vincent’s stomatitis 
and nicotinic-acid deficiency (King 1940) was also con- 
sidered. The cases occurred in a .gommunity where 


** To maintain full saturation at vith plesme, le levels of 1 mg. 
100 c.cm. or over req y intake of at least 
100 oe Core chet et al al. mryiR * alli and Shearer 1941). Unfortun- 
levels short of saturation (see above) > 1 

dis by ascorbic acid determinations in urine 
plasma, before or after test doses ; a 
previous low intake of ascorbic acid, but they cannot 

that @ person is any the worse for it fron, ~ al. 1940). 
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Case |.—Ulceromem branous stomatitis. _ Treatment with. saltestte acid, nico- 
tinic acid and other effect. With local measures 
smears rapidly became becteriolonicalty negative and the gums gradually 
approached normal colour. 

Case 2.—Uicerome mbranous stomatitis. Vitamin therapy had no influence on 

** cotal redness *’ or number of Vincent's organisms, whereas loca! treatment 
was rapidly effective. 

Case 3.—Diffuse gingivitis which later showed characteristics of ulcero-mem- 
branous stomatitis. Ascorbic acid, nicotinic acid and other vitamins were 
ineffective, and the condition became rather worse. Local measures were 
rapidly effective. 

Case 4.—Ulceromembranous stomatitis. Considerable decrease in gum red- 
ness but no effect on number of Vincent's organisms following ascorbic acid, 
later combined with nicotinic acid and other vitamins. With loca! measures 
further improvement and decrease in number of Vincent's organisms in gum 
smears. 

Case 5.—Severe ulceromembranous stomatitis. Noimprovement with ascorbic 
acid, nicotinic acid or other vitamins. Fairly prompt response to local 
measures. 





pellagra is unknown ; dietary surveys gave no indication 
of low nicotinic-acid intake ; clinical findings afforded 
no justification for suspecting impaired absorption of 
nicotinic acid ; no denudation of tongue papille or skin 
and mucosal changes suggestive of incipient pellagra 
were ever observed. Nicotinic acid, 500 mg. daily, 
without local treatment, caused no improvement in 8 
cases of gingivitis, of which 6 had typical ulceromem- 
branous stomatitis. In 6 contrels receiving low vitamin 
diet, local measures were as rapidly effective as in 14 
patients who first received a high vitamin diet and 
nicotinic acid. Intensive treatment with nicotinic acid 
and other vitamins failed to prevent early and severe 
relapse of ulceromembraneus stomatitis in a patient 
whose mouth condition had been rendered apparently 
normal by local measures. In this series, at least, no 
relationship between Vincent’s stomatitis and nicotinic 
acid deficiency could be demonstrated. ~ 


SUMMARY 

In 51 Naval patients with sore and bleeding gums, often 
labelled scorbutic, the average daily intake of ascorbic 
acid estimated from dietaries ranged from 16 to 80 mg. 
(average 37 mg.) They were ‘‘-unsaturated,’’ but no 
more so than healthy controls. Clinical evidence of 
scurvy or ‘‘subscurvy’”’ was absent. Local causes— 
infections, calculus, &c.—were sufficient to account for 
the gum condition, and ascorbic acid was therapeutically 
ineffective. In this series vitamin-C deficiency was not 
a@ prime cause of sore and bleeding gums. 

About 85%of the cases had Vincent’s stomatitis. 

No relation to nicotinic-acid deficiency could be 


_ demonstrated. 


Acknowledgements are due to Surgeon Rear-Admiral 
H. E. R. Stephens for permission to carry out this work, to 
my Naval medical colleagues at the hospital, and to many 
others for help and advice. 
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QUARANTINE IN GENERAL HOSPITALS * 


M. MitMan, MD LOND, MRCP, DPH | 
MEDICAL SUPERINTENDENT, LCC RIVER HOSPITALS, JOYCE GREEN 


QUARANTINE is the restriction on the movements of 
* healthy ’’ contacts and should be distinguished from 
isolation of infectious cases. Too many variable factors 
must be considered in each case to allow hard and fast 
rules for quarantine to be formulated. The tendeney 
today is away from such rigid quarantine measures as 
the closure of a ward to all admissions, the suspension 
of all discharges and the exclusion of visitors after the 
appearance of a single case of infectious disease. The 
trend of quarantine practice is evident outside hospitals. 
In the last edition of the MOSA Code? for the control 
of infectious diseases in public and preparatory schools 
quarantine is recommended for one disease only—small- 
pox. In all other diseases contacts are allowed to mix 


with their schoolfellows providing they are kept under, 


medical observation. Approval has recently been 
given? to a similar but modified procedure for day 
schools. It is claimed that in this way new cases are 
detected earlier and contacts of school age are less likely 
to infect their younger siblings of preschool age in whom 
infectioug_diseases are apt to be more serious. Among 
the first to dispense with quarantine for adult contacts 
was the Post Office.* With an experience extending 
over many years its medical officers found that the 
number of home contacts allowed to continue working 
who subsequently developed the disease to which they 
had been exposed was so small as to be negligible ; and 
they gave rise to no secondary cases among their work- 
mates. By allowing them to carry on many man-years 
of labour were saved. Since the war the practice has 
been adopted by the Civil Service, by school authorities 
for their teachers, and in many large works. 

In hospital, quarantine cannot be divorced from other 
measures of control. In deciding what course to adopt 
the first consideration is the seriousness of the disease 
and its degree of infectivity. Smallpox is both highly 
— and dangerous ; the most rigid-measures are 

ecessary and obviously. quarantine must be strict. 
pens, although highly infectious, is a trivial ail- 
ment, but some measure of quarantine is usually 
desirable for administrative reasons. The necessity 
arises because the disease has a rash, for despite all 
modern knowledge of the harmlessness of most rashes 
their very presence alarms both administrators and 
laymen’ alike. Compare chickenpox with another 
disease which is just as infectious and more dangerous 
yet for which no-one imposes quarantine—the common 
cold. We allow colds to run rampant for two reasons. 
The first is the absence of a rash ; imagine the consterna- 
tion if every one who caught a cold developed a brilliant 
erythema. The second reason is the magnitude of 
the problem ; the disease spreads so widely and rapidly 
that we could not isolate all cases, and quarantine would 
completely disorganise hospital work. A good example 
of our irrational practice of quarantine is provided by 
scarlet fever. In every outbreak a proportion of those 
infected suffer not from scarlet fever but from acute 
tonsillitis. There is no essential difference between 
the two, for the same organism is responsible for both ; 


* Opening paper of a | Movendias at the London branch of the 
Medical Superintendents Society, Dec. 12, 1942. This paper 
ow need the rsonal ere < < = “author and no official 
significance must be attached to 

1. Medical Officers of Schools Tateabion 3 A Code of Rules for 
* Prevention of Communicable Diseases in Schools, London, 


40. 

2. Ministry of Health and Board of Education: Memo on closure 
of and exclusion from sehool. Addendum on exclusion, 
sannee tg 7 

3. Scott, W L. Lancet 1941, ii, 739. Leading article, Ibid, p. 733. 
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the ‘maak is senna: evidence of sensitivity of the okin 
to the erythrogenic toxin. As far as infectivity is 
concerned they are equally dangerous, for the naso- 
pare not the skin is the source of infection. Yet 

ow often do those who quarantine for scarlet fever do 
so for acute tonsillitis ? 

By contrast with such virus diseases as smallpox and 
chickenpox, bacterial diseases such as on emer and 
whooping-cough are not very infectious although both 
are dangerous. Scarlet fever is neither highly infectious 
nor, in these days, very dangerous. Mumps is even 
less troublesome. Rubella, which is mild, is not readily 
transmitted. Poliomyelitis is an example of a disease 
in which infectivity of the .organism is high but the 
number of clinical eases which result from widespread 
infection is low ; ease to case spread in so rare as to be 
of little significance. Since ingestive diseases such as 
enteric fever and inoculation diseases such as erysipelas 
are readily controlled quarantine is rarely necessary 
for them. 

After consideration of the disease itself, the next 
pee sey uiring attention is whether the patient who 

eveloped the ie ane was incubating it at the time of 
admission or aequired it in hospital. If a patient with 
enteric fever was infected in hospital the source is 
probably still o yy ee Measures for controlling 
spread must include search for the source as 
well as the imposition of quarantine. If the disease was 
ineubating on quarantine is rarely necessary. 
The third consideration is the time which elapsed 
between the onset of the disease and the removal of 
the case from the ward. The ~ an infectious patient 
is allowed to remain in a ward more opportunity is 
there for the transfer of infeetion to contacts and the 
greater the precautions. necessary. The susceptibility 
of ward contacts is the fourth—and a most important— 
consideration. The appearance of a case measles 
in a ward of young children demands extensive measures 
of control, whereas in a ward of adults, almost all of 
whom can be presumed immune, ward routine need be 
much less disturbed. The fifth factor to be taken into 
account is the magnitude of the ward outbreak. Obvi- 
ously different procedures will be necessary on the 
occurrence of a single case of nasal diphtheria and the 
appearance of an outbreak involving a large number of 
patients. The sixth and. last consideration is the 
prevalence of the disease in the general population. A 
single case of cerebrospinal fever, poliomyelitis or 
influenza ebpeering sporadically as a rule entails no 
quarantine, 
wiser to impose restrictions on the movement of contacts 
and on admissions to the ward. 

So far I have considered quarantine and other measures 
of control chiefly from the medical aspect—from the 
point of view of the patient who is, or may become, a 
contact. There are other aspeects—administrative and 
legal—which influence practice enormously. Clinical 
knowledge and administrative procedure should go 
hand in hand, but in fact administration lags far behind 
new knowledge. As long as the administrator feels he 
may be blamed by his seniors or the law he will play 
for safety and not adopt new practices which may be 
regarded as lax. Clinicians with special knowledge 
of this subject must therefore not hesitate to make 
emphatic pronouncements, to demand administrative 


‘backing for. new methods and to insist that the law 


must fall into line with medical knowledge. This does 
not mean that official: blessing is expected for the 
practice of taking a chance that no further cases will 
occur. It does mean that if careful consideration is 


- given to the factors mentioned a decision not to impose 


quarantine may be right and proper, despite the occa- 
sional oecurrence of other cases. That is to say, 
support should be forthcoming for a considered judg- 
ment, but not fer a gamble, although both may involve 
the same procedure. A sense of realism must pervade 
practice, and at. no time is this more important than in 
war when a means waste of time, 
money and accom: tion 


GENERAL. PRINCIPLES 
Clearly no definite rules for quarantine can be given 
even for a single disease, but some general principles 
are worth oe Known immunes should never 





ut if an epidemic is prevalent it may be - 
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be quarantined ; this practice will save administrators 
and patients much trouble. The state of immunity 
may be determined from the history (not always a 
reliable guide), from tests when they are available (e.g., 
Sehick and Dick), and from objective evidence such as 
sears of chickenpox. If the state of immunity cannot be 
determined it is reasonable to assume that most adults 
are immune, but children must be ed as susceptible. 
In general, quarantine should not be imposed in adult 
wards for a solitary case of a common infectious disease. 
For all wards, particularly adult, degrees of quarantine 
may be imposed. Such partial measures are the kernel 
of modern practice. ey may involve partial or 
complete suspension of admissions without interference 

with , Or vice versa. y cannot be carried 
out Pipes | unless there has been a complete survey of the 
ward and certain obligatory rules for control have been 
followed, such as the immediate removal of definite 
cases, isolation and investigation of doubtful ones, 
clinical examination of contacts to detect missed cases 
and carriers, an inquiry into the state of immunity of 
contacts and a twice daily examination of susceptibles 
to pick out new cases at the earliest possible moment. 
Full quarantine is then rarely necessary. 

In discharging from wards in partial quarantine the 
procedure must vary to circumstances. 
Sometimes the trator must refuse to accept 
responsibility for contacts who want to leave, but often 
he can safely let them go or send them out himself. 
For example, I would i impose quarantine on child 
contacts of a solitary case of whooping-cough or vulvo- 
vaginitis detected early and removed from the ward. 
As regards admissions, children who aré immune to 
the ig gs for which the ward is in quarantine can 
safely be admitted. Rarely may it be necessary to 
suspend all admissions. Sometimes the restrictions 
may be limited to certain age tet instance, 
I would prefer not to admit chil under 2. years of 
age into a ward in which a solitary case of gastro- 
enteritis had apueatea until I was sure no secondary 
cases would occur. Visiting of wards, in quarantine by 
children under 16 should always be prohibited ; while 
some restriction on adult visitors is also desirable to 
minimise the transfer of infection, it should be remem- 
bered that prohibition of visiting may inflict psycho- 
logical trauma, not so much on the child as on the 
parent. 

My chief point, then, is this: if, on the appearance 
of a case of infectious in a ward, careful investiga- 
tions are made and consideration is given to the factors 
enumerated, it will often be right and proper to impose 
— B cose ge vad or a limited form only, with consequent 

tion of the procedure for the 


ischarge of patients. 


QUARANTINE OF CONTACTS 
A WASTE OF TIME AT SCHOOLS 


R. E. SMITH, MB CAMB, FRCP 
MEDICAL OFFICER TO RUGBY SCHOOL* 


In the past quarantine of contacts was generally 
enforced. My predecessor at Rugby, Dr. A. I. Simey, 
was shocked at the loss of school time caused by imposing 

quarantine whenever exposure to infection was suspected, 
a he framed our medical regulations so that boys 
ex to certain infectious diseases in the holidays can 
return to school at the beginning of term (provided they 
are isolated from the source of infection as soon as this is 
_recognised ). 

Today we require no quarantine for contacts of 
measles, rubella, Fae whooping-cough, chickenpox, 
scarlet fever or diphtheria. Between 1933 and 1939 
128 boys returned to school after known contact with 
one of these infections, and only 2 developed the disease. 
The figures given in the accom rns table show that 

licy has been amply repai 

r return to school the contacts have their tempera- 
tures taken as a routine till tlie quarantine period is over. 
The two boys who developed the disease to which they 


* The tC Ee ee ee eed te ee in 
of rom: of ihe. Be 


eed one 





. 


had been exposed were ola) a boy who contracted whoop- 
eee: -cough from his sister (but this was in the summer 

idays and he did not return to school), and (b) a boy 
with mumps who returned to school but was isolated on 
the first day of the disease and gave rise to no further 
cases. Of course, not all the on shown in the table as 


Disease with which boy was 
in contact— 


fever 


cough 
Chicken- | 
pox 
Scarlet 





~~ | Whooping- | 


Total contacts 


No. with history of previous | 
attack (or negative to intra- 
dermal feet fer for scarlet fever) 

No. with history of no previous | 
attack ~ .. ie: .. | 24) 6) a1] 


Quarantine days usually advised) 30) 16| 21) 21) 21 


Days lost ifallareexcluded .. 990 | 480 | 378 | 252! 315 


Days lost if only those are ex- 
uded who have not had| 
clinical attack or are not) 
negative reactors to intra- 
dermal tests 


2615 


200 | 


i | | } 
} 


720| 96/231! 63) 126! 100'1336 
! | 


*8 known to be Dick-negative: 2 ethene have been actively 
immunise 

** lost ’’ is school time, but the boy himself probably 

resents quarantine during holidays more than he does in 

term time. 

Infections are introduced into schools unwittingly. 
From 1931 to 1942 we had at Rugby 8 outbreaks of 
measles, 8 of mumps, 10 of rubella, 2 of whooping-cough, 
14 of chickenpox, 12 of scarlet fever, and 1 of diphtheria ; 
and, apart from the one case of mumps already men- 
tioned, not one of the originators knew he had been in 
contact. This completely vindicates our regulations. 


THE PHOTOFLUOROSCOPE IN SCREEN 
PHOTOGRAPHY 


WLADIMIR GRIFFEL, M D VIENNA ° 
TUBERC UCLOSIS OFFICER TG THE COUNTY BOROUGH OF ST. HELENS 


THE excellent quality of screen photographs already 
obtained * justifies the hope that screen photographs will 
in time equal the best full-size radiograms taken with 
intensifying screens. The present sets for screen photo- 
graphy are constructed for dealing with large numbers 
of people at a great speed, and do not permit of routine 
fluoroscopy. Since | consider that screening is indis- 
pensable to a thorough radiological examination, I have 
tried to combine fluoroscopy with screen photography 
in one set. 

In order to be able to observe the image on the 
fluorescent screen be- 
fore taking a photo- 
graph I have fitted a 
mirror between the 
screen and the camera. 
This mirror, made of 
lead glass, has its re- 
flecting surface on the 
side facing the screen. 
It is so placed that 
during fluoroscopy it 
prevents rays emitted 
by the screen from 
reaching the film in the 
camera. The image 
on the sereen can be 
viewed through a lead 
glass window in the 
side of the box and 
the patient can be 
moved behind the 
screen until portions 
of lungs or other organs 
i tame obscured 

bones or other 
1. Dormer, B. A e and Collender, K. Lancet, 1939, ii, 1026 ; 

y mg L. Publ. H ety wy te ios, 53, 176; Potter, H mi 
gory Vor Anal 19 47, 71. 
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structures are.in the best position for photography. A 
photograph of the screen image can then be taken by 
moving the mirror through an angle of 45° so that it lies flat 


against the side of the box (see figure). This movement 
ean also be utilised when transporting the film in the 
photographic camera and for switching over from fluoro- 
scopy to photography. True ‘‘ spot.photographs ” are 
obtained with no more delay than with any other device. 
The inside of the box has a non-reflecting coating which 
reduces to a minimum the reflection caused by the flash 
emitted by the screen in the moment of exposure. 
I suggest the name photofluoroscope for the apparatus, 
a name used by J. M. Bleyer,? of New York, some fifty 
years ago. 

I have used the photofluoroscope in ordinary chest 
work, in controlling artificial pneumothorax refills, for 
bronchography, in examination of the heart and great 
vessels and the digestive tract after barium meals, and 
for stereographic work. 

I wish to thank Dr. F. Hauxwell, medical officer of health, 
and the Health Committee of St. Helens for permission to 
publish this note; Mr. A. P. Statham and his staff of the 
Borough Engineers Department for the design of the apparatus 
* and for the work they carried out; and Dr. H. Moore and his 
staff of the:research laboratory of Messrs. Pilkington Brothers 
fot providing the mirror and the non-reflecting coating. 


___ Reviews of Books 


Osler’s Principles and Practice of Medicine 
(14th ed.) H. A. Curtstran, MD, FACP, emeritus 
professor of physic, Harvard University; physician in chief, 
Peter Bent Brigham Hospital. London: D. Appleton- 
Century Co. Pp. 1475. 465s. 

Tuts edition brings Osler’s medicine to its fiftieth 
year—a half-century of rapid and continuous progress, 
in which the literary skill of the nineteenth-century 
medical writers has gradually been obscured and re- 
placed by hard, concise scientific terminology and 
description. Much of Osler’s original literary style 
remains however in this edition, and there is still a 
pleasant personal quality that makes it easy to read. 
It is wonderfully complete and its 14 hundred. pages 
leave very little out, even though the rarities may only 
receive brief mention. Its form remains unchanged, 
but it is a striking commentary on modern medicine 
(for which the editor deserves full praise) that the first 
pages are given up to psychosomatic medicine, and the 
first chapter to functional diseases of the nervous 
system. The relationship of functional and somatic 
disabilities are rightly emphasised and the economic and 
personal factors in disease are constantly brought to 
the reader’s notice. Much new subject matter has been 
introduced, and it seems that some of the old statistical 
data have been dropped out, with advantage. In the 
references American authors predominate perhaps. 
Descriptive clearness.and general -presentation are in the 
first class. ‘‘ Osler ’’ is a book that practitioners as well 
as students can use and enjoy, and the balance between 
pathology, diagnosis and treatment has been well kept. 
The almost complete absence of illustrations hardly seems 
to be a handicap, thougli* décasionally they would be 
welcome. “The indexing is good, and there can be very 
few occasions when “ it can’t be found in Osler.”’ 





Self- Analysis ; 
Karen Horney, MD. (New York City). London: 
Kegan Paul. Pp. 309. 10s. 6d. 


PsYGHO-ANALYSIS is here put forward as a means 
whereby people can, without outside help, remedy defects 
in their character which have interfered with happy and 
easy adjustment to the intricate conditions of their life. 
It is however made clear that treatment by a psycho- 
analyst is a desirable preliminary, especially if the 
analyst will take pains not to assume an authoritative 
attitude, but will make it clear that the enterprise is a 
coéperative one, which the patient will later be enabled 
to carry on by himself. In general Dr. Horney would 
not advise those with a severe neurosis.to.embark on self- 
analysis without a en cag ail analysis of the usual 
kind; milder dist nces, however, can be benefited 
by occasional self-analysis,.even though the person 


2. Bleyer, J. M. Electr. Engng, N,¥. 1896. 22, 10. 
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concerned has little or no experience of analytical 
treatment. A number of illustrative cases are cited, 
especially that of an unhappy woman called Clare 
(concerning whom the reader may be forgiven for 
wondering whether the self-analysis really did her much 
good). Although the writer is much indebted to Freud, 
the procedure she advocates here is essentially different 
from his: and in its pa to ‘ resistance’ and 
“* transference ”’ it acco with her earlier formulation 
of the nature and treatment of neuroses. As in her 
other books, the language used is clear and mostly free 
from technical terms. ~ 


Health for All 

D. Stark Murray, MB Glasg. London: Gollancz. Pp143. 6s. 

BEFORE the war few doctors could contemplate any 
major change in the country’s health services. Today, 
the pro and con of drastic changes are debated on the 
air while the Beveridge report assumes that a compre- 
hensive health and rehabilitation service will be forth- 
coming. Doctors are therefore inquiri as to the 
nature of these proposals and how the profession would 
be affected by the suggested changes. e title ‘‘ Health 
for All’’ might imply advocacy of some healing cult or 
panacea, but the k is in fact a clear and concise 
statement of how a comprehensive health service could 
be initiated and developed in this country. Dr. Stark 
Murray is well fitted for this task having, as editor of the 
quarterly, Medicine Today and Tomorrow, studied all 
aspects of the problem, and being in addition a member 
of the BMA Medical Planning Commission. He gives 
a reasoned statement of the present position, indicates 
logical lines of development, and shows how common 
objections can be overcome. Some ingenious diagrams 
contrast the complicated present system, or lack of it, 
with the planned services which could be achieved. The 
chapters on health centres and administration are 
particularly useful, answering the question: ‘‘ How 
would it work in practice ?”? The book is unusually 
readable but it is a pity that there is no index. : 


Preventive Inoculation 


W. P. Patties, MRCS, DPH; C. W. ANDERSON, MB Glasg., 

DPH, deputy and. assistant medical officers’ of “Health, 

Cardiff. London: Eyre and Spottiswoode. Pp. 74. 6s. 

WitTH prophylactic inoculation so much to the fore, 
those likely to be engaged in the immunisation of children 
and adults against diphtheria, pertussis, typhoid, tetanus 
and other preventable infections need to know the 
principles of active and passive immunity, the apparatus 
and technique required for the inoculations, and the 
facts to be given to the layman about the pros and cons 
of immunisation in any given disease. This booklet 
in the Practitioner series adequately fulfils these-needs. 
In a second edition the authors might stress the rarity 
of serum reactions with modern refined sera; passive 
immunisation against infectious diseases could be 
practised more freely among family and institutional 
contacts. The sesiionnne of pseudo Schick-reactions, 
and the prime necessity of immunising the preschool 
child against diphtheria also need emphasis. Tetanus 
and typhus might have been given more space in war- 
time, and the arguments for and against immunisation 
against scarlet fever need discussion. These minor 


. criticisms apart, practitioners and public health workers 


will find the little book useful. 


Diabetes Mellitus 


Zotton T. Wirtscnarrer, MD, clinician i/e of the 

diabetes. clinic, Mt.. Sinai Hospital, Cleveland; Morton 

KORENBERG, MD. London: Bailliére, Tindall and Cox. 

Pp. 186. 14s, 

MeEpIcat books fall into one of three broad categories ; 
practical manuals 3; Teviews for specialists; original 
theses. This book cannot fairly be included in any of 
them ; too little attention is given to treatment for it to 
be of any use to the practitioner ; the original articles 
selected for discussion are not fully representative so 
that as a review of the subject it is neither comprehensive 
nor critical. The absence of any unifying conception of 
normal or abnormal carbohydrate metabolism prevents 
it from being a contribution to our understanding of 
this subject. 
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the symptoms recorded 
‘consisting of 


HEADACHES * SLEEPLESSNESS 
IRRITABILITY + IMPOTENCE 
DEPRESSIONS 


; could be completely removed by injection of 25 mgm. 
' Neo-Hombreol . . . 3 to 5 times a week. ... Often 
following the second injection the patients report 


better and refreshing sleep. 


The gait, previously tired and sluggish, was... 
much more elastic after about a week . . . the patient 
notices a decrease of fatiguability and espécially, 
improved power in mounting stairs, an exercise 


usually complained of as particularly exhausting. 


During the following weeks the regression of 
other symptoms is completed. Many symptoms, as 
for example, giddiness and sickness, disappear 
immediately after the start of treatment.” 


J. Ment. Sc., Vol. 86, No. 364, p. 782. 
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AMPOULES OINTMENT MUCOSETS 
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BRETTENHAM HOUSE, LONDON, W.C.2. 
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VITAMIN THERAPY — 
-IN GASTRO-INTESTINAL DISORDERS 


Considerable clinical evidence exists to show that 
vitamin deficiency, particularly that of the vitamin B 
complex, may be manifested by a variety of gastro- 
intestinal symptoms and abnormalities. Note- 
worthy among these are anorexia—one of the earliest 
and most constant manifestations of hypovitaminosis 
B—tfunctional abnormalities such as achlorhydria 
and alterations in the motor activity and absorptive 
powers of the intestine, the “‘ unstable colon” 
causing constipation or diarrhoea, and such lesions 


as stomatitis, glossitis, proctitis. and inflamma- 
tion and atrophy of the gastric and _ intestinal 
mucos. 

The syndrome of degeneration of the gastro- 
intestinal mucosa with hypochlorhydria and atony 
of the intestinal musculature tends to create a vicious 
circle leading to malabsorption, not only of the B 
complex, but of the other important vitamins. The 
concomitant anorexia still further limits the intake 
of the dietary factors. 


THE EFFECT OF VITAMIN B 


~ That'a high percentage of patients with functional 
digestive disorders are improved by the’administra- 
tion of a vitamin B complex concentrate, 1n sufficient 
dosage, has been shown.* A deficiency in the 
vitamin B complex in such patients was suggested, 
not only by the satisfactory results from vitamin B 
therapy, but also by the demonstrations of a low 
excretion of aneurin. This work indicated that 
the effectiveness of the vitamin B concentrate 


was due, not only to the aneurin or riboflavin 
content, but probably also in some measure to 
nicotinic acid. 

All this is yet further confirmation of the already 
recognised advantages, in many cases, of prescribing 
vitamins, not individually, but in association with 
others. In this connection, two products are of 
particular interest to the physician, Bemax and 
Complevite. 


* Amer. J. Digest. Dis. 1940, 7.24. 


THE B COMPLEX IN ITS NATURAL FORM 


Bemax, one of the richest natural sources at 
present available of the vitamin 


Bemax is suggested as the corrective agent of choice. 


APPROXIMATE ANALYSIS OF BEMAX AT TIME OF MANUFACTURE °_ 








- connie See Gnnteins Soman” The Vitamins The Food Constituents The Minerals 
A and an important amount o ———— SuSE SALE Wee aa : — — 
. P 4 A. 280 i.u. per ounce | Protein 34.0%* Calcium 0.058% 
vitamin E. Moreover, while con- : . 
ah : > B;. (aneurin) 320-420 i.u. ; : Phosphorus <s34 
taining relatively little carbo- per ounce ed Re , . 
.. 4 : . . iboflavi rbdohyadrate 46.5% | ron 0.0047° 
hydrate, it is as rich in protein as aied “>> ymestmne se i cas ‘ Ps mi 
: . aa } o opper 0015 % 
cooked beef, and its protein is of P.P. factor (nicotinic acid) be 8.5% eee : 
a e e I x unce } ° ’ | 0.31 © 
first-class biological value. For o . seg ¢ | MineralSelts 45% | “oem . 
: aid “ae 2 6. (pyridoxin) 0.45 mg. per | Sédian end 
gastro-intestina isturbances, in ounce | Water 5.0% | Potassium 0.64% 
shi re $ Cos . E. (a-tocopherol) 7-10 mg. 
which vitamin B deficiency is per ounce | Cellulose (fibre) 1.5°%* Chlorine 0.017% 
likely to be an aetiological tactor, *Note the exceptionally high protein and low fibre content. 








A COMPLETE VITAMIN AND MINERAL SUPPLEMENT 


Complevite is a polyvitamin product containing 
the vitamins A, Bx, C and D in amount and propor- 
tion design to provide the optimal daily require- 
ments of these factors. It is also rich in assimilable 
calcium, phosphorus, and iron so that its ingestion 
will definitely ensure that poor and indifferent 
dietaries are rendered adequate in these essential 
food factors. Complevite is more economical, too, 
than a number of different vitamin supplements, 
given individually. 


100% = The full daily requirement 
Complevite supplies, at time of 


Average Dietary Deficiency manufacture, approximately 


VITAMIN A 
VITAMIN B, 
vitamin ¢ 
VITAMIN D 


CALCIUM 


IRON cereisebie? 





*The iron in Complevite exceeds the calculated deficiency expressly to combat the 
nutritional anemia so common in children and in women of child-bearing age. 


Further particulars concerning Bemax or Complevite sent to medical men on application. Please state product in 
which you are interested. Vitamins Lid. (Dept. L.X.V.), 23, Upper Mall, Loudon, W.6. 
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INDUSTRIAL HEALTH AND HOURS OF WORK 


In a report on the health and welfare of women 
in war factories the Select Committee on National 
Expenditure recommended that a central advisory 
committee be set up to advise the Ministry of Labour 
and the Supply Departments on all questions of 
industrial health and on the codrdination of medical 
services to meet the requirements of the war effort. 
The Government has lost little time in implementing 
this recommendation and last week we were able to 
give the names of a committee to be attached to the 
Ministry of Labour with the minister, Mr. ERnEst 
Bevin, as chairman. This body represents wide- 
spread interests including employers, trade-unions, 
Government departments and the medica! profession. 
The nine medical members come from general and 
consulting practice, the universities, the Medical 
Research Council and Government departments, 
including the Ministries of Supply and Health. The 
constitution of the committee augurs well for the 
future coérdination of factory medical services with 
the other activities of the profession. 

Mr. Bevin has also announced that a three-day 
conference on industrial health is to be held in April 
and that representatives of the Dominions and of 
organisations in this country concerned with the 
health of the working population are to be invited. 
It is to be hoped that one of the first questions tackled 
by the new advisory committee will be that of hours 
of work and their influence on health and efficiency. 
The Chief Inspector of Factories said in his latest 
annual report that a good deal of time had been spent 
by his department trying to convince even the 
Supply Departments that over-long hours of work 
lead to decreased output from fatigue and ill health. 
There is no doubt that the hours worked in many 
factories are still too long and that holidays are too 
few. As a beginning we welcome the return to the 
salutary practice of including the preceding Saturday 
in the statutory Monday holidays. In her intro- 
duction to a new pamphlet by Dr. H. M. Vernon * 
Miss Megan Luoyp Grorae refers to the persistent 
delusion that long hours result in increased produc- 
tion. We have had many opportunities of referring 
to the pioneer work and writings of Dr. Varnon 
on this subject and in his present pamphlet, pub-. 
lished under the auspices of the British Association 
for Labour Legislation, he again makes a number 
of important "ago In the first place, women, 
contrasted with men, have outside their factory 
work many demands on their energies. Shopping 
is much more laborious than in peace-time and 
the household duties especially of married women 
factory-workers put an extra strain on them. Yet 
the Government is imposing additional fire-guard 
duties on women between 20 and 45 years of age 
if they do not work for 55 hours a week. Dr. VERNON 


1. Hours of Work and their influence on eee es ey: 
British Association for Labour Legislation, London, 1943. a 











holds that the fatigue arising from such combined _ 
hours of work and fire-guard duty, if continued over 
long periods, is likely to reduce efficiency, and increase 
liability to sickness and casual absenteeism. In the 
interests of production it would-probably be best to 
keep to the ordinary provisions of the Factories Act 
and impose a 48-hour week with a temporary 54-hour 
week in times of special need. He thinks that young 
women of 16 and 17 years of age should seldom be 
called on to work more than 48 hours a week, but 
young men of the same ages can work efficiently on 
a 54-hour week. Boys and girls of 14 and 15 Should 
be limited to 44 hours as a rule and only very exception- 
ally work for 48 hours. It might be interpolated that 
even these hours appear to be too long for growing 
adolescents who come straight from school, with its 
sensibly short hours, to the hurly-burly of factory life. 
With grown men a working week in excess of 60 
hours does not usually lead to an increase of produc- 
tion and for heavy work shorter—much shorter— 
hours than these are advisable. j 


UNEQUALLED BUT UNOBTAINABLE 


THE latest clinical trial of penicillin reported from 
Oxford by Professor and Mrs. Fiorgy on another 
page, though small and uncontrolled, leaves no doubt 
about the potential value of this bacteriostatic agent. 
It is effective against the common pathogens in 
dilutions many times greater than the sulphonamides : 
it is as active against staphylococci as against strepto- 
cocci ; it takes no account of sulphonamide-resistance 
(though bacteria can apparently become penicillin- 
resistant) ; and it acts in the presence of pus, serum, 
blood and tissue-autolysates. Above all, it is almost 
non-toxic, even in its present impure form, and in 
high concentration does not damage leucocytes or 
inhibit tissue growth. The Fiorgys’ 15 cases treated 
by general administration included staphylococcal 
infections so advanced when penicillin was started 
that the outlook was hopeless by all previous stan- 
dards ; and yet the patients recovered. So far there 
has been little opportunity to show what it can do in 
cases with a reasonable prognosis. 

Like the sulphonamides, penicillin should no doubt 
be given in such large doses at the outset that the 
bacteria have no chance to develop resistance, and 
its toxicity is low enough for the patient to come to 
no harm if a high concentration has to be maintained 
in his blood for a long period to overcome the infec- 
tion. But so quickly is penicillin excreted by the 
kidney that keeping up a bacteriostatic level in the 
blood is like maintaining a statutory 5 inches of water 
in one’s bath with the plug out. This, then, is a 
remedy which must be given generously if its full 
effects are to be obtained, and the penicillin available 
contains 90°% of impurities, which for clinical use it 
is uneconomic to remove. Owing to its destruction 
by acids, administration by mouth has not proved 
satisfactory, even with coated capsules or a duodenal 
tube, but a bacteriostatic blood level can be kept up 


by giving large intramuscular doses 3-hourly—an — 
unpleasant ordeal for the patient when treatment has ° 


to be continued perhaps for weeks, but injections have 
so far caused no local damage. The Fioreys briefly 
summarise the results of local treatment in 172 
infections of the eye, the mastoid, wounds and so on. 
The solubility and diffusibility of penicillin raised 
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difficulties in the maintenance of an adequate con- 
centration, but these were largely overcome, and the 
application of penicillin as powder, solution or oint- 
ment proved as strikingly successful as did general 
administration in systemic infections. 

Here we have a substance whose therapeutic possi- 
bilities have only begun to be explored, though clinical 
trials started three years ago. Practitioners will 
wonder now, if they have not wondered before, why 
supplies are not yet generally available, and will be 
disappointed to read the Fiorrys’ tailpiece holding 
out n¢ prospects of the shortage being soon remedied. 
The best we can hope for is enough for local applica- 
tion not too long ahead, for a mastoid wound can be 
locally treated with 15,000 Oxford units, whereas a 
staphylococcal septicemia may need that amount 
3-hourly for weeks. The technical difficulties of large- 
scale manufacture have yet to be overcome and even 
in the laboratory much skilled work brings but a small 
return.-~The drug is highly labile—it is readily broken 
down by avids and alkalis, by heat, by certain heavy 
metals, and (most serious of all) by many bacterial 
enzymes which means that production must be carried 
out with strict asepsis. Funds for research are said 
to be ample, and Imperial Chemical Industries Ltd. 
as well as the new Therapeutic Research Corporation 
are tackling the outstanding problems. At the 
request of the Ministry of Supply, a production com- 
mittee to integrate these efforts has been set up, repre- 
senting the British firms interested and the Medical 
Research Council. American firms working on peni- 
cillin have kept the MRC informed of their findings. 
In the States all the penicillin made is pooled and its 
use is controlled by a committee ; the MRC is ities 
up a similar controlling committee here. 

While this shortage holds up progress we can still 
hope for a short-cut or a collateral circulation. We 
no longer have to depend on willow-trees for our sup- 
plies of salicylates, so why must we rely on the much 
more capricious Penicilliwm notatum for our penicil- 
lin? Unfortunately the synthesis of aspirin was 
simple compared with that of penicillin, the structure 
of which is only now beginning to be elucidated. 
Lately, Oxford workers! have obtained a substantial 
part of the penicillin molecule in crystalline form. 
This nitrogen-containing compound, penicillamine, 
produced by hydrolysis of penicillin, appears to be an 
amino-acid, but with properties very different from 
the known amino-acids, suggesting a relation to an 
amino-sugar and ascorbic acid. Another crystalline 
product—penillic acid—has since been produced ? by 
acid inactivation of penicillin, and this will probably 
prove to be a larger part of the penicillin molecule. 
These are valuable steps towards the short-cut of 
synthesis, but early ones. The other chance is that 
another compound will be found which will be as upset- 
ting to bacterial metabolism as penicillin but will be 
easily made. Yet this might mean the loss of what 
might be a triumph for British bacteriologists, chem- 
ists, drug manufacturers and clinicians. Meanwhile, 
however much we would like a few grammes of peni- 

.cillin for an individual patient, it is right that the small 
amount made should go to the chemists for analysis 
or be pooled and used in carefully planned clinical 
trials under the eye of a MRC committee. 


PHYSICAL APPROACH TO THE BRAIN 

In the field of mental disorder failure to plan 
therapeutic experiments has led to much confusion. 
Insulin, leptazol, electrical convulsions, and leuco- 
tomy have come on the stage in turn, but there is still 
controversy about their efficacy and the indications 
for their use. Yet R. A. Fisner’s book is fairly 
widely read among doctors and biologists, and ex- 
perience at Rothamsted should serve as a reminder 
that biological experiments need to be planned. 
LIONEL PENROSE,' surveying with a suitable statis- 
tical technique the 1600 patients who had been 
given “shock treatment’ in the mental hospitals 
of Ontario—which have an average of 16,000 patients 
in residence—concludes that “ taking all the facts 
together, however, it is probably safe to assume that 
in consequence of the shock therapy work carried 
out during the years 1938-41 there were at least 100 
patients fewer on the books of the Ontario hospitals 
during the year 1941-42 than there would have been 
if no such specific treatment had béen given.” He 
also found that valuable as the method is for affective 
psychoses in persons first admitted between the ages 
of 40 and 59 years, “ very little support is providéd 
for the view, formerly widely held, that shock treat- 
ment has value in schizophrenia.” These moderate 
conclusions are in sharp contrast with the optimistic 
statements made about the efficacy of insulin and con- 
vulsion therapy. In any case it looks as if a planned 
therapeutic experiment would have made a better job 
of it. Perhaps the therapeutic trials committee of 
the Medical Research Council might be invoked. 

At the Royal Medico-Psychological Association on 
March 10 the present status of prefrontal leucotomy 
was discussed. Among the psychiatrists there were 


_ differences of opinion about its value and modus 


operandi; among the surgeons about the technique 
and the risks. But there was substantial agreement 
that the method is still experimental, that it some- 
times produces dramatic improvement, that in the 
hands of a skilled neurological surgeon it is not attended 
with great_risk to life, and that it can have by no 
means negligible ill effects. Dr. Rotr StréM-OLsEN 
gave a candid account of clinical findings which were 
not reassuring as to the wide applicability of the 
method. Mr. F. W. Wittway and Mr. WyLiIr 
McKissock described their respective surgical tech- 
niques, and Mr. McKissock pointed out that epilepsy, 
aphasia and incontinence of urine were complications 
that. could not be dismissed as trifling in comparison 
with the mental illness. Dr. F. L. Gotna drew 


’ comparisons between the tissue damage in electrical 


convulsion therapy and that in prefrontal leuco- 
tomy, and he deprecated the static conception of 
cerebral function that sees in this operation nothing 
but an irremediable trauma. Other surgeons and 
other psychiatrists contributed to a discussion which 
sometimes intentionally and sometimes by implication 
underlined the vagueness of the indications and the 
dubiety of the rationale and results. Psychological 
tests may be used to decide if there is deterioration 
after the operation. 

In our last issue Dr. Hutron reported on 50 patients 
treated by the method and was able to point to many 
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Smith, 8. Ibid, Feb. 27, 1943, p. 251. 


1. Further Report on the 1938-1941 om Treated Cases in the 
Ontario Hospitals, by she e Division of Statistics, 
Ontario Department of Health, January, 1943. 
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encouraging features; the patients were selected as 
having poor prognosis, yet the outcome was satis- 
factory in a considerable proportion—they are back 
at work, or their distress of mind has been alleviated 
and their conduct bettered. Similarly Dr. FLewine 
* and Mr. McKissocx report that of 12 melancholics 
with a good prognosis 7 have recovered completely 
since the operation, and another has shown consider- 
able improvement. It would seem from these and 
other reports that affective disorders, in which the 
prognosis is in any case on the average good, may do 
well, but that typical schizophrenics, especially of the 
‘nuclear ” type, do not profit by it as a rule. 





Annotations 


SIR JOHN LEDINGHAM’S RETIREMENT 
At the end of this month Sir John Ledingham, FRS, 
will hand over the directorship of the Lister Institute to 
Dr. A. N. Drury, FRS. He thus concludes an unin- 
terrupted period of service which began in August, 1905, 
with his appointment under the late Dr. George Dean to 
the staff of the serum department of the institute at 
Elstree. In 1906 Dean was transferred as chief bacterio- 
logist to the main institute on Chelsea Embankment with 
Ledingham as his assistant. Three years later Dean 
became professor of pathology in: the University of 
Aberdeen, and Ledingham took his place and held it 
until his appointment as director in January, 1931, in 
suecession to Sir Charles Martin, FRS. 
uring his tenure of one of the most responsible 
research posts in the domain of preventive medicine in 
this country, Sir John has proved himself not only a 
capable administrator and supervisor of research in his 
chosen fields but also an active experimentalist in 
microbiology. Before the war of 1914-18 he was 
chiefly occupied in serological studies—such, for example, 
as those on the mechanism of phagocytosis—and in 
investigations on the bacteriological and epidemiological 
aspects of the typhoid carrier, a subject to which he was 
one of the first British contributors. He has always 
been keenly interested in experimental hematology, and 
in 1914 he opened a new line of inquiry by finding that 
a@ serum prepared by immunising with. blood-platelets 
was capable, on injection into the animal species pro- 
viding them, of producing a condition closely resembling 
purpura hemorrhagica in man. In the interval between 
the two wars fundamental .studies on viruses and virus 
‘diseases engaged his attention. With the aid of the 
high-speed centrifuges then available he was able to 
obtain pure suspensions of the virus. bodies of vaccinia 
and fowl-pox and to prove that these minute elements 
were in truth the xtiological agents. Later he studied 
the morphology and the conditions of growth of the 
curiously diverse forms of a group of organisms whose 
exact relationship is hard to define and which are repre- 
sented by the causal agent of pleuropneumonia of cattle. 
As chief bacteriologist and director, Sir John has taken 
part in establishing and in fostering the activities of 
the National Collection of Type Cultures ; he took steps 
to create a department of biophysics in the institute 
through the provision by the Rockefeller Foundation of 
the Svedberg high-speed centrifuge and electrophoresis 
equipment ; and he has witnessed the steady growth of 
the various research divisions, and the early stages of 
new and important additions to knowledge in bacterial 
chemistry, protein chemistry and the application of 
efficient bacterial antigens as prophylactic agents. He 
has taken his full share of the work of expert committees 
under the former Local Government Board, the Ministry 
of Health, the London County Council, and the Medical 
Research Council. The encyclopedic System of Bacterio- 
logy sponsored by the latter body owes much of its value 





IN SOUTH WALES 





to his editorial care and skill and to his own contributions 
and those of the members of his staff. 

Sir John Ledingham’s friends and former colleagues 
whose work has benefited by his sound advice and helpful 
suggestions will wish him a pleasant retirement with 
opportunities for continuing the researches to which he 
has unsparingly devoted his active life. 


CANCER TREATMENT IN SOUTH WALES 

Berore the war a scheme had received general 
approval to provide for the treatment of cancer in South 
Wales and Monmouth in fulfilment of the Cancer Act 
1939. There was to be a radiotherapeutic institute at 
Cardiff Royal Infirmary, with 52 beds and all services ; 
for this the architect’s plans had been prepared, the 
necessary staff decided on and the cost estimated. The 
war naturally caused delay, and the ‘“‘ appointed day ” 
under the act was put off from year to year. Now, how- 
ever, an attempt is being made to bring the scheme into 
being, a temporary building has been provided at 
Whitchurch. EMS Hospital, near Cardiff, and its therapy 
apparatus is due. Members of the National Radium 
Commission lately visited this building and conferred 
with the committee of the radium centre, and later with 
representatives of local authorities and others. There 
was unanimity about the urgency of proceeding with the 
scheme as far as the war allows, and the three voluntary 
hospitals and eleven local authorities involved—those 
of Newport, Cardiff, Swansea, Merthyr and seven county 
councils—are considering details. The local authorities 
have agreed to report quickly to the Welsh Board of 
Health, and the temporary building is to, be enlarged. 
The first appointment made will be that of a full-time 
radiotherapist of high professional status. 


BLOOD OXYGEN LEVELS AFTER BIRTH 

It is generally agreed that at birth the arterial blood 
of the baby, as measured in the umbilical vein blood, is 
saturated only to about 50% of its oxygen-carrying 
capacity, whereas in the adult the corresponding figure 
is about 95%. There has been little evidence of how 
quickly the newborn baby achieves the “‘ adult ’’ level 
and yet this change is one of the most essential adjust-, 
ments of the neonatal period. C. A. Smith and E. 
Kaplan have endeavoured to. supply this evidence * 
working with a method whereby blood taken under oil 
from the infant’s heel was used, a method shown to give 
results practically identical with arterial puncture and 
requiring only 0-2 c.cm. of blood. A series of 36 normal 
infants in the Boston Lying-in-Hospital were investigated 
at intervals of 8 hours to 14 days; in another series of 
31 infants the oxygen content of the blood in the umbilical 
arteries and vein at birth was measured, and at short 
intervals afterwards 2, 3 or 4 further specimens were 
obtained from the heel—the first usually at about 
30 minutes but in some at 15 minutes or sooner after 
birth. In some instances, too, X-ray examinations 
were made to check the degree of expansion of the lungs. 
The first point that emerges from this work is that with 
the group of infants in the first 2 weeks of life the 
neonatal blood was fairly well oxygenated. The average 
for the whole 36 was 93%, and the range 82 to 100%. 
Of the whole series 23 (64%) had arterial (i.e. cutaneous) 


* blood with an oxygen level as high as or higher than 


the lowest adult level. In the second series, with 
determinations made during the first hour, 12-8% of 
samples were within the normal adult range. In the 
second hour the percentage had risen to 35, and by the 
third hour 75% of the samples had reached adult levels. 
It is observed that sometimes the speed of change 
taking place was even visible in the increasingly red 
colour of the blood as it flowed duting a single sampling. 
No consistent relationship was found between the level 
of the cord blood at birth and the rate of change i in the 


1. Amer. J. Dis, Child. 1942, 64, 843. 
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arterial blood after birth. Studies of the X-ray findings 
showed that satisfactory adjustment of blood oxygena- 
tion does not appear to require that the infant must 
entirely overcome the initial atelectasis of the lungs at 
birth. In a small series of premature infants oxygen 
saturations were generally lower than those im adults 
or in full term infants of comparable age with an average 
of 88% between birth and 20 days with a range of 75-99%. 
In general in the newborn period the necessary adjust- 
ment appeared to be accomplished satisfactorily and 
relatively rapidly, even in the presence of incomplete 
pulmonary expansion. The speed with which this is 
brought about suggests that cireulatory changes after 
birth occur abruptly rather than gradually. The 
authors in fact suggest that their work offers support for 
the evidence adduced on X-ray examination by Barcroft 
and others for the sudden closing of the ductus arteriosus 
and foramen ovale with the first breath. They suggest 
in conclusion that more work is necessary along the lines 
indicated. If evidence is sought on the normality or 
abnormality of respiratory and circulatory efficiency 
in the newborn, particularly with reference to the effects 
et maternal anesthetics or analgesics, then observations 
should be made on arterial (cutaneous) blood at a stated 
interval, say 45 minutes, after birth rather than on 
umbilical cord blood. 


2nd LIEUTENANTS, RAMC 

THE profession as a whole is apt to think of the Royal 
Army Medical Corps as a body of doctors supplying the 
medical needs of the Army. Few civilians come into 
close contact, with the work of its unqualified members, 
who form the large majority of the Corps and whose 
devotion to duty must be complementary to that of 
’ medical officers if the efficiency of the service is to be 
maintained. Even in eommissioned ranks, however, 
there has long been a proportion of non-medical per- 
sonnel. .Senior warrant officers and non-commissioned 
officers of the Corps are selected from time to time to 
fill vacancies as lieutenants (quartermasters) and -are 
responsible for looking after hospital equipment and 
medical supplies and generally for relieving medical 
offieers of routine administrative duties in hospitals, 
casualty-clearing stations, field ambulances and head- 
quarter offices. During this war many new quarter- 
master officers have been appointed and this type of 
officer has now replaced medical officers as registrars in 
general hospitals -and in other appointments carrying 
greater responsibilities and field rank. A very small 
number of non-medical specialist officers have also 
been appointed ; entomologists for antimalarial work, 
analytical chemists in hygiene laboratories, and an 
odeasional specialist from other allied sciences when 
required for some special purpose. 

A new type of non-medical officer has lately been 
introduced to relieve medical officers of those duties 
in the forward areas for which a qualified doctor is not 
essential. These officers will be employed in CCSs 
and forward medical units. In field ambulances they 
will be in charge of stretcher-bearer sections and will 
assist in organising the unit for the reception and 
evacuation of battle casualties. In this way they will 
free the medical officers of routine duties and their 


employment will actually be in lieu of one medical” 


officer in each unit, so that economy in doctors will be 
effected. The nature of their duties will call for ad- 
ministrative ability and powers of leadership as well as 
for a high standard of first-aid training. For these 
reasons only serving soldiers (not “‘ only sons of soldiers ”’ 
as elsewhere reported) who have proved powers of 
leadership and who are especially recommended by their 
Commanding Officer. are considered for these appoint- 
ments. Those selected are given special training in a 
field ambulance and then pass through an OCTU, 
Although appointed in the rank of 2nd lieutenant— 


a rank new to the RAMC—these officers will normally be 
promoted to the rank of lieutenant after six months, and 
after a further period of service they will be able to gain 
further promotion on merit, since they will be eligible 
for appointments as company officers at RAMC depots 
and static hospitals in this country, or for administra- 
tive posts as staff-captains. Most appointments of this 
kind are at present filled by lieutenants (quartermasters), 
but the supply of these is not unlimited and by their 
wide experience in the Corps they are better able to 
relieve medical officers of the more responsible adminis- 
trative duties. 

The increased use of non-medical officers in the 
RAMC will be welcomed by the profession. It is a 
means of relieving qualified doctors of non-medical 
duties at a time when heavy demands on the profession 
make the full employment of professional talents more 
and more important. 


“NAYLAND HALL” 

On May 1 the East Anglian Sanatorium at Nayland, 
near Colchester, will be taken over by the British Legion 
which has long been concerned with the care of tuber- 
culous ex-Service men at Preston Hall, Aylesford, and 
at Douglas House, Bournemouth. The Preston Hall 
council are now to extend their care to women, especially 
those discharged from the Women’s Services. It is 
proposed to develop at Nayland Hall courses of octupa- 
tional therapy and training in industrial pursuits similar 
to those available for the men and to link up the activi- 
ties of all three institutions under the direction of 
Dr. J. B. McDougall. The necessary alterations to the 
property will be put in hand as soon as labour and 
material are available. The name Nayland will keep 
alive the memory of that pioneer of open-air treatment 
Dr. Jane Walker, who founded the sanatorium in 
January, 1901, and was herself buried there on Nov. 19, 
1938. Started for private patients, pavilions for 
hospital patients soon sprang up in the grounds, then 
a juvenile section through which 2700 children passed 
in 25 years, and in 1916 a section for the training of 
soldiers disabled by tuberculosis. It is good to remember 
the zeal with which “Dr. Jane” supervised the big farm 
and garden, and initiated occupations such as home-made 
jewellery which made Nayland ahive of hopeand industry. 


DEATH TO THE LOUSE 

Nurses who have had a ward infested through the 
unwary admission of one child with pediculi capitis 
speak feelingly of the labour of delousing. Last year 
Busvine and Buxton! drew attention to the value of 
three drugs as speedy insecticides: 25% technical 
lauryl thiocyanate in a white oil; 50% lethane 384 
special in similar oil; and derris cream. The expert 
committee on methods of eradicating the head-louse set 
up by the Ministry of Health have agreed that lethane 
is effective ; and a uniform pack of medicated hair-oil 
with correct instructions will shortly be available at all 
pharmacies. Busvine and Buxton recommended a dose 
of 30-120 min. (2-8 c.cm.) per head, the lower dose 
sufficing for a child with short hair, the higher for a long- 
haired woman. The quantity suggested is about equal 
to the amount of brilliantine commonly applied, and 
does not make the hair look unsightly. The hair is 
parted with one hand, and the liquid put directly on to 
the scalp, with a pipette or teaspoon, at about eight 
different sites. It is distributed by rubbing it in with 
the fingers, and the hair should not be combed too much 
afterwards because that draws the insecticide away from 
the scalp. The patients in their series were told not to 
wash the head for ten days. Failures with any of the 
three drugs, used in the proportions suggested, were 
generally under 2% and always under 10% in patients 
going into a clean environment. Dr. R. J. Irving-Bell, 





1. Busvine, J. R. and Buxton, P. A. Brit. med. J. 1942, i, 465. 
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speaking to the Royal Sanitary Institute on March 13 
at Bristol, set out further evidence of the effectiveness of 
lethane. This drug is not only lethal to lice and their 
eggs but gives immunity to further infestation for at 
least a week. It has not been found to irritate the 
skin of the scalp in 50% strength, though it is thought 
that in some people it might cause irritation of other 
parts of the body. Busvine and Buxton advised against 
its use onthescrotum. The cost issmall ; 35s. purchases 
a gallon, which is sufficient for treating 2400 heads, at 
less than a farthing per head. The public health depart- 
ment in Bristol has ak it on infested heads for a year 
as @ brilliantine in 40% strength. This is easy to apply 
and pleasant to use; the head is washed on the eighth 
day after application and the nits combed out with the 
help of dilute acetic acid. Treatment, to be effective, 
has to include the whole family, disinfestation of pillows 
and sheets, and inspection once a fortnight for some time 
afterwards. In a few Cases where heads were getting 
reinfested a week or so after treatment the family has 
been given some lethane brilliantine with instructions 
to apply a few drops to the hair two or three times a 
week, in much the same way as an ordinary hair dressing 
is used. 

The drug has also successfully destroyed vermin in 
Bristol air-raid shelters. It was sprayed from an 
atomiser, under pressure, on to all hessian coverings 
of bunks, their wooden frames and the walls of the 
shelters. Dr. Irving-Bell suggests that it would have 
great value in a typhus epidemic; the Bristol teams 
trained to deal with such an outbreak, after washing the 
patient with soap and water and shaving the hairy parts 
of his skin, will swab him down with 40% lethane. Their 
own protective clothing, moreover, will be sprayed 
with lethane inside and out before they handle a case. 


A NEW BULLETIN 

‘Tue British Council was founded some years ago to 
correct a belief then current abroad that Great Britain 
no longer had anything substantial to offer the world, 
whether in art, literature, science or social experiment. 
It was founded, no doubt, with one eye on the incessant 
foreign propaganda of Nazi Germany, but its work is 
now much more than a means of national self-advertise- 
ment—it is a useful channel for spreading knowledge 
among the nations. Especially perhaps. is this true 
of the medical bureau, originally sponsored by the 
British Medical Association, which has now become the 
Council’s medical department. From this department, 
which is in charge of Dr. Howard Jones, abstracts of 
British medical papers have been circulated to medical 
journals throughout the more accessible parts pf the 
world: they are sent in the language of the receiving 
country and they have been widely reproduced abroad. 
To supplement this service the Council has now begun 
to issue the British Medical Bulletin which seeks “‘ to 
provide a guide to medical science and thought in Britain” 
and consists mainly of summaries of recently published 
papers grouped according to subject. The bulletin itself 
will not be distributed generally to the medical pro- 
fession, but other journals are invited to reproduce 
these summaries.. The address of the department is 3, 
Hanover Street, London, W.1. 


EAST MIDLANDS PHYSICIANS SOCIETY « 

PHYSICIANS in consultant practice in the counties of 
Leicester, Nottingham, Derby and Lincoln are being 
asked by Dr. Hugh Barber to meet at the Leicester 
Royal Infirmary, at 11 am on April 3, to form a society 
for the study and ‘discussion of scientific hospital medical 
work. It is suggested that physicians and assistant 
physicians on the staff of hospitals in the area with not 
less than 150 beds shall be the foundation members, but 
that s of any kind and physicians of any address 
shall be elegible for election. The society is therefore 


likely to include a leavening of pathologists, radiologists 
and such from. the four counties and some physicians 
from the voluntary hospitals of neighbouring ones. At 
the inaugural meeting quarter-hour papers will be read 
on neurosyphilis, rheumatism, heart-block, spondylitis, 
Addison’s disease and ocular palsies, and there will be a 
demonstration .of clinical cases and a discussion on 
infective hepatitis. Dr. J. V. C. Braithwaite will preside 
over this pleasant adventure. 


THE ROYAL SOCIETY 

THE 20 new fellows of the Royal Society whose names 
we announce on p. 417, include 5 members of the medical 
profession and 3 close associates of medicine. Of the 
former, Dr. Buxton at the London School of Hygiene 
has repeatedly proved the value of expert entomology 
to the public-health officer at home and abroad. Dr. 
de Burgh Daly of Edinburgh is a physiologist whose 
special knowledge of the circulation is now being 
utilised in research for the War Department. Dr. 
Fleming of St. Mary’s Hospital pursued the study of 
antibiotic substances at a time when their interest was 
generally dismissed as academic ; from the discovery of 
lysozyme in tears he passed to the antibacterial activities 
of moulds and thus originated all subsequent work on 
penicillin and kindred substances. Dr. Wilder Penfield 
directs at Montreal a school of neurosurgery that has 
already done much to elucidate cerebral localisation and 
narrow the boundaries of ‘idiopathic’ epilepsy. Dr. 
Zuckerman, formerly an investigator of the reproductive 
functions of primates, has lately become an authority on 
their destructive capabilities: he is anatomy professor 
elect at Birmingham. Of the non-medical fellows 
Dr. Ewins is head of the research team of Messrs. May 
and Baker Ltd. which produced sulphapyridine ; Dr. 
Felix of the Lister. Institute is co-author of the Weil- 
Felix test and author of valuable typhoid vaccines and 
sera; and Dr. Kon is the newly appointed research 
professor of chemistry at the Royal Cancer Hospital. 
These names well illustrate the direct (if sometimes 
delayed) impact of scientific investigation on medical 
practice. 

HUTCHINSON’S TEETH 

Forty years ago Hutchinson’s teeth were common in’ 
this country, but today there must be many doctors 
who have never seenthem. Unfortunately, in 7-10 years’ 
time, when this war’s crop of syphilitic babies reach their 
second dentition, they may again be common, and it is 
important that the typical deformities should be recog- 
nised, since they sometimes provide the only obvious 
pointer to the disease. Sarnat and Shaw? of Chicago 
have amplified, with the help of radiograms, what 
Hutchinson told us in 1858. They refer especially to 
the confusion that may arise between Hutchinson’s 
teeth, and teeth showing hypoplasia of the enamel 
caused by other diseases, such as measles and scarlet 
fever. In hypoplasia caused by an infection after infancy 
the incisal edge of the upper centrals will as a rule 
be fairly well formed, the hypoplasia taking place higher 
up the crown ; though of course the incisal edge may be 
broken off at the band of hypoplasia. In Hutchinson’s 
teeth, on the other hand, the infection is prenatal and 
it is the centre of the incisal edge that is missing. Hypo- 
plasia caused by difficulty in feeding a newborn infant 
would affect the incisal edge, but would not give the 
peg-shaped crown characteristic of Hutchinson's teeth. 
Radiograms of children at birth or up to 2 or 3 years 
would be instructive in showing whether the change in 
tooth-formation coincides with the early manifestations 
of syphilis in other parts of the body. 


1. Sarnet, B. G. and Shaw, W. G. Amer, J. Dis. Child. 1942, 64, 771. 








Mepreat Surmauerenpiarrs Socrery.—The annual meeting 
of this society will be held on Saturday, April 17, af 2 pm at 
BMA House, Tavistock Square, London, W.C.1. 
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Special, Articles 
MEDICAL REHABILITATION 


PLANNING FOR IMMEDIATE NEEDS 


Tur Government has avowed its intention of organis- 
ing a unified and comprehensive health service to cover 
the whole range of medical needs. This intention 
includes ‘‘ assumption B”’ of the Beveridge report in 
which it is taken for granted that rehabilitation of all the 
sick and injured shall be carried through till the maximum 
of earning capacity is restored ; and the recommenda- 
tions of the Tomlinson report covered disablements from 
all causes, not only physical injury but conditions 
resulting from disease. These tremendous aims were 
set out in an appendix ! to the latter report which should 
be posted in every outpatient hall and every surgery in 
the country. They are attainable because, as we pointed 
out at the time, they do not imply a change of heart 
but only a widening of existing well-doing. They require 
no more than money to provide the equipment, time to 
‘train® the personnel, and full recognition of remedial 
‘therapy as a branch of medicine. And whatever else 
can wait this rehabilitation cannot. Take the case of 
fractures as an example of a strictly localised lesion in an 
otherwise fit and healthy person. The Delevingne 
Committee laid bare in 1939 our lack of provision for 
early and complete recovery, and the position has since 
been only partly made good. The present shortage of 
man-power has underlined this easily preventable 
waste ; further, it has shown the need for restoring every 
sick or injured man, woman and child to workaday 
efficiency as quickly as possible, for every adult is 
contributing in one way or another to the national effort, 
and time spent in attending to others is time diverted 
from the winning of the war. 

The aim should be not only to treat the disease or 
injury and heal the damaged part, but at the same time 
to maintain the general fitness of the patient, and when 
convalescence is established to make good without delay 
the loss in strength and efficiency that has occurred. 
The term “medical rehabilitation’ applies more 
especially to this making good, and the amount of 
restoration required must clearly depend on the skill 
and care with which treatment has been carried out in 
the earlier stages. Economically, therefore, it would 
be a mistake at this time of national emergency to concen- 
trate attention solely on shortening the convalescenct of 
serious cases requiring long periods of medical care to the 
neglect of the treatment, for example, of minor maladies 
and relatively trivial injuries, 





QUICK RETURNS 

While many patients are fit for work as soon as the 
illness is over, others require nothing more than a breath- 
ing space at home, without special treatment, before 
resuming work. The need for rehabilitation is an 
equation between the severity of the illness or injury 
and the nature of the work. Rest in hospital or loafing 
at home will never restore some patients to fitness, 
especially if their work demands unusual endurance or 
exceptional skill. To make a soldier fit to resume 
military dyties the War Office provide the final stages of 
medical rehabilitation at convalescent depots of their 
own. Civilians are provided for under the Emergency 
Hospital Scheme. Early in 1941 the Ministry of Health 
designated hospitals for long-term cases of injury, 
authorising them to provide accommodation, personnel 
and equipment for the rehabilitation of this type of case. 
During the last two years responsibility has been 
accepted for many other classes of patients; these 
provisions are now inadequate, and the Ministry is doing 
its” utmost to expand the provision wherever possible 


1. Reproduced on p. 119 of THE LANCET of Jan. 23, 1943. 
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anil to minke more effective use of existing provision. 
Accommodation and trained staff cannot, however, be 
much increased now for the very reason that demands 
the extended use of rehabilitation—namely, the shortage 
of man-power—but everything that can be done within 
these limitations is to be done without delay. It is not 
a problem for the EMS alone. The civilian who has had 
an operation for inguinal hernia at a hospital near his 
home, and has been discharged as soon as he can walk 
about, should attend @aily as an outpatient if he is to be 
made fit for work as soon as possible. Even where the 
provision of new accommodation is ‘out of the question, 
much could be done even now by utilising space allocated 
to less important purposes. What is principally required 
is room for class exercises and games, indoors and out- 
of-doors, and for occupational therapy. If fully trained 
ancillary staff—masseuses, physical-training instructors 
and occupational therapists—are not available in ideal 
numbers, group treatment can save the time of the 
trained staff and one fully trained member can supervise 
a number of partially trained. A masseuse with the right 
personality can manage a class of men as well as the 
missing physical-training instructor (who by the way 
may sometimes be rediscovered in a rescue party or the 
fire service where he could render part-time duties in a 
nearby hospital). 


A SURVEY OF EXPEDIENTS 

As a first step the Ministry of Health has decided 2 to 
conduct a detailed review of the rehabilitation measures 
at present carried out in the larger hospitals throughout 
the country, and for this purpose the hospital officers in 
each region and sector are to arrange visits by members 
of their staffs, taking with them other doctors experienced 
in this field of medicine and acquainted with the local 
hospitals. The aim is to explore by full and frank 
discussion with those concerned what expedients 
hospitals can be advised to adopt to secure the greatest 
possible development of rehabilitation measures under 
war-time conditions. The visitors will advise the 
authorities of hospitals (voluntary and municipal) and 
convalescent hgmes on what can be accomplished now 
and how to set about it. When sufficient accommoda- 
tion and staff have been found for massage, class exer- 
cises, games and occupational therapy, there will remain 
the crucial problem of medical oversight. For the most 
part doctors have hitherto had little opportunity of 
studying this form of treatment and of learning how to 
prescribe it. The first essential is to find the proper chief 
in each hospital to direct the department and supervise 
treatment. It matters not whether he is physician, 
surgeor or expert in physical medicine, so long as he car 
improvise, overcome difficulties and gain the confidence 
of colleagues and staff. Arrangements can be made for 
him and his staff to visit other hospitals with depart- 
ments already running smoothly and efficiently. The 
director will need to be in frequent consultation with his 
clinical colleagues on the best use to be made of the 
methods of treatment at his disposal ; a special form has 
been found useful on which are printed the various 
methods available, from among which the physician or 
surgeon can choose his prescription. In the outpatient 
department the director will make contact through the 
almoner with the welfare authorities and the labour 
exchange. 


WORKING MODEL FOR THE FUTURE 


These are emergency measures to meet a war-time 
need ; but they are more than that, for out of them will 
be evolved the peace-time departments envisaged in. # 
comprehensive health service. Hospital authorities and 
lay administrators will need guidance, now and after the- 
war, on the accommodation, staffing and equipment 


2. Cirgular DGL 242 (March 8, 1943) to hospital and sector hospital 
officers. 
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required for these methods of treatment. Such guidance 
can be given only by doctors responsible for the care of 
patients ; the more experience the medical profession 
can obtain, and the more interest it takes in the practical 
details, the better will be the guidance and the more 
efficient the treatment. That is the meaning of full 
recognition of remedial therapy as an essential part of 
medicine. 


. 


BRITISH ORTHOPZDIC ASSOCIATION 


MILITARY ORTHOPZDICS 


AT a special meeting of the association in London on 
Feb. 27, under the presidency of Mr, G. R. GIRDLESTONE, 
the organisation of ig mages sections of military 
hospitals in the British Isles was discussed by Major 
R. LONG, on behalf of Brigadier W. ROWLEY Bristow. 
In the Army, he said, the orthopedic department is not 
separate from the rest of the hospital activities like the 
eye and ear, nose and throat departments, but takes its 
place as one of the two main branches of surgery. In 
most military hospitals the orthopedic surgeon takes 
his turn on duty as surgeon-on-call, prepared to deal 
with the ysual surgical emergencies. he fracture ward 
contains all the patients with fractures, irrespective of 
who was on duty when the patient was admitted, and 
it is the orthopedic surgeon’s responsibility to direct or 
continue the treatment himself. When a patient is 
convalescent he is transferred to a BRCS auxiliary 
hospital; all of these have trained masseuses, and 
the bigger ones have sergeant instructors, APTC. 
There the orthopedic specialist visits the patients, 
usually weekly, with the local GP, and arranges con- 
tinuity of treatment and eventual. disposal. The 


patient returns to the parent hospital for change of ‘ 


plaster, X rays, &c. Normally, patients return to their 
units via a convalescent depot. The surgeon should 
then have finished treatment, and the soldier has no 


further need of specialist attention and only requires - 


conversion from a patient to a soldier. The orthopedic 
specialist has attached to him one or more medical 
officers to assist with the work of the department and to 
learn the routine treatment and disposal. of fractures 
and injuries. Such an officer may afterwards be posted 
to a field ambulance, or may be graded as a surgeon and 
sent to a general hospital. Occupational therapists now 
being appointed to military hospitals are qualified 
CSMMG and have done a six months’ course in occupa- 
tional therapy. Their work is largely diversional or 
recreational, for true occupational therapy has only a 
limited application in a military hospital. Patients 
requiring long-term occupational therapy for a specific 
purpose are transferred to command long-stay rehabilita- 
tion centres. The military orthopedic specialist confines 
himself to treatment which is likely to make a man fit to 
serve again. ~Patients requiring reconstructive surgery 
or treatment of degenerative conditions are mostly 
transferred to EMS orthopedic centres or dealt with by 
the Ministry of Pensions. It-is not customary to treat 
soldiers with ambulatory fractures as outpatients. 
The close working of orthopedic with general surgical 
teams was further elaborated by Lieut.-Colonel St. J. D. 
Buxton, who described the organisation of the orthopzdic 
service in the Middle East Force. The service consisted 
of five ortho ic centres closely codperating with 
convalescent depots. Each centre worked as part of a 
general ay to which it- was attached, and was 
staffed by 2 orthopedic surgeons, a clerk, a nursing 
sister and orderly for the plaster room, 8 masseuses and 3 
occupational-therapy workers; this was roughly the 
personnel required for a hospital of 1200 beds. ATS 
secretaries can relieve medical officers of much of the 
labour of note-taking, At a convalescent depot there 
were special facilities for physiotherapy, for ‘physical 
training and for occupational therapy. At onesuch depot, 
in addition to handicraft work, bookbinding, carpentry 
and metal work with a forge were available. Swimmin 
and games on the shore had proved their value. Sufficien 


. surgical equipment was available at the hospitals, but 


a@ surgical appliance workshop had to be set up. The 
tradesmen employed under supervision were Italian 
prisoners. O accidents were responsible for much 
invalidism, and the orthopedic surgeon could advise 
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on their prevention. Serious fractures not due to gun- 
shot wounds formed a fifth of the totalinjuries. Primary 
suture of wounds, especially those complicated by 
fracture, was to be avoided in the Western Desert. 
In Lieut.-Colonel Buxton’s view foreign bodies should 
not necessarily be removed at forward operating 
centres. When amputation is carried out in the forward 
area the stump should be dressed with sulphanilamide 
powder and a loose ‘ Vaseline’ gauze pack. A stitch 
or two may be useful, but closure of the wound is to be 
condemned. If a wound is packed in a forward area, 
care must. be taken that this packing is loose and does 
not act asa plug. Limitation of change of dressings 
and the use of plaster-of-paris splinting were a valuable 
advance in the treatment of gunshot wounds of the 
limbs. Of 200 gunshot wounds causing fracture of the 
femur, the deaths at the base numbered 13 and the 
amputations also 13; of the deaths, 3 followed amputa- 
tion. Of 273 wounds of the knee-joint, 178 were non- 
suppurative and 95 suppurative ; 5 died from all causes 
and 12 amputations were carried out. Of 51 wounds 
of the elbow-joint, 12 were complicated by injury to 
one or more nerves; two arms were amputated and no 
death was directly due to the lesion of the joint. 

Colonel E. C. CUTLER, United States Army Medical 
Corps, urged that there is no place in the forward areas 
for the limited specialist ; orthopedic surgeons working 


. there should have had adequate general surgical training 


also. In the modern ultra-mobile campaigns air 
transport still makes it possible to evacuate cases 
requiring special treatment early to the general hospitals, 
where full orthopedic facilities are available. Ortho- 
peedics, he said, has an important part to play in the 
application of its principles to the problems of trauma, 
but since something like a quarter of a young doctor’s 
work is concerned with injuries trauma should not be 
made a specialty. f 
SHORT PAPERS 

A series of short papers were read on various clinical 
aspects. of military orthopedics. Major FuRLoNG, 
discussing four minor injuries, dealt first with ‘* Churchill 
finger,’’? an injury common in tank crews, in which the 
tip of one or more digits is crushed by the sudden closure 
of the roof-flap. Conservative treatment is advisable 
for ‘the lacerated finger—‘‘ sew it back however bad it 
looks.’’ Satisfactory results are obtained by covering 
the ends of the finger by whole thickness skin-grafts 


with loose dressings to avoid rigid immobilisation and‘ 


consequent stiffness. In fractures of the metacarpals 
the surgeon should regard the injury as a contusion of 
the hand rather than a fracture and so should pay more 
attention to the restoration of function in soft tissues 
than to the employment of splintage. Return to duty 
after Bennett’s fracture of the base of the thumb is 
quicker and more satisfactory if no attempt at reduction 
is made. For fracture of the clavicle Major Furlong 
advocated auto-reduction by the soldier, employing 
the hips-firm-shoulders-braced-back attitude, during 
which a figure of eight bandage is applied over both 
shoulders without padding; the absence of padding 
ensures that the soldier keeps his shoulders back. 


After this the patient’s whole effort should be to maintain 


the position actively. Early movement and return to 
light duty at the end of 3 weeks is the rule. 

- Lieut.-Colone] BUXTON reviewed the simple method of 
charting for peripheral nerve injuries employed in the 
advanced areas of the Middle East, complete diagnosis 
based on exact investigation being left until later. 

Major G. PERKINS read a paper on the surgical treat- 
ment of osteomyelitis, the result of penetrating wounds. 
The osteomyelitis pursues one of five courses: (a) the 
inflammation may resolve and never again trouble the 
patient; (b) it may continue as persistent acute osteo- 
myelitis; (c) the acute inflammation may subside 
leaving a sinus down to the interior of the bone; (d) 
it may heal but after months or years may recur; (¢€) 
there may be a persistent sinus associated with recurrent 
“ flares’ of acute inflammation in the bone. In per- 
sistent acute osteomyelitis surgery is rarely necessary for 
the cure of the inflammation—drainage is usually 
adequate because of the wound. Later amputation may 
be advisable either to save life or because an artificial 
limb will be more useful than a crippled leg, in cases with 
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an ununited fracture or serious unsuturable nerve lesions 
or soft-tissue loss. A sinus may remain use of the 
presence of a foreign body or sequestrum; this needs 
careful exposure of the cavity without excision of the 
track which has been opened up, removal of dead frag- 
ments, and light suture without drainage. uestra 
and foreign bodies are not always revealed radio- 
graphically, and it is often difficult to decide when 
inflammation has subsided enough to permit of inter- 
ference. The sinus may persist from continued mild 
infection without uestra. Here the object is to 
remove all infected me, though this may not be 
entirely practicable. The obliteration of ‘cavities is 
important; no more than half the circumference of 
the infected bone should be chiselled away, care bein; 

taken not to fracture the bone. The immediate seque 
is acute inflammation of the bone that is left, and there 
must therefore be free drainage by light packing with 
paraffin soaked gauze, which should be removed as soon 


as a ‘‘ safety valve ’’ is no longer needed. For recurrent . 


attacks of acute osteomyelitis Major Perkins advocated 
conservatism, the essential treatment being rest ; surgery 
is not indicated unless an abscess forms, and then only 
if an exit for pus is necessary. A sinus with recurrent 
-flares_as a rule defies treatment. Usually there is a 
continuous grumbling inflammation in a bone riddled 
with organisms. The more serious cases in the lower 


extremity amply justify amputation, which should first - 


be done through the lowest limit of healthy bone. 
When all sepsis has been eliminated the final amputation 
is done at the site of election. 
_ Major T. T. Stam, discussing injuries to the knee- 
joint, said that in civil practice the removal of a torn 
semilunar cartilage, has always been regarded as one 
of the most satisfactory of surgical procedures, but its 
results in the soldier are mostly disappointing. The 
men themselves have come to regard the operation with 
increasing suspicion, and not without reason. Bad 
results following surgery are doubly unfortunate in the 
Army, for they leave the patients inefficient fighting 
units and may lead others to refuse operation when they 
could have been cured. These poor results can usually 
be traced to inaccurate diagnosis or mistaken judgment 
in immediate or postoperative treatment. In diagnosis 
the joint should be examined under intravenous anzs- 
thesia. The injury most often missed is a lesion of the 
anterior cruciate ligament, Seenely: the commonest of 
knee injuries. This may be the only lesion present ; it 
is then nearly always possible to lock the joint and 
unlock it while performing the diagnostic test elaborated 
by Lambrinudi. All degrees of damage to the ligament 
are encountered, from a simple sprain to a complete 
rupture. It is in the cases with minor degrees of damage 
that mistakes may result, since the knee is held flexed 
by spasm of the hamstrings, which may be mistaken for 
locking of the joint. In late cases there are two groups 
of symptoms—those due to the lesion itself, a feeling of 
insecurity and that the knee ‘‘ comes forward ’’ suddenly 
when under load in the semi-flexed position, with no 
actual locking ; and those due to slipping of one or other 
cartilage, usually the medial, producing momentary 
locking as the main feature. In spite of the symptoms 
no lesion of the cartilage will be found at operation in 
such cases. Operation may be justified where repeated 
attacks of locking cause severe disablement, but as_a 
general rule it should be avoided, for the results are not 
good. With true cartilage tears it is important to 
differentiate between tears of the substance of the 
cartilage and B agi oy detachments of the cartilage 
from the capsule. The former occur in the non-vascular 
material and therefore produce less reaction, but healing 
is impossible. In the latter the reaction (hemarthrosis, 
tenderness, &c.) will be severe, because of the vascularity 
and sensitivity. Thus, paradoxically, those injuries 
which appear more severe do best with conservative 
treatment and heal well, ‘whereas the apparently less 
severe lesions more often require operation. In the 
postoperative treatment, the fact is often overlooked 
that removal of a cartilage completely upsets the 
lubricating mechanism of the joint; much longer 
i i is usually allowed.— 


emphasised the need for thorough investigation at the 
time of the first injury.—Major Stamm agreed that 


— with internal derangement of the knee should 
treated like fracture cases and sent to hospital at once. 

The need for early, accurate diagnosis was also stressed 
in a discussion of fractures of the carpal scaphoid by Major 
G. D. RowLeEy, who reviewed 450 cases. Difficulties 
arise from delay in diagnosis and imperfect suspension 
and immobilisation. Fractures in the proximal third 
and those with displacement of fragments appear to have 
a poor prognosis. It is questionable whether a graft 
is ever justifiable in a private soldier. Some cases with 
delayed unions will unite if immobilised long enough. 
For recent strains in old-standing lesions plaster immo- 
bilisation for 4-5 weeks will often relieve symptoms. 
If a soldier does not have a perfect result he will find 
difficulty in handling a rifle or ammunition as a member 
of a gun~crew.—Mr. C. LAMBRINUDI brought forward 
important new evidence concerning the mechanics of 
the al joints in relation to displacement of the 
scaphoid fragments, which he showed to be associated 
with a minor degree of subluxation of the lunate bone. 
The cystic appearance seen in some fractures of the 
scaphoid is due to opening up of the fracture gap. 
Accurate reduction of all scaphoid fractures and of the 
intercarpal subluxation is needed before the 4 one 
of plaster fixation.—Major Soro-HAtLt of the Army 
Medica! Corps demonstrated a manceuvre for achieving 
impaction. In fractures of the right scaphoid the 
surgeon provides counter pressure with his left hand 
against the lower end of the humerus with the elbow 
flexed, while he presses the first interosseous space of his 
right hand against the interosseous aspect of the patient’s 
first metacarpal, forcing the patient’s wrist into slight 
dorsiflexion and radial abduction. Plaster is applied in 
this position, including the interphalangeal joint of the 
thumb. Over 90% of perfect results should thus be 
obtained. 

CIVIL ACCIDENT SERVICES 


Mr. R. WatTSON-JONES presented a report on behalf 
of the executive committee dealing with the future of 
accident services ; this was approved by the association. 
The BMA Fracture Committee in 1935, and the Dele- 
vingne Committee in 1939, recommended the develop- 
ment of special fracture services based on the principles 
of segregation of cases and continuity of treatment and 
aftercare under a unified control. The comprehensive 
accident service of the future should embrace the treat- 
ment of soft-tissue injuries, infections of the hand, burns, 
tendon injuries, nerve injuries and indeed all injuries 
of the locomotor system. These injuries are no less 
incapacitating than fractures, their importance to 
industry is just as great, and they outnumber fractures 
by five or ten to one. The problem will be solved more 
readily by the reorganisation of accident departments 
of general hospitals than by the formation of special 
accident hospitals. The accident department must be 
reorganised, replanned and often rebuilt. There must 
be a separate organisation and even a separate entrance 
for accident cases. The director of the accident service 
should be trained in very branch of surgery, experienced 
in orthopedic surgery, and specially tramed in the 
problems of trauma. It would be inadvisable to develop 
** traumatology ”’ as a new branch of s ry, or to train 
‘* traumatic surgeons *’ whose skill would be disseminated 
over the vast fields of locomotor, abdominal, thoracic. 
facio-maxillary, ophthalmic and cerebral surgery. Since 
the accident unit must provide a 24-hour service, the 
director must be aided by 2 first assistants, in addition 
to the usual resident surgical officers, house-surgeons 
and or a har rye There must be full secretarial 
and clerical assistance, and almoners or social service 
personnel. Close liaison must be established with 
industrial medical officers in the area served by the unit. 
The rehabilitation of sedentary and light industrial 
workers can usually be completed within the hospital 
itself by brani? occupational therapy and 
recreational therapy ; for the rehabilitation of more 
seriously injured patients who must return to heavy 
industry the accident service must have a special 
peepee a annexe vee Paves ae abhocamaoed 
pools and gymnasiums. Such special cen’ are 
essentially medical units where treatment is continued 
by the same team, and they must remain under the 
eas > apace and surgical control as the parent 

ospital. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 

CHICHESTER Cathedral stood massive and beckoning in 
the winter’s sun and as I went into its warm echoing 
shade from the jostling street the centuries seemed to 
fold back. The choir-boys were practising in the south 
transept and the coloured lights from the windows, azure, 
ruby, old green, glowed like a hypnotist’s ring. Soon 
I foynd a seat near that historic spot where in 1559 
Matthew Parker was consecrated Archbishop, ‘‘ through 
whom the episcopate 6f the Catholic Church descends to 
the Bishops of the Anglican Community.” With those 
young lovely voices to lure one back to earlier days, to 
the barbaric centuries they represent in deve ent, 
what a time and place to see history ! Yet I don’t believe 
the human mind works like that. Durimg long millennia 
to protect us it has had to envisage opposites, to see 
winter in summer, danger in security, and (as many a 
rich mean man still shows) starvation in abundance. 
The most it ean do is to make some rough attempt at 
parallelism. Actually my mind was hearing, though 
distantly, the strident debate in the House on 33B, 
which I had‘ been reading in the Times. A small useful 
measure, to be used with rarity and only in cases of 
imbecile recalcitrance, like the Alexander trout fly—ause- 
ful only to catch an eccentric and gaudy-minded fish— 
yet four hundred paid législators squabble about it for 
hours of the country’s time. Of course, we could get rid 
of VD if we cared to use the methods of the market-place. 
Take sulphathiazole, put it in attractive cartons, 
advertise and sell it everywhere under the xgis of the 
Minister of Health ; and calomel cream with a spot of 
silver in it. These are almost certain remedies and 
preventive, if used soberly, but may fail in the presence 
of alcohol. That trade which—even now when food is 
fuel to our fight—keeps square miles under barley for 
its malting, half counties under hops for flavouring, 
and fosters still that strange barbaric code “ it’s manly 
to take drink and daring to imbibe,’’ has much to answer 
for. But supposing we could thus get rid of VD, should 
we have ecclesiastical support ? Encouraging promis- 
cuity ? Fear has always been an ally of religion, threaten- 
ing sanctions. In prehistoric times the Haitian spirochete 
separated from its brother yaws—a mere skin disease— 
settled down in the damp ic mucous membranes, 
said in fact, ‘‘On man’s promiscuity I shall stake my 
dynasty’; and centuries later it came on some 
Columbian’s sore to ravage Europe, to lay under curse 
castle and cottage, to bring misery and tears beyond 
compute to men and the children of men, to continue 
through the centuries a plague. Is that an ally worthy 
of your creed, O Reverend Sirs ? Modern man is some- 
where between that beast-like form whom Nature had to 
tempt with urgent desire, climax, and release, and that 
logical being, some millennia hence, who purposefully, 
selectively, and under the best conditions, with the child 
god in his mind, will initiate life like a high priest before 
the altar of destiny. ’ 

That boy’s voice is beautiful, but it is the beauty of 
asexuality, merciless, larval. Such as we are, man has 
developed by sexuality, and the intenseness of it must 
many times—especially in his early days—have saved 
his phyle. Must we make a bogy of that which is our 
source. If there is merit in restraint—and of course 
there is—it is pure only if not sprung from fear. Besides, 
which of us would be here if it were not for promiscuity ? 
Somewhere in all of us there is a small packet of genes 
that has come to us illegitimately. I know there is in 
me. As I go out I see a notice asking for prayer and I 
drop mine gratefully. O God, I thank Thee for them 
who made me including those but for whose sin—or 
perhaps carelessness—I should not be here. Amen, 
and so out into the glorious world and the sunlight. 


wt er * * oe 
One of the men in the unit to which I am attached has 
a stutter which is obviously of functional origin, and last 
Jeane it nergy Bi beeame tal ae — gto : 
yy on. er ‘Am ¥ an air of grea 
pe Fae nae I explained to him what I intended to do and 
having obtained a suitable set of props to impress him 
with the importance of the occasion I proceeded to 
inject the solution into his arm. .I made one bad 


mistake at this point. I asked him to count backwards 
from two hundred in the hope that when he was fully 
hypnotised he would reverse and begin to count forwards. 
To my horror he reached zero long before the stuff I was 
injecting had had any effect and there was nothing for 
it but to ask him to begin again. He seemed to regard 
the juest as unusual but was’too polite to comment. 
For a short time it looked as though I might have to ask 
him to do it a third time but fortunately at twenty-five 
he began to mutter incoherently. It was now time for 
me to exert my hypnotic personality, if any. In a loud 
peremptory parade-ground voice I demanded of him his 
name and number, rank, home address, date of birth and 
his wife’s maiden name. He answered without the least 
suggestion of a stutter. Presently I persuaded him to 
tell me all about his home and his personal affairs and 
still he spoke without the slightest trace of impediment. 
Sure that success was now within my grasp I persuaded 
him to repeat three times: ‘‘ I don’t stutter any more.” 
He did it with some reluctance ; and then, after a few 
seconds, the full realisation of what he was saying came 
home to him and he said ‘‘ Pull the other leg. It has got 
bells on -it.’’ Somewhat discouraged I resumed con- 
versation with him and once again there was no evidence 
of a stutter. Feeling that after all I had been successful 
and that my last setback had been only temporary: I 
announced to him with all the conviction which I could 
muster that his stutter was now completely cured. He 
apparently did not hear me, with the result that I 
repeated the statement with what I thought was even 
greater emphasis. There was no doubt whether he heard 
me -this time. He shook himself, sat up on his couch, 
looked me straight in the eyes and told me that I was 
an adjectival red-stained stranger tothe truth. I packed 
up and went home. 


* * * 

The removal of hospitals to outlying districts has not 
been a wholly successful experiment. Is the advantage 
to the patient sufficiently great to justify the inc 
amount of travelling imposed on their visitors? My 
daughter was a patient in one notable example of a 
hospital recently built outside the smoke-laden area. 
On my way I visited a friend in another part of the city 
and he drove me to the hospital in ten minutes; but 
without his car it would have taken me over an hour by 
the public services. There was no public vehicle avail- 
able at the conclusion of the visiting hour, so I took a taxi 
at the cost of 3s. 6d. Visitors to patients in the general . 
wards have to travel by two sets of vehicles which do not 
run in conjunction. 

More recently I was a patient myself in another 
outlying hospital. Even with the assistance of a taxi 
from the station several friends were quite unable, with 
the best will in the world, to devote the time necessary 
to visit me. Visiting to these base hospitals imposes a 
severe burden upon relations and friends. The patients 
are bound to realise the fact, and that has its effect. 
Before any decisions are taken about building hospitals 
in outer areas the Ministry of Health would be well 
advised to refer the subject to the Ministry of Informa- 
tion, so that they could make a systematic inquiry 
through their organisation for social survey.. The aim 
would be to obtain the opinions of patients and their 
friends, especially those who after spending a time in a 
hospital in an inner area have been transferred to an 
outer one. On the whole the folk who fill our hospitals 
take a balanced view of pros and cons, and a report on 
the subject might be really an informing document. 

* * * 

In war-time, as at other times, difficulties arise only 
to be overcome ; but there is one for the medical man 
which is not so readily remedied: the loss of the last, 
most useful of his domestics, his right hand in running 
his practice, his receptionist and maid-of-all-work. This 
is a much more serious deprivation than is appreciated 
by the powers that be, or the general public, none of 
whom has the slightest idea how much the doctor must - 
depend on domestic assistance in the successful manage- 
ment of his practice, and the maintenance of the quality 
of his work. He cannot act as his own telephone boy 
except while indoors ; nor can he be expected to answer 
the door-bell and keep his rooms clean and tidy, expept 
at the expense of his service to his patients. What is 
the remedy ? A substitute may be gaily offered—who 
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usually fails dismally. The correct, best remedy (if he 
and his wife and family are to live:sanely, or to live at all) 
is to arrange that he lives away from his practice in the 
future. With the prospect of a reduced and lessening 
income he must consider how to reduce his establishment 
expenses so as to live within the narrower limits of his 
income. If not too firmly rooted he will do this with 
no bad grace but cheerfully ; and it will bring him into 
closer contact with his colleagues. In the meantime, 
he must fight to keep his receptionist, a fight which he 
may win if he shouts loud enough and long enough. If 
he fails, he will have to make the best of a bad job, and 
so will his patients. 


Parliament 
ON THE FLOOR OF THE HOUSE 


MEDICUS MP 


COLONIAL debates in the House have often been 
rather dull and academic affairs, not well attended, 
discursive and inconclusive. Last week’s debate was 
concentrated on the West Indies and had special refer- 
_ence to the amendment of the Jamaican constitution, 
_to Sir_Frank Stockdale’s report on Welfare and Develop- 
ment and to the work- of the ~Anglo-US Caribbean 
Commission—broadly speaking, the political, economic 
and international aspects of West Indian problems. 
The debate also reflected the House’s increased interest 
in the scientific aspect of its work. At one time, about 
the lunch hour, when: debates are usually sparsely 
attended, there were seven members of the Medical 
Parliamentary Committee present out of forty members, 
and three doctors took part in the debate out of the 
total of ten who were able to catch the Speaker’s eye. 

There was general approval of the new Jamaican 
constitution which represents agreement by all the main 
political groups in the island and carries democratic 
representation a long step forward. The Anglo-US 
Caribbean Commission is working on fishing research, 
medical questions and the provision of materials for the 
development of the Free in the Stockdale report. It is 
@ happy example of international codperation. Atten- 
tion was centred on the Stockdale report, and Mr. de 
Rothschild stressed the ‘‘new point of view of the 
present time” that ‘‘ political advance is dependent 
upon economic advance throughout the world.” 

Colonel Stanley’s speech as the new colonial secretary 
made this clear. Indeed, difficulties in the West 
Indies date back to the days of the abolition of slavery, 
when Great Britain, content with having made a great 
libertarian gesture, did not make plans for the training 
of the ex-slaves or help the planters over the period of 
adjustment, but in the sacred name of Free Trade 
continued to import sugar from South American countries 
where slavery still prevailed. The Stockdale report is 
candid, said Colonel Stanley. It does not gloss over 
things which are wrong or attempt to hide faults or 
deficiencies. What emerges is that the Islands are 
densely populated ; indeed, on the basis of their present 
capacity over populated. Yet migration, which has 
been tried and carefully examined, is impracticable. 
The Stockdale remedy is in the application of schemes 
involving a total expenditure on welfare of nearly 
£4 million. The Colonial Secretary wants more still, 

‘ and Prof. A. V. Hill later spoke of needing several times 
this amount. The biggest share of the Stockdale 
schemes is for the benefit of Jamaica; where about half 
the population of the West Indies is concentrated and 
where the problems are most acute. Colonel Stanley said 
that ‘‘ the greatest economic asset of these islands is 
always going to be the productivity of their own people.”’ 
‘But in the past there has been too great a dependence 
upon a single-crop economy. In most places this has 
been sugar. What is needed is education of which 
- there is “‘ lamentably little,’’ water supplies and a new 
medical system based on self-sufficient units for preven- 
tion and treatment and improved hospitals, and above 
all reliance for future development on the people of the 
Islands themselves. 
. Creech Jones thought that the picture of social and 
econemic conditions was not reassuring and asked 
‘* how can a reasonable income be assured to the primary 
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producers ?” He also wondered whether the proposals 
in the Stockdale report were comprehensive enough to 
deal with ‘‘ the squalor and the dreadful housing that 
exist in most of the West Indian Colonies. Prof. A. V. 
Hill has been malingen chairman of the colonial research 
committee at the Colonial Office, and his view may be 
regarded as perhaps semi-official, He defined the 
ultimate goal of present policy as ‘‘ the development of 
all the Colonies, by and for their own people, as - 
respecting and eigen units within the British 
Commonwealth.” ducation in the West Indies 
should not necessarily follow our traditional lines? and 
plans for higher education should be laid now. Professor 
Hill quoted with approval the dictum of the report that 
it is no service to a boy or girl or to their country “ to 
lead them into the ranks of the unemployed middle-class ”’ 
and called attention to the work by Prof. T. H. Pear 
of Manchester on The Intellectual Respectability of 
Muscular Skill. But Professor Hill wanted to rouse up 
interest in the Colonies and proposed a perambulating 
mission, ‘‘ perhaps with a harmonium rather than a big 
drum,” to stir up the universities. He went on to say 
that disease in the West Indies ‘is largely the con- 
sequence of social, moral and economic conditions, due 
to malnutrition, poverty and lack of moral restraint,” 
and stressed the importance of the application of research 
to the problems of Colonial resources, industry and 
agriculture. After the war more and more money would 
be needed for research, and at-a meeting of the British 
Commonwealth Scientific Committee General McNaugh- 
ton, president of the National Research Council for 
Cc '» had said, ‘‘ We shall hold up our heads, stick out 
‘our chests, look as bold as brass and ask for all we want 
and expect to get it.’’ 

Dr. Haden Guest who spoke next called the West 
Indies ‘‘ the depressed area of the British Empire ’’ and 
paid tribute to the excellence of the medical recommenda- 
tions of the Stockdale report and to Sir Rupert Briercliffe’s 
high qualifications for the post of Stockdale’s medical 
adviser. But he thought that the Minister should 
draw up an order of priority in which the recommenda- 
tions should be carried out. It was not so much sub- 
sidies as the creation of new wealth by the use of the 
labour of the West Indian population on the land of the 
West Indies which was needed. ‘‘ The problem of the 
West Indies must be solved in the West Indies.”’ Dr. 
Haden Guest quoted from the report by the Government 
Committee on Nutrition and the Colonial Empire, 
published in 1939, which says of Jamaica that the bad 
nutrition is complicated by ‘‘ yaws, hookworm infection 
and malaria,” and goes on to describe the adverse 
economic conditions, the poverty of the masses, their 
over-large families, and the high percentage of illegi- 
timacy (71% of all births) which are the root causes of 
their malnutrition. The average income of 92% of the 
employed population in 1935 fell below 25s. a week and 
of 71% below 14s. But the responsibility of bringing up 
children mostly devolves on the mother with a wage, 
‘* intermittently earned,’”’ of 5s. a week, and these bad 
conditions are reflected in the infant mortality. 

Dr. Haden Guest advocated as first priority the 
creation of a self-sufficient peasant agriculture on land 
leased by the Government to the West Indians, as the 
foundation of a general improvement in health and 
increase in productivity and prosperity. To erect a 
costly medical structure on the basis of the poverty of 
the West Indies would be indeed ‘‘ to pass the buck ”’ 
to the doctor, for the health problems of the West 
Indies were ‘insoluble without adequate nutrition.” 

Dr. H. B. Morgan, who was born in the West Indies, 
spoke with knowledge and deep feeling of these funda- 
mental health problems. He pleaded for facilities in 
Great Britain for training of West Indian nurses. 
Leprosy, which was endemic in some of the islands, 
could, he declared, be abolished in a generation. 

In his reply Colonel Stanley did not altogether agree 
with Dr. Haden Guest on the creation of new wealth. 
He looked to the development of exports, such as 
cotton, cocoa and lime-juice, as the possibility of the 
future. But he readily agreed that nutrition was one 
of the most important problems, and for children he 
thought it would be best dealt with by the provision of 
school meals. He was attracted by Dr. Morgan’s 
suggestion for training Colonial nurses. 
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Although the debate ended, so much interest was 


shown that Colonel Stanley agreed to consider ‘‘ through 
the usual channels ’’ whether it could not be extended 
over at least part of another Parliamentary day. So 
peers Professor Hill’s harmonium will not be peeded 
after all. 


FROM THE PRESS GALLERY 


THE MINISTER’S SPEECH 

In opening the debate on the West Indies on March 16, 
Colonel OLIVER STANLEY, Secretary of State for the 
Colonies, said that the.Stockdale report set out well and 
shortly with problems of health. e most interesting, 
and in some ways the most important, of the recom- 
mendations made was the suggestion of a health com- 
munity system—an attempt to give the scattered rural 
communities the advantages of urban and populated 
areas. The Government had given authority for a 
large-scale experiment in this system in Jamaica in the 
parish of St. Catherine. The report on the health side 
also drew great attention to sanitation, hygiene and 
housing—one of the things unfortunately which were 
most affected by shortage of supplies—but something 
had been done with local material. The reference to 
sanitation, said Colonel Stanley, was interesting because 
it showed how interlocked were all the problems dealt 
with in the Stockdale report. They were dependent not 
upon anything which one could strictly say came under 
health, but upon what had been done for education and 
social welfare. Perhaps most important of all was water- 
supply, where the difficulty in importing materials had 
presented almost insuperable barriers to large-scale pro- 
jects. Colonel Stanley was anxious that the provision of 
school meals should be pushed ahead as far and as fast 
as ible. Part of the trouble with diet in the West 
Indies was not so much its lack of sufficiency as its lack 
of balance. Certain products were available in great 
quantities and the nger was that feeding in the 
home might be unbalanced, whereas in the schools it 
could be made certain that a properly balanced meal was 
given. Summing up, Colonel Stanley emphasised that 
the Stockdale report and the schemes which would 
emerge from it depended not merely upon material 


. products and money, but upon men and women. We 


could do something to help and train West Indians in 
this country and.to provide the material background 
against which their work would be successful, but it was 
upon West Indians themselves more than anything else 
that the future of the islands would depend. 


Nurses Bill 
On March 17, the Minister of Health introduced the 
Nurses Bill, a measure to provide for the enrolment of 
assistant nurses for the sick, to restrict the use of the 
name or title of nurse, to regulate agencies for the supply 
of nurses for the sick and to amend the Nurses Registra- 
tion Act, 1919. The measure was read a first time. 


QUESTION TIME 
The Services and the Press 

In answering a question on the censorship of letters from 
serving Officers to the press the PRIME MINISTER quoted the 
Army regulation which forbids an officer or soldier to publish 
any military information or his views on any military subject 
without special authority ; to prejudge questions under the 
consideration of superior military authority by the publication, 
anonymously or otherwise, of his opinion ; or to take part in 
public in a discussion relating to orders, regulations or 
instructions issued by his superiors. But Mr. Churchill added 
that he was informed—though this was not in the regulation— 
that an officer or soldier can write to the press on other than 
military subjects without the permission of the higher 
authorities.—Mr. F. J. BELLENGER: That is quite contrary 
to the regulations.—Mr. CuurcuiItL: The hon. gentleman 
knows better than the War Office. The position was made 
clear in an answer given by the Secretary of State for War on 
June 16, 1942. A member asked whether there was any ban 
in Army regulations which prevents a soldier exercising his 
citizen’s right to write to the press on other than Army 
matters. To this the Secretary of State replied “‘ No, Sir.”— 
Mr. BEtLENGER: Is the Prime Minister aware that numerous 
officers and other ranks, not only abroad but in this country, 
have been forbidden to write articles for the press? If he 
will consult the Secretary of State for War concerning one 
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editor of a newspaper who is now serving in the forces, he will 
find that that éditor has to submit any articles which he writes 
before they are allowed by his superior officer.—Dr. Haven 
Gurst: Is the Prime Minister not aware that the ban against 
serving soldiers in this country writing to the press has been 
interpreted so severely as to prevent medical communications 
being sent to the medical press on purely medical subjects ?— 
Mr. A. BEVAN gave notice that he would raise the question 
again. 
The Nurse’s Pay 

Mr. F. Messer asked the Minister of Health (1) if he had 
considered the letter sent to him by the Middlesex Medical 
Society? in reference to the position of ward sisters as 
recommended by the Rushcliffe Committee ; and if he pro- 
posed to take any action to effect some improvement, and 
(2) if he was aware that the recommendations of the Rush- 
cliffe Committee relating to assistant nurses would not 
encourage suitable women to take up this work; and if, in 
view of the special position they occupied through absence of 
the possibility of promotion, their position could be recon- 
sidered.—Mr. E. Brown replied : The recommendations of the 
Rushcliffe Committee are the result of a full examination of the 
question by a committee consisting of two panels representing 
employers and employed. I have commended to hospital 
authorities these recommendations, the adoption of which will 
secure for the first time uniform national scales for all grades 
of hospital nurses. I do not propose to take any action likely 
to prejudice the agreement which has been reached. 

Mr. Messer: Is the Minister aware that as the most pro- 
gressive public health authority is not represented on the 
employers’ side the report in effect makes some of the workers 
worse off than they were before, and will he give an opportunity 
for the reconsideration of the matter ?—Mr. E. Brown: I 
could not agree with that. The individual representatives 
of the employers’ panels and the Royal College, the trade 
union concerned, all agree that this is the greatest advance 
ever made in the history of the nursing profession.—Mr. P, W. 
JEwson: What will be the estimated financial advantage to 
the nursing profession as a whole if the report is implemented ? 
—Mr. E. Brown: The total additional cost of the proposals 
in a full year is estimated at £2 million. 

Dr. E. SuMMERSKILL: Is the Minister aware that before a 
ward sister attains that position she has had to work for many 
years and is also responsible for the training of the students, 
and can the Minister honestly say that £130 a year, plus £70 
living-out allowance, is a fair and just remuneration ?— 
Mr. E. Brown: The hon. lady had-better look at the report. 
She will see that there are figures for recommended increases 
in the salary of £130, rising by increments of £10 to £180, with 
one additional service increment of £20 after ten years’ service, 
so that with emoluments the salary goes from £230 to £300.— 
Dr. SUMMERSKILL: Was there a ward sister on the Rushcliffe 
Committee ?—Mr. E. Brown: That is not my responsibility. 
The Royal College, the trade union concerned, formed the 
panel, and it is to them that the question should be addressed. 
—Mr. Witt1aAm Brown: Is it not the case that the Royal 
College of Nurses is in no sense whatever a trade union, and 
that the trade unions that represent the staffs are appalled at 
the character of this report ?—-Mr. E. Brown: There were 
trade union representatives on the Rushcliffe Committee.— 
Mr. 8, Storey : Is it not a fact that net only were the nursing 
bodies represented on the committee, but the Trade Union 
Congress and all the local authorities were represented ?— 
Mr. E. Brown: That is-so.—Mr. Messer: Is it not a fact 
that the Middlesex county council has sent a letter to the 
Minister pointing out the anomalies?—Mr. E. Brown 
That may be so, but over a large scale of various grades of 
nurses it is perfectly simple, when long negotiations have 
taken place and there have been general decisions about a 
national standard, for any body to say that it does not agree 
with this, that or the other thing. I am defending what is a 
great advance on a national basis for the first time. 

Mr. MEssER gave notice that owing to the unsatisfactory 
nature of the reply he would raise the matter again on the 
adjournment.—Mr. E. Brown said: That will suit me. 

Shortage of Nurses and Midwives 

Sir Ratru Giyn asked the Minister of Labour whether he 
would consider the need of recalling from other work all 
nurses and midwives who were registered and certificated, in 
view of the great shortage of these qualified women and the 
consequent difficulties of local authorities who were respon- 
sible for these public services.—Mr. Matcotm McCorquopaLE 


~ sd, See Lancet, March 13, p. 348. 
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replied: The Minister is proposing to register nurses and 
midwives by a special registration at an early date. The 
extent to which such women will be recalled from other work 
will depend on the advice which the Minister receives from the 
National Advisory Council for the Recruitment and Distribu- 
tion of Nurses and Midwives. 


Medical Grading of Soldiers 

Mr. W. F. Jackson asked the Secretary of State for War 
if he was satisfied with the present arrangement whereby 
soldiers who were medically graded downwards by a board of 
experts could in a short period be upgraded again by a single 
medical officer.—Sir James Grice replied: A man’s physical 
condition tends to improve as a result of Army training and 
in a normal case the medical officer who has watched the man 
at work in his unit can properly determine when a man is fit 
for a higher medical grading. This arrangement will, how- 
ever, shortly be modified. In order to make full use of all the 
men available in the Army, including those of relatively low 
medical category, and to ensure that the duties a man carries 
out are, as far as possible, suited to his medical condition, 
Army selection centres are being instituted. Eventually all 
soldiers whose change of medical category entails a change of 
employment will pass through these centres. They will be 
there for a week, and will then be classified and allotted to the 
duties*they can best perform. Men suffering from defects 
Which *ctm be cured will be given special remedial training. 
It is hoped in this way to make as many men as possible fit 
for combatant duties. When a change of medical grade does 
not entail a change of employment the present system will 
continue in force. 


Spare Artificial Limbs 

Sir SmepLtey Crooks asked the Secretary of State for Air 
whether he was aware that men discharged from the Royal 
Air Force with loss of a limb, due to an accident sustained 
when technically off duty, were only supplied with one 
artificial limb; and whether he would give instructions for a 
duplicate limb to be issued in such cases so that the disabled 
man should not be handicapped if the original limb broke 
down, ially having regard to the fact that the Admiralty 
had decided to issue duplicate limbs in similar cases,— 
Captain H. H. Batrour replied: It has recently been decided 
on an inter-Service basis that for the duration of the war a 
duplicate artificial limb may be provided for any airman 
discharged from the Royal Air Force who requires an artificial 
limb, In the case of personnel already discharged and where 
only one limb has been provided, a duplicate will be provided 
on application. 

Mr. ARTHUR HENDERSON, financial secretary to the War 
Office, informed Sir Smzeptey CrooKE that instructions had 
been issued that for the period of the war the issue of artificial 
limbs to soldiers suffering from non-attributable disabilities 
should be allowed on the same conditions as applied to soldiers 
suffering from attributable disabilities, but this concession 
did not, of course, constitute any admission of attributability 
in such cases. 


Discussions on Medical Service 
Mr. J. H. Woorron-Davies asked the Minister whether 
his conversations with the medical profession with regard to 
the implementation of the Beveridge report would include 
discussions with allied professions, such as dentists, opticians 
and pharmacists.—Mr. Brown replied: Yes, and I shall 
make appropriate arrangements to this end. 


Tomlinson Recommendations ; 

Mr. Rostron Duckworts asked the Minister of Labour if 
he would initiate a survey of all occupations suitable for 
persons with particular disabilities, including the adaptation 
of processes, tools and machinery, and invite the codperation 
of employers’ organisations.—Mr. Ernest Bevin replied : 
The necessary steps will be taken by my department to 
initiate a survey of this kind in accordance with the recom- 
mendation made by the Interdepartmental Committee on the 
Rehabilitation and Resettlement of disabled persons. 

Mr. DuckwortH: Will the Minister now set up a register 
of persons handicapped in employment by effects of permanent 
partial service disablement and a specialised service within 
the Raz, (goes exchange machinery to deal with the placing 
of disabled persons in suitable employment and with follow- 


up work.—Mr. Brevrx: The establishment of a register of 
persons handicapped by disability in obtaining or retaining 
suitable employment was recommended as part of the post- 
war scheme by the committee and preparations are being 


made to give effect to this recommendation. It is not pro- 
| ce to establish the register until the termination of 

tilities. A specialised placing and follow-up service in the 
employment exchanges has been started under the interim 
scheme and will be developed for the purpose of dealing with 
the postwar problem. 


Health Propaganda 

Mr. G. C. Hurcouryson asked the Minister how many 
posters in the series entitled Coughs and Sneezes Spread 
Diseases had been issued by his department for publication ; 
and what had been the cost to the public of this advertising 
campaign.—Mr. Brown replied: In the current campaign 
which began last October, 152,170 posters and vehicle bills 
have been issued at a total cost of £12,600. 


MEDICINE AND THE LAW 
The Encephalograph again 

THE use of the electro-encephalograph at a criminal trial 
in England is not unknown. An instance was noted in 
our columns last year. It is still, however, novel enough 
to attract attention in the popular press,where it may 
even create the impression that a foolproof automatic 
machine for the determination of insanity has become a 
forensic substitute for medical witnesses and the verdict 
of a jury. - Last week it was employed at the trial of 
Derek Lees-Smith, a 20-year-old student, charged with 
the murder of his mother at her flat in London. The 
dead woman was an American. It has been stated that, 
when the news of her death reached the United States, 
instructions were sent here that one of the electro- 
encephalographs provided by the Rockefeller Institute 
should be used to test her son’s brain reactions. Dr. 
John Hill and Dr. William Sargant gave evidence on his 
behalf.. They knew that, before he killed his mother, 
he had drunk four pints of mild beer. They gave him 
this quantity of mild beer and observed that his sugar 
content was lowered. In that condition his abnormality 
became aggravated. Tested by the ‘‘ brain-writing 
machine,”’ the impulses from his brain were found to be 
erratic and definitely abnormal when the blood-sugar was 
reduced. Charts of these tests were studied by. the jury 
when they retired to consider their verdict. They found 
the accused guilty of the murder of his mother, but insane 
at the time when he killed her. He was therefore ordered 
to be detained during the King’s pleasure, a result which 
may have much the same consequences as would have 
followed a simple verdict of ‘‘ guilty.’’ In the latter 
event the execution of a capital sentence would have been 
improbable ; under either alternative presumably he 
would receive treatment and supervision at an institution 
from which he would be released as soon as the treatment 
was found te be su i 

Mr. Justice Asquith explained to the jury the famous 
McNaghten rules’ which is. year celebrate their 
centenary. Those rules, laid down by the judges in 
answer to questions put to them by the House of Lords 
after debates in Mare, 1843, state the evidence necessary 
to establish a | poss of insanity. It must be proved that, 
at the time of committing the offence, the accused was 
labouring under such a defect of reason as not to know 
the nature and quality of his act, or, if he did know it, 
he did not knew that what he was doing was wrong. 
The medical witnesses at the Old Bailey agreed that he 
was abnormal. They also said that, when he killed his 
mother, Lees-Smith knew what he was doing and he 
knew he was doing wrong. In view of the evidence to 
this effect Mr. Justice Asquith was obliged to tell the 
jury that he could not advise them that the McNaghten 
rules speed. In other words his summing up indicated 
a simple finding of ‘‘ guilty of murder.”’ Juries, however, 
do not always follow the judicial lead ; nor do they have 
to give reasons for, their decision. Their verdict of 
‘** guilty of murder but insane at the time ’’ is not one 
against which the accused is likely to appeal. A reporter 
has written of the jurors in the Lees-Smith case as un- 
named pioneers who will always be remembered in 
English legal history. Their fame may not be so endur- 
ing. were brave men before on and 
there have been other jurors before these who took a 
more lenient view than the letter of the law might 
perhaps have prescribed. 

1. Lancet, 1942, ti, 459. 
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__ Letters to the Editor 


PREVENTION OF VENEREAL DISEASE 


Sir,—The attitude of Dr. Shakespear Cooke and Dr. 
Sequeira, expressed in their criticisms of recent out- 
spoken comments by the Archbishop of Canterbury on 
the subject of venereal disease and its prevention, 
seems to me not a little unjust, while their own views on 
prevention appear iarly narrow and unworthy of 
our profession at a time when it is, at long last, develop- 
ing a wider interest in social obligation. 

I am fully aware of the ignorance of many of the clergy 
on this vast and complex problem. But who is respon- 
sible for that ignorance, an ignorance which is shared by 
the community as a whole? Doctors, we must admit, 
have signally failed in their function as teachers of 
health, in the education of the laity (of children, adole- 
scents, parents. teachers and others and, in war-time, of 
ee men and women in the Services) in that simple 

ut necessary knowledge of physiology and hygiene 
which might appropriately be called ‘“‘ natural morals.” 
Having failed to accept their educational function, to 
recognise the contribution which sound biological 
teaching at all ages might make and the importance of 
providing right conditions for‘health, they have had to 
fall back (and then for the most part only in times like 
the present when incontinence and VD become more 
rife) on crude instructions in the use of the preventive 
packet. and the ablution shed, while the Church falls 
back on uninformed exhortations to chastity, and the 
Ministry of Health is compelled by the emergency to 
introduce Regulation 33B and to employ the daily press 
to broadcast “ ten plain facts.” 

Lack of biological teaching; lack of open, sensible 
discussion on sex ir relation to the individual and 
society ; the isolation of the VD problem from other 
problems of sexual education; failure to insist on the 
very high proportion of instances in which VD is acquired 
during phases of irresponsibility and excitement due to 
alcohol; failure to explain the beauty of the marital 
relationship and parenthood as a function of citizen- 
ship—some part of all of these must be laid at the door 
of our profession and our profession must take the lead 
in making amends for past omissions. Havelock Ellis 
was condemned in his earlier years for outspoken writings 
on sex, but those days are past and before he died he was 
acclaimed throughout the world as a philosopher in these 
matters to whom we owe a very great debt. How many 
practitioners, how many teachers of medical students, [ 
wonder, have read his Psychology of Sex and Sex in 
relation to Society, or given serious thought to the teach- 
ing which in turn they might have given to others had 
they taken the trouble. to inform themselves better in 
regard to one of our greatest problems in human better- 
ment and social hygiene ? 7 

As in our other major problems—such as housing, 
nutrition, industrial fatigue and cleanliness—the educa- 


. tion of the people, their teachers and those who govern 


them must play a first and essential part. We doctors 
have an opportunity now (to borrow a phrase from 
Simon’s preface to his English Sanitary Institutions) to 


~do some *“ pioneering forward ... towards the day 


when statecraft and medical knowledge should sincerely 
take counsel together for the Health of the People.” 
We do not assist the task if we decry the pronouncements 
of others who are very willing to help us and who see a 
moral duty in the provision of right conditions for health. 
The multiplication of VD clinies and the widespread 
issue of prophylactics are not the ultimate answer of 
They are an expression of our failure to attack 
the ultimate causes—social, educational and economic— 
of these preventable diseases. 


Oxford. JOHN A. RYLE. 


MORPHIA IN OBSTETRICS 

Sir,—Your annotation will not, I hope, tempt 
those obstetric surgeons who are beginning to do cesarean 
sections under local regional anesthesia (incomparably 
the safest technique for both mother and baby) to use 
morphia preoperatively unless they so control its use as 
not te more than about 20 minutes to intervene 
between the dose and the delivery. Given thus, morphia 


does not affect the respiration of the neonate; but if 
the interval is longer, experience has taught me that in a 
certain number of cases there occurs a state of apnoea 
which may be disconcertingly long, and which, though 
nearly always recovered from by a mature baby, may 
kill a premature baby from primary apnoea or—after 
an interval—from atelectasis or pneumonia. But even 
in an apparently fully recovered mature baby my 
pediatric colleagues would, I think, agree that there is 
liable to be a residuum of effects that may spoil the 
perfection of the baby and may contribute to infant 
morbidity and mortality. It is not likely, when so 
much human material is available for observation, that 
clinicians would be influenced by the interesting labora- 
tory results you quote of the young of morphinised 
rabbits showing dangerous morphia-effects when born 
naturally but none when delivered by cesarean section. 
Moreover, the persistence of intra-uterme rhythmic 
respiratory movements of the rabbit footus after mother- 
rabbit had been given great doses of morphia, though 
interesting, may be a false analogy ; for is it not possible 
that these movements may not be under the same 
central control as true respiration and would not, 
therefore, be affected in the same way by morphinisation 
of the medulla ? One would like to hear, on the last 
point, the opinion of that great master of the subject, 
Sir Joseph Barcroft. : 

Harley Street, W.1. EARDLEY HOLLAND. 


ACQUIRED CHARACTERS AND INHERITANCE 

Str,—There are few circumstances that can justify 
a writer indulging in criticism of the manner in which 
an editorial article assesses his work. One such circum- 
stance would clearly seem to be the definite evidence 
that the writer of the article only imperfectly acquainted 
himself with the work on which he passed judgment. 
Such evidence is my excuse for writing on the subject. 
In reference to the well-known squatting facets developed 
a and astragalus you write (Lancet, March 13, 
p. ): 

These facets, Wood Jones thinks, are the response of the 

organism to a habit continued over many generations and are 
now heritable. The point is not established: we are not 
told what happens to the children of squatting and faceted 
Oriental parents who are brought up from infancy to sit on 
chairs. 
I am tempted to wonder if the reviewer would have 
considered the point established had I told him what did 
happen, but that is beside the main point, for he con- 
tinues : 

In view of the capacity of the human organism to develop 
false joints (e.g. at the site of fractures) proof is required that 
these facets are not freshly developed in every individual as 
he learns to squat. 

This is a remarkable statement. On p. 46 I have pointed 
out how J. A. Thomson had made exactly the same 
statement in 1908 and I added : 

‘This is the more in need of explanation since the work 
of Havelock Charles, from which Thomson must have gleaned 
his information, lays particular stress on the fact that the 
squatting facets are present in the Punjabi foetus by at least 
the 8th month of intrauterine life.” 

If critic after critic, during a period of over half a 
century, is permitted toe ignore plain statements of fact 
and make capital out of such ignorance, it seems well- 
nigh useless to point out—as has been so repeatedly 
done—that the disconcerting postural callosities of the 
wart hog and of the ostrich, a8 well as the squatting 
facets of man and many other such things, are developed 
in embryonic life. 

One of your objections to my remarks concerning hair 
tracts is that it is difficult to see how such things as hair 
tracts can have any selective value. The strength of 
my argument lies in this very fact: ‘it is their very 
triviality that makes them so important ”’ (p. 92). They 
have no selective advantage whatever; they are not 
caused by selection but by use. My claim that they 
are produced by the oft repeated toilet of the animal’s 
coat sounds only mildly teleological compared with the 
reviewer’s ‘‘ most plausible suggestion ”’ that they are 
produced (apparently by genes) to ‘‘ contribute to the 
efficiency of the toilet of the skin, to the removai of 
ectozoa and the prevention of disease.” 


2 
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I had fancied that I had devoted over much space 
(pp. 20-23) to showing that fo the end of his life Charles 

arwin never made up his mind if evolution had been 
brought about in the main by (a) the inheritance of 
acquired characters—use and disuse, &c., or (b) the 
action of ‘‘ natural selection ’’ on fortuitous variations. 
He appealed to both agencies at different times through- 
out the whole of his writings. It is therefore somewhat 
disconcerting to be told of ‘‘ Darwinism” that “ at 
present it still holds the field.”” One may well ask which 
item of Darwin’s dual creed is implied in the term 
** Darwinism.” 

These criticisms are of questions of interpretation or 
of oversight: they do not involve any implication of 
misrepresentation. It is rather different however with 
the reviewer’s statement: ‘‘ Wood Jones frankly admits 
that he is encouraged in his Lamarckian views by the 
illogical use of orthodox teaching on natural selection 
to bolster up Nazi and Fascist philosophies of life.” I 
fancied that no statement could be clearer than that on 
page 6 in which I stated that though present conditions 
had influenced the form in which the little book is 
presented they had nothing whatever to do with the 
zgis of the thesis presented in it. 

Manchester. F. Woop Jongs. 


*,* We regret our misreading of the second sentence 
of Prof. Wood Jones’s preface, which is as disarming as 
the concluding sentence of his book is provocative. 
Writing of the modern geneticist who solves problems 
of heredity ‘‘ by manipulating hypothetical balls—called 
genes ”’ he quotes the Chinese.proverb that ‘‘ it is useless 
to speak about the sea to a frog that lives at the bottom 
of a well’’—enough to make any reviewer forget a 
preface.—Eb. L. 


PLANNING AND THE MPU 


Sir,—May I call your attention to the implications of 


the fact that the body with which the Minister proposes 
to hammer out the future of medicine in this country 
contains no representative of one of the largest medical 
societies in the profession—namely, the Medical Practi- 
tioners Union. This body has existed for 29 years, 
has from 5000-6000 members, has conducted a weekly 
medical journal throughout its existence, and is so far 
influential that many non-members of the Union have 
urged the BMA to come to some agreement with it, 
notably the group of panel committees known as group G. 
If it be true, as the BMA says, that ‘“‘ now, as perhaps 
never before, there is need for unity within the medical 
profession ’’ and that ‘“‘ what is necessary now is that 
the medical profession should have confidence in those 
that will represent them in preliminary discussion ”’ it 
is surely unwise to exclude a body which is certainly 
not without influence, and which also represents a type 
of organisation—that of the trade union—which is not 
otherwise exemplified in the profession. How can the 
members have any confidence in a body which excludes 
its leaders ? I ought perhaps to make it clear that the 
MPU has repeatedly expressed its desire to join with 
other professional bodies in presenting a united front. 
It is clear enough that the BMA does not: want to sit 
round one table with representatives of the MPU, and 
that it fears that its own prestige might be diminished 
by. thus admitting that the MPU had any significant 
status in the profession. . But this is still a sectional 
interest, however big the section claims to be, and if it 
is allowed to have its way the implication is that sectional 
interests are to be alloWed to prevail against the great 
cause of unity in the profession. The MPU is also 
placed in a very difficult position by being thus excluded 
from any effectual share in conference with the Minister. 
It is obviously ible for it to ally itself with political 
rather than professional interests and so seek to make its 
opinions felt through non-professional channels, Does 
the profession at large really wish the MPU to be driven 
‘into this position ? Or the MPU can seek to build up its 
own numbers by attacking the BMA policies, which 
would not be very difficult, and so divide the profession 
outside the conference room. This would give a chance 
to our political enemies (of whom we shall have many, 
unless we submit to direct municipal and political 
control) to take advantage of our divisions. Can we not 


all agree, not only that a united front is really essential 


but also that it cannot possibly be obtained by excluding 
the. MPU from the conference table ? I write in all 
honesty as a member of that union, more anxious for 
the building up of a national medical service, which shall 
give both public and profession a fair deal, than for any 
sectional interest whatsoever. But I feel that the 
MPU ought to have at least three representatives on this 
committee, in proportion to its size and influence. 
Sevenoaks. . GORDON WARD. 


EARLY DIAGNOSIS OF WOUND INFECTION 


Sir,—In your issue of March 20 (p. 255) McClean, 
Rogers and Williams, reporting on methods for detecting 
the bacterial enzymes of gas-gangrene organisms state : 

In view of the difficulty of rapid bacteriological diagnosis, 
it seemed worth while to explore the possibility of detecting 
the possession of actively proliferating pathogenic organisms 
at a stage when the infection cannot be recognised by clinical 
or ordinary bacterological examination. 


The methods suggested have not yet been put to the 
practical test on cases at the casualty hospital, and they 
would appear to require specially trained staff. A much 
readier method was used in the last war. 

“Inthe early days of the European war one saw collections 
of gas in the muscle of limbs which had been injured by bullets 
and shrapnel. These gas collections one found associated 
with anerobic infection of the wounds, and though at operation 
in many of these cases the surgeon failed to detect collections 
of gas, the bacteriologist always found anerobic organisms in 
his culture from the tissue or foreign body removed. One 
was able in this way to demonstrate that radiographs provided 
within a few minutes the earliest. positive evidence of gas 
gangrene. Thus operative procedures could be conducted 
immediately to the great benefit of the patients.” (Brails- 
ford, Radiology of Bones and Joints, 4935.) 

Many of the patients returning from Dunkirk and a 
number of air-raid casualties were found by radiography 
to have localised orspreading gas-gangrene infection before 
there was any clinical evidence of it. Radiography has 
the advantage that it can be repeatedly and rapidly 
applied without unduly disturbing the patient, and from 
such serial radiograms the localisation and activity of 
the process can be determined. One could expeet the 
gas bubbles to be formed concomitantly with the 
enzymes and they can be distinguished in the depth of 
the tissues before material containing the latter is 
available. The bubbles in the early stages may be 
obscured if the limb is covered by a plaster case ; but, 
even through it, I have been able to recognise a more 
advanced stage before it was possible on clinical evidence 
to say that it existed (Brit. med. J. 1940, i, 247). 


Birmingham. JAMES F.. BRAILSFORD. 


Infectious Disease in England and Wales 
WEEK ENDED MARCH 13 


Notifications.—-The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1907 ; whooping-cough, 1864; diphtheria, 794 ; 
paratyphoid, 4; typhoid, 4 ; measles (excluding rubella), 
19,799; pneumonia (primary or influenzal), 1315; 
puerperal pyrexia, 160; cerebrospinal fever, 86; 
poliomyelitis, 5; polio-encephalitis, 1; encephalitis 
lethargica, 2; dysentery, 78; ophthalmia neonatorum, 
88. No case of cholera, plague or typhus fever was 
notified during the week. . 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 10 was 2344, including 
scarlet fever, 534; diphtheria, 259; measles, 799; whooping- 
cough, 257; enteritis, 88; chickenpox, 62; erysipelas, 10; 


mumps, 28 ; poliomyelitis, 2 ; dysentery, 28; cerebrospinal fever, 5 


16; pterperal sepsis, 14; enteric fevers, 9 ; german measles, $ 
osteomyelitis, 1. ‘ 


4 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 1 (0) from scarlet fever, 20 (1) from 
measles, 18 (7) from whooping-cough, 24 (0) from 
diphtheria, 57 (9) from diarrhoea and enteritis under two 
years, and 69 (7) from influenza. The figures in paren- 
theses are those for London itself. 

Manchester reported 6 deaths from diarrhea, Birmingham 5. 
The number of stillbirths notified during the week was 
241 (corresponding to a rate of 36 per thousand total 
births), including 21 in London. 
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Obituary 


FREDERICK GYMER PARSONS 
DSC LOND., FRCS, FSA 


THE death of Professor Parsons on March 11 at the 
age of 80 marks the passing of one of the oldest British 
anatomists, as well as of a man of much personal charm. 
In the field of anatomy he stood out not only for many 
solid contributions to anatomical science but also for a 
great deal of unobtrusive work on behalf of the Anatomi- 
cal Society and of anatomical teaching. He had been 
a member of that society since 1899, and had acted as 
its secretary, treasurer and president. 

Frederick Gymer Parsons was born in 1863 and 

ualified in medicine when he was 23 from St. Thomas’s 
ital, where he was Grainger scholar, taking the 
surgical fellowship three years later. His academic life 
was spent entirely at St. Thomas’s, where he started 
his career as lecturer in biology, soon becoming lecturer 
in anatomy and holding the chair a score of years. 
His earliest scientific work was in comparative 
anatomy, and he achieved distinction by intensive 
studies of mammalian muscle and of the structure and 
function of joints. Much of this Legge deybsed wuagpe gr in 
the Jou of Anatomy and the ings of the 
Zoological Society, his conclusions being summarised 
in a series of outstanding Hunterian lectures delivered 
in 1897-99. Later he turned his attention to physical 
anthropology. He made important observations on 
the modern English femur and clavicle-and their varia- 
tions, and systematic studies of collections of crania such 
as those at Hythe and Rothwell. His records: of the 
skeletal remains of the early Anglo-Saxon population 
form an important basis of reference for other workers, 
and in 1928 he brought out an atlas showing the contours 
of 66 Anglo-Saxon skulls collected from 
of the country. During the last- war, he seized the 
opportunity offered by prisoners of war to ascertain 
facts about the racial constitution of the population of 
Germany, showing that, except in the coastal districts 
and along the valley of the Rhine, the so-called ‘“‘ Nordic ”’ 
element is very slight. But it was in its bearing on 
the constitution of the present population of this country 
that Parsons’s main interest in physical anthropology 
centred. In 1921 appeared his paper on the Long 
Barrow Race and its relationship to the modern inhabi- 
tants of London, later expanded in The Earlier 
Inhabitants of London. Presiding over the anthropology 
section of the British Association meeting at Leeds in 
1927 he spoke of ‘“‘ The Englishman of the Future,” 
concluding that certain changes taking place in the 
shape of the skull—particularly in the increase of the 
proportional height—must be regarded as an evolutionary 
process. ' 

To the teaching of anatomy Parsons made many 
contributions, notably his work for many years as 
secre of the Anatomical Committee of London, and 
the publication (with his friend, William’ Wright) of a 
practical dissecting manual (1912). In this book he 
sought to relieve the medical student of cumbersome 
topographical detail and to focus his attention on the 
important features of human anatomy. He also taught 
anatomy at Hunter Street and examined for ten or 
more universities. In the life of the medical school he 
was for long the central fi , many of its activities 
being developed on his initiative and with his support. 
As friend and adviser his opinion was sought by col- 
leagues and -pupils on all manner of problems, adminis- 
trative or personal. He had in full measure the 
balanced outlook on life, informed with an acute sense 
of humour, by virtue of which he put difficult situations 
in proper peepee both for himself and for those who 
sought his advice. His life-long association with St. 
Thomas’s led him to make a ial study of its history, 
of which the results were published in three volumes, 
completed in 1936. The story was worthy of its object 
and the amazing conquest of obstacles after the removal 
of the hospital from the Borough to Surrey Gardens is 
portrayed with a skill and fervour that must command 
the admiration of other schools. 

When he finally retired from the hospital Parsons 


_ settled down at Princes Risborough. He had-a house 
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built in a beautiful situation on the slopes of the Chilterns, 
and with his garden, his ‘country w: , and his interest. 
in local archeology he seemed to revel in his retirement. 
Military exigencies compelled him to leave the home 
which he made, and soon after the beginning of the 
war he went to live in Thame. But, as always, he 
accepted the situation philosophically and found 
happiness in his new surroundings without any regrets. 
— wife, née Mary Parker, died in 1915, and he leaves 

wo sons, 


Captain THoMAsS PICTON MyYLEs, RAMC, who died 
in India on Nov. 3, was the son of Colonel C. D. Myles, 
elate RAMC retd. Thomas Picton was born in 1912 and 
graduated MB from the University of Cambridge in 1937. 
After holding house-appointments at Sheffield Royal 
Infirmary and St. James’ Eospital, Balham, he joined 
the RAMC in the same year and took his DOMS in 
1939. He served in France at the beginning of this war. 


Notes and News 


Royal Society 


The following have been elected to the fellowship: Sir 
SHantt BuatnaGar, DSc, director of scientific and industrial 
research, India; P. A. Buxton, MRCS, director of the 
department of-entomology, London School of Hygiene and 
Tropical Medicine, and professor of enfomology in the Univer- 
sity of London; Ivan DE BurcH Daty, MD, professor of 
physiology, Edinburgh; -Vice-Admiral Sir Jonn EpGeEtt, 

ydrographer of the Royal Navy; A. J. Ewrxs, DSc, director 
of researdh, Messrs. May and Baker Ltd.; Arruur Fertix, 
DSc, bacteriologist, Lister Institute ; ALEXANDER FLEMING, 
MB, FRCS, professor of bacteriology in the University of 
London at St. Mary’s Hospital; J. J. Fox, DSc, Government 
chemist ; W. M. H. GrEAVEs, astronomer royal for Scotland ; 
S. C. Hartanp, plant breeder; G. A. R. Kon, DSc, research 
professor of chemistry in the Universty of London at the 
Royal Cancer Hospital (Free); ANDREW McCanor, D§c, 
director and general manager, Messrs. Colville’s, Motherwell ; 
WILpER PENFIELD, MD, director of the Montreal Neurological 
Institute; G. E. Pitertm, DSc, formerly superintendent of 
the geological survey of India; R. E. Strrapiine, DSc, chief 
adviser, research and experiments department, Ministry of 
Home Security; CHartes Sykes, superintendent of the 
metallurgy department of the National Physical Laboratory ; 
J. L. Synaz, ScD, professor of applied mathematics, Toronto ; 
G. F. J. Tremere, DSc, professor of mathematics in the 
University of London at King’s College ; A. L. pu Torr, DSc, 
lately consulting geologist to the De Beers Consolidated 
Mines; SoLtty ZucKERMAN, DSc, MRCS, professor of anatomy, 
University of Birmingham. 


On Thursday, July 15, at 4.39 pm, Prof. Warrington Yorke, 
FRS, will deliver a Croonian lecture to the society. He will 
speak on recent developments in chemotherapy with special 
reference to tropical medicine. 


Royal College of Surgeons of ‘England 


The following lectures will be given at the college, Lincoln’s 
Inn Fields, W.C.2, at 4 pm, during April and May : 


Thomas Vicary lecture.—Sir Hugh Lett, anatomy at Barber 
Surgeons’. Hall (April 2). 

Hunterian lectures.—Mr. W. H. Bowen, etiology of appendicitis 
faved 5); Mr. H. T. Roper-Hall, premaxillary cysts (April 7) ; 

r. L. H. Savin, the surgery of non-magnetic intraocular foreign 
bodies (April 9) ; Mr. J. Cosbie Ross, injuries of the urinary bladder 
, frost-bite and kindred condi- 

4 . 8. . Cohen, traumatic arterial spasm 
(April 16); Mr. E. A. O’Connell, the vascular factor in intra- 
cranial pressure and the circulation of the cerebrospinal fluid 
(April 19); Mr. O. 8S. Tubbs, the effect of ligation on infection of 
the patent ductus arteriosus (April 28); Dr. Graham Weddell, 
cutaneous innervation ( 30 and May 3); and Mr. H. E. 
Griffiths, the treatmeut of the injured workman (May 5). 

Arris. and Gale lectures.—Prof. H. A. Harris, the anatomy of 
posture in industry (May 10), the clinical anatomy of the veins 
(May 14), and the relationship of the lymphatic system to the 
arterial and venous systems. 

Bernhard Baron research lectures.—Colonel John Beattie, changes 
in the peripheral vasculaf system after heemorrhage (May 19), and 
the value of sulphydryl compounds as detoxicating agents (May 21). 

Arnott demonstrations and museum lecture-demonstrations.—Dr. 
A. J. E. Cave, osteology of the shoulder girdle and upper limb 
(April 27 and 29, May 4), osteology of the pelvic girdle and lower 
limb (May 6, 11 and 13), mechanism of the foot (May 18), visceral 
bones (May 20), the thoracic operculum (May 25). 
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University of Cambridge 


On March 13 the following degrees were conferred by proxy : 
MChir.—_W. M. Beattie. 


us. BChir.—H. R. A. Michelmore, B. H. Burns and H. W. 


Gordon. 


University of Dublin 


On March 16, at the school of physic, Trinity College, the 
following degrees were conferred : 

MD—H. H. Balch. 

MB, BCh, pa M. Bamber, G. H, A. Chamberlain, R. H. C. 
Con yngham, A W. D. Cowan, J. D. O’Neil Donnellon, A. C. V. 
Mabry. wry, D. Moriarty, O. D. Nightingale, Bernard Novis, 

. Roche, P. H. Seaton, Cyril Watson and Brownie A. 


National University of Ireland 


The degree of MD has been granted to Dr. 
Boland. 

Dr. J. F. Cunningham has been appointed lecturer in 
gynecology at University College, Dublin. 


Sylvester 


University of Glasgow 


Mr. Roland Barnes has been appointed Frederick Young 
lecturer in orthopedics in the university. For the past two 
years Mr. Barnes has been in charge of the orthopedic 

_depa¥tinent of an EMS hospital in Lancashire. 


Royal Society of Medicine 


At 10 am, on Saturday, April 3, Mr. H. E. Griffiths wilt 
give a demonstration to the section of orthopedics of this 
society. The meeting will’ be held at the Albert Dock 
Seamen’s Hospital, Amwick Road, London, E.16. 


Lecture on Blast 


On Thursday, April 1, at 2.30 pm Surgeon Rear-Admiral 
C. P. G. Wakeley will give a lecture at Chichester County Hall 
on blast injuries in total war. Medical practitioners of Sussex 
and East Hants are a kame to attend. 


London County Council 


Hospital and medical services commitiee.—Miss Esther 
Rickards’s name should have been included in the list of 
medical men and women appointed to this committee, of 
which she is, in fact, vice-chairman. 


Medical Pension and Scholarships 


The council of Epsom College will in July award a France 
pension of £30 per annum to a necessitous medical man, fully 
fifty-five years of age, who has been registered for five years. 

The council will also award St. Anne’s scholarships to girls 
attending Church of England schools. Candidates’ must be 
fully nine years of age, and must be orphan daughters of 
medical men who have been in independent practice in England 
or Wales for not less than @ve years. The value of each 
scholarship is dependent upon the means of the applicant and 
the locality and fees of the school selected. Educational 
grants will also be available from the Sherman Bigg fund for 
boys and girls. These grants are not restricted to orphans, 
or to members of any religious denomination, but candidates 
must be of public schoal age and in need of help. 

Forms of application for the pension, scholarships and 
grants can be obtained: from the secretary’s office, Epsom 
College, Surrey, and must be returned by April 30. 


No Deaths among Immunised Children 


Since 1941, over 36,250 children under 15 have been 
immunised against diphtheria in the county districts of 
Northants. During that period only one of those children 
contracted the disease, and the attack was not severe enough 
to result in death. On the other hand, among over 19,400 
other children in the same county districts who had not been 
immunised, there were 101 cases of diphtheria and 15 deaths. 
Among 8000 children under five years of age who had been 
protected, not a single case of diphtheria occurred ; while 
among 9200 children under five who had not been immunised, 
there were 36 cases and 11 deaths, 

The Ministry of Health has also been informed that 46% 
of children under the age of five have now been immunised in 
the county districts of Northants, including Kettering 
borough, and 74% of those aged between five and fifteen. 
The percentage for all ages up to fifteen is 65°,—the target 
being 75%. 
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Science and the Citizen 


At a conference on this subject 6rgatiised by the British 
Association and held in London last week-end the medical 
speakers included Sir Henry Dale, PRS, Prof. W. E. le Gros 
Clark, FRS and Dr. Douglas McClean. Sir Henry,in the opening 
address, spoke of the need for scientific education: “ It is 
time forus to say boldly and clearly that tinkering and patch- 
ing are not enough, and that to enable Britain to play its part 
in the civilisation now in making, nothing will suffice short of a 
recasting of our schemes of education which will give to science 
its proper and central place at every stage—in elementary, 
secondary, university and adult education.” Sir Lawrence 
Bragg, FRS, said that unfortunately science had not been 
regarded as an essential part of a balanced education, but it 
was much easier to give a popular scientific lecture to young 
people than to their parents. Mr. H. G. Wells advocated the 
burning of textbooks and the constant refreshment of sup- 
plies; he was shocked at the staleness of those used by 
students and kept by public libraries. 





Recruitment or MOHs.—The Minister of Health reminds 
medical officers in the employment of a local authority who 
have been granted deferment by the Central Medical War 
Committee that this applies only to the post which they then 
‘hold. If a medical officer applies for another post he renders 
himself liable to recruitment. 





Appointments 


Cook, C. A. E., ups, RCs: school dentist for Berkshire. 
HARTLEY, R. H. R, MRcs: part-time medical registrar at the 
Woolwich Memorial Hospital. 
arene. H. B. D., MB CAMB. 
Surrey. 

NUTTALL, T R., MD MANC., FFR, DMR: temp. medical director of 
we radium centre at the General Infirmary, Leeds. 
Pane. f z pH, MB MANC., DPH: temp. district TO for Hyde and 

acclesfield 


Sprrra, R. H. D., Mp DURH. : consulting bacteriologist to St. George’s 
Hospital, London, 

THompson, J. A. D., MB EDIN. : 
Chipping Campden, Glos. 


: examining factory surgeon for 


examining factory surgeon for 





Births, Marriages ie Deaths 





BIRTHS 


BaiLEY.—On March 14, the wife of Dr. Erie Bailey, of Woodford 
Green—a son 
Agog nec vn March 15, in Glasgow, the wife of Dr. James Fleming 


JOYCE. = On Maree 12, at Newbury, the wife of Major J. B. Joyce, 
RAMC—2 80: 

LAMB.—On March 14, at Guildford, the wife of Surgeon Lieut.- 
Commander F. H. Lamb, RN—a son. 

MacKINNON.—On Feb. 28, Dr. Joan MacKinnon (née meDonnls), 
wife of Dr. Alastair MacKinnon, of Leeds—a daug 

PRYS-JONES.—On March 15, at sete nel the wife “= Dr. T. B 
Prys-Jones—a daughter. 

QUINTON.—On March 14, “ Tonbridge, the wife of Lieute nant J. F. 
Quinton, RAMC—<@ so. 

Ropiry.—On March _* >. ‘London, the wife of Mr. Ian G. Robin, 
FRCs—a daughte 

TREVAN,—On March 3 the wie of Dr. J. W. Trevan, of Eversley 
Road, S.E.19—a daug’ hte 

Tauren March 10, at “Dartford, the wife of Dr. G. F. Tripp—a 

er. 

Wurre-Coorss,—On March 17, the wife of Dr. W. R. White- 

Cooper, of Dartmouth—a son. 


MARRIAGES 


BaRTON—THOMAS.—On March 12, at Arlesey. Edward Cecil 
Barton, lieut.-colonel, The Royal Sussex Regiment, to Gwen- 
dolen Margaret Gwladys Thomas, MRCS, 

Pratt—KNIGHT.—On March 16, at Glasgow, Thomas Arthur Pratt, 
MD, to Dorothy Knight. 


DEATHS 


BisHopr.—On March 19, in London, Mabel Kate Bishopp, MRCs. 

JacK.—On 16, at Durham, James Jack, MC, MB GLASG. 

MACPHERSON.—On March 18, at St. Martins, Balbeggie, Perthshire, 
moe FS sepa Graham Macpherson, MB EDIN., colonel RAMC, 
age - 

PRITCHARD.—On March 16, at Bitterne, Southampton, 
Pallister Pritchard, Mc, MA CAMB, MRCS. 

SHEKLETON.—On March 16, Richard Auchmuty Shekleton, Mp 
DUBL, aged 74. 

WILKINSON.—On Nov. 22, in Algiers, as the result of enemy action, 
Frances Mildred Haig W ilkinson, MB Pees (Seeur Maria Borgia 
of the White Sisters of — aged 30 


Norman 
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ACUTE PYOGENIC ARTHRITIS OF THE HIP 
AN OPERATION GIVING FREE ACCESS AND 
EFFECTIVE DRAINAGE 


G. R. GIRDLESTONE, B M OXFD, FRCS 


SEVERE persistent sepsis in or round the hip has been 
one of the bugbears of surgery ; once the infection has 
seeped out of the joint, sinuses burrow among the 
tendons round the neck of the femur and the small 
trochanter, or having penetrated the acetabulum produce 
an intrapelvi¢ abscess. The difficulty has been first of 
all to provide free drainage for these deep-seated lesions, 
then—still more difficult—to maintain that freedom 
continuously over the period which is required for 
internal healing. It is no longer now a matter of 
drainage of the hip-joint but of a much. larger infected 
area which often represents a miniature rabbit-warren 
of sinuses and cavities. 

In and after the last war I found none of the standard 
drainage operations satisfactory. The presence of the 
sciatic nerve so hampers the posterior approach that 


drainage can only be free for afew days, while it is futile 
to attempt to establish drainage of the hip by an anterior 


approach. The older methods do not give the surgeon 
a good view of the acetabulum ; but their gravest fault 
is that it is impossible to maintain free drainage for more 
than a very short time. Furthermore, the posterior 
approach produces a discharging wound-in a most 
awkward position. 

In 1921, as a result of found dissatisfaction with 
these cases, many of which resulted from gunshot 
wounds of the war, I worked out a method which has 
proved effective and reliable eversince. I have described 
it briefly elsewhere with special reference to secondarily 
infeeted tuberculosis!; but the method is little known and 
surgeons who have seen it in use believe that if it were 
widely known it would prove of great value in the surgery 
of infected wounds involving the hip..- 

Acute pyogenic arthritis of resipine 4 is rare in times of 
peace. An early hematogenous infection of the joint, 
especially if the organism is a streptococcus rather than 
the locaceus pyogenes aureus, will often subside 
if the joint is immobilised and aspirated every day 
(under anesthesia). My colleagues and I have had a 
number of such cases in which immobilisation on a 
frame and daily aspiration (for 3 or 4 days) has led to 
recovery with full movement. If, however, the illness 
is severe and high fever persists in spite of this treatment 
radical drainage is quickly indicated. This outcome is 
to be expected where the infective organism is the 
Staph. pyogenes aureus, and in particular where there 
is infection associated with devascularisation of bone 
within the joint: this may be the result of an infective 
embolus leading to infarction and septic necrosis, or 
of the shattering effect of a gunshot wound. Whether 
in war or in peace, the illness is severe, painful and 
dangerous; its course may prove long, exhausting 
and bitterly disappointing; its victim greatly needs 
effective succour. 


PRINCIPLES OF THE METHOD 

By the technique to be described something approach- 
ing saucerisation of the joint is achieved; and the 
advantage of the method lies not only in the full exposure 
it can give to the acetabulum after excision of the head, 
but in the access it affords for the adequate drainage 
= a still deeper intrapelvic abscess via ilium or acetabular 

oor, 

Indications.—The operation is called for in acute 
pyogenic infection of the hip—hzmatogenous, from 
compound fracture, or from gunshot wound—in which* 
the fever has not given way to more conservative 
measures, such as immobilisation, daily aspiration, and 
chemotherapy by sulphanilamides or penicillin. Such 
a condition is dangerous and demands radical drainage. 
Cases. can be divided into two groups. In the first, 
group A, the hip-joint is not yet ankylosed ; the cavity 
may be disten with pus, or suppuration may be 
almost absent with symptoms just as severe and threaten- 


1. The Robert Jonea Birthday Volume, Arthrodesis and ‘other 
operations for Tuberculosis of the Hip, London, 1928, p. 347; 
Tuberculosis of Bune and Joint, London, 1940. 
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ing as if it was considerable. In others infective materia 
may glready have leaked out to spread further sepsis 
between the muscular planes. In order to ensure 
effective drainage the excision of the head and neck, 
with erasion and saucerisation of the acetabulum, is 
almost always indicated as the final part of the operation. 
Occasionally it is better to stop after the wide exsection 
of capsule and synovia in the hope that it will suffice. 
I am still diffident of laying down the indications for this 
less radical procedure, but it is clearly contra-indicated 
wherever there is evidence of partial or complete necrosis 
of the head. Group B contains those cases in which 
ankylosis has already developed, and in which pus has 
escaped from the joint and burrowed into the inter- 
muscular planes in various directions. Deep-seated 
sepsis round the hip is very resistant to moderate 
surgical measures. Abscesses are opened with but 
temporary relief; there is surface healing; sinuses 
become ‘established ; from time to time these tend to 
close ; the pus is bottled up; there is persistent sepsis, 
with recurrent flares. It is a miserable prospect. 
Radiology.—In the cases seen at a late stage with one 
or more oye is generally wise to obtain all possible 
evidence as to the ramifications of the tracks, and the 
situation of any deep-seated abscesses, by iodised oil 
injection followed immediately by stereoscopic radio- 
graphy. These injections are carried out on the X-ray 
table; and the iodised oil is injected slowly without 
much pressure. Sometimes the rozzle of the syringe is 
applied to the opening of the sinus, at other times a 
small rubber catheter is inserted to carry the oil in as 


degply as possible. 
echnique.—The new method of drainage differs from 
the older ones in three ways: the approach is lateral ; 
the incisions are at right angles to the muscle and fascial 
lanes ; and a large mass of muscular tissue is exsected. 
n most cases the approach-is external only, with a wide 
exsection of the abductors and the great trochanter ; 
but an additional mesial approach is sometimes indi- 
cated with a similar wide exsection of the adductors. 
The main nerves and arteries in front and the sciatic 
nerve behind are in no way disturbed or endangered. 
The considerable loss of abductors and adductors is of 
no consequence if the hip is ultimately ankylosed ; and of 
little consequence if pseudarthrosis is established, since 
active weight-bearing abduction is in any circumstances 
impracticable, and adduction useless. Thus the great 
virtue of saucerisation ,of this deep-seated joint .is 
achieved by the sacrifice of muscles which are no longer 
valuable. j 
GROUP A 
Position and splintage-——During the operation the 
patient lies undisturbed on a Robert Jones double hip 
frame or in a long plaster spica with a big window (fig. 1). 
Alternatively, if the hip infection is acute and the patient 





Fig. |—Plaster spica with window, 


only seen at a stage when operation is urgent, he may 
come to the theatre unsplinted; he is then put on a 
frame or in plaster at the conclusion of the operation 
while still anzsthetised. In such a case the pelvis and 
the knee of the affected limb are raised from the opera- 
tion table on sandbags to give free access to the outer 
aspect of the gluteal region. Occasionally one has to 
deal with unfortunate patients with bedsores behind 
the pelvis or spine; here neither frame nor plaster can, 
for a time, be used; in this-event after the complete 
operation the limb can be suspended in a Hodgen, 
flexed 20° or 30° at the knee. If a Hodgen is not avail- 
able a flexed Thomas can be used ‘‘ Hodgen fashion,”’ 
but the ring must not be pushed up into its normal 
position or it will intrude upon the wound, 
Operation.—A Jong transverse incision is made from about 
1 in. behind and below the anterior superior spine backwards 
with the centre about | in, above the great trochanter. The 
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skin edges are retracted up and down to expose a wide elipse 
of gluteal fascia covering the gluteus medius and the anterior 
inch or two of the maximus. Two deep transverse ineisions 
are now rapidly made by successive sweeps of the knife 
between each of which any bleeding vessels are clamped. 
The upper incision, directed inwards and slightly downwards, 
divides the glutei down to the ilium just above theacetabulum; 
the first sweep of the lower incision, which is directed inwards 
and slightly upwards, exposes the outer side of the base of 
the great trochanter, which is at once divided by a wide 
chisel directed obliquely upwards to the digital fossa; the 
trochanter is retracted up and the division of the soft tissues 
completed (fig. 2). The knife does not approach the anterior 
crural (femoral) nerve in front or the sciatic behind. The 
whole mass of tissues, consisting of glutei and great trochanter, 
is now removed and hemostasis carried out by diathermy, 
by ligature, or by interrupted hemostatic sutures of finest 
eatgut in small fully curved round-bodied needles. The 
whole upper and outer aspect of the capsule of the hip lies 
exposed, The capsule and synovia are removed and the 
underlying portions of neck, head, and acetabular rim are 
seen. The neck is then divided near its base by a 1} in. 
chisel, and the femoral head removed. The removal of the 
head is greatly facilitated (as it is also in performing pseud- 
arthrosis for osteoarthritis) by the obliqueremoval of the upper 
. atetabfifar rim by a 1} in. or 2 in. gouge of suitable curvature 

(this stép is in either case beneficial). All the cartilage is 
gouged or scraped out of the acetabulum and the rotten bone 
curetted. The discovery of an intrapelvic abscess indicates 
the removal of the acetabular floor with as much of the 
neighbouring ilium as will ensure free drainage. It is the rule 


in this operation 
The cut to leave no carti- 
en ace! lage, no diseased 







bone, no dead 
tissue and no 
ae OF dead spaces. 
TROCHANTER yee orator of 
should leaveraw 
surfaces of vas- 
cular cancellous 
bone. The 
operation can be 
done very 
quickly if the 
chisels and 
gouges are large, 
sharp, and of 
fine material 
and thin seciion. 
The exsection of 
the broad wedge of abductors and great trochanter provides 
really good drainage (fig. 3); the gluteai stumps retract, for 
the incisions are analogous to the first cuts in a shoulder or leg 
of mutton. * 

After the excision of the deep tissues, I used to draw 
the upper flap of skin fairly far down into the wound 
by a continuous catgut suture, and often the lower flap 
too. The sutured skin-flaps thus cover the freshly eut 
muscular surfaces. I found this point in technique very 
valuable-in this and similar drainage operations as it 
reduced the pain of dressings, and covered the more 
superficial raw areas from which granulations grew 
excessively. When however there has been infection 
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Fig. 3—The operation cavity seen in section. 


of the intermuscular planes, the skin flaps should not - 


be sutured deep to the deep fascia ; and nowadays the 
use of vaseline or paraffin wax and the i uency of 
dressings ‘have made this step less often worth while. 


GROUP B 

The hip is ankylosed, with two striking advantages— 
the obliteration of the joint cavity and the stabilisation 
of the limb. It is therefore most undesirable to dig 
out the head. But there may well be sinus tracks 
ramifying round the neck and the small trochanter. In 
such cases, after the lateral drainage down to, but not 
through, the neck, it may be necessary to carry out 
a similar additional exsection of muscular tissue on 
the inner side. Portions of the tineus and of the 
adductor longus and brevis are 


inner side as well as of aH three glutei on the outer. 
When this double drainage has been performed, the skin 
in front remains intact over the tensor fasciz femoris, 





en exsected on the > 





Fig. 2—The operation completed. 


sartorius, and rectus, with the lateral cutaneous and 
anterior crural nerves, and the superficial and deep 
femoral arteries, veins and lymphatics, and the skin 
behind covers the posterior part of the gluteus maximus 
together with the hamstrings, the adductor magnus, and 
the sciatic nerve. As ankylosis exists, splintage is 
unnec ‘ 

Hemorrhage.—The operation causes some loss of 
blood but only for a very short time, and one of its 
ee virtues is that the surgeon can see and catch the 

leeding points; any oozing from the vascular can- 
cellous bone of the ilium ceases with a temporary gauze 
pressure followed by, the much gentler pack. Some of 
these patients are exhausted by pain and toxemia; 
these have been transfused during the operation. Of 
late years I have used the continuous drip method in 
almost all cases; the rapidity of intake of blood can be 
matched to the loss during the operation, and after the 
patient’s return to his ward a much slower drip is kept 
up for 6 or 12 hours. ~ 


SUBSEQUENT TREATMENT 
The success of this operation and the comfort of the 
potent depend on good splintage, nursing and dressing. 
e double hip frame is best, but only if the nurses 
thoroughly understand the care of a patient on a frame ; 
a big plaster spica, with ample window and bridge 
(fig. 1) comes next, and: the suspension and traction of 
the limb on a Hodgen (or Thomas) is reserved for 
patients to 
whom neither 
of the former 
methods is 
applicable. 
After the 
removal of the 
head and most 
of the neck, 
upward dis- 
placement of 
the femur in 
relation to the 
innominate 
must not be 
permitted, for 
such a move- “ 
‘ment would 
close the open- 
ing, spoil the 
-saucerisation, 
and bottle-neck the acetabulum. The position is main- 
tained by fixed traction on the frame, by suspensory 
traction on the Hodgen, or by a well-fitting long plaster 
spica with the knee in flexion, and a good hold on both 
ischial tuberosities. 
Dressing.—The sides of the entrance should be lined 
with fine-mesh bandage aogroksnie’ with soft paraffin : 
two or three 1-inch strips of corrugated rubber tissue and 
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Fig. #—Rubber drains and gauze wicks in place. 
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ample gauze drains reach to the bottom of the siniey 
(fig. 4). The main gauze re should be enough to 
fill the funnel-sha wound, but each piece of gauze 
should run strai in from the surface, and never be 
a long wick Seed. in by repeated pokes of a probe; 
for this ancient packing technique ade to the forma- 
tion of a big cavity which with its narrow neck 
resembles a chemist’s flask. 

Result.—If the operation is well done the relief from 
illness and distress is dramatic. If the subsequent 
treatment is good most of the cases will heal soundly 
in a few months. The great gaping wound becomes a 
narrow scar. 


EXPERIMENTAL TRAUMATIC “SHOCK” 
FACTORS AFFECTING MORTALITY AND EFFECT OF THERA- 
PEUTIC AGENTS (ASCORBIC ACID AND NUPFRCAINE) 


G. UNGAR, DSC, MD PaRis * 
(From the Department of Human Anatomy, Oxford) 


As emphasised by Wiggers (1941), one of the more 
obvious causes of the slow progress in the investigation of 
shock is the lack of quantitative data. A likely reason for 
this lack is the common belief that the degree of shock is 
independent of the extent of trauma, and that it is an 
all-or-none reaction, depending chiefly on peculiarities 
of the traumatised organism. 

The experiments reported in the first part of this paper 
were designed to test the thesis that ‘a quantitative 
relation exists between the amount of trauma and the 
severity of shoek. Such a test required a quantitative 
method of traumatisation, and the numerical] estimation of 
its results. An immediate difficulty arose in the lack of 
agreement about the diagnostic criteria of traumatic 
shock and their measurement. In general, symptoms 
are attributed to shock when they cannot be directly 
ascribed to hemorrhage, injury of a vital organ, or 
sepsis. Thus when an animal dies after trauma and has 
not Shown symptoms which can be attributed to these 
other factors, it can be taken, by exclusion, that it has 
died of shock.. Death itself, therefore, mmy be regarded 
as a criterion of shock provided it cannot be related to 
more obvious Causes. 

Recently Noble and Collip (1942) have described 
experiments in which a quantitative method was 
employed for studying traumatic shock. Animals 
were placed in a rotating drum on the inner walls of 
which transverse ridges had been fitted. As the drum 
was rotated the animals inside were knocked against 
these transverse struts. It was found that there was a 
definite relation between the mortality-rate and the 
number of revolutions to which the animals were 
subjected. 

The experiments reported in the present paper were 
carried out by a different technique, a brief description 
of which has already been given (Ungar 1942) and whichis 
described in further detail below. The experiments had 
been carried out before the paper by Noble and Collip 
appeared. The results obtained by these workers, like 
those of our experiments, show that traumatic.shock can 
be studied by a quantitative technique which, in constant 
experimental conditions, yields constant results as 
expressed by the mortality-rate. The experiments 
described in the second part of the paper are concerned 
with the influence of various factors on post-traumatic 
mortality, studied by means of a standard technique. 


TECHNIQUE 


All the experiments were carried out with the animals 
under urethane anesthesia. Adult guineapigs, rats and 
—— were used. In investigating the problem of shock 

primary requirement of a traumatising technique is 
the Niiasination of factors such as hemorrhage, injury 
of a vital organ, or sepsis, which can cause death directly. 
This can be done by traumatising skeletal muscle in a 
region where bleeding is minimal, and by limiting the time 
of observation to an interval during which it is 
improbable that bacterial sepsis could play a part. Inthe 
present experiments the traumatised area was the 
adductor region of the thigh. Measured traumas were 
administere byt means of the following technique. 


* Free French Forces. 


A metal rod was arepped through a vertical. metal tube on 
to the thigh of the animal, which rested on a heavy anvil. 
For convenience, the amount of trauma can be expressed in 
terms of “energy input,” which is given in kilogramme- 
metres (kg.m.) by the weight of the rod and the height from 
which it fell. When several hits were administered in order 
to cause_more severe trauma, the total energy input was 
taken as the sum of energies transmitted by each individual 
hit. It should be emphasised that the expression of the 
amount of trauma in terms of the energy of the falling weight 
by which it is caused represents only a convenient method of 
indicating the relative magnitude of the trauma produced. 

A metal rod of 12 mm. diameter was used for guineapigs 
and rats, and one of 6 mm. diameter for mice. In all cases the 
rod caused an open wound with destruction of muscle and, in 
a@ small number of cases, fracture of the femur. “A few cases 
were eliminated from the results because of hemorrhage. The 
traumatised animals were maintained at a temperature of 
19-23°C, They were kept under observation (under 
anesthesia) for 10 hours ; those which survived this interval 
were killed 24 hours after the trauma. 

- Ina few experiments a different technique was used, Small 
steel projectiles (,°, in. in diameter and weighing 53 mg.) were 
shot right through the adductor region of guineapigs. The 
impact and residual velocities of the projectiles were recorded 
by Boy’s spark-photography method. As the mass of the 
missile was constant, the velocity records gave a measure of 
the amount of energy transmitted to the tissues, 


RELATION BETWEEN AMOUNT OF TRAUMA AND MORTALITY- 
RATE 


Series of 47 guineapigs, 81 mice and 20 rats were 
traumatised by the falling weight at different energy 
input levels: Table 1 gives the mortality in the different 
groups. The guineapig experiments referred to in this 
table were carried out between December, 1941, and 
February; 1942. Those on rats were performed in 
_April, 1942, and those on mice between May and July, 
1942. 

TABLE I 


Mortality- 


No. of rate 


animals 


Energy 


Animals (kg.m.) 


Died 





Guineapigs. . 


on 
| 


0 
12-5 
25-0 
75-0 | 

100-0 
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Mice 10-0 
23-0 
50-0 
80-0 
85-5 
100-0 


30-0 
50-0 
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Table 1 shows that the mortality-rate increases with 


the energy input value of the trauma. Thus no guineapig 
died at energy levels less than 2 kg.m., whereas all died 
at and above 3°55 kg.m. The results for the guineapigs 
and mice have been analysed by the probit method 
(Bliss 1938, Fisher and Yates 1938). The energy levels 
at which 50% of traumatised animals die are as follows: 


guineapigs, 2:94 kg.m. + 0-07 (standard error) 
mice, 0-6 kg.m. + 05 (standard error) 


In the shooting experiments, performed on 25 guinea- 
pigs, the percentage mortality-rate was also found to be 
related to the energy of the missile. 

No attempt was made to study the influence of such 
factors as sex, age or breed. Each group of animals 
contained approximately equal numbers of males and 
females. Experimental conditions were kept as constant 
as possible, and no treatment, either local or general, was 

ven. 
oNrhe experiments described in the following sections 
were designed to study seasonal changes in post-traumatic 
mortality and the influence of prevfous trauma, ascorbic 
acid and local anesthetics on the mortality-rate. In all 
the guineapig ralsenem: the energy value of the 
trauma was fixed at 3-8 kg.m., the level of 100% mortality 
in the first set of experiments. The general conditions 
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of anzesthesia, temperature, X&c., in this second set of 
experiments were the same as in the first. 


SEASONAL VARIATIONS IN POST-TRAUMATIC MORTALITY 


As already noted, the experiments on guineapigs 
described above were performed in winter. Further 
observations showed that post-traumatic mortality 
undergoes seasonal variations. These variations: were 
studied during 8 months (June to J om Y in guineapigs 
traumatised at an energy input level of 3-8. kg.m. 
The results are shown in table 11. 





TABLE II 
r | Mortality- 
No. of 
Month animals Died a 
June 8 a 62-5 
July coal ll 6 55-5 
August. .. 9 4 44-0 
September 16 10 62-5 
October .. 8 6 75-0 
November 8 6 75-0 
December 8 8 100-0 
January .. 9 9 100-0 


| 
| 
| 
| 
| 


‘Fhe vaviation from month to month exhibits a regular 
trend. The figures have been tested by the x? method. 
After grouping the months in pairs a definitely significant 
result. is obtained. This variation may be due to 
seasonal changes affecting the animal. It is not due to 
any differences in the conditions of the experiments, 
since both in winter and summer the temperature of the 
room in which the experiments were carried out was 
maintained at the same level. 


EFFECT OF PREVIOUS TRAUMA 


A study of the effect of previous trauma_on the 
mortality rate of animals subjected to a subsequent more 
severe trauma was suggested by some observations made 
during the course of experiments designed to show the 
influence of denervation on post-traumatic mortality. 
As a result of these preliminary observations, a series of 
experiments was carried out in which guineapigs were 
given an initial small trauma (under ether anzsthesia) 
on, a forelimb, at energy input levels varying from 0-3 to 
0-6 kg.m. At varying intervals after this first trauma 
the hind limbs of the animals were traumatised, in the 
standard way, at an energy input level of 3-8 kg.m. 
Two series of experiments were carried out, the first in 
June and the second in December. Table 11 shows 
that the mortality-rate after a second severe trauma is 
reduced over a period of at least 3 days if this trauma is 
preceded by a preliminary slight trauma. 


TABLE III 





. mings Mortality- 
Interval between No. of - 
Month traumas animals, Died oe 
June ks 0 (control) , 8 5 62-5 
4 to 1 hr, 8 3 37-5 
1 day 8 1 12-5 
3 days 8 2 25-0 
) aes 8 5 62-5 
14 ss 8 5 62-5 
December 0 (control) 8 Sy 100-0 
3 hr. 8 3 37°5 
1 day 8 4 50-0 
2 days ae 1 12-5 
tee 8 1 12-5 





The ,? test (one degree of freedom with Yates’s 
continuity correction) shows that the control of the winter 
series differs significantly from all other groups except 
that with the 1-day interval. The results of the summer 
experiments are not significant in themselves but show 

agreement with those of the winter experiments. 

An attempt was made to discover whether - the 
‘“‘ protective ’’ effect of a previous trauma could be 
transmitted from one animal to another. ‘Accordingly, 
guineapigs were bled 2 or 3 days after slight trauma 
(0-3 kg.m, under ether anzsthesia) and their serum was 
then injected into a number of other guineapigs, which 
had been traumatised by the standard technique 15 
minutes before the injection. These experiments were 


difference is 


carried out in October and November. The results are 
shown in table tv. It will be seen that 6 of the 8 
guineapigs which were injected with serum from non- 





} 
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TABLD IV 
ee 
| Mortalit 
2 Dose No. of : — ¥- 
Serum from : c.cm./kg. animals Died a 
+ t 
Non-traumatised ey 
pean } 5 8 6 75 
Traumatised f 4 3 : z 
guineapigs =} 4 0 0 
t 


traumatised guineapigs died as a result of the trauma, 
whereas only 1 death occurred among 26 guineapigs 
which had beer subjected to the same. degree of trauma, 
but had received serum from other guineapigs traumatised 
2 or 3 days earlier. A x* test shows that these results 
are statistically significant. 

An attempt was next made to discover whether the 
serum of one species has any ‘ protective’ value when 
administered to another species. Accordingly in another 
series of experiments the serum of traumatised rabbits 
was injected into guineapigs, under the same conditions 
as noted above. Table v shows that 5 out of 8 guineapigs 
died when given serum from non-traumatised rabbits, 
whereas only I’ out of 20 died when given serum from 
traumatised rabbits. A ,? test has shown that this 
statistically significant. _ It follows, 
therefore, that the protective action of previous traumas 
can be transmitted from one species to another. - 








TABLE V 
Dose § No.of Mortality- 
Serum from c.cm./ke. | animals | Died | — 4 
Non-traumatised | 
rabbits J — ° 8 5 62-5 
eS 8 1 12-5 
Traumatised 1 4 0 4 
rabbits | 0-1 j 4 0 ° 
0-01 4 0 0 








EFFECT OF ASCORBIC ACID ON POST-TRAUMATIC MORTALITY 


Previous observation has shown that ascorbic acid has 
a preventive action on anaphylactic shock (Hochwald 
1935, Giroud 1936, Ungar et al.1937) and that it increases 
resistance to hemorrhage (Stewart et al. 1941). A, 
series of experiments was therefore carried out on 
guineapigs, rats and mice in order to discover whether 
this substance has any effect on post-traumatic mortality. 
The guineapigs and rats were traumatised at an energy 
input level of 3-8 kg.m. and the mice at a level of 1-9 kg.m. 
The results are shown in table vi._ A ,? test shows that 
the results obtained for guineapigs are significant: 





TABLE VI 
: , . |’ Mortality- 

Interval No. of 
Animals | trauma: treatment‘ animals Died nae 
Guineapigs Control 17 17 100-0 
15 min. 22 1 4°5 
30 min 10 3 30-0 
60 min 9 5 55°5 
mete.) Control 10 5 50-0 
15 min 10 1 10-0 
Mice: ace] Control 10 10 100-0 
15 min. 10 5 50-0 





Table v1 shows that, when ascorbic acid is given to 
guineapigs within 15 minutes after trauma, the incidence 
of post-traumatic mortality is extremely smallr The 
effect of the drug decreases progressively as the interval 
between the trauma and its administration is increased 
and if, for example, it is administered 1 hour after 





. preliminary report on these experiments has already been 
given (Ungar 1942). 
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trauma only half of the animals will survive. The doses 
given varied from 100 to 500 mg. per kg. body-weight ; 
100 mg. seemed to be the minimum effective dose. 

It seems improbable that ascorbic acid acts in these 
conditions as a vi in, since it is well known that rats 
and mice synthesise the substance which cannot therefore 
be regarded as a vitamin when administered to these 
animals. This suggestion is supported by the observa- 
tion that a solution of oxidised ascorbic acid, which had 
been exposed to the air for 6 months and had taken on a 
dark brown colour (thus presumably losing its vitamin 
properties), still retained its full effect on post-traumatic 
mortality. Thus, when 8 traumatised guineapigs were 
given this substance all survived. 


EFFECT OF LOCAL ANASTHETIOCS 


According to Soviet writers (Synovich 1940, 
Pschenichnikov 1940, Novikov 1941, reviewed by Clarke 
1941), the systematic use of local anzsthesia in war 
surgery has resulted in a notable decrease of traumatic 
and surgical shock. This result was obtained with a 
Soviet preparation of ‘ Nupercaine,’ called sovkain. 

The following experiments show that local anesthetics 
also have a considerable effect in reducing the mortality 
of guineapigs traumatised by the standard technique 
described in this paper. Nupercaine and procaine 
hydrochloride ‘were used, the first in doses of 4 mg. per 
kg. and the second in doses of 100 mg. per kg. The 
‘injections were made either in the traumatised area or 
subcutaneously at a point distant from the trauma—e.g., 
the shoulder. The interval between trauma and 
treatment varied from 15 minutes to 2 hours. These 
experiments were carried out in October. The results 
are shown in table vi. 





TABLE VIE 
| iia a “pee hong No. fee. 
Drug oint 0 rauma : of Diea | t#lity- 
. injection —— animals | = 
+ 
None (control) | Fr nie 16. i 412 75-0 
Nupercaine .. | Local 15 min. 8 2 | 25-0 
'. Distant 15 min. 16 1 6-0 
xe 1 hr. 8 1 12-5 
a 2shr. 8 1 12-5 
Procaine ee Lecal 30 min. 8 | 6 75-0 
Distant 15 min. 8 5 62- 


} Ge 





Procaine was iniected in a 1% solution in saline. For 
the local injections of nupercaine a 1/5000 solution in 
saline was used and for the distant injections a 1% 
solution in distilled water. : 

It seems clear from these experiments that nupercaine 


has a definitely beneficial action on post-traumatic © 


mortality, while procaine has no effect at all. Thus, 
out of the 40 guineapigs treated with nupercaine only 
5died. A x*testshows that all the results are statistically 
significant. On the other hand 11 of the 16 guineapigs 
which were given procaine failed to survive—a death-rate 
almost the same as that observed in control animals, 

As the same results were obtained with. both local and 
distant injections of nupercaine, it can safely be assumed 
that the action of the drug on post-traumatic mortality 
is independent of its anesthetic properties’ It is to be 
noted that delay in treatment up to 2 hours after trauma 
does not decrease the effect. 


PATHOLOGICAL CHANGES 


All the animals used in the experiments were autopsied 
and their organs examined macroscopically. The most 
clearly defined changes were found in guineapigs and 
consisted of hemorrhagic and cedematous lesions of 
thoracic .and abdominal viscera. As a general rule in 
the case of the untrdated animals, the lesions were more 
serious in those which survived than in those which died, 
and among the latter in those which survived longest. 

No changes were seen in a few animals injured at a low 
energy input level. General visceral hyperemia, without 
hemorrhage, was observed in cases of slight trauma or 
in cases where the animals died within the first 2 hours 
after trauma. Hemorrhagic or cedematous lesions were 
found in all other cases where no treatment was given. 


The o most often affected were the stomach and 
lungs : hemorrhagic lesions of the stomach were observed 
in more than 75% of cases. In a few cases the lesions 
resulted in rupture of the organ. Lesions were often 
found in the cecum, the ileum and the kidney (sometimes 
associated with hematuria). Endocardial hemorrhage, 
described by Sheehan (1939) in human shock, was fairly 
common in guineapigs; it was to be seen in the left 
ventricle near or on the cusps of the mitral valve. Ina 
few cases lesions were seen in the adrenals and spleen. 
All these changes are similar to those described by 
Moon (1938) and more recently by Dunphy and his 
colleagues (1941). 

The pathological changes observed in guineapigs 
traumatised during the summer months were consider- 
ably less: hemorrhagic lesions were either entirely 
absent or consisted of only a few small petechie. The 
pathological picture was also altered by the various 
treatments described in the previous sections. In 
guineapigs submitted to repeated traumas or injected 
with the serum of traumatised guineapigs there Were 
definitely fewer lesions, and the difference was even more 
striking in animals treated with ascorbic acid or with 
nupercaine. In these groups surviving animals were 
usually free from hemorrhagic lesions and those which 
died had less definite lesions than control animals. 

In mice and rats the lesions were less pronounced and 
less common. Their distribution was different: lung 
and liver lesions were the most common, and changes in 
the stomach were not observed. 

DISCUSSION 

The relation of the post-traumatic mortality studied in 
these experiments to human traumatic or surgical shock 
cannot yet be determined. No experimental shock in 
animals can be completely identified with clinical shock 
as we do not know in what the latter consists. However, 
precautions were taken in these experiments to realise 
conditions as similar as possible to those responsible for 
human shock. But at the same time it seemed necessary 
to aim at the elimination of certain factors which nearly 
always complicate human shock. Thus, the elimination 
of hemorrhage was considered important,’ in order to 
avoid the usual confusion of the effects of blood loss with 
shock-—-a confusion which has been repeatedly criticised 
by Moon (1938, 1941). Hemorrhage probably creates 
two different conditions: acute anemia, remedied by 
reinfusion of whole blood; and hzmorrhagic shock, 
which is irreversible. While the first has nothing to. do 
with shock the second is not easily differentiated clini- 
cally. From the experimental point of view it is 
important to avoid the confusion and to produce either 
traumatic or hemorrhagic shock. ¥ 

Some experiments carried out a few years ago suggested 
that general anesthesia significantly increases the chances 
of death after trauma. The fact that the present 
experiments were performed under anesthesia has, 
therefore, to be kept in mind in any interpretation of the 
results. Since, however, all were carried out under the 
same. conditions, the influence of the anzsthesia may be 
regarded as a constant factor which will not affect the 
comparison of one set of experiments with another. : 

The results of these experiments lead to the conclusion 
that the amount of trauma is an important factor in 
post-traumatic mortality. This conclusion contradicts 
the getieral belief that the intensity of shock is independent 
of the extent of injury. The latter view has no experi- 
mental foundation and is based solely on clinical 


-impréssions: for example, Crile wrote ‘‘ operations 


which were sufficient to produce shock in one animal 
might in another have little or no effect of this kind” 
(quoted by Wiggers 1942). The present paper shows 
that, in spite of the variability in the effect of the same 
trauma on a series of individuals, there is a regularity, 
and that the rate of post-traumatic mortality, under 
standard experimental conditions, is predictable. 

No reference is made here to the immediate cause of 
the post-traumatic mortality studied in the foregoing 
experiments. The results neither support nor disprove 
any Of the existing theories of shock. Again, no attempt 
has been made to give an explanation of the mechanism 
by which the various “ protective ’’ actions studied above 
exert their influence. The effect of previous traumas 
may be related to the phenomenon called “‘ tachyphy- 
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laxis s (Cham ond Gley 1911) or “‘ sk tophylaxis " 
(Ancel et.al. 1911), or to the condition Pan by Selye 
(1937) under the name of “ tation ’’; but the fact 
that the effect is transmissible brings it nearer to genuine 
immunity. Whatever may be its nature, the protective 
action of previous traumas has a definite significance 
from the point of view of the technique of experimental 
shock. i omy explain certain contradictions in the 
results of experiments where animals were subjected to 
various injuries before the shock stimulus. 

As to the mode of action of ascorbic acid and nupercaine, 
only negative conclusions were reached, indicating that 
ascorbic acid does not act as a vitamin and that 
nupercaine does not protect against shock by local 
anesthesia. 

Particular emphasis must be laid on the possibility of 
utilising these protective actions in the treatment of 
human traumatic and surgical shock. Nupercaine has 
already proved successful in the hands of Soviet surgeons. 

ter a prelim publication of our experiments 
( ar 1942),-ascorbic acid was tried in America with 
satisfactory results according to Holmes (1942). The 
serum of traumatised animals can also be tried in human 
cases as soon as a reliable method of titration of activity 
can be worked out. 





_ we 


SUMMARY 


Experiments on guineapigs, rats and mice show that 
there is a quantitative relation between the amount of 
trauma, as measured by the energy transmitted to the 
tissues, and the mortality-rate or probability of death. 

It is possible to use a standard traumatising technique 
which, under constant experimental conditions, yields a 
constant mortality-rate. The mortality-rate however 
varies according to the season. 

When two traumas were administered in succession 
the mortality-rate after the second trauma was signifi- 
cantly reduced. The protective action of the first 
trauma can be transferred by the injection a serum from 
traumatised animals into other animals of the same or 
different species. 

Ascorbic acid given by injection reduces post-traumatic 
mortality. Its effect decreases when treatment is 
delayed after trauma. 

Nupercaine ap guineapigs against post-traumatic 
mortality, not.only. when it.is injected into. the trauma- 
tised area but also when it is injected at any other point 
of the body. 

The ealeabels of post-traumatic death to human shock 
is discussed, and it is emphasised that the protective 
actions described above might be used in the treatment 
of human cases. 


The experiments described above are part of a programme 
of work on wound ballistics carried out under the direction of 
Dr. 8. Zuckerman. I should like to thank Prof. W. E. Le 
Gros Clark for his kindness in providing the facilities 
for carrying out the research, Prof. H. W. Florey for 
his helpful criticism and Dr. F. Yates for his help in the 
statistical treatment of the material ; also Colonel P. Libessart, 
who devised the traumatising apparatus, and Mme A. Ungar, 
who collaborated in the“experimental work. 
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RATE OF BLOOD-REGENERATION AFTER 
HZMORRHAGE : 


STANLEY ALSTBAD, M D LPOOL, M RO P 
ROBERT POLLOK LECTURER IN PHARMACOLOGY AND TRERAPEUTICS 
IN THE UNIVERSITY OF GLASGOW; ASSISTANT VISITIN 
PHYSICIAN, STOBHILL HOSPITAL, GLASGOW 

THE object of this paper is to record observations on 
the rate of hemoglobin regeneration after hemorrhage 
(venesection). The published work on this subject is 
scanty and has been reviewed by Fowler and Barer 
(1942) and elsewhere (Brit. med. J. 1942, ii, 342). Fowler 
and Barer studied 200 blood donors after the withdrawal 
of an average of 555 c.cm. of blood. They found that 
the average time to replace the blood loss was 49-6 days, 
and in & quarter of their cases hemoglobin regeneration 
was delayed more than 2 months. They also showed 
that the administration of 1 g. of iron and ammonium 
citrate per day increased the daily hemoglobin regenera- 
tion by 49%. 

PRESENT INVESTIGATION 

Venesections were carried out on 48 male. subjects 
in Stobhill Hospital and Barnhill Institution, Glasgow. 
Their ages from 27 to 92 years. The distribution 
of cases accurding to age-groups is shown in the figure ; 
most of the = tients-were in the later decades’ of life, the 
average age being 60-3 years. The complaints for which 
they had been admitted to hospital were of no significance 
in relation to blood regeneration. The 10 cases of 
hemiplegia were long established in convalescence. In 
none of the other cases was there any history of hzmor- 
rhage. -Care was taken to exclude patients suffering 
from infection; the Wassermann reaction was negative 
in all the cases. The patients received the ordinary 
ward diet, and it was estimated that the average jron 
content of the food was about 12-6 mg. daily. 

Methods.—The volume of blood ch -. A varied 
from 350 to 1300 c.cm., the average being 710 c.cm. 
Usually only one venesection was performed, but it was 
occasionally found necessary to take off smaller volumes 
of blood two or three times in the course of a few days. 
The only ill effects seen were signs of collapse in 3 young 
men suffering from. anxiety neuroses and one old man 
with chronic nervous disease ; they all rallied quickly 
when the venesection was discontinued and 3 c.cm. of 
nikethamide injected intravenously. 

The rate of blood regeneration was determined by 
periodic estimation of the hemoglobin ; the. tests were 
done four or five times during the first week and then 
at longer intervals, the average interval being about ’7 
days towards the end of each series of observations. 
The Sahli method was adopted, and the Altmann 
* Nonfade * hemoglobinometer was used. A preliminary 
investigation was carried out to assess the reliability of 
this method, and the results have been published else- 
where (Alstead 1940). It was established that for 
accurate serial readings it is essential that the s&me 
instruments (colorimeter, graduated tube and pipette) 
should be used throughout, that the estimations should 
be made by the same observer, and that his methods in 
obtaining blood and making the solution of acid hematin 
should be rigorously standardised. The readings were 
taken at approximately the same time of day ; the im- 
— of this precaution has been emphasised by 

reyer, Bazett and Pierce (1920). Under these con- 
ditions an experienced worker can obtain readings which 
are consistent to + 2%. The results recorded in the 
present series were averages of two estimations made 
within a 5-minute period. My colour matching is such 
that I tend to underestimate the absolute value of the 
hemoglobin concentration com — with the average 
results of six other observers. his point has been more 
fully discussed in a previous paper (Alstead 1940). 
This does not affect the gradient of a graph representing 
rate of recovery ; and it is the justification for including 
in the series patients whose initial hemoglobin was only 
70% Sahli by my own estimation, as this is equivalent to 
about 95% Haldane (13-02 g. Hb) per 100 ¢.cm. when 
estimated by the average observer. 


RESULTS 


At the.outset it was expected that the new Hb concen- 
tration would be attained between 24 and 72 hours after 
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the venesections. This proved to be correct in less. than 
half the cases. On an average 9:7 days elapsed before the 
lowest level of Hb was reached. If, however, 4 cases are 
omitted in which the a t failure to regenerate was 
extraordinarily prolonged, the average was 7 days. 

Days for Hb to fall) i-3 | 4-7 | 815 | 16-30 | Over 30 











No, of cases ‘s is 18 7 5 3 








This phenomenon, though less pronounced, is seen in 
the graphs published by Schiodt * (1936, 1937, 1938) in 
his observations on patients suffering from bleeding 
peptic ulcer. He states that “ in some patients the rise 
begins at once (direct rise), while in others there is a 
pause or even a fall before the curve rises (indirect rise).”’ 

The fall in Hb concentration after venesection was 
often disproportionate to the volume of blood with- 
drawn. ‘Thus in case 1 removal of 1300 c.cm. depressed 


RELATION OF VOLUME OF BLOOD LOST AND INITIAL 
HZMOGLOBIN FALL TO RATE OF REGENERATION 


F See | preenns 
Weeks atter| aa to No. of Av. volume Av ngs 








venesection — cases oo - at 
10 || Yes 360 | 70 16 
10 | No 12 { 720 24 
eet a 16-6 
15 | No st. me ee 


the Hb by only 17 points Sahli, while in case 28 a small 
venesection (350 c.cm.) caused a fall of 32 points. Again, 
the duration of the anemia following venesection showed 
no constant relationship to the volume of blood with- 
drawn. The prolonged anzmia which was observed in 
cases 33, 34 and 35 after small or moderate hemorrhages 
may be contrasted with cases 1, 17, 36 and 39 in which 
much larger venesections were followed by rapid recovery. 

It will be seen from the figure that 5 weeks after 
venesection half the patients showed more or less Hb 
deficiency. At 10 weeks recovery was still incomplete 
in a quarter of the series, and even at 15 weeks one 
in ten were apparently anemic. Additional data 
relating to patients with anemia and those who had 
recovered at 10 weeks and 15 weeks are set out in 
the table given above. 

From this analysis it appears that the volume of 
blood lost did not determine the persistence of 
anemia after 10 weeks or after 15 weeks. -On the 
other hand, there is some evidence that the duration 
of the anzmia was proportional to the depression of 
the Hb after venesection. The number of cases in 
the present series is hardly sufficient to justify a 
definite statement on this point, but it is noteworthy 
that Fowler and Barer came to this conclusion, 
though Schiddt considered that the time taken for 
patients to recover after hemorrhage was indepen- 
dent of the extent of the initial fall in Hb. 

The influence of age on the rate of recovery was 
examined by arbitrarily dividing the patients into a 
young group and an old group, and by fixing arbi- 
trarily a time-limit, for quick recovery. For the 
purpose of this investigation men under the age of 61 
years were regarded as ‘‘ young,”’ and the time-limit 
for quick recovery was fixed at 8 weeks. The 
following table shows the results obtained. 

It was therefore concluded that in this series age 
did not influence the rate of recovery. In7 patients, 
after anzemia had persisted for an abnormally long 


RECOVERY TIME (WEEKS) 


(ecm) 
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OF Hb. 


DEPRESSION VENESECTION 
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concentration, make it difficult to assess the effect of 
hemorrhage per se as a determinant of the new hemo- 
in concentration. Thus, the cardiovascular system 

is not a reservoir with rigid walls; and the capacity of 
the arteriovenous space containing the circulating blood 
is subject to considerable fluctuation. Hatnotekage is 
followed by a transfer of fluid from the tissue spaces 
to the circulation. The rate at which this tr er is 
affected, thus bringing about dilution of the blood, 
pasty determines the rate of onset of anzmia after 
morrhage. The rate of fall of Hb after hemorrhage 

is therefore liable to be affected by the volume of the 








— Old Young Totals 
ON SS 12 5 17 
Quick .. ened 20 11 31 
Totals .. | 32 16 48 


fluid reserves in the tissue spaces and the amount of 
water and salt in the diet. Even while dilution of the 
blood is proceeding and the Hb is falling, there is a 
tendency for this process to be masked by the ovtpouring 
of new red cells from the marrow ; and the. daily. output 
is generally increased in such circumstances. Again, 
the effect of haemorrhage on the Hb concentration may 
be offset to some extent by the simultaneous discharge 
of large numbers of red cells from the spleen. After the 
loss of a large quantity of blood, say 1200 c.cm., consider- 
able demands must be made on the body’s reserves of 
iron and other substances necessary for hemopoiesis. 
It follows that the patient who has aniple reserves of 
these materials is likely to recover more rapidly than one 
who is deficient in fhem when hemorrhage occurs. 
From these considerations it is obvious that it must 
often be impossible to calculate by simple arithmetical 
methods the change in concentration of the Hb following 
the loss of a known quantity of blood. This contention 
is supported by the data collected in the present observa- 
tions. It is suggested that the discrepancies between. 
the volume of blood lost and the observed fall in Hb were 
due to the transfer of excessive quantities of fluid from 
the tissue spaces to the blood-stream. L.S. P. Davidson 
(personal communication) has pointed out that after 
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and initial depression of haemoglobin in 48 cases. 


R y-time, ° 
time,the effect of. giving iron was tried (ferrous In the 12 cases marked with an asterisk the hemoglobin became stabilised but did 


sulphate, gr. 5 thrice daily). The rate of recovery 
was apparently accelerated in 3 of the patients but 1-3 
in the other four there was no change. 5-7 


DISCUSSION < 

The severity of the anemia following hemorrhage || 
must be proportional to the amount of blood lost. 12 
Nevertheless, numerous factors, constantly inopera- |} 
tion and tending to produce hemodilution or hemo- 15 


not return to its pre-venesection figure. Diagnoses were as follows: 


Neurosis 16 Hypertension 2 Hemiplegia 
Multiple sclerosis 17 Nil 33 Hypertension 
Neurosis 18 Hemiplegia 34 Hemiplegia 
Multiple sclerosis 19-21 Hypertension 35 Fractured femur 
Old gunshot wound 22-23 Senility 36 Senility 
Hemiplegia 24 Hypertension 37 Hypertension 
Hypertension 25 Fibrosicis 38 Hemiplegia 
Hemiplegia 26 Hypertension 39-44 Senility 

Nil 27 Senilit 45 Obesi 
Carditis 28-29 Hemi a 46-47 Hemiplesis 
Paraplegia 30-3! Hypertension Hypertension 
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‘blood-transfusion the change in the recipient’s Hb 
‘concentration is frequently disproportionate to the 


volume of the blood given, the dbserved rise sometimes 
‘being greater and sometimes smaller than that expected 
from the amount of blood transfused. These unexpected 
results may be accounted for by variation from one 
individual to another in the manner of making adjust- 
ments to relatively sudden changes in the volume of the 
circulatory blood. Similarly, if is possible that the 
persistence in some cases of low Hb values long after 
recovery was expected was due to slowness to rectify 
excessive blood-dilution rather than to inadequate 
heemopoiesis. These tentative views indicate the need 
for further research supplemented by observations on 
changes in blood volume. 


SUMMARY 

Venesections were performed on 48 male subjects 
whose average age was 60-3 years, and observations were 
made on the recovery-rate as judged by frequent Hb 
estimations. 

After 5 weeks half the patients were still anzmic, and 
even after 15 weeks recovery was incomplete in 10% 
of the cases. 

The yolume of blood lost did not appear to determine 
the persistence of the anzmia, but there was some 
evidence that the duration of the anemia was propor- 
tional to the initial fall in hemoglobin. 

It is suggested that the probable cause of — 
ence of a low Hb in some of the patients was over-dilution 
of the blood by transference af excessive quantities of 
fluid from the tissue spaces. 

I am indebted to Prof. Noah Morris for his interest in this 
work; and to Sister J. E. Rennie of Stobhill Hospital and 
Sister H. M. Fisher of Barnhill Institution for their codperation. 
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A RAPID TEST FOR THE 
SERODIAGNOSIS OF SYPHILIS 
F. RAPPAPORT F. EIcHHORN 
BEILINSON HOSPITAL, PETAH TIQVA, PALESTINE 
Ide,’ Kline,? Laugalen*® and Meinicke have described 


‘rapid tests on slides for the serodiagnosis of syphilis 


but these have several drawbacks. For example, not 
every positive serum can be detected; slide tests are 
not suitable for a large series of sera, because of evapora- 
tion from the small amount of fluid on the slides; the 
methods are unsuitable for the examination of cerebro- 
spinal fluid ; and recent inactivation of serum is advised 
and time is therefore lost. 

While carrying out examinations of cerebrospinal 
fluid with scarlet red or Sudan III coloured mastie we 
found the results satisfactory and constant, and we 
therefore substituted mastic for benzoin or tolubalsam, 
for the rapid serological test, by adding the mastic to 
the Kahn antigen. Sera were inactivated chemically 
(as in the Meinicke by high salt concentration) and it 
was therefore important to attain a pH of about 6-2—-6-5 


(slightly acid to neutral red), since a fluctuation in . 


acidity may either produce a non-specific flocculation 
of the mastic in negative séra or prevent flocculation in 
positive ones. The necessary pH can be attained by 
means of a phosphate buffer solution and the optimum 
concentration of salts, mastic, antigen and the pH were 
worked out experimentally. 


© PREPARATION OF ANTIGEN 

Reagent } {intensifying reagent), made up of (a) Fresh beef 
heart te la chopped up, dried in the eaatatee or by an 
electric fan and thoroughly ground to a powder. To 25 g. 
of dried and powdered muscle in a 250 c.em. Erlenmeyer add 
100 c.cm. pure anesthetic ether. Shake for ten minutes and 
pour off the supernatant ether. Do not discard the ether 
decanted throughout the whole process of extraction. Repeat 
extraction three times with 75 c.em. ether. Dry the powder 


1. Ide, S. and Ide, T. J. Lab. clin. Med. 1936, 21, 119. 
2. Kiine, B. S. Amer. clin. Lab. Tech. . 4, 4. 
3. Laaghlen, G. F. Canad. med. Ass. J. 1935, 33, 179. 


till free from odour, weigh and return to flask. Add 4 c.cm. 
absolute alcohol (dehydrated) per 1 g. of powder. Shake 
for ten minutes, allow to stand at room temperature for three 
days ; shake again for ten minutes and filter. To each c.cm. 
of alcoholic extract add 6 mg. cholesterol. 

(6) The ether collected during extraction is evaporated to 
dryness at room temperature. To | g. of residual substance 
add 10 c.em. alcohol. Shake for ten minutes, allow to stand 
twenty-four hours in the iee-box and filter in the ice-box. 

(c) Dissolve 10 g. of mastic in 80 c.cm. of absolute alcohol, 
in a 100 c.cm. measuring flask, by heating in a water-bath. 
After standing two days in the ice-box add alcohol to make 
the volume up to 100 c.cm. and filter. Saturate (a@) and (c) 
with a red fat-soluble dye (scarlet red) and filter or centrifuge. 
To 10 c.cm. of (a) add 1 c.cm. of (c) and 0-2 c.em. of (6) to 
make reagent 1... Reagent 1 is stable for about two months ; 
(a) (6) and (ce) are separately stable for a very long time. 
(a), and (6) are kept at room temperature, (c) in the ice-box. 


Reagent 2. NaCl 9g. 
H,PO, 0°63 g. 
Na,HPO,:2H,O 0-35 g. 
Aq. dest. ad 100 c.cm. 
Reagent 3 (diluting fluid). 
Na,HPO, 5 g. 
Aq. dest. ad 100 c.em. 
Activation of antigen preparatory to use.—To 0-55 ¢.cm. 
of reagent 1 add 2-5 e.cm. of reagent 2, the nece amount 


of both reagents being previously warmed for 5 min. in a 
water-bath at about 30°C, Allow to stand for 5 min. in the 
water-bath and add 1-6 c.cm. of distilled water. After 10 min. 
the antigen is ready for use and is stable for several weeks 
if kept on ice, 

TECHNIQUE OF TEST 

A. For gerum.—Place one drop (0-05 c.cm.) of serum 
in a small test-tube (the serum need not be inactivated). 
Add one drop of antigen. Shake for half a minute and 
add one drop of diluting fluid. Shake gently for several 
seconds and examine. In positive cases a strong heavy 
red precipitate appears ; in negative cases the solution 
remains unchanged. In order to save time when 
examining many sera it is advisable to read the result 
after centrifugation for about 2 minutes. In positive 
cases the precipitation is emphasised. 

B. For CSF.—In two small test-tubes place 4 and 6 
drops of CSF, add one drop of antigen to each, shake for 
1 minute and centrifuge at high speed till the reagent is 
deposited. Remove the tubes and shake. If, after 
shaking, the fluid contains distinct red particles the 
reaction is positive ; if the fluid is uniformly clear (as 
at the beginning of the procedure) the reaction is negative. 

In our experience the test described above never 
failed to show a positive reaction in a positive serum 
(controlled by other serological tests and clinical evid- 
ence); but there were a few non-specific reactions 
in possibly negative cases, the reason for which we have 
not yet ascertained. But since we consider this test 
as a esshenness: Se excluding negative sera, and since 
we have contro positive tests by Kahn, Meinicke or 








= Kahn  Meinieke |Rapid test 
Namber of examinations .. 5100 «=|: 5100 5100 
Negative cases.. .. ..{ 4775 | 4776 4765 
Positive cases iis wa 325 7 324 335 * 
Non-specific reactions <i 5 4 10f 


*5 of the positive rapid test ca > which pee a the — ne 
neqet ive in the Kahn and Meinicke test proved subsequently 


be luetic. 
t3 EB. non-s Kabn positive sera (after childbirth) were 


positive by the rapid test. 
ns —— Positive Meinicke sera were negative by the 


Miller reactions, the few non-specific reactions are not 
@ serious disadvantage. r research is necessary 
to determine the significance of the very few cases where 
the reaction is considered non-specific. It should be 
pointed out that non-specific reactions were not found in 
CSF in a relatively small series of 264 specimens of 
CSF of which 9 were positive. In our experience of 
5364 sera and CSFs there was no single ease where a 
positive serum or CSF gave a negative reaction. 
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In several early cases the above rapid test was positive 
while the Kahn and Meinicke were still tive; a few 
weeks later the same sera ace a slight itive Kahn 
reaction and this finding i tes the sensitivity of the 


— ; 
above table shows the comparative results of this 
rapid test and other serological reactions. 


\ SUMMARY ; 

A simple rapid flocculation test for the serodiagnosis 
of syphilis is deseribed. . 

The test is suitable for the examination of both serum 
and CSF, ; 


FREQUENCY OF MICTURITION AND 
ALBUMINURIA IN SERVICE PATIENTS 


GrEorRGE B. Mair, MD erase, FRCSBHE 
SURGICAL REGISTRAR AT WOODEND-OLDMILL HOSPITALS, ABERDEEN 


THE purpose of this paper is to draw attention to a 
clinical condition no among Service patients, com- 
prising frequency of micturition, albuminuria, urine 
sterile upon full bacteriological examination but con- 
taining a deposit of blood, leucocytes or epithelial cells, 
and found upon cystoscopic examination to be associ- 
ated with macroscopic changes in the bladder mucosa. 
Pain is felt either in the lumbar areas or in the hypo- 
gastrium but there is no constitutional disturbance. 
The condition is associated with severe physical strain 
and tends to spontaneous cure with rest. 

This syndrome has been noted in 11 Service patients 
treated during the past nine months in Oldmill Hospital, 
Aberdeen. 

CLINICAL CONDITION 


The patients were all in the third or fourth decade of 
life, and had been in the Services for some months. 
Slight frequency of micturition manifests itself as the 
earliest symptom, diurnal at first, and later nocturnal. 
At first the man rises only once every few nights, but 
insidiously the condition progresses until after a few 
weeks he may be called to the lavatory hourly. There 
is no urgency, incontinence or strangury, and no difficulty 
in starting the stream or dribbling at the end of the act. 
On each occasion the output is small and there is no 
polyuria. The phenomenon of nocturnal polyuria, 
commonly observed in pyelonephritis, is absent. Loss 
of sleep renders the patient irritable, and he may become 
depressed and lose a little weight, while the appetite 
becomes jaded. 

Pain manifests itself at quite an early stage and is of 
two types. Im the first type of case it is felt in the 
hypogastrium as a constant dull ache not relieved by 
anything other than rest, and not radiating elsewhere. 
In some instances there may be pain felt in one or other 
groin and spreading up to the lumbar areas, in reverse 
direction from a renal colic. This pain is more severe 
than the former and is not constant, being subject to 
remissions. It is relieved by heat. In three cases some 
pain was referred to the glans penis but here there was 
an associated trigonitis noted upon cystoscopy. This 
_— is aggravated by exercise and improves with rest. 

patients were all Service men, some from battle 
schools and training centres, many from training depots, 
others from the Canadian Forestry Corps and RAF 
aerodromes or stations. They were all taking strenuous 
exercise. Over a simi period of nine months no 
case has been noted in a civilian patient. Exposure to 
venereal disease has not been admitted by any of the 
11 men, and in those cases where a prostatic smear was 
obtained no gonococci were discovered. The past 
history has been uniformly good with no relevant 
information. 

Unless treated the condition tends to become chronic 
but improves rapidly with rest in bed and quiet con- 
valescence. 

DISCUSSION 


Apart from those cases of frequency with an obvious 
organic basis, the condition is seen associated with 
functional and psy ic disorders in Service patients. 
It is further observed in the presence of distension of the 
seminal vesicles and ; i 
tract. However, here there is no blood or pus 


a 


. urine though. rmatozoa may be detected, and no 
abnormality is detected within the bladder through the 
cystoscope. 

Of the various urinary findings, albuminuria is the one 
constant abnormality, having been present in all cases, 
without obvious cause. That is to say, 11 patients 
suffered from albuminuria of unknown origin out of a 
total of 2143 Service patients treated over a nine month 
period—an incidence of 0-55%,. 

It is recognised that—apart from the presence in the 
urine of pus, spermatozoa, or urethral secretions— 
albuminuria may be found in adults with no apparent 
underlying cause. It is more common however in 
children or in adolescents, in whom it, is known as 
orthostatic albuminuria, or ‘albuminuria of adolescence ’’; 
and it has been established that this is of no serious 
import and does not lead to future renal disease. The 
main characteristic of this type of albuminuria is its 
intermittency, it being absent when the subject is at 
rest, and when present being associated with the erect 
posture and exercise. It may be found in the presence 
of epithelial cells in greater numbers than usual. 

Two. theories have been postulated to explain the 
etiology. Sir Almroth Wright suggests a deficiency in 
the coagulating power of the blood due to an under- 
lying defect in the calcium metabolism. The second 
theory postulates venous congestion due to weight of 
the column of blood in the large abdominal veins plus 
an alteration in arterial pressure due to deficient vaso- 
motor control. In support of the first theory it may be 
remarked that there is often a deposit of calcium oxalate 
or calcium chloride in these cases. 

During the war of 1914-18 MacLean! investi- 
gated the incidence of albuminuria among soldiers. He 
established that albuminuria per se did not predispose 
to future nephritis, and that up to the age of 45 or 50: 
it may have no significance. In his series 60,000 men 
were examined, 10,000 before training had commenced, 
and 50,000 after training at Aldershot. The incidence 
of albuminuria was the same in both groups (5%). Of 
these cases 3% were slight in degree. The men were 
apparently healthy. A further 200 were examined 
before and after considerable exercise and it was found 
that an initial incidence of 7% unexplained albuminuria 
rose to 14% after this physical strain. 

Insurance statistics permit of a 5% incidence of 
unexplained albuminuria according to Dukes.? 
Association however with the presence of pus, blood, 
casts or cedema or other signs of disease precludes 
classification under the heading of orthostatic. In the 
cases it. was associated with changes in the bladder 
mucosa upon cystoscopic examination, definite frequency 
of micturition, pain, and in some cases, pus, casts, 
calcium oxalate crystals in considerable numbers and 
epithelial cells in greater numbers than usual. 

These epithelial cells were present in 9 of the men in 
my series and were in excess of normal. A few of these 
cells are found in all urines; it may be possible by 
microscopy to determine from whence they have come, 
but generally they have been distorted by pressure from 
the urine and their source is unknown. They are 
especially numerous in pyelitis, and when urine obtained 
by ureteric catheterisation is examined, small round 
epithelial cells may be seen which resemble pus cor- 
puscles. Pus also may be found up to 10 cells per c.mm. 
in normal urines without pathological significance ; 
but cells to the number of 100—400 per c.mm. are regarded 
as in excess of normal and reported as being ‘‘ moderate ”’ 
“in — 

@ more common organisms found in the uri 
tract are those of the coliform group, Koch’s baaiiien, 
streptococci in short chains, and in addition Fried- 
lander’s bacillus, the Bacillus pyocyaneus and bilharzia 
ova. In the cases being discussed the urine was always 
sterile, and, in 7 in which guineapigs were inoculated 
the results were negative. 

Cystoscopic findings.—The cases could be divided into 
those showing acute changes in the bladder mucosa and 
—— where the condition had become subacute or 
chronic. 





MacLean, H. Modern Methods in the Diagnosis and T: 
‘ Borge y peat London, 1927, p. 34. urea 
4 es, C. EB. Urine: Examinati d Clini rpretation, 
London, 1939, p. 118. senting kee sa icaee 
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In all cases there were inflammatory changes in the 
mucosa, most severe at the base, the fundus usually 
being normal. In 7 men there were small punctate 
heemorrhages in the area of the ureteric orifices, uni- 
lateral in all cases, in 4 cases on the right side and-in 
3 on the left; these were accompanied by a moderate 
d of congestion around the trigone. 

ere the more acute phase has passed away chroni- 
city is shown by increase in the rugw of the mucosa, 
development of small diverticula and diminished bladder 
capacity—in one case to 4 oz. i of pus and 
debris may be seen and the efflux from one or other 
ureter may be cloudy ; in this event the urine from the 
kidney has been found to contain blood (6 cases) and 
epithelial cells (5 cases). The kidney showing this has 
been on the same side as the periureteric subepithelial 
unctate hemorrhages of the bladder. The outlet may 
slightly irregular in its inferior aspect in those chronic 
cases where there is associated fibrous contraction at 
the base. 

Retrograde pyelography has failed to demonstrate 
any abnormalities of kidney or ureters, thus verifying 
the equally constant findings of the intravenous 
pyelograms. 

Treatment.—The main factor is rest in bed, and it has 
been the-eustom here, after full examination, and when 
a@ tentative diagnosis has been established, to send the 
man to a convalescent home in the country for three 
weeks. At the end of that time he reports to the 
hospital for further examination. He may then be 
cured, improved or as before. At this time, should 
guineapigs have been inoculated, the first is killed and 
it is convenient to have the man report at that time. 
Where complete recovery has not been effeeted the man 
is returned to the country for a further three weeks, at 
the end of which time he-again reports and hears the 
result of the inoculation of the second guineapig. Should 
the results be both negative the diagnosis of this present 
condition is established. By now eight weeks have 
usually elapsed from the time.when he first was admitted 
to hospital and in most cases the rest and freedom from 
severe physical strain have effected a cure. The more 
resistant patients may require a longer period, and 
where chronic changes have taken place in the bladder 
some slight frequency may be maintained. Even here, 
however, the pain and albuminuria have cleared up and 
the man is able to return to duty. 

Various drugs have of course been tried empirically 
in addition to the rest and convalescent. home regime. 
The reaction of the urine has been altered, various 
urinary antiseptics have been used, sulphanilamide has 

“been tried, and in 3 cases it was thought that some 
improvement resulted from a sedative mixture of quinine 
.hydrobromide, ammonium bromide and dilute hydro- 
bromic acid. . 

It. was: concluded, however, that the most important 
factor was rest in bed for four weeks with graduated 
return to sedentary normal life over the next four week 
period, and that there was little to choose between the 
results achieved by the use of these various drugs. — 

ZBtiology.—This condition is noteworthy for its 
definite association with rigorous physical training. The 
facts that no other cause can be found to explain the 
albuminuria, the absence of the condition in civilians, 
and its presence in active Al men undergoing battle 
training, combined with the findings of MacLean in the 
last war suggest that exercise is the prime factor in the 
zetiology. This is borne out by the response to rest. 
It is feasible that the physical stress may induce albu- 
minuria and frequency of micturition. e frequency 
in its turn may cause reflex, bladder irritation with 
resulting trigonitis, and so initiate a vicious circle which 
may be associated with the onset of pain. It is possible 
that a functional element arising from the inconveniences 
consequent upon the frequency may now develop and 
help to perpetuate the condition. “att 4 

ere the urine from the kidneys is clear, it is possible 
that the deposit of epithelial cells and a and 
pus may arise from this irritative cystitis. However 
it is not so easy to explain the same i in urine 
‘collected direct from the renal pelvis. uma of 
eourse can explain the blood, but not the pus corpuscles 
and casts. Neither is it easy to explain the pain con- 
vincingly, especially that felt in the renal regions. 





SUMMARY 

A syndrome has been described found in 11 soldiers 
undergoing strenuous physical training. This com- 
prised frequency of micturition associated with albu- 
minuria. Some cases had a deposit of corpuscles 
and epithelial cells in excess of normal, while a few had 
_casts and a considerable quantity of calcium oxalate 
crystals in the urine. The renal function was unjm- 
paired and full bacteriological and radiological examina- 
tions revealed no abnormalities. Examination with the 
cystoscope showed either changes in the bladder mucosa 
of acute or subacute type and comprising basal conges- 
tion, or subepithelial hemorrhages near the ureteric 
orifice on one or other side, or both. There was no 
systemic upset, and all possible underlying causes of 
albuminuria and frequency could be eliminated. Pyrexia 
was absent and the leucocyte counts and blood sedi- 
mentation-rates were normal. 

Association with exercise has been emphasised and 
comparison with albuminuria among soldiers in the last 
war made. Exercise in excess of the man’s physical 
strength has been suggested as the prime factor in the 
ztiology, and in support of this is the fact that the 
condition cleared up after six to ten weeks’ rest. Drugs 
had no influence upon the treatment of these patients. 

I wish to thank Dr. Harry Ray, MOH, for permission to 
publish this paper and wish to record my thanks. 


COMPARATIVE VITAMIN-C INVESTIGATIONS 
IN AN INTERNMENT CAMP 
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LIEUT.-COLONEL IMS (RETD) 


Camp and Internment Hospitals, Isle of Man 


AT present, with restrictions on or complete absence 
from the diet of certain foodstuffs it is desirable to 
ascertain the nutritional status of the population. This 
should be even more valuable if done in a group of people 
who for some considerable time (2-3 years) have lived 
on the rather uniform dietary of an internment camp, 
where there is a possibility of too low a vitamin-C intake. 
This we have investigated. 

In spite of the basic uniformity of the diet this 
community can be subdivided into several sections 
varying slightly from each other, thus offering ity 
for comparison. A further comparison was oDtained by 
testing certain sections of the community at different 
seasons (spring and autumn). 

Knowing the difficulties of calculating the vitamin-C 
content of foodstuffs (Bessey 1938 and others). we will. 
not attempt to give an accurate figure for camp rations. 
It is derived from vegetables only, as no fruit is available, 
and calculated in raw material probably exceeds the 
League of Nations (LoN) daily minimum requirement of 
30 mg. How much of this is still available after long 
cooking, and often delay in serving, it is impossible to say. 
Lectures and instructions may. have lately brought about 
some improvement in these two failings. 

We used the simplified procedure for the vitamin-C 
urine test described by Harris and Abbasy. This 
method has been criticised but Harris (1942) has refuted 
these criticisms, and the method can be considered as 
sufficiently réliable. Because of technical diffieulties 


‘and lack of material the saturation test was not. carried 


out beyond 3 days. 

We divided the community into the following five 
groups, taking a representative number from each, since 
it would haye been impossible to test every individual : 

1. Members of the camp living on the provided camp 
rations only. ~ 

2. Men working on farms where they have their principal 
meals provided. 

3. Persons able to obtain additional foodstuffs as allowed 
by the regulations. 

4. Official camp personnel in charge of the camp, who 
obtain the foodstuffs available to the Isle of Man population. 

5. Patients and internee staff at an Internment Hospital, 


Resting level.—We shall not give figures of resting 


levels since these were not ascertained in all cases, and the 
resting level alone is of little value in assessing vitamin-C 
nutrition. Our limited experience here confirms the 
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views of Harris and Abbasy (1937), Gerdon and Wormall 
(1942), and others. 

Saturation test.—Standard test doses (700 mg. per 10 st. 
of body-weight) of ascorbic acid were given daily, and 
the number of days counted until the body’s reserves 
were approaching saturation. This s is indicated by 
@ rise in the urinary excretion of ascorbic acid to about 
50 mg. per 10 st. The standard now accepted for this 
test is as follows : . 

No saturation before 10 days shows a severe degree of 
vitamin-C deficiency approaching scurvy. . 

Saturation within 2 days shows a diet probably at least 
NTS with the LoN minimum requirement of 30 mg. per 

em. 

Saturation in the intermediate days shows an intermediate 
degree of vitamin-C subnutrition. 

By testing for 3 days only we were abie to find the 
number of people below the accepted optimum standard 
of vitamin-C intake without having the opportunity to 
assess the intermediate degrees of vitamin-C subnutrition, 
which extension of the test over 10 days provides. This 
fact need not detract from the value of the investigations 
for the purpose of comparison between different 
sections of the community, and also between different, 
seasons. 

TESTS IN SPRING 

People living’ on camp rations gave a poor result 
(table 1, group 1). Out of 7 tested none was saturated 
in 2 days, and only 1 on the third day. This man is of 
interest. because he habitually, and nearly all day long, 
chews grass. The rest of those tested were still unsatu- 
rated on the third day. . 

The farm workers (group 2) were equally poor in the 
tests, only 1 being saturated within two days. As they 
had precisely the same meals as the farmer this poor 
result may be indicative of the vitamin-C nutrition of a 
large section of the population; according to Harris, 
even in normal times half the population receive less 
than their optimal requirement of vitamin C. This is 
probably brought about by lack of understanding of the 
importance of vitamins, which results in the consumption 
of too few and overcooked vegetables. The farm worker 
saturated on the second day (case 14) is also a habitual 
chewer of » like case 4. Seeing that the vitamin-C 
content of fresh green grass is 60 mg. per 100 g., or almost 
the same as lemon juice, this need cause no surprise. 

The importance of ‘“ vitamin consciousness ”’ is shown 
by the findings in group 3, members of which supplement 
their camp rations by salads and other raw ee 
Out of 8 tested 6 were saturated on the second day. 

Results in group 4 further stress this point. The 
members of this section lived on the then rather 


TABLE I—MEMBERS OF 5 GROUPS, TESTED IN SPRING 


GROUP 1—PEOPLE ON GROUP 4—CAMP PERSONNEL 

















Vitamin C in urine | ‘Vitamin © in urine 
Day—11 2 | 8 Day—1/ 2 | 3 
mg. mg. i mg mg. Ing. | mg. 
1 65 |. 12-7) Wis 23 | #53 1-7 | 12-7 
2 6-4 70: | as 24 2-7 1-7 93°3-S 
3 35 73 7-3 25 | 45 + 10-0 | 70:08 
4t 4-0 75 70-03} 26 | 56 40-0 | 10008 
“5 3-0 5-1 11-0 27 3-0 43 | .&6 
6 €; 2-7 5-4 28 | 70 30-8 1430 S 
7 7 | 16 i} ao | ores)... |. 
30 1-8 17 6°9_ 
GROUP 2—FARM WORKERS* 
aie, er ae GROUP 5—HOSPITAL PATIENTS 
2 | 38 | 131 AND STAFF 
| Ss 3 | 31 3-0 2-5 6-0 
li | 50 6-5 oe. 32 :| 40 3-0 40-0 
12 | 4:2 > Se ees 33 3-7 3:7 41 
3; 49°) 170). 34 2-0 3-0 6-5 
4¢' 65 | 87:08! .. 35 | 06 1-4 16 
arour 3—rxorie on surriz-| 38 | 33 | $7 * 
MENTED RATIONS 4 “3 Ue oe 
15 |°53:0S| °.. oe ee ft ; 
16 | 29 4:5 | Sa pAO.4 SE | «ae | 
17. (140-08) -. |... “Boe Re es 
18 | 28 | @2 | 25-0 | 4 | 
19 \19208! .. |”... 
21 | 82 | 166-08 8= t * 
: ‘ *Farm workers id only be 
= ok || BERS tested for 2 daysoverthe weekend. 
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TABLE II—MEMBERS OF GROUPS 1 AND 5 TESTED IN THE 
AUTUMN 
GRouP 5a—PATIENTS NOT RE- 
CEIVING ASCORBIC ACID (cont.) 


GROUP 1—PEOPLE ON 
CAMP RATIONS 








| Vitamin C in urine Vitamin C in urine 
er a 
|Day— 1 2 } 3 Day—1 2 3 
| 
mg. | meg: mg. meg. mg. mg. 
43 80 | 247 116-0 S| 67 4-5 2-2 7:5 
44 14-0 186-08 -_ 68 5-0 10-0 155-0 8 
45 4-0 11°5 15-0 69 2°56 8-5 100-0 § 
46 6-3 55°38 ae 70 6-0 11-0 70-0 8 
47_ 3-0 50-08 Sa 71 2-5 3-0 18-0 
48 45 192 | 9638S) 72 34 4-0 8-0 
49 38-0 72:08 as 73 7:0 7008 eis 
50 3-0 5-0 8-9 
3 a 33 22 GROUP 5b—-PATIENTS RECEIV- 
5% = ‘| 909 SING ADDITIONAL ASCORBIC ACID 
53 3-8 660S .. 14 (22008 
GROUP 5a—PATIENTS NOT RE- 4 ‘- toae 
CEIVING ASCORBIC ACID +. > 8 8 see's 
A at 7 ° 53° 2° 
54 10-0 52-08 eh 79 12-0 35-0 120-0 S 
55 10-0 60-08 ahi 80 130-08 ; 
oy 25-0 100-0 8 be i 'e 
5 . 08 ss 7 5e—r NEE | 
rH 30 re 88:08 GROUP 5c—INTERNEE STAFF 
59° 10-0 50-08 Ke AT THE HOSPITAL 
60 4°5 5-0 7° 81 85-058 
61 4-0 12-0 58-08] 82 72:08 ae 
62 6°5 5-0 8-0 83 93-0 a 
63 16-0 100-0 8 és 84 6-0 140-08 
64 13-0 40-0 161-0 S| 85 100-0 8 pre ve 
65 die ~e 50-0 SS] 86 11-0 30-0 150-0 § 
66 85-08] 87 100-08 at i% 





unrestricted dietary of the Isle of Man population, and 
yet gave poorer results than the people on camp rations 
supplemented by salads and raw vegetables. The camp 
personnel even obtained part of their vitamin C in fruit, 
but probably neglected the proper use of vegetables. Of 
8 tested 1 was saturated on the first day, and a further 4 
within three days, while 3 remained unsaturated on the 
third day. 

The poorest result was obtained in group 5—patients 
at an Internment Hospital. Out of 12 tested none 
was saturated within three days. Only one of the 
patients (case 35), suffering from duodenal ulcer, lived on 
a restricted diet, and his figure was the lowest. The 
others were having the same rations as the camp, and 
some had additional milk, eggs and bacon. This 
experience of low vitamin-C intake in hospital patients is 
not surprising, and has been observed even in normal 
times (Harris et al. 1936). As some cases were suffering 
from pulmonary tuberculosis they may demonstrate the 
considerable wastage of ascorbic acid found in such cases 
by Abbasy and his colleagues (1937). The very low 
vitamin-C intake of patients on gastric diet, unless 
specially supplemented, is also well known. 


TESTS IN AUTUMN 


Members of the two most unsatisfactory groups (1 and 
5) were tested again in the autumn of 1942 ; group 5 was 


.. extended to include staff and further divided into three 


subgroups, namely : 

(a) Patients not receiying additional ascorbic acid. 

(6) Patients receiving additional ascorbic acid. 

(c) Internee staff of the hospital. 

The results fulfilled our expectations and confirm the 
findings of others (Harris 1942), who report seasonal 
fluctuations of vitamin C with higher levels after the 
summer. 

Of 11 people living ‘on unsupplemented camp rations 
5 were saturated on the second day, and 3 on the third 
day (table u, group 1); this showed a great improvement 
on spring results in the same group (cf. table 1), The 
improvement in the most unsatisfactory group—patients 
at an Internment Hospital—is even more striking. Out 
of 20 not receiving additional ascorbic acid, 6 were 
saturated on the second and 9 on the third day (table n, 
group 5a). 

After the spring tests instructions for the better use of 
the natural vitamin-C resources had been given to the ~ 
kitchen, and the patients had been urged to eat the 
whole of their vegetable ration, which was often served 
asarawsalad. During the period between the two tests 
a number of patients suffering from diseases known to 








tana ann 





430 THE LANCET] 





MR. HACKETT: DETERMINATION OF PEPTIC ACTIVITY 








show low vitamin-C levels ( Lae genmnt tuberculosis and 
duodenal ulcer on strict t) were given additional 
ascorbic acid (50-100 mg. daily). The results in this 
oup (5b) in the autumn tests ad iy dye 6 out of 7 
saturated within two days and the other 1 within 

three days. In addition 7 members of the internee staff 
of the hospital (group 5c) were tested. They are all 
healthy hard- -working people, and they were made 

‘ vitamin conscious ”’ by one of us who lived with them. 
Most of them had the ordinary rations, but made good 
use of their vegetables, and they represent the best 
group. Out of 7 tested 5 were satu on the first day, 
one on the second day, and one on the third day. 

Table 111 illustrates clearly the improvement between 
spring and autumn in the two most unsatisfactory 
groups. The quantity of the vegetables supplied in 
rations is the same in winter and summer, but during 
summer green vegetables and during winter chiefly root 
vegetables were supplied. The summer vegetables are 
probably delivered in a fresher state and have not suffered 
so much in transit and storage. Further a quantity of 


TABLE III—-COMPARISON OF SPRING AND AUTUMN FIGURES 








In 1942 
* «—~ Patients in "People on Saturated 
— ow hospital camprations Total within 
(group 5a) (group 1) | three days 
Spring .. 12 7 19 1 
Autumn 20 11 31 23 





green vegetables was grown inside the camp, and these 
were available for those who otherwise would not have 
been able to afford them. 


SUMMARY 


In spring and autumn of 1942 the Vitamin-C nutrition 
of people living in an internment camp and in an intern- 
ment hospital, and of members of the official camp 
personnel was investigated by the method of Harris and 
Abbasy. 

It was found that those living on camp rations only 
gave poor results of saturation after the winter, but that 
during the summer the vitamin-C nutrition of most of 
them improved greatly. This poor result. after the 
winter cannot solely be put down to insufficient vitamin- 
C in camp rations, as it is also shown by those working 
on farms and havi the same food as the farmers. 
Instfficient use and preparation of the vitamin-C 
resources may contribute to the small intake. 

People living on camp rations and supplementing 
their diet by raw vegetables.gave satisfactory results even 
after the winter. 

Members of the official camp personnel living on the 
normal foodstuffs of the Isle of Man population gave 
results somewhat better than those of people on camp 
rations, pre Dod ae geod. an Sane of internees eating raw 


v 

“Phe vie vitamin-C nutrition of the patients in an In- 
ternment Hospital was found to be bad after the 
winter. After the summer they showed great improve- 
ment. This was brought about not only by a better 
supply of natural vitamin-C resources but also nas ‘better 


paration and serving resulting from instructions to - 


pre 
the kitchen. Patients known to be ‘suffering from 
diseases leading to a low vitamin-C level were receiving 
additional pag hey acid, and gave satisfactory saturation 
results after the summer. internee staff of the 
, being “ vitamin-C conscious,” and good 

use of the vitamin-C resources in normal camp rations, 
gave the best ‘results. 

Two people belonging to otherwise unsatisfactery 
groups, and yet giving good saturation results in spring, 
are habitual chewers of grass. 
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DETERMINATION OF PEPTIC ACTIVITY 
W. R. Hackett, FIMLT 
(Pathology Dept., Hillingdon County Hospital, Middlesex) 
A SIMPLE method for the determination of peptic 
activity would be of value in investigating the association 
of peptic hy tivity with gastric ulcer. The most 
usual clinical method is with the Mett (1894) tube, 
though the results are not very accurate and the method 
_has practical objections. In Rose’s (1910) modification 
‘of the Jacoby-Sofms. (1907) method, the globulin of 
the garden pea is employed as the substrate with a 
range of dilutions of the gastric juice, the result being 
expressed in arbitrary units. Volhard and Léohlein 
(1906) used a solution of casein, salting out the unaltered 
protein with sodium sulphate and titrating the products 
of digestion with standard alkali solution, the titration 
result being squared in accordance with the Schiitz- 

Borrisow law. Anson and Mirsky (1932) added the juice 
to a hemoglobin solution, removed unaltered protein 
with trichloracetic acid and estimated the digestion 
products colorimetrically with tyrosine as a standard, 
using the phenol reagent of Folin and Ciocalteau. The 
teemogiobin solution is not easy to prepare. The simple 
X-ray plate method for tryptic digestion cannot be used 
= pepsin because the gelatin is hydrolysed at 37° C. by 

0:4% hydrochloric acid. 

n this paper a simple method of determining peptic 
activity is presented in which the result is expressed 
quantitatively in terms of protein digested instead of in 
arbitrary units. The range of dilutions suggested has 
been found satisfactory in practice and the quantities of 
juice, protein and reagents have been adjusted to corre- 
Pe to the Grey’s 1930, 1932 proteinometer method so 

t the estimation of the residual protein may be made 
immediately by this method, used in many clinical labora- 
tories for the determination of cerebrospinal fluid protein. 

TECHNIQUE 

A range of dilutions of gastric juice in 0-4% HCl is 
incubated at 37° C. for 30 min. with a solution of serum 
albumin whose strength has been previously determined. 
Any residual albumin is then estimated turbidimetric- 
ally in the first dilution in which it appears. The quan- 
tity of albumin which 1 ml. of juice is theoretically 
capable of hydrolysing under the conditions of the test 
is then calculated. 

Prepare a solution of serum albumin (BDH), about. 100 mg./ 
100 ml. Filter clear, and determine the strength of the solu- 
tion by means of the Grey’s proteinometer. Set up a row of 
ten small test-tubes (about 2-5 ml, capacity). Into each tube 
except the finst pipette 1 ml. of 0-4% HCl. To the first and 
second tubes add | ml. of gastric juice diluted 1 : 5 with 0-4%. 
HCl. Having mixed the contents of the second tube transfer 
1 ml. to the third tube and so on throughout the series, 
disearding 1 ml. from the tenth tube. This gives.a range of 
dilutions of gastric juice in 0-4% HCl.as follows : 

1/5 1/%0 1/20 1/40 1/80 1/160 1/320 1/640 1/1280 1/2560. 

To each tube add 1 mi. of the albumin solution.. Mix the- 


‘ contents of each tube thoreughly and incubate at 37° C. fer 


30 min. After incubation add 0°2 ml of 25% trichloracetic- 
acid to each tube. Select the first tube showing a precipitate 
and estimate its albumin. content, transferring its contents to- 
the comparison tube of the Grey’s proteinometer. 

Calculation.—Suppose the dilution of the juice in the- 
first tube showing a precipitate was 1/640. The.d@ibumin. 
solution. before use was found to contain 60 mg./100 ml.. 
Residual albumin in the tube was found to be 20 mg./100. 
ml. (i.e., the albumin in that tube was. reduced from 
0-6 mg. to 0-4 mg.). Then 0-2 mg. of albumin was. 
hydrolysed by 1 a of 1/640 gastric juice. 

That is, 0-2 x 640-= 128 mg: of albumin are hydro- 
es by L mil. of gastric juice. Pepticactivity ofsample :: 

hydrolyses 0-128 g. albumin in 30 min. at 37° C. 

- wish to thank Dr. W. Arklay Steel, s intendent of the- 

hospital, for permission to publish this method, 
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ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of medicine on March 23, 
with Dr, GgorFREY MARSHALL presiding, Captain JOHN 
W. Brown, MC, USA, opened a discussion on 


Primary Atypical Pneumonia 


Since 1935, he said, many cases-of pneumonia have been 
described which cannot be classed with the classical 
lobar pneumonia or bronchopneumonia types. All the 
early cases recorded were mild and they were mostly 
in young people, but in some outbreaks the infection was 
severe and fatal. Thus at San Francisco in 1940 a 
patient was admitted to hospital and died ; three nurses 
who looked after him took the infection and two of them 
died. Three doctors in the pathology department who 
examined the organs of the fatal cases also contracted 
the infection and were ill for several months, In 
America there has been a yearly increase in the incidence 
of atypical pneumonia, which may mean that it is more 
often recognised, or that it is a new disease which is 
spreading. He thought the second alternative unlikely 
because similar cases have been described from time to 
time in the past. The onset is usually insidious with 
cough and cold;- fever usually lasts 7-15 days and 
convalescence is longer than the illness seems to warrant. 
Symptoms resemble those of influenza, with malaise, 
chilliness, cough, scant y sputum (not bloodstained), 
and pain in the chest. rays show !esions in the lung. 
No organism desefving blame can be found in the 
sputum, and the blood- mag is always negative. The 
white blood-count is normal or slightly raised. The 
lung lesions, as seen in the radiogram, begin at the 
hilum and spread & the periphery. onthe epidemiology 
is still in doubt, though the contagion is thought to 
spread from patient to patient and there are clearcut 
instances, like the one quoted, of transmission. _Chemo- 
therapy does not affect the course, The pathology 
is nearly identical with that of psittacosis—a diffused 
heemorr ic interstitial bronchopneumonia. In the 
last two years the study of non-bacterial agents causing 
pneumonia has advanced. The existence of influenza 
A and B viruses has been established ; another type, not 
isolated, has been designated influenza- X virus. The 
rickettsia of Q fever also causes an “ atypical pneu- 
monia,’’ and so does psittacosis, The last is important 
because psittacosis virus has lately been demonstrated 
in birds other than parrots, including petrels, poultry, 
and pigeons. In the series of 6 cases with 3 deaths 
already mentioned, pigeon psittacosis virus was isolated. 
In another series of 45 Se hay pneumonias, psittacosis 
virus was demonstrated in The virus of lympho- 
granuloma venereum can ae responsible for pneumonic 
symptoms, as also for meningo-encephalitis. Recently 
a virus has been isolated from the cotton-rat; and cats 
have been found to harbour a virus like that of psitta- 
cosis. In most cases of primary atypical pneumonia 
there are no definite signs of consolidation, but the 
diagnosis must be clinical and radiologjcal. Captain 
Brown has stored the sera of 75 cases, how@ver, and hopes 
to be able to. test them against any viruses discovered 
in the future. In an influenza-A outbreak he found no 
inerease of atypical pneumonia. Conversely, during 
three weeks in January, 1941, he saw 50 cases of respira~ 
tery disease in a small group of soldiers, 30 of whom had 
been found to have lung lesions on X-ray examination, 
and none of these cases was due to influenza virus A or 
B. Since July, 1942, he has seen 143 cases of pneu- 
monia in American soldiers in England, and 102 of these 
have been primary atypical pneumonia and indistin- 
guishable from the cases seen in America. 
Lieut.-Colonel Gorpon E. Hxrn, MC, USA, emphasised 
that these cases differ from those seen in the influenza 
epidemic of 1918; nor, he thought, do they resemble 
is as we have known it hitherto. Patients 
with, psittacosis have a patchy, shifting pneumonia, 
little cough and no sputum ; they develop excitement 
and delirium out of proportion to the severity of the 
disease ; the pulse is slow in relation to the temperature, 
there is a leucopenia, and the complement-fixation test is 
positive. In atypical pneumonia, apart from X-ray 
\ 


evidence, physical signs are few. The cough is mild 

with perhaps a little more sputum than there is in 
psittacosis. ‘The white-cell count is normal or slightly 
raised and mental confusion and delirium are not 
prominent. There may be backache and retro-ocular 
headache in severe cases. He described four cases 
which, as he said, could only be described as atypical 
examples of atypical pneumonia. 

Caszg 1.—A man of 23, admitted for an injury, developed 
atypieal pneumonia after 23 days in hospital, He had fever 
and cough, but ne frank consolidation of the lungs on clinical 
examination. On the third day of illness his white blood- 
count was 10,000 (75% polymorphs). On the fifth day he 
had photophobia, neck-stiffness and a positive Kernig sign. 
His white-cell count was 14,000 (75% polymorphs). His 


‘cerebrospinal fluid was’ hazy and contained 380 cells per 


e.mm. (77% polymorphs, 23% lymphocytes). The sugar 
content was raised and that of the chlorides lowered; the 
gold curve was not much changed; cultures were sterile. 
The temperature soon fell, and a week after the onset the 
chest was clear though the CSF remained hazy with a high 
cell-count, now made up entirely of lymphocytes. The 
symptoms cleared completely 11 days after the onset, though 
changes in the CSF persisted for some time. This finally 
became normal and he remains well. 

Case 2.--A man of 34 admitted with a history of 7 days’ 
coryza and sore-throat and a maculopapular rash on the 
trunk which was not chickenpox. On the 6th day he de- 
veloped unproductiye cough, chilliness and high fever ; 
there were signs of consolidation in both lower lobes. Next 
day he had headache, neck stiffness, and retention of urine, 
but he made a complete recovery. 

Case 3.-—-A man of 27 who was admitted on Nov. 4. On 
Oct, 1 he had become ill with chills, fever, cough and sputum 
faintly blood-streaked. His symptoms had persisted in 
spite of chemotherapy. By Nov. 4 his blood-count was 
15,500. (70% polymorphs). X rays showed right central 
infiltration and this shadow has persisted for many months. 
Since November he has had tiredness, headache, cough, low 
fever, a mild leucocytosis, and an increased sedimentation- 
rate. No tubercle bacilli have been found in the sputum, 
and other likely diagnoses have been excluded. 

Case 4.—A man of 21. On Dee. 4, 1942, he had chilliness, 

pain in the lower chest and cough. X rays showed peri- 
bronchial exudate at the left base and the shadows persisted 
until Dee, 23 after which they graduaHy disappeared. 
In cases 3 and 4, Colonel Hein said no adequate 
explanation of the persistent fever had been found. Both 
had been fit till the onset of the illness, both had had 
what seemed to be atypical pneumonia, which however 
had failed to clear up. Neither was yet fit for work. 

The CHAIRMAN thought that crops of these atypical 
—— appear every 10-15 years. He mentioned 

Scadding’s cases of wandering pneumonia. The atypical 
pneumonias of today, he agreed, are quite different from 
the cases of pneumonia seen in the 1918 epidemic. 

Lieut.-Colonel W. R. M. Drew said that he had seen 
40-50 cases in the past two winters. The fever usually 
lasts 7-10 days, accompanied by the symptoms already 
deseribed. In some of his cases the lesions have been 
extensive, and in some they shifted about. but in none 
did they last more than 3 weeks. The sputum contained 
no likely pathogens, and the blood-cuiture was always 
negative. He had seen no complications or long fever, 
and his cases had not been much debilitated by the 
illness. 

Major Eric Samur. discussing the X-ray findings, 
said that when these cases first began to appear, those 
showing infiltration at the apex were difficult to dis- 
tinguish from tuberculosis especially if they were 
ambulatory and afebrile at the time (as some cases are). 
This difficulty i is greater if only one film is taken; and 
this is a point to bear in mind, he thinks, if mass radio- 
graphy is to be applied to the general public. One 
distinguishing point is that in primary atypical pneu- 
monia it is unusual to see striation radiating from the 
hilar region, 

Colonel L..C. Monraomery, RCAMC, had seen 47 cases 
of atypical pneumonia and only 7 of lobar pneumonia 
in the past month. He emphasised the complete 

of signs on eae examination ; and students 
must be taught, he said, that diagnosis, depends on 
xX rays. 
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Dr. F. G. Youne confirmed the absence of physical 
signs. Cases seen at Brompton, he said, and diagnosed 
as tuberculous on the strength of the radiogram, would 
clear up before they could be admitted to a sanatorium. 
He thought Colonel Hein’s third case would ultimately 
turn out to be tuberculous. 

Dr. J. L. Livrnestone mentioned that in 1939-40 
he had seen about 60 cases, probably of atypical pneu- 
monia, in Guardsmen. Unfortunately they were not 
radiographed. Symptoms cleared in less than 10 days. 

Sir Henry Tipy thought that Scadding’s cases had 
included several different conditions. He considered 
that cases of primary atypical pneumonia are increasing 
in number at present, and they are certainly not identical 
with the pneumonia of 1918. In his student days, he 
said, his chiefs taught the existence of central pneu- 
monia ; but in 1910, whem he was working as a patho- 
logist, he never found examples at autopsy and he had 
believed the condition to be fabulous. ut it may have 
been that round 1900 cases of primary atypical pneu- 
monia were about, and that by 1910 these had dis- 
appeared, only to reappear now. 

Dr. GREGORY KAYNE described a case sent to a chest 
clinic with a big apical shadow suggesting tuberculosis ; 
the lesion gradually cleared, however, and when the 
case came later to autopsy for other reasons no evidence 
of tubergqulosis was found. Another case, a man of 21, 
had sputum reported to contain tubercle bacilli, yet his 
lung shadow was fading in the same way; Dr. Kayne 
suggested that the positive sputdm finding was an 
error and that this case, like the first, was one of primary 
atypical pneumonia. 

Dr. Pure ELi~mMaAn described several cases which 
might in retrospect have been atypical pneumonia. 
In some of them resolution was delayed. Where a lung 





shadow failed to resolve, he said, it is necessary to think 
of carcinoma, a’ , or bronchiectasis with surrounding 
pneumonia, and of tuberculosis. 

Dr. Horace JouLEs analysed 58 cases of pneumonia 
which he had seen in the past 3 months. Of these 28 
were true lobar ee with a pneumococcus that 
could be typed ; 17 had typical pneumonic consolidation 
but no organism that could be typed; 12 had primary 
atypical pneumonia. In some of the first up the 
organisms had been obtained from the blocd, not the 
sputum. Sulphonamides, he thought, may sterilise 

we ig but possibly not the lung, and he wondered 
whether lung-puncture should be done in all cases where 
the organism could not be obtained in other ways. 

Dr. Ext Davis in defence of central pneumonia men- 
tioned 4 cases which had had the typical history and 
chart of pneumonia without the physical signs, and in 
which X rays had shown consolidation of the lower half 
of the right upper lobe. 

Dr. WILFRED G. OAKLEY described a case of menin- 
gitis in a soldier aged 22, in whom the CSF contained 
500 cells per c.mm. (75% polymorphs, 25% lympho- 
cytes) ; chlorides were 640 mg. per 100 c.cm. at the first 
examination and 560 at the seeond. Tuberculous 
meningitis was diagnosed but 2 days later the tempera- 
ture was normal and though the CSF still contained 
400 cells per c.mm. the patient began asking leave to 
smoke. The radiogram of the chest was normal. 
Could the meningitis, he asked, be secondary to an 
atypical pneumonia which had been missed ? 

In reply Colonel HEIN said that he had seen a good 
many cases of meningo-encephalitis not associated with 
atypical pneumonia. They were sofhetimes associated 
with mumps or herpes zoster. Meningo-encephalitis 
following atypical pneumonia, he thought, was rare. 
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Psychology for Individual Education 
L. B. Murray; EvucEene LERNER; 
MADELEINE GRANT. Editor : 
London: Humphrey Milford, Oxford University Press. 
Pp. 306. 18s. 6d. 

THE teaching of psychology is difficult because exact- 
ness in this branch of knowledge seems inversely pro- 
portionate to relevance and interest. Most people who 
are not professional psychologists believe, as we are 
here told university students do, that “‘ psychology is 
about people—not about learning-curves, or the nervous 
system, or even about something called human traits— 
but about people.’”’ But unfortunately, while learning- 
eurves are definite and communicable by university 
teachers, the mode of conduct. of people oe our- 
selves) is hard to explain and understand. At the Sarah 
Lawrence College in New York four teachers of psycho- 
logy have undertaken to give a freshman class—appar- 
ently immature girls taking an arts course—some notion 
of what we know of human behaviour. The material 
used for this teaching included visits to institutions, 
juvenile courts and social‘agencies; directed reading, 
not only of textbooks in psychology, anthropology and 
sociology, but also in general literature ; participation 
in group discussions conducted sometimes by social 
workers and psychol ts ; observation of children in 
@ nursery school; and individual discussions with their 
tutor. It has been an optimistic venture which was 
justified. Although it was not designed to meet the 

of as group such as medical students would 
constitute, there is much here to encourage and help 
those psychiatrists or psychologists who will, in an 
amended curriculum, have to initiate the future doctor 
into the intricacies of human psychology. 


Nasal Sinuses 


An Anatomic and Clinical Consideration. O.E. Van Atyza, 

MD, assistant professor of otolaryngology, University of 

Illinois, Chicago. London: Bailliére, Tindall and Cox. 

Pp. 262. 363. - 

THis book is attractively printed and illustrated but 
the same care not m ex on proof-reading 
or diction. It is based on a thorough seer of the nasal 

dissected in a large number of 


JANE JUDGE; 
Ester RAUSHENBUSH. 





‘in promising a cure to a patient with a malignant 





skulls, emphasis being laid on the variations in arrange- 
ment ‘and size of the ethmoidal cells. The clinical side 
of the work is unbalanced, disproportionate emphasis 
being laid on lavage of the various sinuses. While 
conservative mogpeeer are rightly stressed, only vague 
accounts of the simpler and commoner operative pro- 
cedures are+given. In a book of such small compass 
it is a pity to cite twelve not very dissimilar case-reports 
to illustrate frontal sinusitis. Professor Van Alyea, 
quotes freely from published work and gives a large 
bibliography. “The specialist will find much of interest but 
will be left with a confused impression of what opinions the 
author supports and what he opposes. The book will not, 
therefore, appea! to the houseman or registrar. 


Principles-of Neurological Surgery 


(2nd ed.) Loyan Davis, MS, MD. (Chicago, Iil.). 
Henry Kimpton. Pp. 503. 35s. 


THE purpose of this book,*which has aisiandiny had a 
considerable success in America and deserves wider 
recognition here, is to inform the general medical reader 
of the present-day possibilities and limitations of neuro- 
logical surgery. It is a specialised branch of surgery 
which has been developed since many practitioners left 
medical school; and even now there are not enough 
teachers in Gfeat Britain to the present 
generation of students with the subject—with the result 
that the average practitioner has little idea of what 
can be expected from it. Thus he may be too optimistic 
ioma ; 
or, remembering the general gloom which attended the 
diagnosis of ‘‘ brain tumour ”’ in his hospital days, he 
may advise against specialist intervention in a favourable 
case. Professor Davis deals with neurological diagnosis 
in terms which make no excessive demand on knowledge 
of anatomy and physiology. Similarly, the various 
types of intracranial tumours are described in such a 
manner that the reader is left. in no doubt that the 
classification has a practical as well as academic signific- 
ance. There are sections. on head — and their 
sequels ; the surgical treatment of epile ; the surgery 
of the autonomic nervous system ; surgical lesions 
of the peripheral nerves. Although the author’s own 
experience is the foundation of the book, the copious 
pig eee Page to standard works place the whole subject in 
t, and help to the mystery which hangs 
nervous system for the average doctor. 


London: 
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. CONSTANT immersion of the hands in antiseptic 
solutions dries up certain of the fatty substances 
in the epidermis thus bringing about dryness, redness 
and often scaly roughness. 
When hands must be protected against these effects, 
a small amount of Nivea Creme should be massaged 
into the skin after washing. This bland emollient 
creme contains “ Eucerite,’* a mixture of solid 
alcohols very closely related chemically to the fatty 
substances present in skin secretions. Nivea Creme 
is particularly advantageous to the doctor, physician 
; or surgeon in that it penetrates so readily and leaves 
no undue superficial greasiness to impair the -sense 
Nivea Creme is unfortunately in short of touch. 


supply. Needless to say we are sharing 
what little ‘‘ Nivea’’ ts avatlable equably 











among our medical friends and giving 
them priority over all other users, but we 
may not be able to supply tt just as and 
when you need it, so if you already have 


a stock, please use it sparingly. 
4 * “Nivea” —“‘Bucerite.” Regd. Trade Marks, 





Made in England by: HERTS PHARMACEUTICALS LTD., WELWYN GARDEN CITY, HERTS 
17 








Tae Lancer,] THE LANCET GENERAL ADVERTISER [APR 3, 1043 





in Pruritus Ani,‘ Anal Fissure,’ Pruritus Vulvzs,' and Lower 
Abdominal Pains originating from the Cervix Uteri* 


Proctocaine is a lasting, non-toxic, local anmethetic, for use in irritating or painful conditions of tie 
skin and subcutaneous tissues. It is an form of A.B.A. is a combination 
> of oil-soluble anesthetics of low toxicity. are combined so as to produce immediate local 


anesthesia which is maintained by the slow, uniform absorption 
of its oily vehicle, and action of its oil-soluble ingredients. 
The advantages of Proctocaine over other solutions have been 

found! to be as follows: 

1. Its effect is almost certain. 

2. It ces anzsthesia or h anzsthesia for periods 
ae tant eae te ee 

_3, The relaxation which: it produces in the anal musculature 
is much greater and more prolonged. 

4. It is comparatively ‘non-toxic, injection of 20 to 30 c.cm~- 

5. Even large quantities of it at one sitting have not been 
found to produce any local reaction if injected properly. 

6. Its injection is painless if made slowly. 

7. Im no case did it produce severe after-pain. 


‘British Medical Journal, 1935, November 16th, p. 938. 
ad “British Medical Journal, 1938, January 15th, p. 105. 


in 2 c.cm. amnoules : ra 12, 8/6. 


» 5Sc.cm. s ” 





” 
” ” ” 3, 8/6. 
Plus Purchase Tas. 


S CT CAINE 


Injection Solution 
LOCAL ANZSTHETIC-ANALGESIC 
won Bizet. ny ALLEN & HANBURYS Ltd., LONDON, E.2 occ Gr uss” 


‘ 


IBULIN 


ary (tes) Extract 
_ Trustworthy for 
High Activity, Safety, 
and Stability 


Some of its uses: 

To hasten labour, usually in the second and third 
stages. 

To raise the blood-pressure in collapse and shock. 

To counteract intestinal paresis after operations, 
morphine poisoning, etc. 

To counteract diabetes insipidus. 

To counteract an overdose of insulin. 

To relieve the pain of shingles. 

Descriptive literature will be sent on receipt 

of one penny. 
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RESPONSIBILITY IN HOSPITALS 

A PORTNIGHT ago we reviewed the proposals of 
the Government and various planning bodies for a 
national health service. We concluded with four 
points which we regard as matters of principle. One 
of these concerned the relative positions of the 
clinician and the administrator. They must, we said, 
be equal in status and salary, and the parallel staffing 
system of the voluntary hospital must replace the 
hierarchal system of the municipal hospital. 

We have no wish to enter the controversy as to 
whether hospital superintendents should be medical 
or lay. There are good examples of both. But it 
should be said plainly that hospital administration 
is a whole-time job, for which special training and 
experience are needed. To anyone familiar with 
clinical medicine and voluntary-hospital practice it 
is patently absurd that one man should be beth 
, clinical and administrative chief of a hospital. Yet 
the lay official of a local authority fails to appreciate 
this. In each institution, he says, there must be one 
man who is responsible for everything and everyone ; 
one man to whom I can turn for advice ; above all, 
one man whom I can blame when things go wrong. 
(And how lay committees love one man to be their 
servant, to take their orders, and transmit them to 
the assistant doctors!) The impossibility of this 
combined clinical and administrative supervision 
of a large hospital is of course recognised by many 
medical superintendents. At the Maudsley Hospital 
the late Professor MarotHEeR had a complete plan 
for establishing the parallel firm or unit system ; but 
the war destroyed his hopes. Had he succeeded in 
piloting his proposals through the mental-hospitals 
committee of the London County Council, the first 
example of municipal parallelism would have been 
established. At present, the nearest municipal 
approach is seen at the Postgraduate Hospital at 
Hammersmith, where there are various professorial 
units on the Continental model. But though it 
represents a great advance on the usual British 
municipal organisation this type of organisation, 
assigning several experienced assistants to each 
professor, means that the higher clinical openings 
are greatly restricted. If all hospitals were run on 
these lines, most hospital clinicians would have to 
look. forward to a lifetime of clinical subordination, 
for there must inevitably be three or four juniors 
for each chief, and professors are apt to be good lives. 
It is sometimes suggested that a voluntary hospital, 
with several medical and surgical firms, does not 
provide an example of true parallelism, since each 
firm is itself a miniature hierarchy. Up to a point 
this is true: no-one would deny that for four or five 
years—until the registrar or chief-assistant stage is 

clinical work of the embryo specialist or 
consultant should be supervised. But once a man 
becomes assistant physician or surgeon at a voluntary 
hospital he is no longer clinically subordinate to his 
chief. He is a member of the staff in his own right : 
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fhe’ holds. Mia’ own clinics; he has his own iad : at 
35, he is clinically autonomous. And it is this 
autonomy that has made British hospital practice 
something unique—a benefit alike to patient and 
practitioner. 

By contrast, medical life and practice in the average 
municipal hospital—whether general, mental, or 
tuberculosis—presents a sorry picture. A group of 
middle-aged men, none too well paid, look forward 
rather dubiously to their chances of medical super- 
intendency. Their clinical senses are blunted by 
attendance on far more patients than can be cared 
for conscientiously. After a year or so’s struggle, 
they are apt to devise a technique that enables them 
to avoid the’ worst mistakes and to keep their books 
and forms straight, and gives them enough time to 
develop a reasonably inexpensive extramedical in- 
terest—gardening or golf, photography or fishing. 
This is no way to practise medicine, but it is the 
inevitable result of weakening the doctor’s direct 
responsibility for each of his patients. If the Govern- 
ment has in mind an extension of this type of employ- 
ment for medical men and women, we must pray,,. 
for our patients’ sake, to be delivered from it. 


APTITUDES IN WAR AND PEACE 

PRoPERLY applied the knowledge being gained 
about the selection of Service personnel could increase- 
our efficiency as a nation and our happiness as 
individuals when peace comes; it is gratifying to- 
know that a Cabinet committee has these postwar 
applications in hand. In the last war the belligerents 
slowly learnt that the placement of recruits solely 
by chance, personal preference and the needs of the 
various branches was a potent cause of breakdown 
in the fighting machine as well as in the health of 
its human components ; but the lesson was largely 
forgotten, as BaRTLETT* was pointing out in 1937, 
and it needed a mechanised war to demonstrate fully 
the waste of man-power arising from the assump- 
tion that one man is the same as another. In our 
Services the waste was perhaps most evident ‘in the 
Army, which had to absorb the greatest number of” 
recruits into the greatest diversity of jobs, and in 
June, 1941, an Army Directorate of Selection of 
Personnel was set up, with experienced industrial 
psychologists to guide it.* Since then all reeruits, 


- instead of being drafted at once into different units, 


have been taken into the General Service Corps. 
where, as Rwxs* describes, alongside their basic. 
training they fill in a questionnaire about their 
experience, education, interests and civilian back-. 
ground, are put through a battery of intelligence and 
aptitude tests, and have a quarter-hour interview 
with a non-medical personnel selection officer. (PSO). 
From these‘findings, with the medical officer’s report 
on the recruit’s physical condition, the PSO makes his 
training recommendation for a broad type of work, 
such as driving or mechanical maintenance. The 
PSO can refer doubtful cases, and those difficult to 
place on grounds of personality or intellect, to a 
military psychologist. Every soldier’s papers now 
include a sheet (SP 100A) recording his previous 
career, test results and medical category, the PSO’s 


1. Bartlett, F. C. ieny in the An _ Force. “Roy. Air 
Force r Quart. 


1H ig 375; 1938, 9. 
* Myers, C. S. ye ii, 591. 
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observations and suggestions for suitable duties, and 
sometimes the psychiatrist's comments. At the War 
Office -a mechanical sorting system enables each 
man’s sheet to be equated against the demands 
of the different arms.‘ For this purpose a systematic 
job-analysis had to be made of the whole Army, and 
standards drawn up for every member of a tank crew, 
every gunner, every clerk and so on—a heavy task 
but one which is bringing results. 

When the time comes for demobilisation would it 
be possible to reverse this selection procedure, so as to 


give some vocational guidance to those who had no™ 


prewar jobs to return to? Civilian occupations 
would first have to be analysed and grouped according 
to the physical and mental attributes they require ; 
this has already been done for some and the National 
Institute of Industrial Psychology has laid down first 
principles. Presumably the “tradesmen” will be 
demobilised first, and their replacement in industry 
will obviously be determined by previous experience 
and AfiGstrial demand. Next will come the turn of 
unskilled labour, and here some guidance based on 
Service findings should surely be practicable. This 
would be especially valuable for the many thousands 
of dullards and high-grade mental defectives now 
doing useful manual work in the Army, though they 
had hitherto failed in a succession of civilian and 
military tasks. Apart from this direct application, 
the findings of Service personnel selection should help 
to place the methods of selecting new entrants to 
industry on a firmer basis. So far industry as a whole, 
and the Minister of Labour himself, have not been 
convinced of the value of psychological tests. A firm 
of cocoa manufacturers, however, and _ several 
engineering firms and instrument-makers used them 
with satisfaction for years before the war, and they 
are now to be applied experimentally at the Ministry 
of Labour training centre at Leicester. The success 
of Service selection should stimulate the research 
needed before its civilian equivalents can be widely 
adopted. 

It is in schools that accurate vocational guidance 
should be most welcome. Before the war some boys 
left school with but the vaguest ideas about their 
intended careers, and the inclinations of parents often 
proved as unreliable as those of their sons, the final 
choice being made by a dismal process of trial and 
error. Careers masters were appearing in the public 
and secondary schools, some of which—for instance, 


_ Quaker schools—had adopted a system of vocational 


guidance supervised by a visiting psyehologist for all 
leavers. Many boys, too, were receiving guidance 


from the National Institute of Industrial Psychology. - 


In the elementary schools boys and girls in their last 
term were interviewed and advised about suitable 
employment and further education by the “ juvenile 
employment officer’ of the Ministry of Labour, or 
the “choice of employment officer” of the local 
education authority ; this advice was based mainly on 
school records, and local labour conditions were 
usually (as perhaps they must always be) the main 
deciding factor. There are of course two separate 
problems—guidance, which is telling a boy what sorts 
of ‘job he is likely to be good at, and placement, 
which is finding him an actual job ; in normal times 
these must be considered together. For a public or 


 §. Army med. Dep, Bull. December, 1942. 





secondary school any effective scheme must include a 
master trained in vocational guidance, who will size 
up each boy during his last year, using specific tests 
as a check on school records, and giving true value to 
the preferences of boys and parents, and to the 
report of the school doctor. The Federation of British 
Industries, in its evidence to Lord Fiemme’s com- 
mittee on the public schools, urged that such masters 
should have a wide knowledge of the opportunities 
which industry and commerce offer, and this is where 
the schoolmaster is likely to be most handicapped ; 

he can know only very broadly the requirements of 
different occupations. A central organisation would 
be needed to keep careers masters in touch with 
employers as well as with the professions, to study 
conditions in industry, perhaps even acting as an 
employment agency itself, to devise standard 
psychological tests to be applied by careers masters 
and undertake their training, and to follow up results. 
For the general population this work would fall to 
local government bodies, who would maintain 


contacts with schools and employers, supervise group 


tests in schools \through the education committees, 
and so on ; even so, a central office for the country as 
a»whole would be desirable. Some at least of the 
supply of careers masters could be drawn from the 
Army DSP sergeant testers, most of “whom were 
formerly teachers. 


YEAST AS FOOD 


** The idea of the use of yeast as a source of food 
protein for man and the higher animals is not 
a new one; it has, however, been given renewed 
emphasis by the exigencies of the food situation 
during the war.’ 

TuIs was written in 19191; it might well have 
been written today. The Germans were fully alive 
to the merits of yeast during the last war, when they 
grew large quantities of it on waste cellulose material 
and used it for human and animal food. At that 
time its vitamin value was not appreciated ; it was 
regarded purely as a protein supplement, and it is 
largely as a protein supplement that it is being 
advocated now. Yeast protein itself seems to be of 
high biological value, and can be used as the sole 
source of nitrogen in the diet of rats '* and chickens.* 
It is particularly valuable, however, as a supplement 
to the protein of cereals for rats‘ and pigs,® and in 
fact, seems to be equal to casein in this respect. The 
discovery of the richness of yeast in the B group of 
vitamins has thrown fresh light on its virtues as a 
food ; it contains more riboflavin and nicotinic acid 
than any other food, and is also a good source of 
thiamine, vitamin B, and pantothenic acid. ~ Theo- 
retically all this is excellent, but ordinary brewer’s 
and baker’s yeasts have one great disadvantage as a 
food for man—their bitter taste. If yeast was to be 
used for large-scale human feeding, a strain had to be 
found which was palatable and pleasant. Torula 
utilis, as specially grown by Dr. Tuayson in the 
chemical research laboratory of the Department of 
Scientific and Industrial Research, seems to fulfil this 
requirement. When dried it appears as light straw- 
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coloured flakes with. a slight, not unpleasant favour: 
Ig can be incorporated without fear of detection in 
biscuits and bread, soups and savouries. Many 
feeding tests on humans and animals have been 
carried out with it by workers at the Lister Institute 
and elsewhere, and the publication of their findings is 
awaited with interest. It is said to have been accept- 
able to both children and adults, and digestive 
disturbances have been rare. 

The manufacture of 7’. utilis on a commercial scale 
in this country is not an economic proposition, for 
we have no large sources of waste carbohydrate. In 
the West Indies, however, there is an almost unlimited 
supply. The yeast can be grown very economically 
on waste molasses, with ammonium salts as a source 
of nitrogen. Under suitable conditions it multipiies 
itself eight times in as many hours.* The dried yeast 
contains 49% protein. A sowing of live yeast 
equivalent to | g. of the dried material can thus be 
made to produce over 250 g. of high value protein 
in 24 hours. For whom will this food yeast be 
specially beneficial ? Five years ago a ‘special com- 
mittee of the technical commission on nutrition of the 
Health Organisation of the League of Nations recom- 
mended the use of yeast “in correcting deficiencies 
in the diets of tropical and Eastern peoples, which are 
usually largely composed of cereals.””? Such a measure 
would supplement the protein in these diets, which is 
often deficient both in quality and quantity. As a 
short-term policy a supply of yeast may also prove 
of great value in supplementing the diets of the 
peoples of Europe immediately after the war, since 
any emergency food relief for the starved populations 


of occupied countries must of necessity consist largely 


of cereals. Ifa soup powder containing dried yeast 
could be distributed with the cereals, this should 
provide a tasty and highly nutritious food. The 
soup powder would have to be palatable if made up 
with plain water, but local vegetables could be added 
where available. A product of this type would be 
useful for all kinds of communal feeding. 


MUCUS VERSUS ACID 

GaSTRIC secretion can no longer be regarded as a 
simple process, regulated by nervous or chemical 
stimuli, in. which the rate of secretion of a juice of 
constant composition is the main or only variable, but 
rather as a delicately adaptable mechanism in which 
the several components of the juice have individually 
important functions and may be secreted in varying 
concentrations under varying conditions. This view, 
advocated by THomas® of Philadelphia among others, 
is well supported by observations. The secretory 
cells of the stomach consist of chief cells secreting 
pepsin, parietal cells secreting hydrochloric acid of 
constant strength, and mucoifl cells secreting mucus: 
All these cells may be éxcited or inhibited by both 
nervous and chemical means. The vagus, for 
example, carries fibres which excite different groups 


- of cells according to the intensity of the stimulus, 


‘some: fibres being presumably more resistant than 

others. The fibres most readily stimulated provoke 

a secretion of mucus, which is probably an important 

factor in controlling the level of gastric acidity. Thus 

if acetic acid is applied. to the gastric mucosa there is 
. Fink, H, and Kre ..4, 1938. 299, 1, 
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an , imctenend secretion of mucus, and a greatly 
diminished acidity results when acid secretion is 
later stimulated by histamine. 

Wo ts and Wo xrr * discuss this protective power of 
gastric mucus under three main headings—it offers a 
protective slippery surface to irritants ; it neutralises 
acid directly in contact with it; and it forms a 
precipitate under high acid concentrations, so acting 
as an insoluble continuous membrane: over the cells 
of the gastric mucosa. These workers carried out a 
series of observations similar to the original researches 
of Beaumont on Alexis St. Martin. In their 
laboratory one of the cleaners, aged 56, had lived 
since the age of 9 with a permanent gastric fistula, 
following complete cesophageal stenosis as a result of 
swallowing scalding hot clam chowder: This man 
was in the habit of chewing his food and then spitting 
it into an ordinary kitchen funnel inserted into the 
gastric stoma. Fortunately for the observers a 
considerable area of gastric mucosa had protruded 
from the opening, so enabling a study to be made 
under different circumstances of its changes, which 
could be regarded as essentially similar to those 
occurring within the cavity of the stomach. The 
insulating effect of mucus could be tested, and when 
the mucus secretion was continuously removed by 
suction a tiny traumatic mucosal erosion artificially 
produced rapidly developed into a definite ulcer 
having all the appearance of a chronic peptic ulcer. 
Moreover, a vicious circle arose in that the eroded 
areas in contact with gastric juice themselves acted as 
stimuli to further acid production, so that this looks 
like being one mechanism involved in the maintenance 
of the acid secretion in peptic ulcer. The continuous 
secretion of gastric juice, as distinct from the inter- 
mittent digestive secretion, is often greatly increased 
in eases of duodenal ulcer, and there appears to be a 
threshold level below which mechanical or chemical 
irritation of the mucosa—as by ah ulcer or experi- 
mentally by acetic acid—calls forth an increase of 
mucus but above which the increase affects only the 
acid secretion. 

These opposing secretions of acid and mucus—as it 
were the attacker and defender of mucosal integrity— 
seem to depend not only on the intensity of varying 
stimuli, nervous, mechanical or chemical, but also on 
their duration. Wotr and Wourr made the interest- 
ing though not original observation that during 
emotional conflicts involving anxiety, hostility and 
resentment—but not aetual fear—the gastric mucosa 
becomes red, engorged and turgid, with greatly 
increased acid production and exaggerated gastric 
contractions. During such emotions their patient’s 
stomach- lining showed all the appearances of a 
hypertrophic gastritis; these profound mucosal 
changes may in fact be diagnosed as gastritis by 
gastroscopists examining patients under conditions 
of emotional tension. During this phase of gastric 
engorgement any trifling trauma, such as stroking the 
mucosa with a glass rod (or even sometimes no 
mechanical trauma at all), produced smiall erosions 
and bleeding points; with these changes often went 
complaints of heartburn and abdominal pain. When 
the stimuli were short lived these erosions rapidly 
healed. under a protective layer of mucus, but if the 
nervous tension was maintained more lasting effects 
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were produced, and ¢ a , secondary stimulation of acid 
and engorgement was set up by the mucosal erosion 
itself. Thus the gastric hyperactivity of nervous 
tension depends for its pathological effects on the 
duration of the tension as well as its intensity. This 
may be one reason why peptic ulcers develop in one 
person and not in another under equal nervous 
strain, the one quickly adapting himself after a 
transient emotional outburst, the other bottling up his 
resentment or anxiety and settling down mere slowly. 
The ill effect of sustained, as distinct from transitory, 
nervous stimulation is confirmed by animal experi- 
ments—for instance, though repeated large doses of 
histamine in the dog failed to produce any peptic 
ulcers, administration of the drug in a beeswax 
mixture giving a slow continuous absorption regularly 
did so. 
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- - SLEEP, DREAMS AND TERRORS 

ro coop physiological theory should throw new light 
on pathological findings in comparable fields. Kleitman’s 
evolutionary theory of sleep,' which appeared a year or 
two ago, stands up to this test. He considers that our 
24-hour sleeping-waking rhythm is not an inborn charac- 
teristic, but has to be learned—acquired in infancy by 
integrating a lower, diencephalic centre with the aetivi- 
ties of the cortex. The cortex matures only gradually 
after birth, and even after complete development its 
leadership in regard to sleeping and waking is restricted 
by the needs of the lower centre. Disorders of this 
centre, anatomical or functional, form the pathological 
basis of such disorders as narcolepsy and the hyposomnia 
and hypersomnia of encephalitis lethargica or of tumours 
of the diencephalon. 

Kleitman, however, did not discuss the relation of his 
theory to the parasomnias, such as nightmares, night- 
terrors, somnambulism, teeth-grinding and jactitations. 
These were discussed at a convention of Californian 
psycho-analysts at San Francisco in 1940, and their 
papers have since appeared as a symposium.? Though 
psycho-analysis offers eomplete theories of early in- 
stinctive development and of sleep and dreaming, the 
contributors mainly confined themselves to illustrative 
ease material, and drew few general conclusions about the 
nature of sleep disturbances. Freud, it will be recalled, 
held that sleep provided an escape from the conflicts 
of reality, but at the same time was a source of fear 
because in dreams repressed material is released from 
the unconscious. Comparisons of night-terrors with 
anxiety attacks and of somnambulism with hysterical 
twilight statcs are not illuminating. Many contributors 
to the symposium confirmed the well-known influence 
of environment, especially unhappy family life. and 
restless parents, on the child’s sleep habits. One quoted 
the old German proverb “a good conscience is the best 
pillow”; but added that sleep may be disturbed not 
only by the pricking of a bad conscience, but by the 
instinctive temptations too strictly restrained by an over- 
zealous conscience in the day-time. 

Kleitman’s theory can, however, be used as a satis- 
factory basis for understanding the parasomnias. The 
integration of two parts of the central nervous system, 
one of which—the diencephalic centre—is probably 
fully developed, while the other, the cortex, is in the 
process of maturing, must necessarily be a ticklish 
business. If their eodrdination is disturbed in the 
making the two parts may work in some degree inde- 
pendently. Thus the diencephalic centre will induce 
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sleep—as it did before ‘the cortex became active—while 
the higher centre does not codperate completely, hut 
remains half awake. Motor phenomena like somnam- 
bulism and soliloquy will result ; or on a lower motor 
level, jactitations or teeth- grinding. These anomalies 
of sleep may be associated with no appearance of emotion; 
but fear is manifest in night-terrors and may be traced 
to some sleep-disturbing incident, such as a. scene between 
a drunken father and his wife. In spite of his fear, the 
child’s sleep is not interrupted, being maintained by the 
primary diencephalic centre. 

That some symptoms are commoner during the stage 
of going to sleep than during deep sleep supports the idea 
that there is incomplete codrdination of function at 
different levels. The development of the sleep rhythm 
can be compared with the learning of skilled movements 
in dancing or skating where so much depends on a good 
start. Awkward early movements have to be unlearned. 
Symptoms of faulty integration are often manifest in 
association with retarded or imperfect cerebral develop- 
ment ; hence the clumsy gait and uncouth movements of 
many mentally defective and psychopathic ‘children. 
But it is worth remembering that unfavourable psycho- 
logical and social conditions can also retard integration. 
Nightmares—which differ from night-terrors in that 
they waken the patient—are not easy to explain on 
Kleitman’s theory. They are as common in adults as 
children, and are the most innocuous of the parasomnias. 
Before accepting the traditional view that a full stomach 
invites the devil to ride on the dreamer’s chest it might 
be timely to study the impact of Lord Woolton, and all 
he stands for, on the incidence of British nightmares. 


SERODIAGNOSIS OF SYPHILIS 

Srnce the introduction of the Wassermann test various 
other tests have been devised to simplify the diagnosis of 
syphilis. The flocculation test of Sachs and Georgi was 
followed by the sigma and Meinicke tests, while the Kahn 
test is the flocculation test now most commonly employed. 
Even more rapid tests, where the reagents are mixed on 
glass slides and the flocculation is immediately observed, 
have been deseribed by various workers ; the Laughlen 
test is probably the one most used in this country. But 
these rapid tests have several drawbacks: they are not 


’ suited to large numbers of specimens, the antigens do 


not keep well,-the serum must be inactivated by heating 
immediately before use, tests with cerebrospinal fluid 
cannot be made, and—most important—some positive 
sera may not be detected. The paper by Rappaport and 
Eichhorn which we publish this week is of considerable 
interest because they describe a simple rapid test for the 
diagnosis of syphilis which overcomes these objections. 
Essentially it consists of Kahn antigen which has had an 
addition of gum mastic, and has been coloured:red with 
Scharlach R stain. Inactivation by heat is unnecessary, 
for the inactivation is done chemically by means of high 
salt concentration. The separate components of the 
finished antigen keep well, and the working antigen, 
which is easily made up, keeps for about 2 months. 
The technique of the test is very simple: one drop of 
serum (about 0-05 c.cm.) is placed in a small tube, one 


‘drop of antigen is added, the tube is shaken for half a 


minute, and a drop of diluting fluid is added and again 
shaken gently. With a positive serum a strong heavy 
red precipitate appears ; with negative sera the solution 
remains unaltered. The test can be applied equally 
simply to cerebrospinal fluid. 

. Rappaport and Eichhorn show that, in parallel with 
other methods, the test has never failed to detect a posi- 
tive serum, and so far has net given any false negatives. 
In addition, the serum does not need to be heat-inacti- 
vated—a great saving of time—while the working antigen 
remains stable in the refrigerator for a fair period. If 
reliable components for the finished antigen are made 
available from a central souree, this test will simplify the 
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serodiagnosis for syphilis in many jabunntesion, especially 
in places like blood-transfusion centres where numerous 
tests are made and ‘‘ Wassermann ”’ results are required 
a8 @ routine. 
FRACTURED SCAPHOID 

Tue treatment of fractured seaphoid is not yet satis- 
factory, and apart from too brief or imperfect immobilisa- 
tion the blame is mainly laid on delay in diagnosis. 
Thus, at the British Orthopedic Association meeting 
reported in these columns last week Rowley divided 
450 Service cases into two groups: those diagnosed 
within 7 days and these diagnosed later, mostly after 
amonth. Of the 238 cases in the first group 186 united, 
whereas of the 212 eases in the second group only 57 
united. Rowley points the moral—the medical officer 
must be taught to diagnose the fractured scaphoid early. 
He Kas studied 105 bone-graft cases, and of these only 
8 ‘were subsequently returned to category Al. The 
average time with a graft for union to take place was 
12 months, and 40 out of these 105 remained un-united. 
On the evidence it is questionable whether grafting 
should ever be done in a soldier, for unless the result 
is perfect he will find it difficult or impossible to use a 
rifle or handle ammunition. Where there is non-union 
Rowley advocates a further period of immobilisation, or 
no more treatment at all. Of 48 cases of non-union 
further immobilisation led to union in 18. Excision of 
the fragments has not been satisfactory. and 6 out of 9 
ceases so treated had to be discharged from the Army. 
The poor results with grafting are disappointing, for the 
improved method introduced by Armstrong’ and 
Butler? held, out great hopes. But as Clark pointed 
out in the discussion of Rowley’s paper, this is techni- 
eally a very difficult operation—in the Air Foree all 
eases requiring such grafting are transferred to one 
of two surgeons. There must be no arthritis when 
the operation is performed, and if in grafting the 
guide position still appears unsatisfactory it is unwise 
to ,graft; the operation may, without detriment, 
still be abandoned. New light was thrown on the 
problem of the fractured scaphoid by Lambrinudi at 
the BOA meeting. He says that usually the fractured 
seaphoid is put up without any form of traction or 
reduction, and it is not realised that the fracture is 
often the second stage of a trans-scaphoid peri-semilunar 
dislocation. The radius, semilunar and os magnum, he 
explained, are a chain of bones ; if the os magnum and 
semilunar bone are to move together they must be 
linked, and the scaphoid provides that link. In normal 
dorsiflexion, os magnum and semilinar tend to move 
together and there is not much strain on the seaphoid. 
But if they move in opposite directions there is a 
breaking strain on the scaphoid. In some cases of 
fractured scaphoid lateral views show that the semilunar 
has swivelled forward and the os magnum rotated back- 
wards—a torque or rotating force, arising from the 
original trauma, and acting through the strong inter- 
osseous ligaments, has put a breaking strain on the 
seaphoid. Lambrinudi hgs confirmed this mechanism 
by X-ray observations on the cadaver. He advises that 
by traction and pressure the fragments should always 
be redueed béfore immobilisation is started. This 
attractive theory was supported by Buxton, who urged 
that in every case of fractured scaphoid an anzsthetic 
should be given, and that the plaster applied should be 
continued above the elbow. He said that ordinary 
plaster-of-paris used in this site seon becomes sodden 
with washing and useless as a splint—in the Army they 
often have to change the plasters once a fortnight— 
and he hoped that the development of plastics would 
give us a more efficient immobilising agent. As*to the 
position in which the scaphoid should be put. up, Soto- 
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Hall of the US. ane, ‘nes with a colleague had investi- 
gated 70 cases, advocated that the wrist should be put 
up in radial abduction: and 20° dorsiflexion, and that 
while the plaster is setting upward pressure should be 
exerted on the palm. In this position the scaphoid 
shapes itself to the cup of the radius, and the added * 
pressure on the palm will help in the moulding of the 


fragments. 
SCABIES 


Tue Ministry of Health’s film on scabies was shown in 
advance to the epidemiology section of the Royal Society 
of Medicine on March 26. Made in conjunction with the 
Ministry of Information, it is designed for medical 
practitioners and public-health workers rather than the 
layman; but apart from a few technical terms it could 
be readily followed by anyone. It begins with animated 
charts ealling attention to the remarkable increase of 
scabies before and during this war, and next gives 
admirable plhiotegraphs of the Sarcoptes scabiei burrowing 
into the skin and being dug out with a needle. Then 
there are pictures of the ‘rash’ and its impetigmous 
sequels, with useful comments on their distribution. 
The domestic spread of scabies is illustrated by glimpses 
of the seamier side of home life, and treatment both at 
home and at a clinic is demonstated. Benzyl benzoate is 
preferred for the clinic, but sulphur ointment for the 
home, where the painting of an emulsion on the skin 
might be less expertly performed. Methods of disinfesting 
garments are represented, and there are brief talks from 
an MOH and a dermatologist. The film will not be 
generally available till the end of April, when its exhibi- 
tion will be arranged through the BMA and medical 
officers of health. 


1§ BREAST-FEEDING WORTH WHILE? 


DIFFERENCES of outlook and doubts about what should 
be matters of fact were revealed at a joint meeting 
between the diseases of children section of the Royal 
Society of Medicine and the maternity and child-welfare 
group of the Society of Medical Officers of Health on 
Mareh 26. Dr. Mary Crosse opened the discussion on 
the decline of breast-feeding by referring to the study 
undertaken for the British Pediatric Association in Bir- 
mingham.! The real decline since the Middle Ages both 
in the number of babies breast-fed and in the duration 
of feeding was hastened as wet-nurse gave place to feed- 
ing-bottle and milk-supplies improved. Comparison of 
recent years (1938, 1941, 1942) shows no effect attribut- 
able to the war. The Birmingham figures, to be pub- 
lished in detail later, show an actual increase in the per- 
centage breast-fed at one month (1938, 87%; 1941, 
92:1% ; 1942, 92-8%). The proportion breast-fed at 
three months remains about 50%. The declining infant 
mortality in spite of this low figure gave point to Dr. 
A. A. Moncrieff’s questions as to the evidence that breast: 
fed babies do better than bottle-fed, and whether 
Grulee’s Chicago figures of infant mortality in 1934 are 
still applicable (0-18% breast-fed, 84% artificially 
fed).2, Dr. Crosse has shown® that the neonatal mor- 
tality of premature babies does not depend.on how they 
are fed, but in a group followed to one year the mortality 
for the artificially fed was a further 10%, compared with 
only 4% for breast-fed. And, as Dr. Donald Paterson 
observed, hospital wards (and gastro-enteritis units) are 
filled with bottle-fed babies. Few share Dr. Flora 
Shepherd’s _view that it is not economically sound to 
spend time on the 70% of women with too little breast 
tissue to produce enough milk, the majority accepting 
the usual assumptions that most women, given good 
conditions, can feed their babies, that breast-feeding is 
best, the ideal period albeit unspecified, and that, what- 
ever statistics show, many mothers anxious to feed their 
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babies, and presumably capable of so doing, in fact fail. 
Some of the contributory difficulties met with in the gap 
between discharge from maternity hospital and the health 
visitor’s first visit were discussed by Dr. H. K. Waller. 
Referring to the importance of the draught reflex,’ he 
stressed the need for careful management of mothers 
during the early weeks while the reflex is being condi- 
tioned. Impressed by the dangers to lactation of over- 
loading and engorgement of the breast, he had taught 
mothers at the British Hospital for Mothers and Babies 
manual expression of colostrum in the last three months 
of pregnancy. This increased the ease of lactation and 
reduced breast abscess to one in 4500 consecutive cases. 
Maternity hospitals and units may well note this figure. 
The problem of helping the mother in the gap period had 
been solved in several ways. Closer coéperation between 
maternity hospitals and health visitors was called for b 7 
the matron of the General Lying-in Hospital, York Roa 
Dr. Helen Mackay said that no baby should be dis- 
charged from hospital underfed. The delay to admis- 
sions caused by keeping such cases longer-in maternity 
hospitals was countered by evacuation to postnatal con- 
vatescent> homes. But these failed, according to Dr. 
Letitia Fairfield, to attract mothers, whose one idea was 
to get home. In such a home Dr. Saunders Jacobs 
claimed 98-5% successful lactation. The postnatal 
clinic especially for babies up to three months old, started 
in Birmingham, may have increased the percentage 
breast-fed at one month. Dr. Crosse reported 13% 
artificially fed at one month in 1938, compared with 7:2% 
in 1942. This provides a basis for the most practical 
solution of the “ gap ”’ difficulties. Among the curious 
omissions from the discussion were the value of home 
helps, of mothercraft classes in girls’-high schools, and 
the effect of breast-feeding and weaning on the emotional 
relations between mother and baby. The need for fur- 
ther facts is clear. The flying start of the breast-fed 
baby can hardly be equalled by the artificially fed, but 
is there evidence of a difference in mortality, morbidity 
and growth between artificially fed babies, those weaned 
by three months, and those weaned at nine months? 
Only with such knowledge can it be decided whether 
there is an urgent need to convert the mothers who now 
cease — ast-feeding before three months for reasons of 
conveni 
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EXPECTORANTS REINSTATED 


Twe years ago Perry and Boyd® devised a method for 
measuring the output of fluid from ,the respiratory tract 
in anzsthetised cats and rabbits. They showed that 
under these conditions large doses of certain expectorants 
(ammonium chloride and carbonate, powdered ipeca- 
cuanha and glycerol guaiaecolate) increased the rate of 
output of respiratory fluid. More recently Boyd and 
his co-workers,® ysing the same technique, have shown 
that creosote, which is a mixture of guaiacol, cresol and 
other phenols, increases the fluid output from the 
respiratory tract, as does guaiacol itself and certain of its 
compounds, though they add that in view of the large 
doses used it is questionable if these data on animals 
should be applied to man. Their doubts are supported by 
the findings of Alstead’ on the ineffectiveness of various 
expectorants under controlled clinical conditions in 
subjects suffering from chronic bronchitis, but it is fair 
to add that Boyd’s experiments were performed on 
animals under an anesthetic, which would be expected 
to depress the sensitivity to stimulant drugs, including 
these stimulating expectorants. In a clinical experiment, 
Boyd and his colleagues found that the daily administra- 
tion of 1-2 g. of guaiacol glycerol ester to medical 


4. Lancet, 1943, i, 69. 

5. Perry, W. F. meg aig M. J. Pharmacol. 1941, 73, 65. 

6. Stevens, M. E., Ronan - Bes Sourkes, T. S. and Boyd, E. M. 
Canad. med. ‘Ass. J. 1b43, 48 24. : 


> 1 
7. Alstead, S. Lancet, 1939, ii, 2932 ; 1941, i, 308. 











students significantly redueed the number of coughs per 


day during periods when they were suffering from colds, 
as compared with students receiving a placebo; they 
suggest that this effect may be due to an inereased 
output of respiratory tract fluid.--Their results do not 
directly contradict those of Alstead, since the observa- 
tions were carried out on very different types of patients 
who might well react differently to these drugs, and they 
seem to support the retention of creosote and other 
expectorants containing guaiacol in cough mixtures as 
an alternative to the opium alkaloids. 


THE PIPER AND THE TUNE . 


Since its formation in 1879 the chief aim of the Mental 
After Care Association has been the individual treatment 
of each patient with a. view to complete rehabilitation.. 
At the annual meeting held in London on March 23 
several speakers emphasised the value of personal contact 
if recovery is to be complete and lasting. It was felt that 
the problem to be faced after the war will be how to 
find the true relationship between the State, the com- 
munity and the individual. As the scope of activity of 
a voluntary association can be seriously hampered by lack 
of means it was felt that the ideal arrangement would 
probably be for the State to give financial assistance, to 
the voluntary body, but without the rigid authority over 
its expenditure which this usually implies. The Bishop 
of London suggested that while, of course, any voluntary 
body receiving public money must always give an account 
of its stewardship, it would be better if the payer of the 
piper did not insist too strongly on his right to choose 
the tune. More mutual trust is required, he said, if the 
postwar world is to be what we hope. 


EVOLUTION AND EUGENICS 


LEONARD Darwin, fourth son of Charles Darwin, died 
on March 26 at the age of 93. He had survived his 
father 61 years. Charles Darwin was led to form a new 
conception of the relations, of the present to the past 
inhabitants of the earth. He was loth to publish his 
views until they were well supported by observation and 
reason. Leonard Darwin applied the same method, and 
with the same reticence, to the relations of the present 
to the future inhabitants of the earth and came to hold 
strong views on the problems of population and society. 
For the Eugenics Education Society, of which, he was 
president, he did work that will be fruitful in the years 
to come. 


ECONOMY IN DESOXYCORTICOSTERONE ACETATE 


Suppties of desoxycorticosterone acetate are only 
sufficient for the treatment of Addison’s disease, and 
sinee the Therapeutic Requirements Committee of the 
Medical Research Council-do not consider it essential in 
any other condition the drug should be preseribed for 
that disease alone. For other purposes the committee 
recommends the use of the natural extract of adrenal 


- cortex, which is made from glands eollected in this 


country. 








Darep Piasma in Scortanp.—A new plasma-drying unit 
belonging to the Scottish National Blood Transfusion. 
Association was opened at the Royal Infirmary, Edin- 
burgh, on March 26, by Mr. Thomas Johnston, Secretary 
of State for Scotland. Under normal conditions the plant 
will dry 200 bottles of plasma per week, but if necessary 
the number could be increased to 300 bottles. Blood 
from two donors is required to provide one bottle of plasma. 
The plant is the only one of its kind in Scotland 
and is described as the most up to date of the four plants 
in the United Kingdom. Its institution has been made 
possible by a combination of State aid and voluntary contribu- 
tions. By building up reserve stocks of dried plasma the 


oniaiebbins will = its part’ in meeting the demands of the 
Services. 
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Special Articles 





: THE NURSES BILL 
THE main objects of the Nurses Bill, which came up for 
its second reading in the House of Commons on March 
24, are: to implement the Horder Committee’s proposal 
that assistant nurses should be given a recognised status 
and placed on a roll; to control by licensing and 


inspection agencies which supply private nurses to the 


public ; and to enable the General Nursing Council to 
standardise training for sister tutors. Public opinion is 
evidently widely in favour of these changes, for every 
speaker in the debate supported the main objects of the 
bill and criticisms were directed. only to relatively minor 
points. More than 16,000 women holding no official 
nursing qualification are at present employed throughout 
the country, especially in hospitals treating the chronic 
sick and the infirm ; the demand for nurses grows yearly 
with the growth of the health services, and it would be 
quite impossible to give adequate care to the country’s 
sick without the help of these women. The bill prescribes 
that the GNC shall form, maintain and publish a roll of 
assistant nurses, and regulate both conditions of admis- 
sion to it and the conduct of any examination agreed 
upon for those seeking entry to it. It is also proposed 


. that a committee of the GNC, to be called the assistant 


nurses committee, should be set up, to consist of 6 
people appointed by the council and 5 representatives of 
assistant nurses; since there are as yet.no enrolled 
assistant nurses their 5 representatives will in the first 
place be appointed by the Minister of Health. The bill 
provides that people who have engaged in practice as 


.nurses and have had appropriate experience before 


March 17, 1943, shall be admitted directly to the roll, 
provided they apply within 2 years of the date when the 
rules agreed upon by the GNC first come into-force. It 
also provides that training shall be carried out either in 
an institution approved by the GNC or in the service of 
the. Admiralty, the Army Council, or tlie Air Council. 
This should meet the needs of those Naval sick-berth 
attendants to whose plight on discharge we drew atten- 
tion not long ago.1 

It is-disappointing to note the proposal that an 
assistant nurse’s name should be maintained on the roll 
only if she pays a yearly fee not.exceeding 2s. 6d. A 
similar regulation is in force in regard to the nursing 
register ; the result is that the names of a large number 
of qualified nurses do not appear there because their 
owners have failed to pay the annual half-crown. A 
nursing register as complete as the medical register 
would be invaluable at a time when we are especially 
anxious to draw on the existing pool of nurses; and it 
would be well not to put pecuniary obstacles in the way 
of completeness in the roll of assistant nurses. This point 
was not raised in the debate. 

With certain exceptions, use of the title of nurse is to 
be restricfed to registered nurses and enrolled assistant 
nurses. The exceptions include ‘“ children’s nurse ”—a 
term which, as Miss Florence Horsbrugh pointed out, will 
go on being used despite any law or regulation. They 
also cover any special class of people whom the Minister 
authorises to use titles containing the word “ nurse.” 
This clause, as Mr. Ernest Brown explained, will enable 
him to safeguard the rights of mental nurses and tuber- 
culosis nurses, 

Some official control of agencies and codperations 
supplying nurses has been needed for many years. 
Some of these agencies are of good repute ; but others, 
less ‘scrupulous, employ large numbers of unqualified 
women who have had little experience, and send them 


out to patients at high fees, without indicating that they ~ 


are unfit to give expert attention. Some agencies, it 
seems, circularise student nurses who have just passed, 


“1, Lancet, 1942, ii, 650. ~~ 





or even have failed to pass, their examinations, offering 
them relatively high pay. Thus the sick, as the Minister 
of Health pointed out, may find themselves treated at 
considerable expense by nurses with little or no qualifica- 
tion. The bill provides that any person carrying on an 
agency must send to everyone to whom he supplies a 
nurse a statement of her qualifications; and the 
selection of the nurse to be supplied must be made 
under the supervision of a registered nurse or a doctor. 
It is proposed that agencies of the kind should be 
licensed, and that the local authority granting the 
licence should inspect the premises and the records of the 
agency, and have the right to refuse or withdraw a 
licence if the agency is improperly conducted. Mr. 
C. G. Ammon, MP (Camberwell, North), pointed out that 
there was nothing in the bill to prevent an agency which 
lost its licence in one area packing up and going over the 
border into the area of the next local authority, and 
setting up business there. Otherwise the measures 
proposed were felt to be sound for dealing with unreliable 
agencies. As Miss Horsbrugh remarked, the better 
agencies will welcome the bill. 

The third section would empower the GNC to make 
rules governing the training and qualifications of sister 
tutors. It also contains a clause to enable trained 
nurses to register now who could have registered under 
the Nurses Registration Act, 1919, but who failed to do 
so ;, this will remove hardship for a few women who did 
not realise the importance of their opportunity when it 
was open to them. On the whole the bill is drawn on 
lines which have the approval of the Royal College of 
Nursing. At a meeting of the council of the college on 
March 18 it was held that the Government’s suggested 
restrictions on the use of the term nurse will in effect 
make nursing a closed profession, The council noted, 
however, that the Horder Committee’s recommendation . 
that inspection should be extended to nursing homes was 
not included. 


MEDICINE AND THE LAW 


A Verdict of Negligence 

TH® recent High Court judgment in Crick v. Patterson 
must: not be. allowed to foster any popular theory that a 
medical practitioner guarantees his own infallibility and 
backs himself to make the perfect diagnosis at first sight. 
It was a case in which the plaintiff claimed damages 
against a doctor for alleged negligence and unskilfulness 
in the treatment of his son. The boy, evacuated to 
Buckinghamshire, complained of the state of his neck 
and throat on Sept. 5, 1940. The doctor did not at first 
suspect diphtheria ; it was not till the 13th that he took 
aswab. It was four days before he received the patho- 
logist’s report. On the 17th the boy was removed to 
hospital at Aylesbury, where, in the judge’s words, he 
was found hopelessly ill with diphtheria. He was treated 
at once with antitoxic serum, but died two days later. 
The judge found the doctor negligent at least from 
Sept. 9 when he ought to have seen symptoms which the 
child’s mother had seen on the previous day. He 
commented on the fact that the doctor was in charge of a 
be cary ap patient for eleven days and gave no treat- 


ent for diphtheria ; he also criticised his omission todo - 


anything during the four days bf waiting for the patho- 
logist’s report. It was impossible, said the court, to 
say that with earlier treatment the child would have 
recovered or that: his death was attributable to his 
treatment ; but there were very good chances of recovery 
if he had been properly treated. 

A perhaps unusual but by no means unprecedented 
feature of the proceedings was that the defence offered 
no evidence. It is for a plaintiff in a civil action, just as 
it.is for the prosecution in a criminal charge, to establish 
a case to be answered. The defendant doctor, doubtless 
on grounds that seemed sufficient to his legal advisers, 
contended that he ought not to be found negligent in the 
absence -of\ medical evidence. Mr. Justice Atkinson 
strongly dissented from this submission; if it were 
sound, he observed, “the trusting public would be 
hopelessly at the mercy of the medical profession.” 
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He commented on the silence of the defendant. “ It 
is the first time in my experience,” he said, “that a 
medical man charged with negligence has refrained from 
going into the witness-box to explain, excuse or throw 
light on what has happened.’’ He awarded damages of 
£75 with costs. 

It is gratifying to record that a stay of execution was 
granted pending appeal. It would certainly be a pity if 
it became a forensic tradition or convention that a 
defendant, because he is a medical man, must go into the 
witness-box and call evidence though defendants of 
other professions and callings would in a like situation 
be allowed to claim their right to plead that no sufficient 
case has been made for them to rebut. It would be 
lamentable if the doctor’s vocation exposed him to the 
forensic duty of clearing himself every time that his 
professional judgment is challenged. Negligence on the 
part of a medical practitioner is normally established by 
proof of what a reasonably careful medical man would do 
in the circumstances disclosed in the evidence. It will 
come as a surprise to the profession if such proof can be 
given by lay witnesses or if the court itself can so far 
abandon the rule of judicial ignorance as to declare of 
its own unaided knowledge the standard of due pro- 
fessional_care. The fact that, where a patient dies of 
diphtheria, the medical attendant took no steps to treat 
him for that disease until the pathologist’s report on the 
swab was available need not be automatic proof of 
negligence. A mistake of diagnosis does not of itself 
carry a right to damages. These general reflections may 


indicate the interest with which the profession will await ~ 


a review of the case. 


Arsenic and Fluorine in Cake 


When an analyst examines baking powders and other 
aerating mixtures prepared from phosphates, he often 
looks for arsenic. In future, it seems, he must suspect 
the presence of fluorine also. This warning is to be 
derived from recent proceedings at Nottingham where 
the Watford Chemical Co. Ltd. was charged with selling 


’ to a local firm of cake-mixture manufacturers acid 


calcium-ammonium phosphate containing arsenic and 
fluorine intended but unfit for human consumption. 
Another charge alleged that the company had given a 
false warranty in writing. According to the prosecution 
the local. firm, being short of aerating agents for use in 
cakes and: seeing an advertisement in a trade paper, 
sent to the defendant company for a sample of a hew 
material. ‘The sample duly arrived ; it was accompanied 
by a letter stating that the makers could guarantee 
that the preparation complied with the Food and Drugs 
Act. A technical adviser of the purchasing firm tested 
the sample and found it a good aerating agent but 
detected a smell of ammonia.- A quantity of the mixture 
was bought and taken into commercial use. The firm’s 
work-girls complained that cakes made with the mixture 
had a flavour of ammonia; thereafter its use was 
discontinued. The public analyst gave evidence that 
two samples of the aerating mixture contained 25 per 
cent. of acid caletum-ammonium phosphate (ACAP) ; 
in a sample of ACAP he found 20 parts per million of 
arsenic and 2-1 per cent. of sodium silico-ftuoride ; 
in a sample of the mixture containing ACAP there were 
5 parts per million of arsenic and 0-49 per cent. of sodium 
silico-fluoride. The final report of the Royal Com- 
mission on Arsenical Poisoning named a 
limit of 1-4 parts per million; the ACAP contained 
14 times, and the aerating mixture 3} times, more arsenic 
than the limit laid down by the royal commission. As 
for the fluorides, the ACAP contained 21,000 parts and 
the aerating mixture 4900 parts per million of sodium 
silico-fluoride.” The witness regarded these amounts 
as grossly excessive and the substances in which they 
were found as quite unsuitable for food p < 


a urposes. Dr. 
- Cyril Banks, MOH for Nottingham, told the bench that 


he would unhesitatingly condemn foodstuffs containing 
these proportions of arsenic and fluorine. Counsel for 
the defendants relied on the fact that the figure of arsenic 
named by the royal commission as permissible had never 
been prescribed 4s a standard in regulations made by the 
Ministry of Health. In his cross-examination he pressed 
Dr. Banks to concede that the fluorine would not be 
dangerous unless taken regulagly. The evidence never- 
theless established that, even if nobody was likely to 





permissible * 








eat so much of the cake as to receive a fatal dose, a 
child might possibly eat enough at one meal to produce 
symptoms of disorder. The defence also sought to 
lay on the purchaser the responsibility for testing the 
substance used in food, since the material might have 
become contaminated in transit. The bench found the 
offences proved and fined the Watford Co, £15 with 
£7 5s. 6d. costs. 

Clinical observations and research have shown that 
the addition of fluorides to food even in small quantities 
is undesirable. Their introduction is the ‘more to be 
deprecated because, if a child should suffer from food thus 
contaminated, the illness might not come under medical 
observation and, if the cake were ysed, fluorides 
might not be searched for. Public health authorities and 
analysts will ho doubt take note of the danger. Under 
war conditions, with tartaric acid scarce and phosphates 
of approved origin: not easily available, fluorides are 
finding their way into articles not hitherto regarded as 
potentially deleterious. 


la Enghend: Nore 


A Running Commentary by Peripatetic Correspondents 


BECAUSE he was regarded as a bit of a littérateur, they 
gave the Dean a rather ornate fountain-pen on hi 
retirement. He did not tell them that he had a drawer 
full of those things (including a pretty one of gold) which 
he never used since as a littérateur he preferred an 
honest-to-goodness steel nib and an old-fashioned inkpot. 
Yet when in a neat little speech he expressed his deep 
appreciation, it struck me that he spoke with sincerity 
not without a touch of wistfulness. Although we had 
been fellow members of the staff for seven years, I 
hardly exchanged with him more than that number of 
words outside purely professional dealings. For with 
his reputation of a biting tongue, outstanding fluency 
and a gift for epigram, he was what is generally regarded 
as unapproachable. 

I encountered him a few days later in the library of 
the Royal Society of Medicine ; and emboldened by his 
demeanour at the presentation asked him how he felt 
in his newly acquired manumission. I found a warmth 
and geniality which’ showed how easily the gold of 
sentiment may be hidden under a thin veneer of cynicism. 
He told me that when he had first accepted the office 
of Dean he had anticipated that the duties were few and 
unexacting, comprising for-the most part the arrange- 
ment of studies with appropriate advice to individuals, 
a subject in which he had supposed himself to be reason- 
ably efficient. He had soon found himself plunged into 
a maélstromh of responsibilities. He had been expected 
to ingratiate himself with influential plutocrats to ensure 
the financial well-being of the school and provide 
scholarships, prizes and other endowments. And all 
his life he had’ never been able to ask anybody for 
anything. He was called upon to adjust innumerable 
difficulties arising from social and pecuniary complica- 
tions and to impose disciplinary measures which were 
entirely foreign to his temperament, for he was a moral 
coward who hated to hurt anybody’s feelings. He had 
had to master the perpetually varying regulations of this, 
that and the other licensing body, and occasionally to 
rationalise and dissemble when the interests of his 
students were concerned ; all of which, difficult enough 
in ordinary times, was a hundred times worse through 
the adjustments demanded by the conditions of war. 
And as one who lived by routine—an obsessionist in 
emetoaest phraseology—his lack of resource and his 

wilderment in emergencies had shown him, he felt, 
to be a dismal failure. 

He had learnt that an intense worker cannot be a good 
administrator. I thought I understood what he meant. 
I remembered that he had never been known to miss a 
lecture, a demonstration, a ward round or a committee 

ing. I recalled a legend that when the hospital 
journal had found itself on the eve of going to press with 


* about a third of the material necessary to fill its ‘ 


he had sat up all night to.produce an article of over 
5000 words. He said he realised that when he delegated 
certain duties he was unwilling or unable to leave their 
performers alone; and that through impatience or lack 
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of trust he would often end by taking eee work 
himself. 


He had experienced as his chief difficulty the regula- 
tion of admissions to the school. In his own student 
days he sup d.that one applied for admission much 
as one asked for a meal at a restaurant with the pre- 
sumption that fulfilment followed as a matter of course. 
He found that in the whirligig of time admission 
had beeome competitive so that condiderable circum- 
spection in selection was demanded. He was ever anxious 
lest he should fail to recognise the right material in 
embryo. Moreover, to some the ideal medical school 
apparently: consisted of 15 members, all Rugger Blues— 
though a few outside Internationals would not be 
rejected. On the other hand, he was expected to deliver 
the goods in the shape of examination results, Financial 
stability was demanded by his finance committee, whose 
dominating interest was the regularity with which the 
fees were paid ; and occasionally to save trouble he had 
offered to pay something out of his own pocket. Some 
objection was at times raised in respect to the inadequate 
or undue proportion of Welshmen, Scots or Irishmen, 
and bogy of anti-semitism was never absent. In a 
futile attempt to please everybody he had experienced, 
so he said, the sensations of a mental Cinquevyalli juggling 
simultaneously with a cannon-ball, a pellet of paper 
and a lighted lamp. 

When war broke out the question of reservation arose, 
and applicants multiplied ost like lower organisms. 
Every prospective medical student was necessarily 
suspect: how to distinguish the ideal medical man of 
the future, the boy with a genuine desire and capacity, 
from the youth who was seeking in reservation a con- 
venient bolt-hole ? To do the young men justice, it was 
not they who were generally to blame : often they were 
brought along unwillingly by cautious fathers with 
lausible stories to flatter, cajole, coerce, or even to 

ibe him into giving a promise of admission well in 
advance of the calling-up age. 

He left me, and I pondered over this aspect of the 
situation imposed by the war. The same anxiety does 
not seem to worry the Law Society; it seems that 
lawyers may be allowed to dwindle but that a full 
supply of doctors must be maintained.- Clearly the 
profession cannot be recruited entirely from those over 
military age or physically unfit or conscientious objectors, 
whatever couscientious objection may mean. _How then 
to accomplish what is necessary and to play fair? I 
visualised a medical school some years hence composed 
of two factions ; those who had started at the minimum 
age, and those who had delayed their entry until the 
completion of two, three and possibly more years in one 
of the Services—men handicapped by lack of preparation 
for study, perhaps even by ill health or worse things. I 
pictured the antagonism of resentment and contempt 
on the one hand with shamefaced protests of self- 
exculpation on the other. I saw too the inevitable 
competition, the desire to compensate the presumably 
patriotic for their sacrifices, and I wondered if this 
could have been avoided. Would it not be possible 
to put every accepted medical student straightway into 
uniform and subject him to military discipline ? Surely 
it would not be insuperably difficult to organise his life 
according to the stage of his career with sufficient 
application to both elements. This would remove some 
present and future complaints of injustice, and it would 
eliminate the doubts of the conscientious young men who 
feel that civilian dress is a badge of infamy and who 
may develop a sense of inferiority which will colour 
their whole lives. 13 i 


After three years as a spectator I have come into the 
war and I have been adjusting to a new point of view and 
a welter of queer ways and apparently meaningless codes 
of behaviour. No—codes of values. Justice very high; 
humanity, altruism, not applicable; courtesy. high ; 
buttons and boots much higher still; honesty nil, 
provided you’re not found out. I now have a fantasy 
rebuilt from a news reel I once saw of Etna in eruption. 
An enormous semi-solid, pouring, here and there explod- 
ing, stream of lava advanced very slowly; and in the 
face of it high buildings just collapsed and disintegrated. 

was no sense of disaster, you had plenty of time to 
get away, but it was inexorable. I now think we shall 


* 





win the war for certain, if only because it will take so 
long, and se much, to stop it. We shall go on, even if 
the other side has stopped playing. Like the lava, it is 
so huge that nothing can hold it back. That is only a 
of the way I think. I am absolutely glad I came in 
use I’d have never understood it, or its effect on 
people, if I hadn’t. ys rm = 


The status of the resident house-officer has not 
received much attention, I think. Before the war most 
teaching hospitals and the voluntary hospitals whose 
reputations were high enough were staffed by young 
men who were paid nothing or very little. It was an 
honour to be appointed a houseman at one’s hospital, 
and those who were so base as to expect remuneration 
for months of heavy work were at liberty to go elsewhere. 
This system led to a high degree of financial discrimina- 
tion; and the average prewar cross-section of the 
resident staff of a teaching hospital showed a large 
number elected for athletic reasons, or because they 
were sufficiently wealthy to wait until they were chosen, 
and a few because of their ability. ‘The advent of the 
EMS with the creation of large numbers of paid jobs has 
given independence to the outlook of the newly qualified 
man, who is no longer a beggar seeking a job but a 
valuable member of the community for whose assistance 
many services are clamouring. It seems a good moment 
to review the whole question of the hospital resident— 
his pay, his health, his living quarters and food, and the 
conditions of his work. Have the honorary staffs of 
hospitals shown enough interest in these things? I 
think the youngest subaltern in the Army has more sense 
of responsibility for his men’s comforts than the average 
member of the honorary staff for that of his junior 
colleagues. In fact, it is the failure of the senior to look 
on his junior as a colleague that is the crux of the matter ; 
and this is manifested in the lack of interest shown in the 
mental, cultural and social development of the young 
doctor both before and after he qualifies. Few can 
emulate the wide cultural achievement of an Osler, 
but surely more of our seniors could copy his beneficent 
personal interest and his standards of hospitality to his 
students and housemen. The young apprentice to. 
medicine deserves to be treated as a colleague whose 
development is to be guided and assisted, not as an 
overgrown schoolboy werking as an unpaid servant. 





*~ * *~ 

When I came back to the cottage from that well- 
rationed job I prepared a feast in my own honour. 
First I went out amd shot a contemplative sitting rabbit, 
then I dug up some chestnuts that I buried in the garden 
in October, unhermed a bottle of mushrooms that I dried 
in the sun about the same time (wizened and a bit 
umbilical, but they swell to life size in gravy), got my 
own grown potatoes and carrots and a handful of winter 
cress, and made my stew, secundem artem. Am I a pig 
to write this ?. I think not, for I remember an uncle 
telling me that a favourite book in Ladysmith was 
Mrs. Beeton. 

While it simmered, waiting the well-chosen moment 
for each ingredient, I went and cut wood and drew much 
rain water, for that night I had a mind myself to stew 
also. The technique of this is to put serried rows of 
pots and pans round the sitting-room fire and change 
them at crucial moments, stoking from time to time with 
logs. I ate my stew out of one large pudding basin to 
save washing up, and filled it. twice ; then the thought 
of food became repugnant to me so that I felt «esthetic 
and picked up Milton. I enjoyed him for ten minutes, 
then dived into Imperial Palace at the place where I 
left it a month or so ago. Later on I lay in my bath in 
the dark, for there is no blackout there, and thought 
“this rain water makes about the best bath I’ve ever 
had.”’ Not quite; there was that bath in camp years 
ago. We found an old bath, filled it with water, and 
lit a. fire under it. It was magnificent—it got hotter, 
not colder like this ; one could lie in luxury and look out 
to sea over the port beam or over lovely wooded country 
to starboard; every now and then smoke and flame 
belched all round, so that one felt like Elijah without 
his anxiety about the aerial trip with uncertain destina- 
tion. Then some boy got boiled And there was a spot 
of bother—I forget the details. No, perhaps the best 
baths J ever had were four miles down the river from 
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Taupo. There was a boiling spring there and the Maoris 
had dug a small channel from it, leading to an excavated 
bath, a stone in the channel regulating the heat. I 
camped there for a week and used to have my first bath 
at dawn before starting fishing. Ah. the mists of the 
morning, the trill of the river, the distant boom of the 
geysers, the bell bird’s clarion, the water eternally hot 
and sulphurous, which left one’s skin like silk : yes, those 
were the best. 

After my bath I came and dried in front of the fire. 
Why should it take a war with its incidentals of fuel 
economy to teach us the pleasures of cats and dogs en 
the hearth-rug ? 





Parliament presi 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


Sir IAN FRASER opened the debate on war pensions 
last week in one of the best speeches the House has 
heard for a longtime. Sir Ian’s concern for the blinded 
soldier, to whose noble company he belongs, is well- 
known, and his advocacy of the ex-Service man’s case 
could not have been bettered. He asked why totally 
disabled men in this war should be rated for pensions at 
37s. 6d. while in the last war the rate was £2. This 
arithmetical discrimination, which extends to allowances 
for dependants, reduces the ex-Service man’s pension 
below a reasonable minimum. If we are to use purely 
arithmetical standards, Sir Ian reminded the House that 
according to the Beveridge plan 41s. 7d. would be 
reckoned as the minimum necessary for subsistence on 
scientific grounds. A large house followed the speech 
with rumbling ‘‘ Hear, hears ”’ of approval, rising at the 
end to a cordial approval from all sides which few mem- 
bers receive. Sir Ian read his notes, when he made 
quotations, from cards typed in Braille. 

Lady Apsley made her felicitous maiden speech from 
beside the Serjeant at Arms, sitting in her;wheel-chair. 
She herself has triumphed over the results of a riding 
accident, and her advice that we should help the dis- 
abled to get back into ordinary life is based on profound 
and painful personal experience, 

The main feature of the debate was expected to be a 
renewed struggle for the appointment of pensions appeal 
tribunals. But the Minister of Pensions had already 
capitulated—in principle—in his reply to a private 
notice question before the debate an. Even then 
members were sceptical of the time factor and the 
Minister’s good intentions. When the Minister inter- 
vened in the debate to make his own statement he spoke 
to a critical but not unfriendly House, but he so handled 
his audience that interruptions were constant. Sir 
Walter called it at one time cross-talk, but one member 
was unkind enough to tell him that if he was getting a 
rather rough reception it was entirely his own fault. 
Not one member—Conservative, Labour, Liberal, I.L.P. 
or Independent—and all spoke—supported the Minister. 
At two points the Speaker had to intervene to get the 
Minister a hearing. A. sélect committee was asked for 
to consider rates of pension, parents’ pensions, post- 
disability marriage and allowances, and accidents. Dr. 
Haden Guest wanted the select committee to consider the 
definition of attributability and aggravation which he, 
and many others during the debate, considered in need 
of definition. But the Minister would not promise a 
select committee and the House will now await with 
interest the medical appointments to appeal tribunals 
which Sir Walter has to make from the list of names 
supplied to him by the Central Medical-War Committee. 
Before tribunals can come into operation further legisla- 
tion will be required on the lines of that passed-in 1919, 
when the original tribunals were instituted. The form 
of the tribunals will presumably the same—a legal 
chairman, a medical member and a Service member. 
There are thousands of cases needing attention and the 
House hopes the tribunals will soon working. 

The contrast between the ex-Service debate, under 
the-xgis of the Ministry of\Pensions and the debate on the 
Nurses Bill next day-under the egis of the Minister of 
Health, was striking. Mr. Ernest Brown spoke quite 
shortly, and the bill received general approval and 
passed in a short time. (See p. 439). : 





The parliamentary programme up to Easter is full, 
the Budget is to be opened soon, and before that the 
Catering Bill has to be disposed of, while the Prime 
Minister’s vista of ‘postwar policy opens up the prob- 
ability of important debates after Easter. 


FROM THE PRESS GALLERY 


PENSIONS APPEAL TRIBUNALS 


Own March 23 the MINISTER OF PENSIONS made the follow- 
ing statement : the Government have promised to set up 
pensions appeal tribunals as soon as practicable. I have 
appointed a subcommittee of my central advisory 
committee to explore this problem. The House will not 
expect me to anticipate the subcommittee’s report which 
they will make in due course to the main committee. 
Thanks to the British Medical Association we now have a 
list of doctors who are willing to serve on tribunals, or on 
tribunal work in the Ministry. The Lord Chancellor 
is res ible for tribunal S wayeunrry but it is clearly 
desirable that my subcommittee should review this list, 
not with the object of expressing any views on the 
suitability of a particular individual, but to satisfy itself 
generally that, sufficient doctors of suitable experience 
can be regarded as available without serious effect on 
other essenvial war services. In this connexion I have 
the valuable help of Lord Horder. He and my own 
senior medical officers will carefully review the list. I 
shall then call a further meeting of the subcommittee to 
consider results in the light of the considered opinion of 
Lord Horder and his colleagues. If the subcommittee 
report in favour of the early establishment of tribunals as 
a practical matter, and the main committee support their 
view, the Government will review the whole problem 
in the light of its recommendations. I am as anxious as 
hon. members that there should be tribunals and the 
House may be assured that when the Government decide 
that they can be set up, no time will be lost in giving 
practical effect to this decision. Replying to questions 
Sir W. Womersley gave an assurance that he hoped to be 
able to make an announcement very shortly. When the 
tribunals were set up they would deal with all cases 
which had arisen since the beginning of the war. 


QUESTION TIME 


Pension Cases referred to Medical Expert 


Major A. M. Lyons asked the Minister in how many cases, 
to the latest convenient date, had ex>Service men who had 
been refused pensions been referred to an independent medical 
expert ; in how many of those cases had medical examinations 
been made by that expert ; and in how many cases had the 
decision of the Minister been reversed and awards made in 
favour of the appellants.—Sir W. Womersiey replied : 
The total number of cases of all categories of the present war 
referred to an independent medical expert is 238, of which 78 
have been admitted to pension. These figures include 111 
eases of disabled ex-Service men in which pension had been 
refused and of these 40 were accepted. The expert decided 
to examine the man in 11 cases. 

Major Lyons: In view of that extraordinary disclosure 
that only 11 medical examinations have taken place, may I 
ask the Minister whether in those cases where, on attestation 
it was distinetly stated that the man was not suffering from a 


- complaint for which he was subsequently discharged he would 


review the whole of the outstanding cases and give a medical 
examination in every case, instead of the window-dressing 
which we know now takes place ?—Sir W. Womerstzey: I 
review these cases myself and-in the cases I have stated I have 
sent them without any appeal from the men at all to the 
independent medical expert. I think that is the best way of 
dealing with them and I cannot agree with the suggestion of 
reviewing the whole of these cases. I take note. of any case 
brought to my notice by members of Parliament, the British 
Legion, or my own war-pensions committees, who are at the 
moment investigating all the cases in their areas. 


Neurosis among Discharged Soldiers 


In answer to a question the Secretary of State for War 
stated that the proportion of men invalided from the Arniy 
suffering from neurosis was in 1942 about 17% of the number 
invalided out-of the Army in that year on account of all 
diseases. 
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Recommendations of the Tomlinson Committee 

Mr. E. Bevin informed Mr. R. Dvuckworts that the 
Government has accepted the recommendations of the Tom- 
linson Committee as a basis for discussion with the organisa- 
tions concerned and these discussions are @roceeding. When 
these discussions have been completed, it is proposed to’ 
consider the introduction of the necessary legislation to enable 
the scheme to be put into effect on the termination of hostili- 
ties. A joint committee representing the departments con- 
cerned has already been appointed to coérdinate the work of 
the various departments in preparation for the introduction of 
the scheme. “ 

Mr. T. H. Hewierr asked the Minister of Labour how 
many disabled persons were being trained for industrial work 
and how many for the professions, respectively, under the 
Tomlinson scheme.—Mr. Bzxvry replied: e scheme 
recommended in the Tomlinson report is designed for the post- 
war problem but interim measures are in operation to meet 
current needs. Under these measures approximately 1250 
disabled persons are now receiving training for industrial and 
commercial occupations while about 25 persons are receiving 
training for’ the professions or are taking courses of higher 


education in accordance with a statement which is being _ 


circulated today. 
Industrial Health 

Miss IT, Warp asked the Minister whether, in view of the 
dissatisfaction in the women’s world that women’s representa- 
tion was inadequate on his new Industrial Health Advisory 
Committee, he would take steps to balance his committee, 
particularly on the industrial, nursing, nutrition and canteen 
sides.—Mr. BrEvIN replied: This is a committee to advise me 
on technical and scientific matters and not to represént 
particular bodies or interests. It is therefore a question of 
personal qualifications and not of balancing the sexes. I am, 
however, considering the addition of one or two people with 
suitable qualifications who are women. 

Mr. E. W. Saut asked the Minister whether the Industrial 
Health Research Board was specifically represented on the 
newly formed Industrial Health Advisory Committee ; how 
liaison would be maintained between these two bodies ; 
whether the new committee was to be. concerned with the 
industrial health reséarch; and whether he was satisfied 
there would be no duplication of the functions of the two 
bodies and that there would be no need to alter again the re- 
cently revised terms of reference of the board which included 
the carrying out of research into healti: and disease of indus- 
trial workers.—Mr. Bevin replied : The board is not specific- 
ally represented on my committee. A number of members 
are common to both bodies and effective contact will be 
maintained through these members and through* official 
channels. Duplication of functions will be avoided; the 
board is a research body, whereas my committee will not 
conduct research and will advise me on technical and scientific 
problems arising out of the current administration of my 
department. The terms of reference of my committee were 
settled with due regard to the revised terms of reference of the 
board and will not therefore occasion any alteration in the 
latter.—Sir Francis FREMANTLE: Would it not be useful to 
have a representative of each body on the other body so that 
the results of research of one committee might be applied to 
the other ?—Mr. Brevrx: The organisation is so arranged 
that immediately it ceases to be a thing that can be dealt with 
currently and needs long research it will be passed on. I 
think that is the better way of dealing with it. 


Silicosis in Foundry Trade 

Sir Jonn Warptaw-Mitneé asked the Home Secretary 
whether any investigation had yet been made as to the extent 
to which silicosis had been contracted by workers in the 
foundry trade; and with what result.—Mr. H. Morrison 
replied : Certain processes in steel foundries are known to 
give rise to silicosis, and workers employed in these processes 
are covered by the compensation scheme for this disease. I 
have recently received representations that the scheme should 
be extended to cover other processes—e.g., work done on the 
foundry floor, which has not hitherto been thought to expose 
the workers to risk of the disease. Further inquiries are being 
made, but the results are not yet available. 4 

Dermatitis in Mining Industry 

Mr. Bernarp Tayior asked the Minister of Fuel an 
Power what steps were being taken to deal with the increasing 
number of dermatitis cases in the mining industry.—Mr. 
Tom Smrru replied: Any epidemic of this disease, however 


small, which is reported among a particular set of workers at a 
particular mine is investigated medically in relation to the 
working conditions, and ameliorative measures taken so far 
as possible. But most of the cases appear to be sporadic in 
the sense that they comprise, in ones and twos, workers 
having many different occupations and employed at many 
different mines. These cases present a difficult problem which 
will be her investigated through my medical officers of 
mines who are now taking up their duties in the coalfields. 


Regulation 33B 


I am not at present able to say to what extent the com- 
pulsory powers conferred by the regulation have as yet been 
exercised, but I hope shortly to receive reports which local 
authorities were asked early in January to submit quarterly. 
(Mr. Brown replying to Mr. Hew eztv.) 

Dr. H. B. Morcan asked the Minister if the Crown had 
undertaken to bear the responsibility for costs and damages 
in the event of a-claim for damages being made against a 
special practitioner giving compulsory treatment under the 
regulation 33B.—Mr. E. Brown replied: No. 


Venereal Disease in Sweden and Russia 


Mr. C. T. CuLVERWELL asked the Minister of Health whether 
he had any information as to the powers and sanctions used 
in Sweden and Russia with regard to venereal diseases.—Mr. 
Brown replied: Full information about the laws and regula- 
tions relating to venereal diseases in Sweden is contained in 
the report-on antivenereal measures in certain Scandinavian 
countries published by the Ministry of Health in 1938 (see 
Lancet, 1938, i, 1352).. The information at present available to 
me as regards Russia is less complete, but I understand that 
the law of Jan. 24, 1927, provides as follows : 

(1) Any person suspected of suffering from venereal disease in a* 
contagious form can be compelled to undergo examination whenever 
he refuses to submit voluntarily. 

(2) The following categories can be compelled to undergo examina- 
tion and treatment for VD : 

a) bib wa bee been found by the medical authorities to be 


sufferin; m 5 
(6) Those who in the opinion of the sanitary inspector of habita- 
tions are living in conditions liable to infect their neighbours. 
(c) Those who work in conditions which in the opinion of the 
inspector make them liable to infect domestic staff or fellow 


workers. ‘ ~ 
(d) Those attending schools of the first or second degree or 
apprenticeship schools whenever it is thought necessary by the 
school medical officers. 

(e) Nurses and domestic servants when considered necessary by 
the public health inspectors. 

(f) gnant women who have been found by the medical 
authorities to be infected with syphilis. 

3) Punishment for failure to comply is provided for under lists 
150 and 190 of the penal code. f 

7) According to a regulation of June 14, 1928, measures for 
de: with prostitution are under a central interdepartmental 
committee. . 
The law also provides for all measures relating to the welfare 
and rehabilitation of women and girls without work who are 
suffering from VD. This includes the establishment of work 
and treatment centres (prophylactoria), of rescue homes, and 
of homes for pregnant women and their infants. 


Pay of Civil Nursing Reserve 

Mr. Ness Epwarps asked the Minister if he was aware of 
the dissatisfaction in certain South Wales hospitals as a result 
of the Welsh Board of Health refusing to allow boards of 
management to pay the same rates of wages to members of 
the Civil Nursing Reserve as were now to be paid to the 
normal staff-; and, as all these nurses were performing similar 
duties, would he reconsider the attitude of his department 
to this problem.—Mr. Brown replied : The recommendations 
of the Rusheliffe Committee cannot be automatically applied 
to members of the Civil Nursing Reserve, whose conditions of 
service are in some respects different from those of normal 
hospital staff. I am now reviewing the rates of pay of the 
reserve, in the light of the recommendations of the com- 
mittee, but new rates cannot be paid until the review is com- 
pleted. I expect a decision very shortly. Any changes will 
operate, retrospectively if necessary, from the same date as the 
scales proposed by the Rushcliffe Committee for the ordinary 
staff of hospitals. 


Pasteurisation of Milk 
Mr. E. W. Saut asked the Minister whether, in view of the 
conflicting policies which still obtained in regard to the 
ee of milk-supplies, he would institute a compre- 
ensive inquiry to establish a final settlement of the issues at 
stake in the light of all available scientific’ and economic 
evidence.—Mr. Brown replied: I am advised that the 
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facts are well known and I do not think that any useful 
purpose would be served by the course suggested. 

Replying to Mr. R. Pursrick, Mr. Brown said he could give 
no undertaking that pasteurisation would not be made 
compulsory. om 

Food for Occupied Countries 

Mr. Epmunp Harvey asked the Parliamentary Secretary 
to the Ministry of Economie Welfare whether the latest reports 
received on the working of the measures-of food relief in 
Greece under the supervision of the International Red Cross 
and the Swedish Red Cross continued to be satisfactory ; 
whether dried milk and vitamins were now available for 
Greece ; and whether further measures for controlled food 
relief for children, nursing mothers and expectant mothers 
were under consideration for any other countries under Ger- 
man occupation, in view of the increasing suffering amongst 
the civilian population.—Mr. D. M. Foor replied: My latest 
information is that the relief foodstuffs imported into Greece 
through the blockade have been distributed without inter- 
ference by the occupying authorities. The Neutral Commis- 
sion has also entered into certain agreements with the occupy- 
ing authorities for the protection of Greek native produce, 
though I am not yet abie to say how far such agreements are 
proving effective for their purpose. The monthly shipments 

__to inelude conde: milk and the addition of vitamin 

_ tab has also been approved, though none have yet been 
shipped. As regards the third part of the question, this matter 
is constantly under consideration. But it is necessary to take 
account not only of the possible benefit to the persons whom 
it is desired to help, but also of thé benefit, direct or indirect, 
to the enemy. Replying to further questions, Mr. Foot said 
that except for the special exception made in the case of 
sGreece our blockade policy remained as stated by the Prime 
Minister in August, 1940. 

Diphtheria in Germany 

Such information as is available leaves no doubt that there 
has been a big increase in the prevalence of diphtheria in 
Germany. I understand that diphtheria has similarly increased 

in some at least of the enemy-occupied countries. (Mr. 
Brown replying to Mr. F. C. R. Douauas.) 


-_ —_—_— 


H. J. SUGGARS 

Soon after the discovery of X rays four men took up 
radiography at the London Hospital—Harnack, Wilson, 
Blackall and Suggars. All became affected by the rays 
before the risk was appreciated, and all have since died 
after years of suffering and disability. Radiologists of 
the present day, using modern protected apparatus, owe 
much to those who did this initial work, continued it 
even after Seey onto’ what had happened, and never 
complained. e longest survivor of the London 
Hospital group was Mr. Suggars, whose death, aged 65, is 
now announced. He started as a junior in the depart- 
ment and much of his time was spent in the dark-room, 
but he also took his turn in the radiographic room where 
one of his duties was warming the glass of the primitive 
X-ray tube with a small spirit-lamp, while the photo- . 
graphs were being taken, so that rays of the correct 
penetration were obtained. During this period his face 
and the upper part of his body were heavily exposed, as 
well as his hands. Soon chronic dermatitis appeared, 
. but he went on with his X-ray work, and became senior 
radiographer in outpatients. He was an exceptional 
technician and medical men used to take their radio- 
graphic and photographic problems to him. Later it 
was thought advisable for him to give up radiography 
and he then took over the photographic department 
which he conducted with great success until 1937 when 
his sight became affected and he had toretire. Hewasa 
good radiographer, a good colleague and acourageousman,. 





Tae Urerrmne Pack.—Messrs. Southalls, of Birmingham, 
suggest that for packing the uterine cavity to check bleeding 

_ their ‘ Dalmex brand Southalamide Gauze’ has advantages 
over sterile gauze into which sulphanilamide powder has been 
rubbed (see Lancet, March 6, p. 312). Their product is so 
made as to ensure an even distribution of the sulphanilamide 
and to prevent shedding of the drug. Each square foot of 
gauze contains some 8-5 grains of sulphanilamide. It is 
sterilised with saturated steam and can be re-dterilised 
repeatedly without affecting the strength of the medication, 





atte to Ge ae 


SPECIAL HOSPITALS FOR RHEUMATISM 

Srr,—In youmissue of March 20, members of the 
Heberden Society, having stated the case against special 
centres for rheumatism (chiefly because special hospitals 
limited to the study and care of etiologically obscure 
disorders cannot be defended), proceed to e a plea 
for a science, and presumably for hospitals, for ‘* the 
study and care of painful disorders and diseases of the 
motor system other than those demanding surgical 
measures only ’’—whether etiologically obscure or not. 
But does the society really wish the new science to take 
over a large section of what is usually accepted as 
orthopedic work ? Scoliosis, flat feet and other defects 
of posture, infantile paralysis, rickets, bone and joint 
tuberculosis are a few of the main orthopedic problems 
within their definition, of which the treatment is prim- 
arily medical. 

If the Heberden Society believes that orthopedists 
are simply manipulators, plasterers, splinters and 
operators, let them look at:the work of British orthopedic 


~ hospitals. It is perhaps unfortunate that orthopedists 


are called ‘‘ surgeons,’”” when such a, small proportion of 
their work is strictly surgical. Orthopedics has its roots 
deep in general medicine, preventive medicine and 
sociology. Even in the purely so-called rheumatic 
diseases there has been no question of such disorders 
dissolving out of the matrix of orthopzdic surgery, for 
ortho ics is concerned with the prevention and treat- 
ment of crippling diseases and injuries of the locomotor 
system. In most of the regional orthopedic schemes of 
the country anything from 30 to 50% of the work could 
well be called ‘* rheumatological.” 

Many of us hope for a greater measure of codperation 
between orthopedic surgeons and those primarily con- 
cerned with the medical aspects of rheumatism, and I for 
one feel that special hospitals for rheumatism or for 
orthopedics should be fully staffed by both trained 
physicians and orthopedic surgeons. 

Exeter. ‘ NORMAN CAPENER. 


NEUROSES AMONG CIVILIANS IN WAR-TIME 


Sm,—The prolonged stress of war continues to press 
on the individual; and, though its nature may alter, 
its effects are possibly cumulative. Instances of bomb- 
ing, and problems of evacuation and reception are fewer. 
On the other hand compulsory service for both men and 
women n the Forces or the factory is a factor of increas- 
ing importance. To prevent undue wastage of recruits 
in the Services, psychiatric schemes have n evolved 
to effect adjustments and render the less adapted 
individual a useful member of his particular branch. 

was a sheer necessity. No less imperative is the 
need of the civilian section, among whom we must 
remember are all those who have been classified as unfit 
for any, or for further, military service. ks 

In this connexion there are two main categories to be 
considered, each falling into two subdivisions : 

(a) 1. The psychoneurotic. : 
2. wounded or injured neurotic. 
(6) 1. The wounded or injured subneurotic. 
2. The employed subneurotie. : 


The first group we may refer to as patients, but the 
second group should not be so designated, in so far at 
least as their mental and emotional state is concerned. 
This point needs emphasis because official recognition 
has been withheld from this group from fear of recognis- 
ing or designat them as psychological invalids. In 
consequence they have been handled in a way that meets 


neither their own needs nor the requirements of the - 


community. We can no longer afford to turn a blind 
official eye on this problem. 

For the first group (the psychoneurotic) the provision 
may be suitable, but is certainly inadequate. ereforé 
there is need for expansion, particularly in certain 
neglected areas. It is understood that a survey of 
existing facilities is being. undertaken by the Ministry 
of Health, so the n information for meeting 


this need should shortly be available. 
. The needs of the second group raise a much greater 
problem. These subneurotic people are those who from 
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emotional disturbance—often unrecognised as such— 
are reacting from a social point of view inadequately, 
and from a medical point of view naps But it 
would be unjust to Boe them, neuroties and few medical 
men would be prepared to record such a diagnosis. 
They include for example men who have ee severely 
injured or Many of them do not betray 
their symptoms while in hospital, but when the role 
of the patient should be discarded and the responsi- 
bilities of the citizen resumed, nervous symptoms tend 
toappear. By an unconscious psy@hological mechanism 
they segk to continue the protected and even somewhat 
illustrious réle of patient... It was noted in the last war 
that the severely wounded seldom showed neurotic 
symptoms before discharge from hospital, but often 
showed them later. 

We owe it to these people to see that they are not left 
to drift into a life of neurotic invalidism, which is very 
likely to happen unless psychiatric help is given them. 


“Moreover as a nation we need their services now for the 


war effort and later on in the work of reconstruction. 
Full mental as well as physical rehabilitation is 


required. 

In the report of the Inter-departmental Committee on 
Rehabilitation we learn that the scheme is to be open to 
all disabled, whatever the’ cause or nature of their 
disablement (para. 117 (1)) and also that for persons 
unfit. for immediate employment or training, facilities 
should be provided for both physical and mental 
reconditioning (para. 117-14). When, however, we 
attempt to find out what measures are to be employed 
to this\end, we find that neuropsychiatric services are 
recommended for the “‘ more difficult cases of neurosis” 
less difficult cases—the subneurotic—are seporendly 
to be unrelieved. Rehabilitation is a new word for an 
old therapeutic concept. So far much has been achieved 
on the side of physical rehabilitation, but little if any- 
thing on the purely psychological side. It would be a 
misfortune if ‘ rehabilitation ’’ became a new and easy 
avenue for disposal of obscure or tiresome cases. 

In a very few instances full psychiatric rehabilitation 
services have been made available for patients in the 
Emergency Medical Service hospitals. Such facilities 
should be greatly extended and inistrative action 
should be taken to see that the need for such help is 
appreciated by the medical staff of the hospitals and that 
they are fully used. Rehabilitation where no pains are 
taken to seek out and recognise the early symptoms of a 
subneurotic state is a sham ; but were full psychological 
rehabilitation undertaken, there: would be far fewer 
patients unwilling to continue their surgical treatment 
than there are reported to be at present. 

While the Tomlinson report, already referred to, 
admits the considerable importance of wastage (absen- 
teeism) due to neurosis ( . 33), it points out that, if 
hospital treatment faci ities are , inadequately used, 
post-hospital rehabilitation is ‘“‘ more serious and 
extensive ” (para. 114 (1)). But there is no recognition 
of the need for dealing with the disabled who develop 
subneurotic symptoms. It is reasonable to expect that 
this group will be just as numerous as those with a frank 
neurosis. 

In the subneurosis group another subdivision must be 
considered—those whose symptoms are manifested 
while in employment. These cases are assuming im- 
portance now owing to the increased number of we 
that are “directed” to employment by the labour 
exchanges. The group consists of individuals, often 
women, who as a rule are conscientious, but are immature 
in their emotional development owing ta having led a 
sheltered life with restricted ities for making 
social contacts. Consequently they are very limited 
in their capacity to adapt themselves to changed 
circumstances and can only do so imperfectly and with 
-considerable personal stress. Under normal circum- 
stances they themselves find a job for which they are 
more or less sujted, but under present conditions they 
may be directed to work which, though well within their 
intellectual and physical capacity, is yet quite unsuitable 
for them. Before éong they show signs of mental ill 
health characteristic of a subneurotic state—a con- 
dition which should be and treated as 
early as — to prevent development of a frank 
neurosis. 


Adequate poyehological savestiention ona treatment 
in the early would save much individual suffering. 

rmore it 1 would preserve for industry a worker 
who might otherwise fall out owing to sickness or 
aceident, to both of which the type in question is 
notoriously prone. Treatment might in some cases 
take the form of individual psychotherapy ; but often— 
possibly after vocational tests—transfer to a more 
suitable job would suffice. The important thing is to 
ensure recognition of the need for dealing with these 
individuals in the early stages, thus ensuring their 
continuation at work. 

The difficulties in meeting all this need are admittedly 
serious, chiefly owing to the shortage of adequately 
trained personnel. Let us at least work out a policy, 
even if its full execution is for the moment impossible. 


ALNESS (chairman), 

H. CricHTon-MILLER, 

W. J. T. Kowser, 
London 8.W.1. The National Council for Mental Hygiene (ine. ), 


PREVENTION OF VENEREAL DISEASE 


Sir,—It is regrettable that so many of the -medical 
profession dismiss as profitless the psychological aid 
offered by laymen, whether welfare or clerical workers, 
who have studied this factor in the problem of venereal 
disease. The part played by alcohol is also too often 
overlooked. It is well therefore to remember the wise 
words of that great physician, William Osler, in whose 
textbook of medicine this paragraph occurs :— 

“* Personal purity is the prophylaxis which we, as physicians, 
are especially bound to advocate. Continence may be a 
hard condition, to some harder than to others, but it can be 
borne, and it is our duty to urge this lesson upon young and 
old who seek our advice in matters sexual. Certainly it is 
better, as St. Paul says, to marry than to burn, but if the 
former is not feasible, there are other altars than those of 
Venus upon which a young man may light fires. He may 
practise at least two of the five means by which, as the 
physician Rondibilis counselled Panurge, carnal concupiscence 
may be cooled and quelled, hard work of body and hard work 
of mind. Idleness is the mother of lechery, and a young 
man will find that absorption in any pursuit will do much 
to cool passions which, though natural and proper, can not 
in the exigencies of our civilization always obtain natural 
and proper gratification.” (Osler’s Principles and Practice 
of Medicine. Semicentennial edition, London, 1942.) 


In that charming and popular book of the last war, 
A Student in Arms, Donald Hankey wrote that in his 
experience continence was usual with three types of 
men—those who loved a noble woman, those who were 
devoted to some scientific or similar study, and those 
who had a deeply religious or idealistic outlook on life. 


Devonshire Place, W.1. AGNES SAVILL. 


ACCIDENTS IN COAL-MINES 


Smr,—The peripatetic correspondent who, in your issue 
of March 13, described his visit to a coal-mine is to be 
congratulated on having discovered the most remarkable 
pit in Great Britain. He was reassured, 80 he tells us, 
by the quiet voice of the manager saying “‘ We’ve had 
two men killed and eight or nine with compensatable 
injuries in the last three years” and this reassuring 
statement seems to have gone far to “‘ give balance ”’ 
to his previously ‘‘ morbid, dramatic thinking on the 
subject.” 

Lest these unique statistics should induce a sense of 
undue complacency in the rest of us, it is as well to point 
out what happens in all the other pits in this country. 
In them, approximately one-fifth of the men employed 
receive compensatable injuries every year, and of this 
number 1 in 25 is so seriously injured that he is totally 
incapacitated for more than 6 months. So the manager 
who reassured your peripatetic correspondent either 
worked his pit with a total of 15 men, or (assuming it to 
be of more magnificent proportions) had succeeded in 
lowering the accident-rate to about 1% of the average 
for the rest of the country. There is, of course, a third 
possibility: perhaps the manager was just carrying the 
art of reassurance a little too far. 


Mansfield, Notts. BE. A. NICOLL. 
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TEMPERATURE TAKING 


Sm,—I have been disturbed by the failure of clinical 
thermometers labelled ‘‘ 30 sec.”’ or “‘ 1 min.” to record 
the correct temperature in the stated time. This applies 
to thermometers from reputable makers and t 
labelled as NPL-tested. . I understand that the National 
Physical Laboratory does not accept responsibility for 
the accuracy of any statement as to the time of registra- 
tion of a clinical thermometer and su ts that there is 
considerable variation in the rate at which the tempera- 
ture is indicated for different individuals. The ‘NPL’ 
mark only implies conformity with certain standards 
of preparation and accuracy of the graduations. 

m My own o ations only about one in ten of 
the ‘' 30 sec.”’ thermometers on sale record a correct 
temperature in less than one minute and most of them 
ae three minutes. Yet I know that many doctors 
and nurses rely on the label on the thermometer and 
continually get false readings. This is a menace of 
which the medical and nursing professions should be 
warned,. It has been suggested to me that the time 
taken to register the correct temperature depends upon 
the state of the patient’s mouth; if the mouth were 
kept tightly closed for two minutes before the thermo- 

~meteris slipped between the closed lips a correct 
~temperature would be rapidly obtained. This is obviously 
unsatisfactory since most patients are talking to the 
doctor or nurse up to the time the thermometer is 


inserted and in practice the suggested a is - 


not taken. It is, after all, equivalent to tting that 
three minutes are necessary to record the correct 
temperature. 

It should, I feel, be possible to prevent the sale of 
clinical thermometers bearing these misleading descrip- 
tions. The views, of manufacturers and of the National 
Physical Laboratory on the action to be taken would 
be of interest. 


South Mimms, Herts. 


PETHIDINE IN OBSTETRICS 


S1r,—The papers on pethidine in your issue of March 6 
lead me to record the following cases :— 

1. Aprimipara aged 27. Measurements normal, Pregnancy 
normal. Expected date of confinement Feb. 10, 1943. She 
went into labour in the early hours of the morning of Feb. 9, 
and I saw her at 2 pm. Os size of a sixpence. Very tired. 
Gave hypodermic of morphine hydrochloride, grain 4, with 
hyoscine, gr. 1/150. She had about three hours sleep. 
Labour proceeded very slowly. On Feb. 10 at 5 PM, os the 
size of florin with thick, hard ins. Rapid .pulse, and 
very tired. Gave intramuscular injection of 50 mg. pethidine. 
Nurse reported at 5.45 pm that membranes had ruptured. 
She had had half an hour’s sleep, her tiredness had gone ; 
pulse good and though she had regular pains they did not 
upset her. I saw her at 9 pm, and found os fully dilated; 
héad showing ; she was feeling much easier. She delivered 
herself spontaneously at 9.30 pm. I gave her ie tng by 
means of capsules, during last few pains. One other point is 
that I had to catheterise her just before I injected the pethi- 
dine, as the bladder was greatly distended and she could not 
empty it. She had no trouble in passing urine after the 
child was born, 


2. A multipara aged 39; sixth pregnancy. Expected date 
of confinement Feb. 17, 1943. During whole course of 

regnancy systolic blood-pressure high. Albuminuria 

gan on Jan. 20, and gradually increased. Diastolic blood- 
pressure never exceeded 82. Great increase of albumin in: 
urine on Feb. 16. I gave quinine and she went into labour 
at 9Pmon 16th. At 2 Pm on Feb. 17, os size of shilling with 
thick hard . Very tired, and rapid pulse. Head very 
high. Bladder greatly distended, and she could not empty 
it. Catheterised her, and injected intramuscularly 50 mg. 
pethidine, She did not actually go to sleep, but after a few 
minutes she felt much rested, and all tired eeling went away. 
She had regular pains, but they did not upset her. She 
delivered herself spontaneously at 10.35 pm. I gave her two 
or three chloroform capsules just at the end. 

A slowly dilating cervix is for patient, nurse and 
doctor one of the most trying things to deal with. 
Mother is crying, and her people are agitated. You can 
do nothing but wait, and it needs tremendous self- 
restraint to prevent yourself interfering when. you should 


Dovueias McCLEAN. 





PETHIDINE IN OBSTETRICS 








not. If my experience were confirmed by some one 
with large experience, in a carefully recorded series of 
cases, hidine would show itself a great boon to the 
practising obstetrician. I shall certainly give it further 
trials, but it would be good to get the experience of those 
who come in contact with many cases. 


Tain, Ross. _E, K. MAcKEnzIE. 


GYNAZCOMASTIA AND ASYMMETRICAL ACTION 
OB HORMONES 


Sir,—In your issue of March 20 Mr. Levi asks why, 
if gynecomastia be due to excessive production of 
cestrin, should in his case one breast be affected and not 
the other. One may well-suggest that in a certain 
proportion (1-10%) of all cases of gynzecomastia in boys 
and young men one side of the body has reacted more 
readily towards excess of cestrin than the other. After 


all, just as one half of the body is occasionally bigger | 


than its fellow, it is probable that one half may be 
potentially bigger, in the sense that certain organs in that 
half may respond more readily to hormonic or other 
stimulation than organs in the other half. Under the 
normal stimulus of pregnancy is it very rare to find that 
a woman has one breast more enlarged than the other ? 
In some acromegalics excess of the anterior-pituitary 


. growth hormone may act more on one side of the body 


than the other, even if one cannot speak of ‘‘ unilateral 
acromegaly.’”’ I do not seek to deny that in some cases 
there may be an excessive “‘ inherent urge to develop- 
ment ’’—of the same natifre as the normal urge to 
development of the whole body—which may account for 
various forms of asymmetrical growth, -including rare 
cases of hemihypertrophy and “true” gigantism of a 
portion of one hand or one foot. The primitive nervous 
system seems in some way to be*connected with local 
gigantism ; and also with developmental hypertrophy 
of limbs, in the absence of obvious local causes (such as 
chronic osteoperiostitis of congenital syphilis). I have 
several times alluded to the question of occasional 
unilaterality in the action of hormones and other agents 
(see Weber and Atkinson, Brit. Jour. Derm. 1928, 40, 
454). 


Harley Street, W.1. : I’. PARKES WEBER. 


SUPERFICIAL ATRESIA OF THE VULVA 


Sim,—From Dr. Spitzer’s comments on my two cases 
I fear that I have failed to make it clear that the condi- 
tion I was describing has nothing to do with menopausal 
changes in the vagina. It is accurately described as 
superficial, it is confined to the vulva, and since it has 
been observed at all ages from childhood to ninety-one 
it would hardly be fair to call it menopausal. 


Hove. CONSTANCE OTTLEY. 


VITAMIN-C DEFICIENCY 


Srr,—On my visit to Canada last summer, after a 
conversation with Dr. Fred Tisdall, I became interested 
in testing the urine of children for ascorbic acid. During 
September—October, 1942, some hundreds of urines 
were tested, in children attending the outpatient 
department of the Hospital for Sick Children, Great 
Ormond Street, and all had ample ascorbic acid present, 
as shown by the dichlorindophenol test. Since then I 
have continued to test urines on a much smaller’ scale. 
During the last few weeks there has been a sudden and 
dramatic rise in the absence of ascorbic acid in the urine 
of children above 5 years of age. - The sudden disappear- 
ance coincides with the scarcity of brussels-sprouts and 
apples, which in war-time are two of the chief sources 


of our vitamin C. This clinical observation suggests that. 


sore mouths and redness about the ms, together with 
unusual tiredness, will probably show themselves during 
the next few weeks before summer fruity appear. 


I believe we should definitely advise our patients and 


the public to eat more green vegetables which have been 
steamed for a short time only, or that they should have 
them as raw salads. Now is the time to take what fruit 
uices are available, as well as tinnedetomatoes or tomato 
juice. Potatoes, broccoli tops, watercress, mustard and 
cress, sprouts, cabbage and cauliflower all contain plenty of 
vitamin ©. . Ascorbic acid, 100 mg. daily, is also indicated. 
DONALD PATERSON, 


* Devonshire Place, W.1. 
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BIRTHS, MARRIAGES 





ECONOMY IN SPECTACLE’ LENSES - 

Str,—My council has been considering the difficulty 
which the Services and the Ministry of Health are 
experiencing in. mocisn It faa been lenses to supply 
their urgent needs. been suggested that the 
situation could be helped a simplification of the 
prescriptions supplied civilian ied roenndedhatoke 
and my council makes ndations : 

1, That the prescribing os = powers in steps less than 
D 0-25 (which is to say, lens powers commonly referred to as 
* eighth sights ’’—e.g., D 0-87) be discontinued. 

2. That the prescribing of prisms be reduced to @minimum. 

3. That in the higher ranges, say above four dioptres, the 
prescribing of lens powers in steps less than D 0-5 be reduced 
to &@ mmimum. 
These recommendations were adopted by the Army 
some time ago, and my council is assured that their wide 
adoption in civilian practice would materially aid the 
situation. 

Devonshire Place, W.1. FRANK W. Law, 

Hon. sec. Council of British Ophthalmologists. 


AN UNEXPECTED CHOLEDOCHOGRAM 

Str,—Sir William Wheeler’s interesting case-report 
in your issue of March 13, recalls to my memory another 
unexpected choledochogram. In this case no anasto- 
mosis had been done and the communication was the 
result of a ee of a duodenal ulcer into the 
common duc 

The patient was an engine driver, 42 years of age when 
first seen in 1933. He then had a perforated duodenal 
ulcer, which was treated by suture. For three years he 
had complete relief of symptoms. In 1936 he came 

again to hospital with a suspected perforated ulcer. 
The RMO who admitted him found liver tenderness and 
suggested the possibility of acute cholecystitis. A 
barruam meal showed a fistula into the common duct and 
outlined many of the smaller hepatic ducts. At opera- 
tion a large inflammatory mass was found surrounding 
the duodenum, but the "fandus of the ee was 
not involved. Treatment was by h partial gastrec- 
tomy, the lower section being made ugh the pyloric 
antrum. The man lost all his symptoms and returned 
to work in a few months. He was demonstrated at a 
— meeting of the Liverpool Medical Institution in 

The case is worth recording for the observation that 
the liver did not tolerate the duodenal contents, the 
formation of the fistula being associated with severe 


_ upper abdominal pain, pyrexia and liver tenderness. 


Liverpool, A. KirRK WILSON. 


A METHOD OF FILING MINIATURE RADIOGRAMS 


Str,—It will soon be necessary for the many fluoro- 
graphic units throughout rap country, to deal with 
thousands of 35 mm. fluorographs. The method of filing 
should be simple and rapid, an allow ready access to 
any particular frame. es of mass miniature 
radiography the frames oo be identified by a serial 
number, and the examinations will be recorded a 
numerical order. Films also will automaticall 
filed numerically. ‘There are two main methods of 


1. The roll of film usually containing about 100 frames 
(that being the length which is most suitable for processing) 
is retained uncut and filed as a ome roll in the original or 
some other suitable container, which has been marked with 
the appropriate serial numbers. These containers can then 
be stored after filing in suitable drawers or racks. Cabinets 
can be obtained, fitted to contain any number of racks. In 
Germany the cabinets edch contain 1700-1900 frames. 


This method is rapid and requires very little storage 


space, but in my e ence has great disadvantages. 
Repeated projection to excessive wear and tear 
of film. e film ends tend to curl and thus cosaun 


difficult to insert into the projector. Moreover, unless 

the repeated films of those who were unsatisfactory at 

initial examination are given new serial yrs a 

time they are fluorogra: , there is 

disorganisation of the "the filing system in the course ao — 
-2, The film is processed in about 100 frame lengths and 

then cut into strips each containing 18 frames, which in turn 


AND DEATHS 


are div ided into two apa, sates of 9 fluorographs. These 
are then inserted into the cellophane envelopes of a ‘ Minidex’ 
transfer binder and storage unit (model I). This binder con- 
sists of a leather or cloth cover, with index card and extension 
posts, and a number of storage units (each consisting of 18 
cellophane envelopes with suitable space for indexing). 
In this department we use 25 units in each binder, so that 
each cover contains about 8100 frames. A full binder 
meaéures 11 by 3 by 6 inz The free edge has a press-stud 
clip, and the appropriate serial numbers can be stencilled 
upon the back, and the binder stored upon a small shelf with 
the numbers showing. The repeated films of unsatisfactory 
cases are given original number, which can be cut out of the 
main strip and filed in the appropriate envelope. 
uring the exposure of the film, a blank frame is pushed 
across after every 9th exposure. This facilitates the division 
and subdivision, and ensures that each strip has sufficient 
unexposed surface to allow satisfactory projection of the end 
frames. Again, whenever a patient with a serial number 
out of sequence with the remainder is examined, a blank 
frame is put immediately before and after it. This ‘allows for 
its isolation and subsequent filing in the appropriate envelope. 
The advantages of this method moge than outweigh 
the slightly longer time necessary for its use. The films 
do not wear much, they remain flat, and are readily 
= rojected. The individual frame is readily accessible. 
he provision of the blank spaces facilitates the cutting 
into strips, and the easy recognition of odd numbers. 
The binder and storage units are supplied by the Doulton 
Press, Brent Crescent, North Circular Road, London, 


N.W.10 W. G. Firzpatrick. 
Births, Marriages and Deaths 


BIRTHS 
Bartn.—On March 26, at Caversham, the wife of Lieutenant W. Ivor 
Bain, RAMC—a daughter. 
BuTrLEe.—-On March 20, at Chichester, the wife of Surgeon Lieutenant 
R. L. Buttle, RNVR—a son. 
FELL.—On March 23, at Ay oars oan the wife of the late Lieutenant 
D. W. Fell, RAMC—a daughter. 
Lewis.—-On March 20 at Hove, the wife of Surgeon Lieut.- 
Commander Lewis, RNVR—a daughter. 
Mitis.—On March 24, at Ramsbury, the wife of Dr. W. T. Mills- 
a daughter. 
PrRicE.—On March at, at Adlington mah, Cheshire, the wife of 
Lieutenant H. C. Price, RAaMC—a so 
SANDILANDS.—On March 20; in London, the wife of Captain J. A. J. 
dilands, RAMC—a son. 
WooLLEY.—In December, abroad, the wife of Surgeon Lieut.- 
Commander E, J. Starbuck Woolley, RNVR—a son. 


MARRIAGES 


PORTER—EDWARDS.—On March 20, at Hillingdon, Derek Stanley 
Porter, surgeon lieutenant RNVR, to Phyllis Maud Edwards. 

eg at Ry = .-—On March 23, at Maidstone, Karl Max Steiner, 
MB, to Margaret Patricia Rowan. 

WINTERBOTTIOM—BLAKEY.—On March 2, at Preston, Eric Hare 
Winterbottom, ms, to Margaret Blakey. 


DEATHS 


Crosspy.—On March 25, Neville Crosby, MRcs, of Kenton, Middlesex. 

ELLwoop.—On March 23, in London, Victor Thomas Ellwood, 
DM OXFD. 

FERGUSON-DAVIE.—On March 24, at Port Elizabeth, 
Elizabeth Ferguson-Davie, OBE, MD LOND 

HaMMOND.—On March 25, Thomas Edwin Hammond, FRes, of 
Cai 


HATTERSLEY.—On March 24, Sidney Martin Hattersley, MD CaMB., 
DPH, colonel late RAMC, of Overy Staithe, Norfolk 

Ker.—On March 20, Alice Jane Shannon Ker, Mp BERNE, LRCP 
1&£, in London, aged 89. 

Lre.—On March 22, Leonard Newton Lee, MD GENEVA, LMBSSA, 

pm & H, aged 59. 
MoANAELY: —On March 21, at Richmond, Edward Arthur Mc- 
y, MRcs, formerly of Newington, Kent, aged 74, 

MACPHERSON.—On March 18, at Balbeggie, Perthshire, 
Duncan Graham Macpherson, MB EBDIN., lieut.-colonel RAMCc. 

PRIDMORE.—On March 24, at St. Albans, Herts, Walter George 
Pridmore, ona, MB DURH., colonel 1 IMs ret. -, aged 7 


(amtien,*8, 1943 Aa 





Charlotte 


John 


‘ Acwtraneot. Va AGINAL Commonsp”’ (Boots) caiolon 
acetarsol and boric acid with carbohydrate in tablet form for 
the local treatment of leucorrheea due to T'richomonas vaginalis 
or monilia infection. 

Messrs. BuRRoUGHS WELLCOME now issue ‘ Methedrine,’ 
the dextrorotatory form of the N- methyl derivative of 
amphetamine, in 15 c.com. ‘Hypoloid’ ampoules con- 
taining 30 mg. of the drug for intravenous, intramuscular or 
subcutaneous . injection. This sympathomimetic pressor 
agent is primarily intended for administration before or during 
operation, particularly when spinal anesthesia is used. 
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Notes and Mews: 


Medical Service in India 


An Indian Army Medical Corps is, to be formed. All 
regular conimissioned officers of the Indian Medical Service 
who are in military employ, and all officers holding emergency 
commissions in that service, will be seconded to the new 
Corps, and the entire personnel of the Indian Medical Depart- 
ment and Indian Hospital Corps will be transferred to it. 


University of Liverpool 


At recent examinations the following were successful : 


FINAL EXAMINATION FOR MB, CH B 
Part 11,—O. Taylor and Simone J. van Son. 


Mr. Brown on the National Health Service 


ning a clinic at Watford on March 26, Mr. Ernest Brown, 
Minister of Health, spoke on the Government's plans for a 
national health service. In the course of his address, which 
is reported in the Ttmes of March 27, he said that in framing 
such plans he wauid place in the forefront the principle of 
eer ry services for all. Every man, woman and child 
must be able to call to their aid the best services that modern 
scienee could provide ; every doctor and health worker must 


— have-at their disposal the best facilities for full diagnosis and 


proper treatment. The Government looked confidently ,to 
local government, with its long experience and its resilience 
in meeting the problems both of war and peace, to undertake 
this new responsibility. The additional task might involve 
adjustments of its machinery, for the units of organisation 
must be large enough to allow scope for efficient planning 
and effective execution. 

Another principle which the service must embody was that 
of personal and professional freedom. Some people thought 
that an o national service meant that patients would 
be dragooned into health and doctors into mediocrity and 
servility. This was a bogy; an organised service need not 
involve loss of personal or professional freedom. Health 
was an intensely personal matter and any national health 
service must be an intensely personal Service. 

There was a fear, said Mr. Brown, that the service would 
bring strict control of the day-to-day work of the practitioner, 
the rule of forms and routine. This was a danger that could be 
avoided and not a_defect inherent in every kind of national 
service. The medical services could be o: in such a 
way that the average practitioner would have freedom to 
exercise his professional talents in a measure’ enjoyed at 
present only by a fortunate few. 


Deputation on National Health Service 


On March 26 the Minister of Health met representatives of 
the Socialist Medical Association, who laid before hin? the 
views of the association on the organisation of a comprehensive 
health service. The representatives were: Mr. Somerville 
Hastings, Fros (president) ; Dr. H. Joules ; Mr. Aleck Bourne, 
rres; Dr. D. Elizabeth Bunbury; Dr. L. T. Hilliard ; 
Dr. D. Stark Murrey ; Dr. P. Inwald; and Mrs. Thora Sinclair 
Loutit. 


Precautions against Yellow Fever in Kenya 


Mosquito control is now so effective in Kenya that it is 
thought improbable that yellow-fever, if introduced to the 
colony, could establish itself or assume epidemic form in any 
urban centre. The latest annual report of the medical 
department for the colony and protectorate describes an 
organisation for the control of domestic mosquitoes in every 


. town and port of importance, in all the larger trading centres 


and along all the lines of communication. Steps have also 
been taken to ensure the control of mosquito breeding on all 
steamships and dhows entering Mombasa. 

The most vulnerable area is the tropical coastal strip which 
extends for about 300 miles from Tanganyika to what was 
formerly Italian Somaliland. This strip, so far as its infesta- 
tion with yellow-fever mosquitoes is concerned, varies from 
about 10 to 40 miles in depth and has a population of some- 
thing over 300,000. An inoculation cam was started in 
April, 1941, and by the end of the year _ whole population 
of Mombasa and the country between Mombasa and the 
pea boundary had been inoculated. In addition 

— who were likely to travel either to Uganda 
or to inoculated in up-country towns. 





NOTES AND NEWS 


[apRrit 3, 1943 


Medical Casualties 


The following casualties have lately been announced : 
Kited.—-Captain J. W. Gibson, MB EDIN., RAMC; Captain ET 


Stone, MD 
Died Captain Kevin Teevan, MB NUI, RAMC 
Missing, presumed killed. 1) Surgeon Lieutenant J. de L, 
Bourgeois, MD, MONTREAL, RCNVR, HM CUTTER Hartland. 


Medical jical_Honours ‘ 


a ca el all 
"The MBE has been awarded to "T/Surgeon Lieutenant 
N. A. Douglas, MB Glasg., RNVR, for “ skill and devotion 
to duty in tending wounded survivors from torpedoed 
merchantmen.”’ Surgeon Commander C. A. Downward, 
MB Sydney, RAN, has received the DSC for “ skill, resolution 
and coolness while serving in HM Australian ships during 

operations in the Solomon Islands.” 


Industrial Medical Officer and Family Doctor 

At a recent meeting of the Association of Industrial Medical 
Officers, Mr. J. L. Smyth, whose work in the social insurance 
department of the Trades Union Congress has brought him 
into contact with industrial doctors, opened a discussion on 
this subject. The doctor in industry, Mr. Smyth affirmed, 
had an immense influence not only on his patients, but in a 
much wider sphere. He must bring to his work a wide 
knowledge of people, of processes and of the substances used 
in various industries, which he should acquire before starting 
work in the factory. It was the doctor’s job to see that the 
human machinery was properly cared for. He must study 
such matters as the movement of the worker, the adaptation 
of benches, lighting and environment, and rest in relation to 
activity. He should spend a great deal of time in the works 
rather than in waiting for patients to come to him, The 
doctor must interpret and bring to the notice of the manage- 
ment the latest results of research in industrial hygiene. In 
compensation cases the doctor should give his opinion 
impartially and not be prejudiced either towards the firm or 
towards the employees, and a works doctor should not hold 
the position of referee for the local county court. Dr. Frank 
Gray (Wandsworth), speaking as a family doctor, urged the 
need for continuity of treatment. Industrial medical officers 
had special knowledge of factory conditions and their effects 
on health and of the patient as a factory worker, while the 
general practitioner understood the patient’s home circum- 
stances, his family, his diet, his clothing, and even in war-time 
the conditions of life of more than half his day. 


Infectious Disease in England and Wales 
" “WEEK ENDED MARCH 20 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2160 ; whooping-cough, 2007 ; diphtheria, 798 ; 
paratyphoid, 8; typhoid, 13; measles (excluding 
rubella), 19,409 ; pneumonia (primary or influenzal), 
1304 ; puerperal pyrexia, 173 ; cerebrospinal fever, 95 ; 
poliomyelitis, te polio-encephalitis, 1; encephalitis 
lethargica, 2; dysentery, 66; ophthalmia neonatorum, 
103. No case > cholera, plague or typhus fever was 
notified during the week. 

The number of 7 ae mee and service sick in the Infectious Hospitals 
of the London County Council on March 17 was 2313, including 
scarlet fever, 550 ; ‘diphtheria, 249; measles, 754; "whooping- 
cough, 271 ; enteritis, 114; chickenpox, 50 ; acverpesens © 5 mumps, 
19; poliomyelit is, 2; dysentery, 373; cerebrospinal fever, 18: 
puerpe ral se 33 weap fevers,’ 6; german measles, 21; 
encephalitis. ethargica, 1 

Deaths.—In 126 great towns there were 1 (0) deaths 
from an enteric fever, 3 (0) from scarlet fever, 41 (5) from 
measles, 13 (6) from whoo ing-cough, 15 (1) from diph- 
theria, 59 (12) from diarrhoea and enteritis under two 
years, and 52 (5) from influenza. The figures in paren- 
theses are those for London itself. 

Cardiff reported the fatal f enteri 
petal lt ads Hedibe fanetucnek Sine a tat 
pas ota Sones of diarrhea. - There were 9 deaths from measles at 
The sia a of stillbirths notified during the week was 
216 sh inluding to a rate of 32 per thousand total 
births), including 38 in London. 
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CHEMOTHERAPY 
BY BLOCKING BACTERIAL NUTRIENTS 
ANTISTREPTOCOCCAL ACTIVITY OF PANTOYLTAURINE 


Henry McILWAIN, MSC, PHD puRH FRANK HAWKING 
LEVERHULME RESEARCH FELLOW, DEPT. OF DM OX¥FD 
BACTERIAL CHEMISTRY (MEDICAL RESEARCH NATIONAL INSTITUTE FOR 

COUNCIL), SHEFFIELD UNIVERSITY MEDICAL RESEARCH 

THE antibacterial action of therapeutic agents in vitro 
is not generally regarded as a reliable guide to their 
effect in vivo, since widely different’ results can be 
obtained by varying the conditions of in-vitro testing. 
Thus sulphanilamide has often been found inactive in vitro 
against organisms which it inhibited in vivo, and many 
compounds inactive in vivo are highly inhibitory in 
vitro. Some cases are explicable by the organism being 
inaccessible to the drug in vivo or by the drug being 
activated, inactivated or excreted by the host, but many 
examples remain in which levels obtainable but ineffec- 
tive in vivo can be effective in vitro and vice yersa. 
In such cases the problem appears to be one of bacterial 
nutrition, and the action of sulphanilamide has been 
studied from thjs point of view (McIlwain 1942a). The 
therapeutically successful level of sulphanilamide may 
or may not be inhibitory in vitro, according to the 
coincident concentrations of antagonistic compounds, 
of which p-aminobenzoate is the most important. In 
media con ing p-aminobenzoate, in the concentra- 
tions in which it occurs in animal tissues, the normal 
levels of sulphanilamide are consistently as active in 
vitro as they are in vivo. This compound is however 
more than a drug-antagonist, since it is a substance 
essen to animals and to bacteria. The action of 
sulphanilamide depends on its preventing the micro- 
organism’s use of the p-aminobenzoate (g normal 
constituent of parasite and host), apparently by virtue 
of its structural similarity to p-aminobenzoate. 

In view of these facts, it appeared possible that 
bacterial growth might be also prevented by compounds 
chemically related to other substances essential to 
bacteria—e.g., pantothenate, which is necessary for 
growth of many pathogenic organisms. These normally 
obtain it from the tissues of their hosts. Like p-amino- 
benzoate it is probably also necessary for the growth of 
animals, and it) is apse in their blood. Several 
compounds structurally related to pantothenate were 
examined, and it was found that pantoyltaurine was 
the most actively antibacterial in vitro, preventing the 
growth of hemolytic streptococci when present in con- 
centrations 200, times those of the coincident panto- 
thenate (McIlwain 1942b). The present paper describes 
an investigation of the pantothenate contents of the 
blood-of different animals and a determination of the 

toyltaurine levels which can be attained in vivo. 

m this information the theoretical therapeutic 
activity of the drug in vivo has been déduced, and has 
been compared with the actual activity obtained during 
tests on streptococcal infections of mice and rats. 


PANTOTHENATE AND PANTOYLTAURINE ASSAYS 

The pr ures were adapted from testing conditions under 
which pantothenate was identified as a growth factor for 
Streptococeus hemolyticus, and under which pantoyltaurine 
was found to inhibit utilisation of the compound (McIlwain 
1939, 1942b); their specificity is thus well attested, but 
accuracy is limited by the two-fold dilutions employed. More 
accurate methods have been recorded by Stanbery and others 
(1940) and by Pelezar and Porter (1941); values they give, 
quoted in table 11, indicate that the two methods, employing, 
respectively Lactobacillus casei E and Proteus morgani as test 
organisms, are not strictly comparable, Strep. hemolyticus 
and P. morgani, as used in the present tests, have given results 
equivalent within two-fold range. The use of Strep. hemo- 


lyticus for assay and for experiments in vivo avoids incon- | 


sistencies due to method (such as the utilisation of bound 
pantothenate under one condition but not the other), but 
it implies throughout that the molar values given to the 
results are relative to streptococcus and to P. morgani. 
Pantothenate.—Blood ene were collected asepti- 
cally, with citrate or o te, and laked before testing ; 
serum and a were either separated aseptically or 
filtered to sterilise. Urine was diluted and filtered to 
6241 


sterilise. Specimens were added in two-fold dilutions 
to a series of tubes of pantothenate-deficient medium 
which were inoculated and incubated together with a 
similar series containing known quantities of panto- 
thenate. The test organism for normal specimens was 
either the Richards strain or a group G strain of Strep. 
hemolyticus ; the medium and other details have been 
described elsewhere (McIlwain 1939). For specimens 
containing pantoyltaurine, P. morgani (NCTC No. 2818) 
was used ; all inocula were small (about 1000 organisms 
per 10 ml.) and they were taken from one-day slope- 


cultures. Growth in media containing 1% or more of 


blood was followed by microscopic examination; in 
other cases it was judged by opacity with occasional 
microscopic control. Known quantities of pantothenate 
added to blood were correctly determined (table 1, B). 
Values obtained by these methods are given in table 1. 
Administration of pantoyltaurine was not found to alter 
the blood pantothenate. 

Pantoyliaurine.—Pantothenate was added in a series 
of known concentrations to media containing the material 
to be assayed ; the tubes were inoculated as before with 
Strep. heemolyticus. The effects on growth of different 
ratios of pantoyltaurine and pantothenate concentra- 
tions are known (table 1, C) and are affected by blood in 
a manner which is mainly accounted for by its panto- 
thenate content (table 1, D). The pantoyltaurine con- 
tents of the specimens were calculated as indicated In 
table 111; the figure constructed from these and other 
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HOURS AFTER ADMINISTRATION 


RATIO PANTOYLTAURINE/PANTOTHENATE 


Ratio of pantoyltaurine to pantothenate in blood of rat after sub- 
cutaneous injection of 0-25 g. or 0-05 g. of pantoyltaurine for 
100 g. body-weight. 


similar results, shaws the relation of the pantoyltaurine 
of rat blood after administration of the drug, to that 
needed for antistreptococcal action in vitro, and indicates 
that in vivo activity may be expected. 


IN VIVO EXPERIMENTS 

Pantoyltaurine was used as the 90% pure d, l-sodium salt 
prepared by Dr. J. W. Barnett and Mr. F, A. Robinson 
(1942). A 25% aqueous solution (0-9 M with respect to the 
pure d, l-compound), which is hypertonic and already a 
strong buffer at aboyt neutrality, was administered. 

Mice.—Experiments were carried out by Prof. H. N. 
Green. in Sheffield University, and by Glaxo Labora- 
tories, Ltd. Mice tolerated the highest doses of pantoyl- 
taurine tested, which were 7 subcutaneous administra- 
tions (3 daily) or 5 intraperitoneal administrations (3 
daily) of 0-1 g. per 25 g. animal. Professor Green 
reported as follows: ‘‘ A preliminary experiment using 
0-05 g. pantoyltaurine per 20 g. mouse and a large 
inoculum showed that the drug was ineffective. The 
inoculum, from a 24-hour serum broth culture of hemo- 
lytic streptococci (Wamoscher), was therefore reduced 
to 0-1 ml. of a 10-* dilution, which was about the MLD, 
and the following groups, each of four mice, were infected 
intraperitoneally: A, receiving the above dose of 
pantoyltaurine intraperitoneally 3 times daily, com- 
mencing at the time of infection ; B, receiving sulphanil- 
amide (10, 10, and 5 mg.) orally ; and C, without drug. 
Group D was not inoculated but received the pantoyl- 
taurine of A. All animals of groups A and C died within 
24 hours, but those of B and D survived for 14 days.” 
Pantoyltaurine was thus inactive against streptococci in 
mice, but it will be noted from table 11 that the blood- 
pantothenate of‘these. animals is much higher than that 
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TABLE I—-EF¥FECT OF PANTOTHENATE AND PANTOYLTAURINE 
ON GROWTH OF STREP. HZ MOLYTICUS IN VITRO 
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* For intermediate values see McIlwain (1942b). bl. = blood. 


of man; the relevance of other differences has not been 
examined. 

Rats.—Treatment with pantoyltaurine was effective 
in rats (table Iv). The experiments were carried out 
with an organism freshly passaged in rats, and deaths 
were confirmed as due to streptococci by post-mortem 
examination. The controls, receiving pantoyltaurine 
alone, increased normally in weight during the experi- 
ment—for example, from 105 to 115 g. in 7 days. 


IN VITRO ACTIVITY OF PANTOYLTAURINE AGAINST 
SULPHONAMIDE-RESISTANT ORGANISMS 


Pantoyltaurine was tested in vitro on strains of 
hemolytic streptococci against which-the sulphonamides 
had been ineffective. Eleven sulphonamide-resistant 
strains were obtained from Professor Green, Major A. E. 
Francis and Dr. C. W. Morley, including several isolated 
from wound infections (Francis 1942). In each case the 
organism was found as susceptible to pantoyltaurine 
as normal streptococci were. The effect of sulphanil- 
amide on resistant and normal organisms was tested in the 
same medium as was used in pantoyltaurine investiga- 
tions, and only the resistant strains were found insensi- 
tive to the drug. Other evidence of the distinct natures 
of the sulphonamide and pantoyltaurine receptors, 
including the production of pantoyltaurine-resistant 
strains, will be detailed elsewhere. 

Various other organisms have previously been 
examined with respect to B gerne far cin m in vitro. 
Pneumococci are less inhibited than streptococci. The 

-action on Corynebacterium diphtherie, though in some 
cases as great as against streptococci, varies markedly 
with different strains but not in a manner correlated 
with normal typi Staphylococci, Bacterium coli, and 
Proteus are not affected. The action of pantoyltaurine 
was also tested against Trypanosoma equiperdum. 
When given to rats in the doses shown in table Iv, it 
had no effect in preventing the development of infection 
after intraperitoneal inoculation of a small number of 
parasites. In addition, Dr. Ann Bishop kindly tested the 
antimalarial action of pantoyltaurine, by Roehl’s method, 
against Plasmodium relictum-im canaries. Doses were 
given on 6 consecutive days at intervals between 9.30 
AM and 6 PM, the first dose being given 15 minutes 
before inoculation with parasitised blood. The dosage 
on rand peo xem days was 3x10 mg.; 10+5+42-5+2°-5 
mg.; 4x25 mg.; 4x2-5mg.; 2-56+2-5+2-5+5 mg. ; 


‘ 


and 25 mg., giving a total of 92:5 mg. No anti- 
malarial action was observed under these conditions, 
which probably do not maintain an adequate blood- 
concentration throughout the 24 hours. 


DISCUSSION 


Pantoyltaurine has thus been found to exert an 
aptierennsnncenst action in rats at blood levels co: 
able with those used in the experiments in vitro. e 
negative results with mice illustrate the caution neces- 
sary in the testing of antibacterial agents in laboratory 
animals. In the present case, the inactivity of pan- 
toyltaurine in mice could be shown to be correlated with 
their unusually high blood pantothenate (table 11), and 
an animal whose pantothenate level was more akin to 
that of man was chosen for subsequent work. This is a 
novel proceeding; usually the concentration of drug 
antagonists in animals is not investigated: As the 
antagonists to different classes of drug are different, 
parallelism in the antistreptococcal action of such drugs 
in different hosts is not to be expected, and the advan- 
tages of in vitro investigation in terms of natural antago- 
‘nists are evident. 

During the experiments in which rats were protected 
from Strep. hemolyticus by pantoyltaurine, the ratios 
of the concentrations of drug to those of pantothenate 
were estimatcd from the results of table 111 to be above 
the level needed for complete bacteriostasis in vitro 
from comparable inocula for 8 hours dailys The ratios 
were sufficient for slight antibacterial effect in vitro 
for 14 hours, while they were below that level for 2 
hours. Rats were not protected when the corresponding 
times were below 2, 16 and 6 hours respectively. The 
actual concentrations of pantoyltaurine in vitro needed 
for bacteriostasis in different media can vary over a 
range of at least a thousand-fold according to the 


TABLE II—CONCENTRATION OF PANTOTHENATE IN ANIMAL 














MATERIALS 
9 | 
Specimen a aE OM Specimen are Osa 
meets Biasee Soman tt (ee Sees Te bce PO a tia oes 
' 
Mouse Human | 
lasma 100, 100 prasne | 20, 10, 10 
lood 200, 200, 100, 200 lood | 10-20, 20, 20, 10 
7 as sis “. 4-57; mean 
asma 20, } : 
lood "a a0, *, 20-4 } ier 17*; mean 
urine 50, 100, 100 urine | 800, 150, 200 
| a Cry 2407; mean 





* Stanbery et al. 1940. ; 
t Pelezar and Porter 1941, the mean value for urine being calculated 
for a volume of 1500 ml. daily. 


concentrations of pantothenate also present (table 
1, ¢). Since therapeutic results have been obtained 
in vivo only if the ratio of pantoyltaurine : panto- 
thenate is as high as that necessary for bacteriostasis 
in vitro, the action of the drug under the two condi- 
tions (in vivo and in vitro) is correlated. Stronger 
evidence for this correlation is furnished by the inactiva- 
tion of pantoyltaurine in vivo by simultaneous adminis- 
tration of 1/50th of its quantity of pantothenate, for 
this is the minimal pantothenate giving relatively prompt 
reversal of pantoyltaurine effects in vitro. The quantit 
of pantothenate administered for this purpose is muc 
greater than that assimilable from foodstuffs. The 
correlation is thus as close as is possible in small animals 
receiving the drug intermittently. It remains to be 
-established whether the relation between a given degree 
of bacteriostasis in vitro (in presence of the appropriate 
natural antagonists) and disinfection in vivo is charac- 
teristic of the micro-organisms only, or also of the drug 
and of the host. 

The pantothenate levels of the larger animals which 
have been investigated approximate to those of the rat 
rather than of the mouse, and the levels in man are 
lower than those of the rats which were protected in the 
experiment of table 111. Tolerance of pantoyltaurine 
by animals which themselves need pantothenate may 
— on pantothenate reserves, or on different relative 

ty or accessibility of pantoyltaurine and panto- 
thenate for systems in the parasite and host which -use 
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PABLE I[lI-—-CONCENTRATION OF PAXNTOYLTAURINE IN EAT 
BLOOD AND URINE, AFTER SUBCUTANEOUS ADMINISTRA- 
TION OF THIS COMPOUND 
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| just giving (A) normal In excess 
Hr. H Vol growth ' Calcula-! of that 
after for’ (B) no growth ted needed for 
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stra. | S880y tion) | EX | of 
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| } 
Dosage: 1-0 ml, of 25% aqueous toyltgaurine per 100 g. body- 
weight ; rats weighed 55-70 g. Blood Lao collected aseptically 
from animals killed at the times indicated, 
* In vitro in presence of the native pantothenate of the specimen. 


t Aitowanee made for native pantothenate in calculating these 





the growth factor (McIlwain 1942b). Computation of 
in vivo activity through in vitro experiments with 
natural antagonists is not itself dependent on bacterial 
methods of aaney Ut the drug or its antagonists; such 
methods have n employed here for convenience. 
Those details of the present methods of correlation 
which concern the ratios between antagonist and drug 
concentrations are applicable only to compounds whose 
relations to their natural antagonists are mainly com- 
 davoiaghion A predominantly competitive mechanism has 

n established for the sulphonamides and for certain 
pantothenate analogues, including pantoyltaurine ; but 
the method is not rigidly applicable even to such com- 
pounds (cf. Clark and Raventos 1937), and it accounts 
for only their major natural antagonists. In all cases, 


TABLE IV-—-THERAPEUTIC ACTION OF PANTOYLTAURINE 
AGAINST HZ MOLYTIC STREPTOCOCCI IN YOUNG RATS 
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Infection : by 0-2 ml., intraperitoneally, of the dilutions indicated 
of a 15-hour culture of the Richards strain, containing about 


1200 x 10° organisms per ml. 
Treatment: 1 ml. 100 g. body-weight of a 25% or 2-5% solution 
sly at start, 


of ny Ae iven su 3, 6, 12, 19, 
22, 27, 30, 36, 46, 51,5 So 70, 73, 83, and 
60-95 g. P =d, l-sodium pantothenate, 1 ml. per 100 g. body- 


© rat eaten by mates. Uncertain whether death was due to 
streptococci. \ ‘ 


however, the effect of natural antagonists on drug action 
can be taken into account quantitatively or qualitatively 
to a much greater and more precise degree than ha 
hitherto been realised. 

The manufacture of pantoyltaurine is relatively easy, 
—- large quantities are required in therapy. It may 

ly have practical applications against sulphon- 

amide-resistant streptococei or other organisms. How- 
ever the present results are described primarily to 
illustrate a new method for the development of chemo- 
therapeutic agents, and to demonstrate the value of 
nutritional studies for the understanding and control 
of their action. 


SUMMARY 


Many bacteria need for their growth small amounts 
of vitamin-like substances, and pathogenic organisms 
obtain some of these from their host. Pantoyltaurine 
is a compound which was designed to inhibit growth of 
bacteria needing pantothenate, a substance of this 
type, by displacing it from the points at which it inter- 
acted with micro-organisms and so in effect starving 
them of a substance essential for growth. <Slrep. 
hemolyti was particularly sensitive to this action in 
vitro, and its growth was retarded when the ratio of 
pantoyltaurine to pantothenate concentrations was 
above a certain range. Natural materials (e.g., blood 
and animal] extracts) contained little material other than 
pantothenate which interfered with the action of pantoyl- 
taurine, so that the concentrations at which the drug 
should starve streptococci of the hosts’ pantothenate 
could be judged from the concentration of that substance 
in the animal. 

Pantoyltaurine was rapidly excreted by rats, but the 
ratio of pantoyltaurine to pantothenate concentratioas 
in their blood could be kept above the range of in vitro 
action for most of the day by frequent subcutaneous 
doses, to which there was no intolerance. Rats so 
treated for 4 days were protected from approximately 
10,000 LD of a virulent strain of streptococcus (Richards), 
and less completely from 1,000,000 LD. Lower dosage 
did not aff protection. Similarly mice, whose blood- 
pantothenate was mush higher than those of the rat or 
of man, were not protected. The validity of this 
deduction of in vivo action from in vitro experiments 
was confirmed by artificially raising the blood-panto- 
thenate of rats, when the previously effective dosage of 
pantoyltaurine became ineffective. 

Sulphonamide-resistant streptococci and some strains 
of C. diphtherie are sensitive to pantoyltaurine. Since 
the concentration of pantothenate in human blood is 
slightly less than that in rat blood, somewhat lower 
levels would be necessary for therapeutic action in man. 
Practical applications to human therapy may be possible 
along these lines, but the main value of this work lies 
in its description of new methods fér the discovery of 
chemotherapeutic compounds, 


We are indebted to those mentioned in the text who have 
carried out some of the in-vivo experiments and supplied 
cultures and pantoyltaurine, and also to Miss R. J. Berson, 
Mr. D, E. Hughes and Miss V. D. Markham for their technical 
assistance. 
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DisPLay OF PosTtURAL AND REMEDIAL EXEROISES.—On 
March 3 RAF recruits from an air crews reception centre 
gave a display of these exercises at the Seymour Hall, London, 
W.1. Recruits who are fit but, according to RAF standards, 
not fit enough are sent to these centres for three months for 
@ special course to improve their agility, posture and breathing. 
The exercises at the display were divided into two groups, 
those for foot defects and those for spinal defects. The 
meeting was held under the auspices of the Board of Registra- 
tion of Medieal Auxiliaries and Mr. V, Zachary Cope*was 
in the chair. 
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DYSPEPSIA IN THE ARMY 


L. C. Hint, MD sirm, MRCP 


LIEUT.-COLONEL RAMC; OFFICER IN CHARGE OF THE MEDICAL 
DIVISION OF A NILITARY HOSPITAL 


To present yet another series of Service dyspepsias 
shows the continued importance of the problem in the 
wards and outpatient departments of military hospitals. 
Today, no less than two years age, the dyspeptic seldier 
and his disposal looms largely in the outlook of unit 
medical officers, medical specialists and medical boards. 
It might have been assumed that a greater appreciation 
of the importance of the problem by the civilian boards 
would have reduced the intake of potential dyspeptics, 
but the figures hardly warrant this assumption. 

The present series of 197 _——_ patients (18 officers 
and 179 other ranks) represents ut 17-5% of the total 
medical admissions between November, 1941, and May, 
1942. These figures are not claimed to represent the 
picture as a whole, being only those cases which the 
outpatient physician thought merited further investiga- 
tion. It has not been the policy in this hospital, except 
where history and examination strongly suggested organic 
dyspepsia, to investigate cases in which symptoms 
developed within the first few weeks of training and 
could be.attributed to slow adjustment to the new con- 
ditions of life, the heavier food and the changed con- 
ditions of consuming it. Nor were those with a short 
unconvincing history investigated. This isin accordance 
with Tidy’s (1941) suggestion. It has been necessary 
under conditions where the outpatient work is out of all 
proportion to the beds available to limit all unnecessary 
admissions to hospital. Cases in which the history was 
typical, where there was no epigastric tenderness or 
guarding, and where a general clinical impression pointed 
to a functional diagnosis, have been returned to unit 
with suggestions to patient and medical officer on the 
appropriate lines (teeth, diet, smoking and rest). Inquiry 
has shown that a considerable proportion of these men 
carry on satisfactorily. Deliberate malingering is rare, 
as most observers will agree, but it is difficult to draw a 
fine distinction between exaggeraéion of symptoms and 
mild neurosis. 

I do not propose to compare and discuss in detail the 
various figures of organic and non-organic dyspepsias 
which have appeared since the beginning of the war, 
since this has been done by others. The differences have 
been variously explained as being the result of method 
of selection, variability in diagnostic criteria, gradual 
alterations in the age-groups, and an increasing realisa- 
tion on the part of the civilian boards of the importance 
of the problem. 

In spite of some degree of selection, I have diagnosed 
peptic ulcer less often than most other observers and the 
percentage of gastrfc ulcersis relatively high. Functional 
oe me was diagnosed in 40-6% of the cases, and 70% 
of these showed completely normal findings. With the 
limited apparatus available it has not been possible to 
estimate the incidence of a true gastritis in this group, 
but from clinical observation and from the subsequent 
behaviour of these patients it is difficult to accept as 
universal the high percentage described by Morton Gill 
(1942) and others. On the other hand, the common 
accompaniments of tremor of the hands, mild tachycardia, 
dyspnoea and precordial pain on exertion (often in the 
30-40 age-group) suggests a picture resembling effort 
syndrome. The rapid swallowing of a heavy meal after a 
spell — exercise by a man whose life has hitherto 
been entary, at a time when his circulation is mainly 
‘*in his boots,” is a possible explanation of one way in 
which dyspeptic symptoms can begin. Slow adjustment 
to Army life on the part of the solitary person, domestic 
and financial worries, are all too frequent to be lightly 
dismissed. The proportion of true psychoneurotics is 
relatively high (6-1%) and approaches Saffley’s (1941) 
figures. : 

f DIAGNOSIS 

The main question to be answered is whether there is 
an ulcer present or not, and since no authoritative cri- 
teria have been laid down for the diagnosis, the rama 
factor must influence each observer’s figures. It Seems 
reaSonable to assume that the main cause of differences 
of percentages lies in variability of diagnostic criteria, 
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povtipsienty: radiological, which are often vaguel 

escribed. Weck eaaun-ios: Sika <ontinn, suns Baih-dietmn to 
the outpatient clinic, where a careful history was taken 
and an examination made. No facilities existed for 
further investigation at this.stage, and if this was con- 
sidered necessary the man was admitted immediately or 
was put on the gastric waiting-list. Occasionally a 
history of perforation or previous gastro-enterostomy, with 
its appropriate scar, justified an immediate diagnosis. 


On admission the investigation followed conventional lines. 
A fractional test-meal was carried out lasting 3 hours; and 
after careful preparation on a milk diet for at least 3 days, a 
benzidine test was done on the stools. The test-meal “was 
repeated in most cases with abnormal acid results, and after 
an injection of histamine in all cases of aghlorhydria. Barium 
series included, in addition to screening, X-ray examination 
in the anteroposterior, lateral and two oblique planes. No 
tilting table or special apparatus for compressing the cap was 
available, but this was carried out manually. The final 
diagnosis was made in each case on the information gained 
from all sources, 


Peptic ulcer.—The criteria required are essentially 
radiological and consist in the demonstration of a 
persistent niche. In every case of gastric and pyloric, 
and in most of the duodenal ulcers (see table), such a 
niche was demonstrated. In a small percentage of the 
duodenal group (less than 20%) the diagnosis was based 
on a combination of a persistent deformity, tenderness or 
fixation of the duodenal cap and hyperchlorhydria with a 
climbing or plateau curve. It was strengthened by the 
presence of a positive benzidine test. 

Duodenitis.—In the absence of adequate means of 
demonstrating abnormal states of the duodenal ruge, the 
differences between duodenal ulcer and duodenitis are not 
particularly clearcut, and no definite pathological evid- 
ence of the existence of duodenitis has yet been produced 
to support Cordiner’s (1942) views. e main criteria 
are radiological, but there are other factors in history and 
in response to diet and treatment which are at least 
suggestive. The history differs only in the absence of 
that periodicity with long remissions which Morton Gill 
(1942) has rightly pointed out as a feature of duodenal 
ulcer. Symptoms consist of pain in the epigastrium 
(with tenderness and guarding in the right upper rectus 
area) coming on 1}-3 hours after meals and relieved 
temporarily by alkalis and by food. Vomiting is ve 
rare and the appetite is good. Fats are taken less well- 
than in duodenal ulcer. The 'test-meal results are 
virtually identical, but in duodenitis there may be mucus 
in the resting juice. The typical radiological appear- 
ances comprise the so-called ‘“‘ irritable cap ”’ consisting 
of spasms of the muscularis, incomplete filling and very 
rapid dispersal of contents. Such caps if seen at all are 
small, hazy in outline and spiky. 

Functional dyspepsia.—The radiological findings in this 
group vary within wide limits of functional normality. 
Thus the hypermotile, rapid emptying, high-placed 
stomach of the high-acid type contrasts with the atonic, 
low-lying, poorly motile, low-acid type in which the 
appearance of early pylorospasm represents an achalasia 
of the pylorus through which the meal can easily be 
pushed. The nearer the approach to achlorhydria and 
chronic gastritis, the more likely is a rapid rate of empty- 
ing to be due to a patent pylorus. Apart from occasional 


help from the radiologist the diagnosis of high-acid type 


depends on a history similar to, but less severe than, duo- 
denal ulcer, with heartburn and ‘‘ waterbrash.” The 
diagnosis was not made unless the free acid level in the 
test-meal was constantly above 60% after an hour. The 
incidence of gastritis in this big group was difficult to 
assess, but, oe the low-acid types, it was thought 
to be small. Clinical features suggesting gastritis are 
pain immediately after food, often with vomiting which 
relieves; the vomit contains mucus. Constipation is 
virtually constant and so is a dirty tongue. Alkalis and 
food do not relieve during an attack. Fatty foods are 
particularly difficult to digest. > 

Miscellaneous.—Achlorhydria was diagnosed only 
after the test-meal had been repeated, and if there was 
a@ normal blood-picture and sedimentation-rate and a 
negative benzidine test. ' 

Of the 10 cases included as symptomatic of psycho- 
neurosis, 7 showed all the stigmata of anxiety neurosis 
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with or without adequate ground for anxiety. In 2 the 
condition appeared to result from insufficient convalesc- 
ence from infective illness. The remaining 3 exhibited, 
among other signs, hysterical vomiting and air- 
swallowing. e 

Of the dyspepsias secondary .to other conditions, 2 
were apparently due to chronic pulmonary tuberculosis, 
discovered accidentally during screening, 2.more were 
associated with spastic constipation, and 1 with doubtful 
cholecystitis. No example of appendicular dyspepsia 
was encountered and I have still to meet one. 


DISCUSSION 

Dyspepsia figures in the Services have been reviewed 
by previous writers, and no fundamental differences or 
new facts are evident from consideration of the present 
otoaa} which accords most closely with Hutchinson’s 
( a 

It will be seen from the table that of the 86 ulcer cases 
symptoms began in civilian life in 53 (78%) compared 
with 15 (22%) in the Army, and of these 15, 5 were 
regular soldiers. Virtually the same tendency is seen in 


ANALYSIS OF 197 CASES OF DYSPEPSIA IN 18 OFFICERS AND 


179 OTHER RANKS 






















cee ts sali 
Sy,— | Cases of 
| wos |, [as ad 
Diagnosis and % | Ase |ageat) a Paper mec 
d on * me | 
| | 56 | jivil | army 
Si | (yrs.) | (yrs.) | (yrs.) | 
47 (24-0)| 29-5 | 23-5 | 6 | 35| 12 
12 (6-1) 32-5 | 26 65 |-11| 1 
9( 4:5) 30-5 | 26 | 45 | 7) 2 
15 ( 7-6) 32° | 26-5) 55 | a1| 4 
8 £0) 98:5 /255| 3 | 4, 4 
16( 8-0) 34 | 31 3 | 10! 6 
Normal 56 (28-5) 29-5 | 27-5 | 2 | 24/ 32 
Achlorhydria 7 85) 35-5 | 27) | «86 5} 2 
7( 35) 44 | 35, | 9) + 6) 1 
5 (9-5) 30 | 27-5 | 25 | 5) .. 
342-0} 25 193 | 2 | alo. 
; 1( 0-5) 41 | 40 Bilt howe fy ok 
12 ( 6-1), 32-5 | 30 | 25 | 6|. 6 
Averages to. ve |} Sh@:} e608 | ae tod. 
Totals ., 197(100°0.. re} oe | 126 | 7i 


U 





duodenitis. The a, duration of symptoms is about 
with other series, the percentage of 
This may be due to more exact 
radiological criteria and to the separation of duodenitis 
inte a special group. From the point of view of disposal, 
such a separation is more interesting than pay, 
since the diagnosis is not recognised in Nomenclature of 
Diseases and since removal of these cases from the 
Service is as necessary as that of duodenal ulcer cases. 
The differential diagnosis, as mentioned above, rests 
mainly on the radiological appearances, but may also be 
suspected from the history and from the presence of 
mucus in the specimens during the test-meal, though this 
may admittedly indicate a gastro-duodenitis. The 
condition is often more difficult to treat than ulcer and 
the patients require at least as long a period of strict 
dieting followed by a permanently limited regime if 
relapse is to be avoided. 
Of the cases investigated, 80 (40%) proved to be 
functional, and of these 24 showed a gastric acidity 


‘outside the normal limits as their only abnormality. 


When these are added to the number of dyspeptics 
treated at their unit by competent medical officers and 
those sent up for specialist opinion in whom investigation 
for one reason or another was not proceeded with, the 
resulting figure is. very high. The ‘factors responsible 
for the high incidence of dyspepsia as compared with that 
met with in civil life or in the last war, when diseases of 
the digestive system (dysentery apart) came low on the 
list, are those connected with the functional group and 
must be mainly psychological. They include boredom 
from the protracted period of training and the dispersal 
of men largely urban in their tastes to areas where recrea- 
tion of the type to which they have become accustomed 
is not to be had, where they suffer anxiety about their 
wives and families in bombed areas or about children in 
reception’ areas, and irritation induced by comparing 
their own pay with the high wages of munition workers 


and imported labourers working for contractors on Army 
sites. In the last war men were more quickly drafted 
away to find themselves in the thick of fighting or under 
novel conditions of every kind. ‘The importance of the 
psychological background of both organic and inorganic 
dyspepsia is emphasised by the astonishing rise in the 
incidence of such complications as severe h#morrhage 
and perforation during the period of heavy air-raids. 
As might be expected, in more than half symptoms 
originated during Army service and the duration of 
symptoms was found to be much shorter than in the 


_ulcer and duodenitis groups. 


It ‘has not been possible to estimate the incidence of 
gastritis, but it may be suspected in cases with a~long 
history and when, in spite of reassurance and such simple 
modifications of diet as are possible under Service 
conditions, the pet repeatedly breaks down. The 
percentage is probably highest among the low-acid group. 
On the whole there was nothing to suggest from a follow- 
up (necessarily short) that the incidence is anything like 
so high as that suggested by Morton Gill and others. 
A considerable proportion of these functional dyspeptics 
with a normal acidity appeared to fall under the heading 
of ‘‘ effort dyspepsia,” with features analogous to those 
of effort syndrome. Dental sepsis was present in several. 
All the cases of chronic gastritis had hypochlorhydria, 
with mucus in excess in all specimens, a long history 
(average 9 years); in 2, the cause seemed to be alcohol ; 
the average age was high. 

A surprisingly high number of achlorhydrics were 

discovered (7) in whom all other investigations were 
negative. The older men in whom anorexia and loss 
of weight pointed to the possibility of neoplasm were 
boarded out and put under civilian hospital supervision. 
The remainder improved with dilute hydrochloric acid 
and regrading. 
There is still no uniformity with regard to the disposal 
of the dyspeptic soldier. Early in the war attempts were 
made to return the men suffering from ulcer to their 
units after a course of treatment, with the result that 
they became a nuisance and drifted from one hospital to 
another until they were invalided out. In this hospital 
all cases of proved ulcer and those diagnosed as duodeni- 
tis have been boarded out of the Army and arrangements 
have been made for their treatment outside. An 
exception has been made in the case of a few officers and 
senior NCOs in key itions, who were given a full 
course of treatment and placed in category C. The psycho- 
neurotics were all referred to the psychiatrist and most 
of them were boarded out of the Army, either immedi- 
ately or after institutional treatment. As a group they 
seemed particularly resistant to treatment of any kind. 
All cases of chronic gastritis were similarly disposed of, 
= 2 cases of achlorhydria for the reasons mentioned 
above. 

The functional dyspeptics were dealt with on their 
merits. The decision to board out of the Army, regrade 
into a lower category, or return to unit without regrading, 
depending on such factors as the length of history, 
severity of symptoms, and result of the fractional test- 
meal. The hypochlorhydric type were particularly 
resistant to treatment and liable to relapse, and they 
and the high-acid group were all either regraded and put 
into a lower category, usually C, or invalided out of the 
Army. Of the remainder, most were returned to unit 
after being firmly reassured in a special interview in 
which every effort was made to remedy any obvious 
faults or failure to adjust. A few remained slightly 
disgruntled, but all were made to realise that they had a 
full investigation and a square deal, and the majority 
went out prepared to make a fresh start, with every 
prospect of success. | 

In view of the psychological basis in many cases, it was 
considered important to carry through the whole course 
of treatment and come to a decision with regard to dis- 
posal as rapidly as possible. Nothing is more demoralis- 
ing to the functional dyspeptic than to allow him to 

ish unnecessarily in hospital. Repeated investiga- 
tions should be avoided at all costs, which is a very good 
reason why the first one should be vere cee and decisive ; 
and rem about the diagnosis should be avoided as far 
as le in-writing to the MO. The segregation of 
dyspeptics into special wards was found to be extremely 
detrimental, and any advantages which may derive from 
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the employment of a specially trained staff are far out- 
bem be by the disadvantages... The man who develops 
functional dyspepsia, especially of the “* effort stomach ”’ 
type, is impressionable. Symptoms spread increase 
in severity and the sight of proved ulcer patients 
boarded out of the Army m the successful return 
functional cases to duty enormously more difficult. 


SUMMARY 


The results of a full investigation of 197 dyspeptics at a 
static military hospital, over a period of 7 months, have 
been tabulated and discussed. 

The incidence of peptic ulceration was somewhat lower 
than that found by most observers. There was no evid- 
ence to suggest that Army conditions adversely affect 
organic dyspepsia. 

e separation of a duodenitis group has been 
attempted. 

Among the functional dyspeptics, patients showing 
features analogous to those seen in effort syndrome are 
labelled “ effort dyspepsia.’’- 

The disposal of dyspeptic patients, the disadvantages 
of their vy te net in hospital, and the importance of a 
rapid and businesslike investigation, are set out. 
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VITAMIN-C INTAKES AT A 
RESIDENTIAL HOME 
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DUNN NUTRITIONAL LABORATORY, LABORATORIES OF CHIVERS AND 
UNIVERSITY OF CAMBRIDGE AND SONS, LTD., HISTON, 
MEDICAL RESEARCH COUNCIL CAMBRIDGE 


In war-time the intake of vitamin C during the winter 
and spring is liable to fall below the 30 mg. per day 
recommended by the Technical Commission of the 
League of Nations (1938). Although many people seem 
habitually to take less than this amount without any 
obvious effect on their health, it must not be too lightly 
assumed. that the absence of signs or symptoms implies 
ideal nutrition or that the recommendation of the experts 
concerning the desirable intake can be ignored. Indeed, 
recent trials have proved that some groups of children or 
adolescents in apparently normal health benefited from 
an, increased allowance of. vitamin C, their average 
physique or resistance to infection, for example, being 
significantly better than the controls on the ordinary 
diet (e.g., Bull. War Med. 1941, Glazebrook and Thomson 
1942). Information about the vitamin-C status of the 
British population as influenced by the war is somewhat 
meagre, and the work to be described was undertaken 
with two main objectives in view. First, we desired to 
determine the daily, consumptions of vitamin C at 
different seasons of the year at a typical well-conducted 
institution, and to ascertain which common foodstuffs 
furnished the more important supplies of the vitamin 
in actual domestic practice. Secondly, we wished to 
obtain data for use in an accurate standardisation of the 
saturation test for vitamin C, comparing responses to test 
doses at various graded levels of intake (Harris 1943). 

Material.—The investigation was made at Cambridge 
at.a home for waifs and strays where about 36 boys are 
in residence, of ages between 8 and 14. A daily record 
was kept of the diet sheet, of the methods used for cook- 
ing, and of the sizes of the helpings given per day. Where 
necessary, allowances were made for absentees, illness, or 
other similar irregularities. 

Methods.—At frequent intervals specimens of the 
dishes as served were analysed for vitamin C by rapid 
titration of an acid extract against 2,6-dichlorophenol- 
indophengl [Birch, Harris and Ray’s (1933) micro-adapta- 
tion of the method of Harris and Ray (1933), with details 
of propeaare as described by Harris and Olliver (1942) 
and Harris, Mapson and Wang (1942)]. 
sary to analyse many of the foods, such as bread, cereals, 


fish and meat, because their vitamin-C content is zero 


TABLE I--COMPARISON OF ASCORBIC ACID FOUND CHEMICALLY 
AND PREDICTED FROM TABLES 
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| Ascorbic acid | Ascorbic 
aia ’ in ration of food acid : 
Typ: consumed (mg.)| predicted 
day in— | Food portion (0z.) - as per- 
| Pre- centage of 
January Swedes << “a 1 | Dak 3 
Carrots es oe 3 3 | 3 
Potato... -. 10|* 10 | 14 
Jam (blackberry) .. 1 ) ar | 1 
Teer eee s 17 21 124 
March Potato wa ak 7 4 4 | 
Carrots $3 oe ye 3] 3 | 
Jam (blackberry) .. 1 ; aie ie, 
Sprouts oy wot, Mike, See 
Sprout water 4 9% 4 1-86 4 
Total .. | 73 | @8. | 9 
July Carrots. edi of 6 6 | 
Potato ‘y (EE 5 PS 
Stewed apple(canned) 4 2 5 | 
Jam (gooseberry and - } 
strawberry) ae 1 4 3 
Total .. + | 16 | 94 
. Earl Potato + 7 Te ee ee 
November Cabbage. ., 5 30 26 
j cpenage water 4 18°. 4 ae 
, Ste apple Sa 5 | 9 | 
Jam (strawberry) .. 1 By 3 | 
Total .. ak . 62 72 116 
or negligible. The significant contributions to the dnti- 


scorbutic activity were furnished almost exclusively by 
the potatoes and green vegetables, and to a less extent 
by other root crops, fruit when in season, and jam. 
Moreover experience proved that the repeated analysis 
of the same dish day after day was unnecessary. Pro- 
vided account was taken of seasonal changes in the 
activity of the raw material (particularly of the difference 
between new and old potatoes) and of variations produced 
by alterations in the method of cooking and the time of 
cooking, or by the delay between cooking and serving, 
it was found sufficiently accurate to calculate the 
vitamin-C content from the experimental result obtained 
under the same circumstances on previous occasions. 
. Indeed, since the exact conditions of cooking and pre- 
paration of the food were sreny known and stand- 
ardised, it was found possible without serious Joss of 
accuracy to base the calculation on the use of tables 
giving the average content of vitamin C in fruits and 
vegetables as consumed (Olliver 1943). These tables 
are derived from the results of several thousand estima- 
tions over the past seven years. Although individual 
imens of a cooked or raw food may vary greatly in 
their vitamin-C contents, the average values in the tables 
are based on such large numbers of specimens taken from 
sO many sources that errors due to random variations 
become relatively small when the tables are used to cal- 
culate the vitamin-C intake of a dietary over a period. 


TABLE TI—AVERAGE AMOUNT OF ASCORBIC ACID IN COOKED 
POTATOES AT DIFFERENT SEASONS 
ia Se * a hoe GA 
4 ae . 
| 7 1 Ss ©} March and 
Menth .. aA ae g £ | onward 
| 


Ascorbic acid (mg. per) | | | | | | | 
100 g.) ra .. | 164 169.18) 9) 7) 5} 8 2 
‘ { | s20% bette: teas 





: > | 
|B! 6] &|g 
| O14 Ais 
| | | | 
} 








* Freshly dug potatoes. 


Table I illustrates the poe ‘agreement between the daily 
intake of vitamin C as found chemically and as calculated 
from the tables. The difference on any day was rarely 
more than 20%, and reckoned over a period was con- 
siderably less. A 

Factors influencing the vitamin-C content of raw and cooked 
foods as consumed.—With uncooked fruits and vegetables, 
differegces between varieties and in the degree of maturity is 
of little practical consequence, but the degree of freshness of 
stored vegetables is an i tt. factor (see table m for 
potatoes). 


With cooked fruits and vegetables the activity 
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varies somewhat according to whether steaming, baking, fry- 
ing or boiling is used. In cooking by boiling the most import- 
ant source of loss is extraction-ef'the vitamin into the cooking 
water and this increases with the amount of water used. Also 
the loss is when the water to which the vegetable has 
been added if brought slowly to the boil in the pan, or when 
the vegetable is kept hot after cooking and beforeserving (table 
111). Mashed potatoes, for example, may be greatly inferior to 
boiled if there is delay in serving. Similarly allowances have 
to be made in calculating the vitamin C in frozen foods, dried 


TABLE Itl—ASCORBIC ACID IN COOKED CABBAGE KEPT HOT 
BEFORE SERVING 

Min. kept hot. . acs ee ee eet ee eh 

Per cent. ascorbic acid 

destro os 


estroy' a . 2 .. 40... 50... 60 .. 70... 16 


Daily intakes of vitamin C; seasonal variations.— 
Specimens from the day-to-day records are reproduced 
in: table Iv, to indicate how the 24-hour totals were 
arrived at and to illustrate the contributions made by 


fruits and vegetables, fruit and vegetable juices, and jams, various typical foods at different times of the year. The 


TABLE [V—-EXTRACTS FROM DAILY RECORDS—INTAKE OF VITAMIN C FROM VARIOUS SOURCES 








ASCORBIC ACID (MG.) DERIVED FROM 






















































































Date - “a9 : j : — mE - : 4 
Carrots | Cabbage * Potatoes Other vegetables * | Lettuce Jam | Fruit Total 
1941 | “s 
Aug. 11 3 7 Beetroot .. 2 Xe } 12 
Atg. 12 5 pak | 7 | Onion a 1 a 1 14 
Aug. 13 8; “ oa | Beetroot .. 2 10 1 13 
Aug. 14 | 1 } res 8 | Onion bc 1 ti rh 10 
Aug. 15 3 +t 8 ; Onion 1 is 1 >a 13 
Aug. 16 25 (+ 12) 7 | 10 .. | Stewed apple ene 72 
| | | Raw apple ay 8 
Aug. 17 25 (+ 12) 7 | A } ‘3 1 Stewed rhubarb 4 57 
| ~ | | Raw apple 8 
Total for week ee) 50(4+24) | 44 7 20 4 30 191 
Daily average Arse: . 27 
Aug. 18 2 30¢ | Onion .. .. 1 is Stewed blackberries 12 45 
Aug. 19 2 30 ot 10 1 58 43 
Aug. 20 1 35 Onion an ‘x 1 10 1 48 
Aug. 21 4 30 +. ~ P - 34 
Aug, .22 4 | da | 30 10 ‘ Raw apple sid 6 50 
Aug. 23 ee . 30 ke o% sy ‘— 30 
Aug. 24 25 (+ 12) 30 we Si 2 Stewed apple .. 12 81 
Total for week | 13 25 (+ 12) 215. | 2 2 | 30 aL pay 30. | 331 
Daily average ue S ap a. Mae ae i} Ly Sica 47 
1942 | | Se RT ARS 3s per eaie 
Mar. 15 ie pent | 6 + Parsnip 3 i) 
Mar. 16 3 } 5 |. Parsnip 2 2 13 
} | Onion 1 
Mar, 17 ie ae 6 | Parsnip .. 3 60 
' } Watercress 51 
Mar. 18 ia ta 6 Beetroot . . 1 up 7 
Mar. 19 3 $4, ee Parsnip 2: 1 7 
| , | Beetroot .. 1 
Mar.. 20 ais Sd } 6 | Parsnip akg 3 e 6 es 15 
Mar. 21 3 33 6 | She 1 Canned apple... 5 15 
Total for week 9 | e te 67 + ah Gara 5 | 126 
Daily average ad rm <s : ~. i avira 18 
Mar. 22 ‘Sige 4 - |. Sprouts .. 42 (+ 16) 2 Ps ary OF 62 
Mar. 23 3 4 ex ‘. 3 re 10 
Mar. 24 re ae } 4 Beetroot . . a 2 ¥ 2 ie : 
. Mar. 25 / ‘ge ae | 4 Beetroot .. ae 2 - 2 Ps 8 
Mar. 26 es | Ae } 4 | Onion ow 1 1 6 
May.. 27 3 4 | Parsnip 3 3 20 
Swedes 7 f 
Mar. 28 4 | Parsnip oe 8 8 
Total for week 6 a, tilpay Wisc 60 (+ 16) * 12 ks 122 
Daily average ley | 17 
Aug. 2 : | 90¢ .| Spinach... .. 32 js. “Stewed rhubarb.. 9 71 
Aug. 3 2 32 Raw onion oe 9 9 Se | 30 
Aug. 4 ; 33 | ea 9 2 9 44 
Aug. 5 ot é3 32 9 2 Stewed rhubarb. . 9 52 
Aug. 6 2 } a 33 | Onion 2 2 +“ 39 
Aug. 7 a | 26(4 12) | 32 | Stewed apple... 9 79 
Aug. 8 3 na | 30 4 ie 33 
Total for week 5 26 (+ 12) } 222 | 43 27 6 27 368 
Daily average 2s °» na os a 7 te 53 
Sept. 27 ; 26(412) | a2 | ne Tomatoes Te ie 
Sept. 28 6 bn ag: Fh8s 22 | Raw beetroot .. 4 Tomatoes 36 17 
(raw) | Raw apple 6 9 
: | Raw pear sQiees 
Sept. 29 | 304 i } 22 ‘| Onion 1 2 Raw apple . 9 44 
| Turnip... 8 Lip 32 
Sept. 30 6 } ne | 22 | Raw beetroot 4 Stewed apple .. 9 71 
(raw) | Tomatoes ae 4 
Octe 1 6 | 26(412) | 22 | Raw beetroot 44 Tomatoes .. 1B 97 
| (raw) | | Stewed apple... 9 is 
Oct. 2 oy 22 Onion 1 Cooked tomatoes 12 38 
‘ Raw pear eS 7 
Oct. 3 2 { | -Onion 1 Raw pear 4 15 
| Turnip 8 miOd 
‘Total for week 22 | BR (24) | 132 31 bt Ae 157 | 420 
Daily average } ov os Ne aA: e |; 60 
’ * Values in parentheses are for cooking water, used for preparation of gravy, &c. + New potatoes y + New potatoes. 
£ 
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final summaries are in table v. The figure shows 
graphically how the intake of vitamin C varies with the. 
season, rising to a maximum in late summer and then 
gradually fi ing again during the autumn and winter, 
dropping to its lowest ebb around March and April. A 
study of the detailed records reveals that the principal 
eause of the higher intake of the vitamin in the summer 
is the change from old to new potatoes in late August 
(1941) or late July (1942). This alone niay account for 
an addition of as much as 30 mg. per day. The other 
notable cause of the higher values in summer was the 
increased consumption of home-grown garden produce 
(including cabbage, cauliflower and spinach). 

Sources of vitamin C.—The most important carrier of 
vitamin C in the diet was the potatoes, and to a lesser 
extent green vegetables (especially cabbage and sprouts). 


The value of the potato resides in the large amounts of ~ 


it regularly consumed: green vegetables are certainly 
richer in vitamin C, per unit of weight, but are not 
generally served so often or in such quantities and at all 
seasons. It would be well if the consumption of green- 
stuffs could be still further encouraged. For example, if 
Brussels sprouts and sprouting broccoli, cooked. by 
approved methods (see above), were taken 3 or 4 times 
weekly during the winter the intake of the vitamin would 
thereby, be brought nearer, or equal to, the usual summer 
level. However, the fact remains that—whether from 
reasons of economy, convenience, custom or palatability 
—greens are not used to the extent which is to be desired. 
In these circumstances it is difficult to see how in war- 
time a diet can be devised supplying the LoN require- 


TABLE V-—-INTAKE OF ASCORBIC ACID PER BOY PER DAY 

















Ascorbic acid * Ascorbic acid * 
Week ending Week ending 
| Range | Average Range | Average 
1941 May 2 11- 42] 19 
July 5 5- 30} 16 May 9 4— 51| 18 
July 12 7-49] 15 May 16 5- 50| 24 
July 19 18— 52 | 35 (a) May 23 4— 43 | 20 
July 26 10— 44 24 ay 30 4— 56 31 (e) 
ug. 2 4—- 56 | 23 June 6 | 6-49) 23 
Aug. 9 6- 47 | 20 June 13 6- 46 | 23 
Aug. 16 10- 72 | 27 June 20 3- 46 19 
Aug. 23 30- 8 47 (b) June 27. | 8-59} 32(f) 
Aug. 30 2- 5 July 7- 89 39 (g) 
Sept 41-79 | 57 July 11 T- 44 
Sept. 13 1- 81 | 47 July 18 4— 65 | 39 (h) 
Sept. 20 27- 81} . 49 July 25 31-117 | 61 (i) 
Sept. 27 21-105 | 66 (e) Aug. 1 - 82 | 50 
No records | Aug. 8 33-— 71) 53 
Sept. 28 | Aug. 15 35-71 | 49 
to Dec. 27, | Aug. 22 18- 80 | 53 
Be Aug. 29 37-77 | 37 
Sept. 5 36-72 | 52 
1942 Sept. 12 22- 76 | 48 
Jan 4- 55| 17 Sept. 19 4— 67 | 46 
Jan. 10 6-43 | 19 Sept.26 | 43-78 | 57 (i) 
Jan. 17 9 55/ Oct. 15- 97 | 60 (k) 
Jan. 24 9 76 | 37 (d) Oct. 10 27- 60 | 39 
Jan. 31 5~ 69 Oct. 17 24— 67 | 43 
Feb, 9- 76 | 32 (da) Oct. 24 | 23- 66| 38 
Feb. 14 8-102 | 28 Oct. 31 24— 43 | 33 
Feb. 21 8- 7 28 Nov 22-81 38 
Feb. 28 7- 66 | 20 Nov. 14 5- 72 | 32 
Mar. 7 2-95} 23 Nov. 21 13— 74 |. 39 
Mar. 14 7-65 | 19: Nov. 28 24— 42'| 30 
Mar. 21 7- 60| 18 Dec 18- 73 | 30 
Mar. 28 6—- 62 | 17 Dec, 12 19- 33 23 
April 4 9- 66| 21 Dec. 19 20- 2 24 
Aprilli | 8-92} 24 Dec. 26 21-100 | 38 
Aprill8 | 7-42} 15 Dec. 31. | 13- 28| 19 
April 25 5- 66 | 18 (5 days) 
| 











(a), extra cabbage ; (b), new potatoes started ; (c), raw cabbage ; 
(d), extra sprouts; (e), spinach, cauliflower and raw orange; (f), 
extra cabbage, stewed gooseberries ; (g), extra cabbage, raw straw- 
berries, stewed gooseberries, peas; ( a new potatoes from: mid- 
week ; (i), raw gooseberries ; (j), extra tomato, apple, blackberries; 
(k), extra tomato, apple. * mg. per day. 


ment of vitamin C, during the greater part of the year, 
except by a liberal provision of potatoes. It should also 
be remarked that at the institution where our tests were 
made, the water in which the vegetables had been cooked 
was utilised at the same meal for making gravies and in 
other ways. The value of this practice is substantiated, 
for our analyses confirmed that the cooking water pro- 
vided an appreciable fraction of the total intake of 
vitamin C. Another point worth mentioning is that 
vegetables served raw as salad, although richer than 
cooked vegetables in vitamin C per unit of dry weight, 
are in fact less effective as antiscorbutics, since the 
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Seasonal variation ,in intake of ascorbic acid. 


amount that can be consumed per helping is considerably 
less, and they are also probably less effectively digested 
and the vitamin C less completely absorbed from them. 


COMMENTS 


Our findings indicate that a good domestic manage- 
ment which had paid attention to such desiderata as a 
plentiful supply of potatoes, the provision of greens and 
garden produce when in season, and the culinary use of 
vegetable cooking-water was able to furnish a diet not 
seriously below the LoN requirement during the greater 
part of the winter or spring, even in war-time, and to 
exceed it considerably during the summer and autumn. 
This seasonal variation in the level of nutriture is brought 
out clearly by the results of saturation tests. After the 
winter the boys took from 2 to 3 days to approach 
saturation and after the summer only | day. The supply 
of vitamin C is certainly far less satisfactory in the 
average poor working-class household, and the difference 
is again confirmed by saturation tests, a typical war-time 
winter value being 4 days (cf. Harris 1942, 1943). 

SUMMARY 

Analyses were made on representative specimens of 
the various cooked and raw foods served at a boys’ resi- 
dential home and the results used to calculate each day’s 
total intake, over a period of 12 weeks in the summer of 
1941 and for the full 12 months of 1942. From time to 
time complete meals were analysed as a further check on 
the calculated values, and the agreement was good, the 
average ‘‘ predicted ’’ result being 110% of the average 
‘** determined ”’ result. 

A pronounced seasonal variation was noted, the 
average daily intakes in mg. being as follows. In 1941: 
July, 23; August, 35; September, 55. In 1942: 
January, 24; February, 27; March, 19; April, 19; 
May, 23; June, 24; July, 42; August, 53; September, 
53; October, 38; November, 35; December, 27. This 
difference between the intakes in summer and winter was 


_ reflected in the results of saturation tests (first day 


response in all instances after summer, as compared with 
second to third day response in all instances after winter). 
The change from old to new potatoes in late July (1942) 
or late August (1941) was responsible for an addition of 
about 30 mg. per day. The other notable cause of the 
higher values in the summer was the increased use of 
garden produce, such as cabbage, cauliflower, spinach 
and some fruits. 

Apart from potatoes, important because of their regu- 
lar use and the relatively. large amounts consumed, the 
principal source of vitamin C throughout the year was 
the green vegetables, such as cabbages and sprouts. 
The desirability of an increased intake of greenstuffs 
during the winter is emphasised. Cooked vegetables 
had an advantage over raw in that much larger quantities 
could be eaten and assimilated. The water in which the 
vegetables had been cooked was utilised for preparing 
gravies, &c., and also furnished an important supply of 
vitamin C. 
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In. this institution dietary practice was partioulenty 
good, with the result that the vitamin-C intakes an 
levels of nutrition, as determined by saturation tests, 
were considerably higher than those typical of poor 
working-class homes. 

We wish to thank Mr. J. W. Palmer for his coéperation in 
the labour of sampling and tebalating the menus. 


REFERENCES 

Bua: W., Harris, L. J. and Ray, 8. H. (1933) Biochem. J, 27, 
Bull, War ae (1961), 2 S 
Glazebrook nm, S. (1942) J. Hyg., ya — I. 
Harris, L. 5 (1942) y hey i, 642; bs te Pitty in the 

‘Mapson, L. W. and W ang, ¥- L. (1942) Biochem. J. 36, 183. 
= one POltiver, 3 " 71942) Told, vas 
y, S. N. (1933) Ibid. , 3038. 
heague ¢ of Nations (1938) Bull. Hlth Org. L.o.N. 7, 460. 
Olliver, M. (1943) in the press. 


JAUNDICE IN SYPHILITICS 
UNDER TREATMENT 
POSSIBLE TRANSMISSION OF A VIRUS 


JOSEPH W. BIGGER, MD, 8C D DuBL, FRCPI, MRCP 
LIEUT.-COLONEL RAMC 


THE most probable cause of jaundice following inocula- 
tion of human blood, plasma or serum, is the transfer of 
a virus from the donor to the recipient. It has been 
suggested that the higher incidence of jaundice in recent 
years in syphilitic patients undergoing arsenical treat- 
ment is due, in whole or part, to the same or a similar 
virus. 

Consideration ot the virus hypothesis and some ex- 
perience of the dangerous potentialities of syringes used 
for multiple inoculations led me to investigate the 
technique used in hospital VD departments. 


In one such department, a sterile 10 c.cem. ‘ Record ’-type 
syringe was filled with neoarsphenamine solution, prepared 
with sterile water in a sterile gallipot, and the needle was 
introduced into a vein. To ensure that the solution was 
injected intravenously, a small amount of blood, estimated 
at 0-2 c.cm,, was drawn into the syringe. The solution was 
then injected. A small amount, estimated at 0-3 c.cm., was 
allowed to remain in the syringe to obviate the supposed danger 
of the air bubble, which is usually present, being injected. 
When the needle was withdrawn from the vein, it was removed 
from the syringe into which was drawn sterile water from a 
gallipot to the capacity of the syringe, estimated at 13 c.cm, 
This was ejected completely and the syringe was similarly 
washed out. a further four times—once with sterile water, 
once with 1: 1000 .biniodide solution, and twice with sterile 
water. Afterthe preparation described the syringe was fitted 
with a sterile needle and another injection was given. 
Although two syringes were available, the same one might be, 
and often was,*used for tén or more consecutive treatments 
without boiling. There were only three gallipots in use, two 
with water and one with biniodide solution. One of the 
gallipots with water was used for the washings which preeeded 
the biniodide solution and the other for the subsequent wash- 
ings. The gallipots were replenished when n with 
sterile water or biniodide solution but were not boiled until 
three or four injections had been given. Each needle was 
boiled after use. 

It is understood that a similar method of preparing 
syringes‘is in use in many other VD departments, while 

_ in some the washings are much more perfunctory. It 
was at once obvious that this technique might permit a 
minute amount of,the blood of one patient to be injected 
into the vein of another. 


RISK OF TRANSMITTING INFECTION 


In order to study the possibility of living. micro- 
organisms being transferred in this way, the following 
experiment was performed. 

Into a syringe con’ neoarsphenamine solution (0-6 g. 
in 10 c.cm, of sterile water) about 0-2 c.cm. of citrated human 
blood, heavily contaminated with staphylococci, was intro- 
duced and all but about 0-3 ¢.cm. of the mixture was rejected. 
The needle: was removed and the syringe was washed in the 
same manner as described above with two quantities of 
sterile water, one of 1 : 1000 biniodide solution and a further 
two of sterile water, a separate sterile ipot being used: for 
each washing. A sterile needle was fitted and 10 c.cm. of 








sterile water was aspirated. Of this, 5, 2, 2, and 1 c.cm. were 
injected into blood-culture bottles. After incubation, each 
bottle was found to contain staphylococci. 


Seven somewhat similar experiments were carried out, 
but in these the number of washings in water was 
increased ges that in biniodide was omitted since the 
preliminary experiment had shown that, as was to be 
expected, it sind not been effective in killing the staphylo- 
cocci carried over with the blood. In these experi- 
ments, 1 c.cm. of each washing, except the first, was~ 
plated in agar and hence the number of living staphylo- 
_cocci in each was estimated. Culture of the first wash- 
‘ing was omitted, since it was presumed that even the 
most casual medical officer would wash out the syringe 
at least once. The table gives the number of staphylo- 
cocci per c.cm. in the blood used and in the washings. 






STAPHYLOCOCCI PER C.CM. 


Experiment— 








| 
| 1 2 | 8 A bch. 4 Oo 8 

) egy } ——— 
n blood Ae ig 1-4 1-4' | 82°]; 1:2 | 381 | 6-7 

(millions) } 

2../) 27 9 93 58 | 1600) 51 340 
In wash-|3.. | 10 4 10 40 | 1000 3 | 110 
ing no.<4.. 10 49 0 5 500 0 95 
5. 7 il 1 13 200 0 190 
6. 4 160 0 28 


It is a simple matter to calculate what the counts would 
be if a washing represented a simple dilution of the 
amount remaining from the previous wash.. If the blood 
used contained 3,000,000 bacteria per c.cm., the first 
washing should contain 1800 per c.cm., the second 14 
and the third and subsequent washings 0. 

The experimental results depart widely from the calcu- 
lated values mainly because the piston cannot fit so 
tightly in the barrel as to scrape its wall completely free 

the fluid previously contained in it. Some of this 
fluid lies between the piston and the barrel, some collects 
in the groove of the piston and, if the piston fits loosely, 
some passes the piston and collects on its remote end. 
Each washing does not dilute merely the 0-1 c.cm. 
remaining in the nozzle with 13 c.cm. of water but adds 
to it also the amount wetting the portion of the barrel 
exposed when the piston is fully, withdrawn. At any 
washing: a minute trace of much more heavily con- 
taminated fluid from a remote filling of the syringe may 
be transferred from the groove or the remote end of the 
pton to the barrel and thence to the washing water. 

is explains the examples of a late washing showing a 
higher count than an early one. The rate of fall should 
be rapid when syringes with tight-fitting pistons are used 
and slow when the pistons fit loosely. The syringes used 
in experiments 3, 4, and 6 were noted as good, in experi- 
ment 2 as moderately good, and in experiments 1, 5, and 
7 as bad. 

If the technique already described as used in a VD 
department was followed, the sixth washing would 
correspond to the fluid injected into a second patient. 
On theoretical grounds, the cocci present in the blood of 
the first patient should have been diluted to such an 
extent as to cease to represent a danger to the second 
patient. But in only one of the seven experiments were 
cocci absent from 1 c.cm. of the fluid prepared for 
injection. 

DISCUSSION 
The experiments. were planned to ascertain if the 
bag oy of preparing syringes for intravenous therapy 
VD departments could be relied upon to prevent the 
rsa of living organisms from the blood-stream of 
one patient to that of another. They show that the 
precautions taken are not adequate to guard res senins: 
this risk, although it must be stated that the bl 
was contaminated to an extent never likely to be encount- 
ered in patients. The practice referred to of using the 
same vessels for washing syringes several times increases 
the risk; and so, to a much greater extent, would the 
reduction of the number of washings below the five 
re nted in the experiments. 
e are not yet certain if jaundice in syphilitic patients 
undergoing arsenical treatment is due to a virus. If it 
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is, it is probable that the virus is present in the blood- 
stream as is the h virus responsible for 


mene following the administration of transfusions, 


and mumps antisera and yellow-fever vaccine. 
It is known that avery small_amount of human serum 
introduced with ag Sc vaccine can give rise to 
jaundice. Until our knowledge is more com ann it 
would be wise to re the blood of: a patient un 
arsenical treatment as dangerous and to guard pane | 
«its introduction into the blood-stream of another human 
es te ~ even in high dilution. 
ave not attempted to prove that jaundice has 
actually been transmitted in the way suggested, but even 
the,remote possibility that it may be deserves serious 
consideration. The recent increase in jaundice in the 
clients of VD departments is consistent with the hypoth- 
esis that a virus present in the blood. of a very few 
persons has been widely disseminated by the activities 
of these departments. In the department the methods 
of which were studied the incidence of jaundice in 
patients undergoing antisyphilitic treatment increased 
from 4:2% in 1941 to 16-5% in 1942. It would greatly 
prejudice the campaign against venereal disease if it 
were the fate of all syphilitics to develop jaundice as the 
result of their treatment, but if the hypothesis is correct 
this will be the ultimate result unless the methods used 
are improved, 

The transfer of blood might carry with it other 
living organisms: malaria parasites were so transferred 
in several cases when salvarsan was administered by the 
old gravity method. 

It is easy to point to the danger’ but much less easy to 
suggest practicable methods of avoiding it. The most 
reliable one is to use a freshly boiled syringe for each 
patient. If all-glass syringes are used, a battery of three 
or four would be ample, but with syringes o oP Resoea- 
type a much larger number would be required in depart- 
ments administering many treatments owing to the 
necessity of gradual heating and a long cooling time if 
breakages are not to be excessive. Thorough washing 
of dismantled syringes in water followed by soaking in a 
powerful disinfectant and then by further washing in 
water is suggested as an alternative to boiling, but with 
much less confidence. 

A boilable bulb might be interposed between the 
needle and the syringe ; the blood would flow into the 
bulb but would not pass to the syringe. This method 
should obviate the danger, but does not inspire the same 
confidence as does the boiling of the actual syringe. 


SUMMARY 


It* has been suggested that jaundice in syphilitics 
receiving intravenous arsenicals may be due to trans- 
mission of a virus from patient to patient. 

Technique in a VD dlinic was hoa EE It was 
customary to use the same syringe, fitted with a succes- 
sion of sterile needles, for 10 or more consecutive treat- 
ments. After each injection the syringe was washed 
thoroughly with sterile water and 1 : 1000 biniodide, five 
washings in ail. It was presumed that this would 
remove the few drops of: blood drawn into the syringe at 
the beginning of each ors ig a 

Experiment showed that the washings were not suffi- 
cient to remove all living organisms from the syringe, 
when these were eee in the blood. A virus might 
thus pass from patient to patient in clinics where the 
same or similar techniques are used. 

The use of a freshly boiled syringe for each patient is 
the most certain way of preventing this risk. 
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. Everyone nowadays has heard about nutrition, 
aeits the folly of men starving in the midst of plenty. But 
people realise that und ytion of drugs by the 
world is equally grievous. Effective are costly. And 
to put it bluntly, the great mass of mankind is starved of 
essential drugs. So there are two urgent needs. Increased 
production of known drugs. Increased exploitation of the 
technique for discovering new drugs.” 
From a broadcast talk by Prof. L. J. Wirts. 
Impreriat Cuemicat (Pharmaceuticals) Ltd. now describe 
their ‘ Avlon’ brand of sulphamethazine as ‘Sulphamezathine’ 
brand of sulphadimethylpyrimidine. 





. given. To com 
stances a unit for their antiprothrombin activity was' 


EFFECT OF COUMARIN AND DICOUMARIN 
DERIVATIVES ON PROTHROMBIN LEVEL 


J6RGEN LEHMANN, MD 
CHIEF OF THE CENTRAL LABORATORY OF THE SAHLGRENSKA 
HOSPITAL, GOTHENBURG, SWEDEN 

IN vious papers** I presented data on the pro- 
thrombin depressing effect in animals and man of 
a dicoumarin, 3:3’-methylene bis (4-hydroxy coumarin), 
first isolated from spoiled sweet clover hay and syn- 
thesised by American investigators,* who also first 
produced bg 0. re vey = gra in animals with this 
substance. ntroduced the dicoumarin in the therapy 
of thrombosis and described 17 cases in most of which 
definite benefit was demonstrated. Up to the present 
over 60 cases of thrombosis have been treated and the 
compound has been given as a preventive of post- 
operative thrombosis in about 100 patients, American 
investigators are also interested in the therapeutic use 
of the substance ; a personal communication from Dr. 
Allen and Dr. Barker of the Mayo Clinic mentions that 
they have treated a similar number of patients. 

Parallel with the clinical work I made experiments 
with derivatives of the simple coumarin molecule to see 
if any antiprothrombin action could be demonstrated ; 
to find the active groups in the 3:3’-methylene bis 
(4-hydroxy coumarin) molecule ; and to investigate the 
possibilities of finding a water-soluble stable derivative 
of the dicoumarin for intravenous injection and eventu- 
ally to find: other active dicoumarin compounds. 

The substances tested were kindly synthesised by ‘the 
Ferrosan Co. of erp Sweden. Rabbits on ordinary 
diet were used as test animals and the prothrombin was 
determined by my modification * of Quick’s method. 
The prothrombin level was expressed in Quick’s index 


Key to the 7 different compounds investigated 


OH OH 
O OO OO 
co we i £0 


(1) Coumarin. (2) 4-hydroxy coumarin, (3) 3-methyl- 
hydroxy coumarin. 
OH HO . OOCCHs CH;COO 


a0: eae 
ae : fo 


(4) 3: 3-methylene bis (4-hydroxy (5) 3: 3’-methylene bis (4-acetoxy 
coumarin). coumarin). 


HO 
Commer ee OOs"2Y) 
sp” 


(6) 3: Psciiens ro (4-hydroxy (7) 3;3’-methylene carboxy bis 
(4hydroxy coumarin). 


units. The substance to be tested was given by mouth 
in increasing doses to the same rabbit. After every dose 
the prothrombin was allowed to return to normal 
(index 90-110), and after 2-4 days a fresh dose was 
the activity of the differént sub- 


= This,is defined as the amount of the substance, 


ressed in mg. and given by mouth to rabbits of . 


5 . body-weight, which depresses the index from 100 
to 50 +410; this antiprothrombin unit is denoted by 
AP. Such a unit is open to criticism from several points 
of view, such as different sensibility of the animals, and 
the hyperbolic index scale, but it serves as a preliminary, 
very rough basis for comparison. 


COUMARIN AND COUMARIN DERIVATIVES 


(1) Coumarin.—Fig. 1 shows the action of coumarin 
on the prothrombin level; 1 AP unit = 2000mg. The 
result was rather i in different rabbits. Some 


irregular 
ef the rabbits died from this dose and miost- of them 
when it was increased to 2500 mg, 
(2) 4-hydroxy econ rg: introduction of ..a 
-inereased the antipro- 


hydroxy group in position 4 
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J thrombin activity of the: coumarin about four times shows that the substance does not depress the pro- 
(fig. 2). Here 1 AP unit = 500 mg. | thrombin level more than 4-hydroxy coumarin ; 1 AP 
(3) 3-methyl-4-hydroxy coumarin.—This com is unit = 500 mg. 
of special interest, as its constitution is very similar to Further substitution in the coumarin molecule was 
that of vitamin K, which is tagpreansee nt iy og without interest. 
Se, SL Nite etna TH DICOUKAMLY AND Sou DeIvanve 
; in the hypothetical, enzyme complex of the liver, in (1) 3:3’-methytene bis (4-hydroxy coumarin).—In fig. 4 


which vitamin K is active in producing prothrombin is seen a typical result with this substance; 1 AP 
(competitive -inhibition, see Lehmann’). But fig. 3 unit = 2-4mg. I have not found any rabbit résistant 
} to the substance, as American investigators 
EFFECTS OF COUMARIN, DICOUMARIN AND SOME DERIVATIVES ON ay pone sadlteitiiie te tania 
: :3’-methylene bis (4-acetoxwy cou- 
PROTHROMEN ‘LEVELS marin).—Substitutionin the two 4-hydroxy 
groups was tried with several acids. Phos- 
phorylation and sulphonatidn was, by 
analogy with synthetic vitamin K, expected 
to give water-soluble substances, but these 
substitutions have not as yet been success- 
fully performed. Acetylation was easily 
performed, but the substance was not 
water-soluble. The activity of this com- 
pound is seen in fig. 5; 1 AP unit = 4mg., 
about the same as for the unsubstituted 
3:3’-methylene bis (4-hydroxy coumarin). 
putts j It differs however from that substance in 
12 16 20 = two respects: the hypoprothrombinemia 
: persists considerably longer, 4—7 days com- 
co with 1-2 days for the 3 : 3’-methylene 
is (4-hydroxy coumarin) before it suddertily 
rises: towards normal index values; the 
toxicity is increased about ten times, for 
the lethal dose was about 50 mg., compared 
with 500 mg. for 3:3’-methylene bis 
(4-hydroxy coumarin). Severe lesions 
were found in the liver and the kidneys. 
These properties prohibit its cliriical use. 
(3) 3+3’-ethylidene bis (4-hydroxy cou- 
marin).—The substitution of the methylene 
bridge by an ethylene bridge between the 
two coumarin molecules gave a substance 
of about the same activity as that of the 
substance with the methylene bridge. The 
_| shapeof the prothrombin curve, the toxicity 
gigi etls Cigicaraiy Oe orth 9 gg f° § and the solubility were similar to those of 
4 8 12 16 20 24 28 32 36 the ariginal dicoumarin derivative. Fig. 6 
shows the prothrombir curve. 
(4) 3:3’-methylene carboxy bis (4-hydroxy 
4mq. 16mg. 32mg. 63mg. coumarin).—The introduction of a carboxy 
| | { ’ group in the methylene bridge gave a sub- 
stance whose sodium salt was water-soluble 
to 25%, but this substance showed little 
activity when given intravenously. A 
somewhat greater activity was found when 
_ it was administered by mouth. Asseen in 
fig. 7, 1 AP unit = 150-300 mg. The 
substance was not active enough to be of 
interest. 
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CONCLUSION 
The compounds investigated showed no 
advantages over the original 3 : 3’-methy- 
lene bis (4-hydroxy coumarin), and an 
active stable water-soluble substance for 
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{141 intravenous injection was not found. 
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+f a The Norwegian fishing experimental station 
zie ip “| in Bergen is trying to make large quantities of 
eT “| insulin from fish. It has been proved that the 
ge -| cod has in its gall-bladder a type of insulin 
Sk ee + which is of the same poy fi as the spore 
a : types. If it is possible to a@ practi le 
fe % FIG.7 7 method to extract this the ‘fishing in the 
1 ion bs ta 1 |, Lofoten alone will deliver more insulin than 
0 4 8 2 6 206 24 28 32 0 4 #8 12 6 @0 the whole of Norway needs.—Hamburger 


DAYS ' ns Fremdenblait, Dec. 12, 1942. 
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STRICTURE OF SMALL BOWEL FOLLOWING 
STRANGULATED HERNIA. 


STANLEY C. RAW, MS DuRH, FRCS 


LIEUTENANT RAMC ; LATE RSO AT THE ROYAL VICTORIA INFIRMARY, 
NEWCASTLE-UPON-TYNE 


A CONTINUOUS gradation of pathological changes may 
follow strangulation of a loop of bowel in a hernial sac, 
from perforation of a patch of gangrene to 
changes so slight that there appears to be complete 
recovery. The damage varies with the time for which 
the strangulation is allowed to persist, the tightness of 
the neck of the sac, and the circulatory resilience.of the 
particular patient’s vascular tree. .Owing to venous 


obstruction and oedema, and often progressive intestinal : 


obstruction, the strangulation tends to become tighter 
and tighter. 

In an uncommon group of cases, a stricture, physio- 
logical or organic, supervenes. . Three examples of this 
condition were recently reported by Barry. 

The term ‘“ physiological stricture ’’ is far from ideal,’ 
but is here used to describe an interference with the 
peristaltic wave as it reaches the recent site of strangula- 
tion. As a result of ischemia there is a more or less tem- 
porary interference with the neuromuscular mechanism, 
causing Obstruction to the passage of intestinal contents. 
A similar temporary obstruction may follow end-to-end 
anastomosis of bowel. The organic’stricture usually 
takes longer to develop. After irreparable damage. to 
some: muscular fibres, or in some cases as a sequel to 
partial vascular thrombosis, a progressive fibrous narrow- 
ing of the lumen takes place. This may affect a very 
small segment of bowel or may extend for many inches. 


I have seen a similar condition follow localised mesen- . 


teric vascular occlusion, without strangulation by any 
constricting agent. The symptoms are those of. pro- 
gressive intermittent small bowel obstruction, or of 
paralytic ileus. As in carcinoma of the small gut, the 
stricture may be very narrow before the severity of the 
symptoms suggests the need for laparotomy. When an 
organic stricture is present lateral anastomosis gives 
excellent results. The clinical course can be best 
understood from the following 3 illustrative cases,“seen 
in a personal series of 185 strangulated hernias. 


e CASE-RECORDS ¢ 

Case 1.—A woman, aged 62, operated on for strangulated 
right femoral hernia on Dec, 23, 1940. Pro well for 
some days, but after a week complained of mild attacks of 
colic and distension. There was increased audible peristalsis. 
These symptoms gradually subsided and she was discharged. 
Returned to hospital a month later with similar symptoms 
and signs, but again settled down and was sent home. Three 
months after original operation, she returned to hospital with 
definite subacute small-bowel obstriction. Laparotomy on 
March 21, 1941. Narrow stricture of the ileum, } in. long, 
with hypertrophy and distension of the bowel proximally. 
Lateral anastomosis was performed, with uneventful con- 
valescence. 


CasE 2.—A woman, aged 70, operated on for strangulated 
right femoral hernia on Nov. 17, 1941. Clinical course 
closely simulated previous case, but a little slower. Laparo- 
tomy on June 1], 1942. Subacute small-bowel obstruction 
due to narrowing of the lumen over a length of 6 in, Unin- 
terrupted recovery followed lateral anastomosis. . 

Case 3.—A man, aged 36, operated on for strangulated 
right? inguinal hernia on May 25, 1942. After 3 days 
complained of severe abdominal colic and vomiting of dark 
fluid. Stomach was aspirated continuously and an intra- 
venous saline instituted. Much increased audible peristalsis, 
so it did not appear probable that there had been a delayed 
perforation with peritonitis. Condition slowly deteriorated 
and pulse-rate rose to 130 per min. Although peristalsis 
‘continued and a little flatus was passed, the stomach contents 
remained dark and ‘there was moderate distension. On 
May 30 abdomen was opened under local anzsthesia, through 
a right ‘lower rectus-splitting incision. Bowel proximal to 
‘the site of previous strangulation was distended and under- 

‘going active peristalsis. The waves of peristalsis sto 
‘abruptly at this cy ivi ‘and although there was very little 
“narrowing of the lumen the distal’ bowel -was considerably 
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collapsed ; peritoneum was healthy. Obstruction seemed to 
be due to a physiological upset, so abdomen was closed and 
‘previous treatment resumed. Patient made a slow but 
steady recovery, although some slight distension and increased 
audible peristalsis persisted for about 3 weeks. ’ 
In all these cases’ the bowel appeared to be viable 
at the time of the first operation. The mortality of 
resection of gut for strangulation is so high that when 
there is only a slight doubt as to its viability the wisest 
course is to return the loop to the abdomen. I have 
_ never had a case of delayed perforation, and an occasional 
post-operative stricture is not. enough to make me alter 
my allegiance to this rule. 


SUMMARY 

Postoperative stricture has been seen 3 times in a 
personal series of 185 strangulated hernias. 

Two varieties of stricture may follow’ strangulated 
hernia—a rapidly developing ‘‘ physiological ’’ obstruc- 
tion to peristaltic waves reaching the site of strangula- 
tion, and a more slowly developing fibrous stricture. 

“The possibility of this complication is not enough 
to justify indiscriminate resection of bowel. 

My thanks are due to Mr. J. Hamilton Barclay for the 
opportunity of treating these cases in his wards. 


Medical Societies 
SOCIETY OF MOHs 


AT a meeting of the fever hospital medical service group 





of the Society of Medical Officers of Health on Jan. 29, ‘ 


with Dr. ANDREW TOPPING in the chair, a discussion on 
Sulphonamide Therapy . 
was opened by Dr. B. Baruine (LCC) who pointed out 
that hundreds of preparations of the sulphonamide 
group of drugs had now been synthesised but only some 
6 were in common use in this country. An effective 
blood-concentration of 3-15 mg. per 100 c.cm. depended 
on (a) regular intake of the drug and (b) the output of 
urine. During treatment sulphonamide was found in 
all normal tissues except fat and compact bone, and in 
all normal and pathological body fluids. Most. drugs 
in the group passed into the cerebrospinal fluid, some 
more readily than others. In discussing the mode of 
action of the sulphonamides, he said that their bacterio- 
static action could be blocked by p-aminobenzoic acid 
or substances chemically allied thereto, including a 
number of local ‘anzsthetics in common use. In this 
way sulphonamide might be rendered virtually inert. 
Large-scale experiments in gonococcal cases showed that 
prc 2 eager Y resistance:could appear as (a) an absolute 
resistance, (b) a relative resistance or (ce) an acquired 
resistance due to the use of too small a dose. This last, 
he felt, was a real danger which was not new to chémo- 
therapy ; it already had been encountered often in the 
specific treatment of trypanosomiasis. Dosage, there- 
fore, must be adequate and he suggested 1 g. of sul- 
phoniamide for every 20 lb. of body-weight in an adult ; 
this amount to be multiplied by two in the case of 
children and by four in infants. The total amount 
thus obtained should be divided so as to administer 
the drug at regular 4-hourly intervals throughout the 
twenty-four hours. Given adequate dosage, the next 


- important step was to select a preparation of the drug 


to which the infecting organism was known to be 
sensitive. If no obvious response was obtained it was 
uite wrong to persist with the drug for longer than 7-10 
ays.. Another “common fault was to attempt sul- 
phenamide therapy of deep abscesses or infected wounds 
without preliminary surgical treatment. 

Dr. THOMAS ANDERSON (Glasgow) said that though 
the value of chemotherapy in pneumonia has been 
proved, gm pneumonias erally showed 
considerable variation in severity mortality when 
treated with sulphonamides, depending on the séro- 
logical type involved. He noted that results of chenio- 
therapy.in Glasgow, where the commonest type ‘of 
pneumococeus is type 2, had been much less impressive 
than in the South of England where the more 
1 infection is prevalent. |The results in type 3 
vary principally ‘with. “thé 
1939-40 and in the early 


ections 
-- ef patient. During 
of 1941, type 3 cases 
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predominated among the older age-groups and carried 
a high fatality-rate. Since then, among younger persons, 
wee a ee much —— He — ete ro re 
be of increasing importance ae res} oO 

by chemotherapy in pneumonia. i type 2 
infections alone, he had found that the fatality-rate in 
people under 40 had fallen as a result of nee 
from 22% to 4%, whereas in the older age-groups the 
fall was from 46% to 25%. Further, an analysis of 69 
consecutive pneumonia deaths in patients given chemo- 
therapy showed that 81% were peoplewver 40. Bacter- 
emia another important factor in determining the 
outcome of an attack of pneumonia and he thinks there 
is some reason for beli that the risk of bacteremia 
increases with age. The relative failure of chemotherapy 
in those over 40 with bacteremia is more probably 
due to the impoverished defences of the host—a state 
which permits bactereemia—than to the presence of the 
organism itself in the blood-stream. One of the most 
disturbing features about pneumonia cases treated by 
chemotherapy he found is the prolongation of con- 
valescence by delayed resolution. This again is com- 
moner in those over 40 and in those with bacterzemia, and 
is also appeared attributable to lack of tissue resistance. 
Generally he felt that the introduction of the sulphon- 
amide group of drugs has not removed pneumonia from 
that group of diseases which require intensive study. 
He was not convinced that better results could be 
obtained in the bad-risks groups by increasing the dose 
of the drug, and said there was no evidence that the 
drug was less well absorbed by persons in the older age- 
groups. He had found that combined:treatment with 
chemotherapy and serotherapy, using type-specific 
serum, produced no better results, as judged. by fatality 
and delayed resolution, than chemotherapy alone ; 
nor did vaccines as an adjuvant appear to influence the 
course of the disease. The sulphonamides are effective 
against a wide variety of organism, and he suggested 
that their lack of specificity argued in favour of the view 
that they act principally by rendering the organism more 
susceptible to the natural defences of the host ; that being 
so, tissue resistance is a more important factor in pro- 
moting recovery from, and resolution of, pneumonia Fal 
the presence of specific antibodies or neutralising 
substances. 

Dr. H. STantEyY Banxs (LOC) considered sulpha- 
thiazole the drug of first choice for meningococcal 
infections. Comparing‘200 cases treated with sulpha- 
pyridine with 300 treated with sulphathiazole he had 
found the latter drug apparently more potent and much 
better tolerated ; its use, or alternatively sulphadiazine, 
made all the difference to the comfort. of the patients. 
Supplies of pony exper have recently improved and are 
soon monn A to enerally available. The cost at present 
is about double that of sulphapyridine but, with increas- 
ing demand, should soon be reduced. He thought 
sulphadiazine was the drug of second choice, but at 
present it is very expensive and has to be imported. 
As a practical compromise until supplied are normal, 
he suggested that all but the most severe cases could be 
treated with one or the other of these drugs for the first 
three: or four days and the course completed with 
sulphanilamide. He finds a standard of dosage based on 

y-weight to be fallacious if applied to all ages. 
Infants excrete the drugs rapidly and require 2-3 times 
the adult standard in p rtion to y*weight. No 
infant, he considers, should be given less ahan 3 g. daily 


during the first two days of treatment, for adults during. 


this period 9 g. daily is an appropriate dose and for 
children an intermediate amount according to age. The 
mortality of meningococcal infections been greatly 
ehemotherapy. In 1940 and 1941 about 20% 
of notified cases died, com with about 60% in 
pre-sulphonamide years. Ju by certain large series 
of hospital cases in which the case-fatality rate was as 
low as 6-8%, he thought that the mortality of this 
disease in country generally could be still further 
improved. The chief types in which a high fatality- 
rate was unavoidable, he said, were those with : adrenal 
involvement; encephalitis; or ordinary meningitis 
undiagnosed and untreated till a late pred Age should 
be asecondary factor in fatality. low fatality- 


rates in infancy’and over the age of 45 years have ‘been 





Dr. Wii11am Gunn (LCC) classified acute gastro- 
intestinal disorders into 3 categories: those due to 
enteral causes due to ific organisms ; those due to 
parenteral causes in which the intestinal upset is due 
to a focus elsewhere, often the upper respiratory tract ; 
and those in which the causation is unknown, commonly 
called acute gastro-enteritis or infective enteritis, though 
numerous other designations have been employed at 
different times. Routine use of highly enriched or 
selective media. (desoxycholate citrate agar for the 
dysentery-salmonella group and Wilson-Blair media and 
tetrathionate broth for the enteric group) and the 
taking of rectal swabs as well as feces have greatly 
improved diagnosis in the last few years. The employ- 
ment of sulphaguanidine (3 g. thrice daily for 3 days and 
twice daily for 4 days, making a total of 51 g. in 7 days) 
in 23 cases of Flexner dysentery resulted in more rapid 
clinical recovery (diarrhoea 2:6 days against 5-8 days) and 
elimination of organism (6:8 days compared with 15:1 
days) than was seen in a similar number of controls 
observed at the same time. No such beneficial effect 
was observed among .7 cases of salmonella (Thompson) 
food-poisoning and 7 carriers compared with controls. 
The total admissions of acute gastro-enteritis to a fever 
hospital during 1942 were analysed; the case-fatality 
of unselected cases was 20:3% but in the severe group 
accompanied by dehydration it rose to about 50%; of 
22 severe cases treated with succinyl! sulphathiazole or 
sulphasuxidine (supplied from the Medical Research 
Council) 12 died—a total case-fatality of 45-5%. The 
treatment is believed to reduce or eliminate coliform 
organisms, and thus allow earlier oral administration of 
sugar than is possible without the drug, but the verdict 
must for the présent remain one of not proven. 

Dr. ROBERT SwYER (LCC) recorded the results of 
an experiment carried out with sulphanilamide and 
sulphapyridine during the 1940-41 measles epidemic. 
One or other of the preparations was administered, for 
a i of 4 days after admission, to 324 children 
suffering from measles. A further 869 children were 
observed as controls. . No significant effect could be 
demonstrated either on the initial phase of the measles 
attack or on the incidence of complications. He felt, 
therefore, ‘that the indiscriminate use of these rather 
toxic drugs could not be justified prophylactically in 
measles. Used therapeutically for certain complica- 
tions, the results were better; the complications most 
likely to benefit being those due to streptococci or 
pneumococci, -particularly bronchopneumonia. The 
fatality-rate among measles-pneumonia cases treated 
with sulphonamides was 11-2% as compared with a 
30% mortality in a pre-sulphonamide epidemic. The 
results of parr tong f in established measles otorrhea 
were less satisfactory, but he felt that his series was too 
small for any definite conclusion to be drawn. There 
was a danger, he thought, in using sulphonamides in 
the early stage of otitis media, unless the patient was 
under expert and continuous observation, since the symp- 
toms of onset of mastoiditis could be masked thereby. 


ASSOCIATION OF CLINICAL PATHOLOGISTS 


At its meeting on Jan. 22-23 the association gave 
much attention to the aid which sternal puncture may 
_afford when the clinical findings and ordinary blood 
examinations do not point to a clear diagnosis. _Dr. 
S. C. Dyke descri two misleading cases. In a 
woman of 21, the blood picture—30,000 white cells, 
98% of mononuclear type—indicated leukemia; a 
positive Paul-Bunnell reaction, however, and the ap 
ance of the bone-marrow, established. a diagnosis of 
infective mononucleosis. In a man of 65, the white 
count of 2800, pring all mononuclears, suggested 
aleukeemic lymphatic leukemia, but peroxidase stain 
and the bone-marrow clearly showed myeloid. leukzmia. 
Dr. Elizabeth Delikat demonstrated from these 
two cases. Dr. F. Pick showed films of blood and 
sternal marrow from monocytic leukemia. Dr. EB. N. 
Allott. described the case of a woman with Raynaud’s 
disease w serum contained agglutinins active at 
37° C. against group O corpuscles. Quantitative absorp- 
tion experiments suggested that, in addition to, the 
abnormal. agglutinin in the serum, there was also a 
deficiency -of the ordinary group O antigen in the 
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In the discussion that followed the ean Dr. a. 
Watts on laboratory aids in the d 

tuberculosis some fallacies in the patch Sakwice rere 
out—the possibility of degeneration of the patch material 
and hence the greater accuracy of the Mantoux test ; 
the necessity of thorough cleansing of fat from the skin 
with ether or acetone before the application of the 
patch ; and the lack of response in skin tanned by sun 
and wind. Speakers stressed the need for examination 
of a 24-hour collection of sputum by a concentration 
method if early morning specimens failed to give the 
diagnosis. For concentration, some laboratories pre- 
ferred the ‘‘ antiformin,’’ others the ‘‘ soda ’’ technique. 
It was agreed that by neutralising the soda deposit the 
final material adhered satisfactorily to the slide. Dorset. 
egg medium should be included, for the exclusive use 
of media incorporating glycerin would result in a dis- 
proportionate selective isolation of bacilli of human 
type. Dr. H. G. Close showed cultures of saprophytic 
acid-fast bacilli which had grown in 30 of 1900 specimens 
(1-6%) of sputa inoculated on Léwenstein media. They 
were characteristic in that 2-4 weeks elapsed before the 
colonies became visible on primary isolation; on sub- 
cultivation they grew within a fow days at room tempera-* 
ture. «Ail his strains were of the pigmented, smooth, easily 
emulsifiable type, and were non-pathogenic to guineapigs. 

In a survey covering one year, Dr. F. A. Knott gave 
details of recurrent epidemics of pemphigus among the 

bies in a maternity ward, and of staphylococcus 


He Reviews of Beaks 


Surgical Diseases of the Spinal Cord, Membranes and 
Nerve Roots 


Cuartes A. EtsBerG, MD, emeritus professor of 
neurological surgery, College of Physicians and Surgeons, 
Columbia University, New York. London: H. K. Lewis. 
Pp. 598. 80s. 


THis impressive monograph is the epitome of Dr, 
Elsberg’s long experience of spinal cord surgery. He 
established his reputation as a specialist in this field 
twenty-six years ago, with the publication of Diseases of 
the Spinal Cord; nine years later came Tumours of the 
Spinal Cord which has remained the standard work on 
the subject since then. The present volume is in many 
respects a revision and elaboration of its predecessors. 
The whole field is covered: there are chapters on 
congenital abnormalities, spinal injuries, inflammatory 
lesions, tumours, vascular abnormalities, and descriptions 
of operations for the relief of pain and involuntary 
movements. Asarecord of Dr. Elsberg’s own experience, 
it is natural that some conditions should be described 
more fully than others. Thus tumours of the cord 
receive the greatest emphasis, and the intervertebral 
disc lesion (which came into oar meat later) is not so 
comprehensively described. e chapters on radiology 
by Cornelius Dyke, and on pathology by Abner Wolf are 
full of information. On the whole surgeons will,be more 
satisfied than neurologists. The clinica] descriptions 
are adequate, but could have been improved by references 
to other monographs (such as that of Symonds and 
Meadows on high cervical tumours). Nevertheless, 
there is no doubt that this will remain the standard work 
for many years to come. 








Medical Diseases of War 


(3rd ed.) Sir ArrHun Hurst, DM Oxfd, FRCP, consult- 
ing physician to Guy’s Hospital. London: Edward 
Arnold. Pp. 495. 2ls. 

Sir Arthur Hurst has brought bis book, originally 
published in 1916, up to date in this third edition. He 
pe ava “special gift of clear writing, but 
in the war, & is of clear t 
has also secured contributions from a small team of 


experts. There are new c on diphtheria and on 
typhus; the latter bears the stamp Mf Dr. Melville 
melee 4 ce and makes one regret 


ude the bak ha 
e J 
ut, sawteateees 


guanidine treatment of bacillary dysen’ 
of isolation of dysentery and enteric organisms, infective 





en among the ion. The many cultures of 

ylococcus aureus were (according we general bio- 
pc ae activity rather’ than in any one reaction) 
arbitrarily divided into three grades, A, Band. C, A was 
the most in hemolysin, coagulase and aes 
| eer am and in fermentation of carbohy 

umerous cultures from nose, hands, skin, sos 

breasts and mouth enabled the infected children to be 
identified, as well as the carriers presumably res ible 
for the outbreaks. Grade A strains predo in fluid 
from unbroken bulle. Exclusion from the a of 
all mothers, children and nurses yielding grade A 
staphylococcus effectively controlled the outbreaks. 
Grades B and C appeared to play a minor part, if any, 
in causation. Grade A strains were rarely if ever found 
in the dust or environment, and seemed to be trans- 
mitted from person to person. It appeared that infants’ 
noses became infected from carriers on the staff, and then 
infected the mothers’ breasts during suckling. Dr. E, H. 
Gillespie pointed out that staphylococcal typing was the 
only reliable method for identifying strains responsible 
for epidemic infection. Techniques which depended on 
the rate of antibody. absorption, even if they helped in 
distinguishing tentially .pathogenic staphylococci, 
would lead to false incrimination of carriers. From the 
ensuing discussion it was clear that some maternity 
hospitals are not yet alive to the urgent danger of direct. 
spread of infection from mastitis, pemphigus and the like 
in the staphylococcal nursery. 








jaundice and cerebral concussion. Nearly half the book 
is given up to war neuroses and functional disorders, of 
which Hurst saw much at the Seale Hayne Hospital in 
the last war. Medical officers especially will benefit from 
these chapters since even now psychoneurosis is often 
still re ed as either malingering or a mistaken 
diagn covering some unrecognised organic disease. 
Some wider references to true malingering would be 
helpful, and the question of criminal responsibility in 
such cases as desertion, absence without leave and the 
like might have been discussed in relation to fitness of 
the patient to undergo trial. The medical officer would, 
we. think, have been glad to hear about the evidence 
likely to be required of him. The chapter by the late 
T. A. Ross on anxiety neurosis is unchanged. 

Dr. H. W. Barber contributes a sound account of 
scabies, pediculosis, the seborrhoeic state, and impetigo 
contagiosa. Advice on tinea infections, so widespread 
in, the tropics, would be a useful. substitute for the 
account of dermatology in the BEF in France at the 
beginning of the war. The illustrations are good and 
there is a discerning sense of proportion about the whole 


X-Ray Atlas of Silicosis 

(2nd ed.} A. J. Amor, MD Lond. Bristol : 

and Sons, Pp. 206. 30s. 

Tuts atlas, as we noted on its first appearance two 
years ago, is'a fine achievement, of special value to 
industrial medical officers. A portion of the first edition. 
of this atlas was unfortunately destroyed by enemy 
action; but this has given Dr. Amor an opportunity to 
incorporate a short résumé of the recent: survey of South 
Wales coal-miners by D’Arcy Hart and Aslett. Apart 
from this the volume is ange: _ The 30. introductory, 
pages on the Se ee osis, and prognosis of 
silicosis are first e 62 a have been carefully 
chosen and are a good selection, representative of the 
disease as seen in different industries in this country. 
Not all the reproductions are perfect (war conditions. 
have been the difficulty), the defects not being 
much corisequence in the advanced cases with t 
nodulation and consolidation ; but in the early tes. 
illustrating increased linear striation and reticulation, 
the loss of definition makes it less easy to follow — 
which is a pity, for these early X-ray appearan 
although not associated with symptoms, help to decide 
whether a worker should continue in a hazardous 


John Wright. 


anode 
tubes. Until such a is available the confusion 
in regard to normal bnormal striation will increase. 
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GOLD THERAPY 
MYOCRISIN- 


** MYOCRISIN” brand sodium aurothiomalate, a gold product for the treatment 
of rheumatoid arthritis, is effective, safe, and inexpensive 
The ‘Myocrisin’ booklet, available on request, will tell you what you need know 
of this therapy to enable you to undertake the treatment of suitable cases in 
your own practice. 
May we send you a copy? 


ra *+MYOCRISIN’ is available in :— 
Our Medical Aqueous Solution or Suspension in Oil. 
Ampoules of 0.01 - - 1/94. 
Department will “i ‘i ain ae: - 2/0d. Also available in boxes of 10 ampoules 
be glad to supply i ey F at reduced prices and in ampoules of 
ith furth “ ie 0.10 . 0.30 and 0.50 gramme if required. 
pou at . + 0.20 - Less professional discount and plus 
information. 


purchase tax. 
* TRADE MARK 
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J ELONET Sr PREP. (Petroleum-Jelly Gauze Dressing—tulle gras) 


. . in continuous 


8-yard lengths 


We have pleasure in announcing the intro- 
duction of Continuous Jelonet Strip in 8-yard 
lengths. Price to medical profession—6/3d. per 
tin. Jelonet is a!so available in cut pieces, 36 in 
a tin, medical price 4/-. , 

Jelonet is indicated for skin grafts, compound 
fractures, lacerated wounds, burns, etc., as a 
non-adherent dressing to promote granulation. 

- The open-mesh and even impregnation en- 
courage free discharge. There is minimum 
trauma to the granulations because Jelonet does | 
not adhere to or become entangled with them. «— 


Jelonet is sterilised ready. for use. 
SPECIAL PRICES TO HOSPITALS 


Made by the makers of ‘Elastoplast’ and ‘Cellona, T. J. Smith & Nephew Lid., HULL. 
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PORTABLE STERILE VACUUM CONTAINERS 


WITH A. & H. INTRAVENOUS SOLUTIONS 


The Sterivac apparatus has been designed and perfected in the laboratories of 

Allen & Hanburys Ltd. to meet the need for a safe, simple, prompt, and efficient 

method of providing a large bulk of fluid ready for intravenous or subcutaneous 
injection. It comprises the Sterivac Container and Transfusion Set. 


A. & H. STERILE SOLUTIONS IN STERIVAC CONTAINERS 
ENSURE 
Absolute sterility Perfect conditions for storage and transport 
Complete freedom from pyrogenic elements Elimination of waste 
Stability of composition The utmost facility and speed in adminis- 
Uniformity of pH value tration 


Sterivac containers are available in 500-c.c. and 1,000-c.c. sizes, charged 
with dextrose saline, normal saline and other solutions 
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BYNIN 
AMARA 


In Convalescence from Influenza 

the characteristically profound. 

lassitude and the low blood- 

pressure are likely to be accom- 

panied by diminution of the 

capacity for digesting food and 
by slight anemia. 
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For the speedily effective treat- 
ment of these disturbances 
BYNIN AMARA is. most 
useful. It contains iron phos- 
phate, and alkaloids of nux 
vomica, in Bynin Liquid Malt. 


In: bottles at. 3/6 
and 12/- 
Plus, Purchase Tax. 


ALLEN ond HAN BURYS LTD 


Telephone: Bishopsgate 3201 (12 lines) LONDON 
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ANTIBACTERIAL STRATEGY 

Many important discoveries are the result of an 
aceident which the genius of an investigator has 
turned to good account. The discovery of penicillin 
by FLEMING is an example, and in a different way the 
sulphonamides. owe their being to a series of such 
accidents. The Germans tried prontosil in the hope 
that here would be just another antiseptic dyestuff 
with a greater affinity for bacteria; by chance they 
were opening up a new and priceless field in the treat- 
ment of disease. In looking for coal they had stum- 
bled on a gold mine. They put the sulphonamide 
group into their dyes to make them stain better; the 
therapeutic activity of prontosil however was due, 
not to its staining properties, but to the happy chance 
that the human body could reduce azo dyes—the 
reduction product had a fatal attraction for bacteria 
which preferred it to their proper food. And still the 
luck held. Prontosil is so weakly active that it weuld 
have been pronounced inactive against almost any 
other organism than the hemolytic streptococci 
against which it was tested. Time has gone by and 
other, more potent drugs have replaced prontosil and 
sulphanilamide. These have been produced by the 
routine work of chemists highly skilled at complicated 
substitutions. The products were tested and the 
results sifted until out of hundreds of compounds 
sulphapyridine, sulphathizaole and _ sulphadiazine 
have emerged as the most useful. é 

In our opening page McIuwain and HawkInG 
describe possibly the first. case of successful chemo- 
therapy in which every step had been planned before- 
hand. Pantoyltaurine is not a sulphanilamide or a 
penicillin from the point of view of effectiveness, but 
unlike them it is not a chance discovery. It was 
known that pantothenic acid was an essential factor 
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for the growth of hemolytic streptococcus, and a 
compound was devised which by analogy with 
sulphanilamide should limit growth by competing 
with the natural factor. MclIuwatn, determined the 
ratio of pantoyltaurine to pantothenic acid necessary 
to secure inhibition of growth of the bacteria in vitro, 
and he estimated the blood content of pantothenic 
acid in the rat; the dosage of pantoyltaurine was 
_then arranged so as to produce the inhibitory concen- 
tration of the drug in the animal’s blood over a period 
of time. Doses giving this level saved the animals, 


and smaller doses did not, which brilliantly supports 
the theories on which the treatment was.based. 


ANTIBACTERIAL STRATEGY 
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The éra of chance in chemotherapy is not over. 
Our knowledge of bacterial and virus metabolism is 
painfully meagre and the lucky chance skilfully taken 
will continue to play a leading part in advances in this 
field. But progress will come more and more from 
planned experiments in which theory precedes 
achievement. Biochemistry seems the best weapon 
to achieve this, and has indeed been in a position for 
many years to give help in chemotherapy. Examples 
of interference with synthetic processes by drugs 
which poisoned the enzyme, or which being similar to 
the natural substrate combined with the enzyme and 
inhibited the synthesis, have been known for a long 
time. But Enriicn’s concept of chemotherapy, 
which exercised, so great an influence, was essentially 
chemical, and having no connexion with nutrition 
divorced chemotherapy from biochemistry. The 
eredit for formulating the concept of drugs which 
could limit growth by competing with essential meta- 
bolites rests with FrLpEs and his school. The concept 
is delightfully simple. The growth of bacteria depends 
on the synthesis of complex substances from simple 
compounds, and on reactions which can supply the 
necessary energy for these syntheses. All along this 
synthetic path are essential substances, and any inter- 
ference with their supply or use limits growth. The 
task of the chemotherapist is to discover these sub- 
stances and then to inactivate them, or to devise 
counterfeit compounds which the organism will 
accept and too late find useless for its purpose. This 
view regards the animal host as a culture. medium for 
bacterium or virus, which is what essentially it is, and 
points the way to further advances through biochemical 
investigation of bacterial and virus metabolism. 


-MATERNITY. IN LONDON 


In London at present there is a lack of midwives ; 
and at the same time the birth-rate is rising. Maternity 
is encouraged by Service allowances, but maternity 
beds are scarce. Many women prefer to be confined 
in hospital, and for years before the war the public 
health authorities encouraged this preference. Now 
they often go from hospital to hospital seeking a bed. 
Many come from outlying districts ; some write from 
the country, or even take -rooms near a hospital 
which is rumoured to have beds available. Actually 
it is doubtful whether any of the London voluntary 
hospitals will have vacancies before September, and 
the London maternity hospitals are nearly all booked 
up for months ahead. The number of maternity 
beds has been reduced through the loss of skilled 
staff, as well as by enemy action, and shortage of 
skilled staff is even more difficult to remedy than the 
loss of buildings or equipmeht. 

The London County Council have maternity units 
in many of their general hospitals, and before the 
war, when the domiciliary midwifery service had been 
established, these hospitals admitted all cases of first 
confinement and all cases needing special care for 
medical or social .reasons. Today, owing to the 
pressure on their beds, admission is restricted to 
women requiring it on some special grounds, and the 
local borough clinics do their best to refer for hospital 
confinement only those who cannot be attended in 
the home or sent to a reception area. Evacuation 
certainly has advantages ; women who go are sure 
of being well looked after in the last two or- three 
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weeks of pregnancy and during confinement. But. 


many women do not want to leave their homes and 
families or to be among strangers at such a time. 
Most of them have no. intention of remaining away, 
and the fare home is a serious consideration, especially 
when they have had to be sent as far as York or to 
the West Country. Where evacuation is insisted on 
because there is no alternative the mother is quite 
likely to give up attending the antenatal clinic ; she 
thus avoids getting sent away and eventually becomes 
an emergency admission at the nearest hospital. 
Some, having made the journey to the reception area, 
return just before confinement with no fresh arrange- 
ments in prospect. And even the reception areas are 
crowded ; by the middle of February this year, for 
example, no London women could be booked for 
confinement in a reception area in March unless some- 
- one cancelled. 

Confinement at home is all very well if the patient 
has a_suitable home and someone to look after her. 
Many-of the women have no homes: they live with 
relatives or in furnished rooms. The homes of others 
are unsuitable: many families are living in houses 
that were condemned before the war, or in raid- 
damaged buildings, and some in homes that are dirty 
and neglected. The health visitors naturally refer 
women living in such homes to hospitals, recommend- 
ing admission. Even where the home is suitable, 
domestic help is not often available; though this 
difficulty may be met if the Minister of Labour estab- 
lishes a Home-help service. Additional difficulties 
arise in connexion with those unmarried mothers for 
whom evacuation happens to be unsuitable and who 
have no homes in London. The moral welfare 
workers take many of these girls into their homes and 
refuges, but few of these have facilities for confine- 
ment. Now that admission to hospital is limited 
—and unmarried women seldom book early—welfare 
workers are confronted with a real problem. 

So as to admit more patients, the hospitals have 
reduced the average duration of stay in the wards 
from 14 days to 10. Some hospitals move their 
maternity patients to other hospitals on the third day. 
The nursing staffs work under constant pressure, 
and the danger of infection is of course increased ; 
but, as already stated, the greatest handicap is the 
shortage of staff, resulting from the absorption of 
trained women into the Services, the evacuation of 
many from London, and the fact that the demand 
for nurseg exceeds the supply. 


AVOIDANCE OF POSTPARTUM HAEMORRHAGE 
SERIOUS postpartum hemorrhage should no longer 
be regarded as a bolt frm the blue, an unavoidable 
and unpredictable catastrophe assailing the partu- 
rient woman. Everyone responsible for the safe 
eustody of mothers in childbirth should realise that 
it is largely avoidable; in a well-run maternity 
service it should hardly ever occur. Forceps opera- 
tions and cesarean sections should not be associated 
with heavy losses of blood, and im a natural de- 
livery, if the patient’s general condition is good, the 
duration of within normal limits and the 
of the third stage thoroughly under- 
stood by the accoucheur, postpartum hemorrhage is 
most unlikely. 
In the normal third stage the accoucheur’s hand 


should be placed on the fundus, but the uterus should 
not be stimulated except for some express indication. 
After the third or fourth contraction a small spurt 
of blood emerging from the vulva shows that the 
placenta has separated, and it is a good plan to wait 
for the next contraction and then tell the patient to 
push the afterbirth out herself. In many cases she 
will be successful. This is the ideal method ; it 
involves no possibility of shock for the mother and 
gives her the emotional satisfaction of accomplishing 
the entire delivery of both child and afterbirth herself. 
If she is unsuccessful the placenta can be expressed 
from the uterus in the usual way. A few women are 
predisposed to postpartum loss—those who are 
anemic and in poor general condition, those in whom 
the birth of many children has impaired the con- 
tractile power of the uterus or a long labour has 
unduly fatigued the uterine musculature. Such 
patients require special precautions and an obstetri- 
cian should be present at their confinement. In these 
cases the management of the third stage does not 
differ frém that employed with a normal. patient, 
but if there is any sign of excessive loss Credé’s 
method should be tried forthwith. If this fails the 
obstetrician should do a rapid manual removal of the 
placenta before the patient has had a serious loss and 
before she has become shocked by repeated attempts 
at Credé’s expression. The disasters accompanying 
manual removal nearly all happen when the patient 
has been allowed to lose a pint or two of blood before 
the operation is undertaken ; if removal is performed 
early and with all possible antiseptic precautions 
grave sequelz will be rare. While preparations are 
being made for a manual removal the fundus should 
be controlled continuously. A general anesthetic is 
the best choice ; the induction should be rapid and 
the operation begun as soon as light third stage anzs- 
thesia has been attained. The surgeon’s hand should 
be liberally smeared with a bland. antiseptic cream 
and the entire vagina filled with this before the hand 
is introduced into the uterus. As soon as the placenta 
has been brought into the vaginal canal the anesthetic 
should be stopped, and the operation should of course 
be followed by a hot intra-uterine douche, which can 
be given while the patient is recovering from the 
anesthetic. 

In Australia McIntyre*' advocates the control 
of postpartum hemorrhage by the Monjon-Gabaston 
method, in which one to two pints of saline at 125- 
130° F. is injected into the umbilical vein. Where 
after a normal delivery the placenta is retained for 
more than half an-hour and there is little or no 
hemorrhage no harm and possibly much good can be 
done by the injection of saline into the cord and the 
subsequent expression of the placenta by Credé’s 
method, but where the patient is actually bleeding 
this treatment, unless carried out by an expert in 
obstetrics, is surely a little hazardous. The injection 
takes a precious few minutes during which the patient 
is steadily losing and if it proves unsu and 
manual removal becomes necessary the ient’s 
condition will have deteriorated considerably. For 
general pur therefore, it seems safer to teach 
that if the 


it should be as treatment for retained placenta rather 
than for combating postpartum loss. | 


3. MoIntyre, W. K. Med. J. Aust, 1942, li, 517. 
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During and after cesarean section any woman 
who is anemic or has been in labour many hours is 
liable to excessive loss from the placental site. The 
anemic patient is probably best treated by pre- 
operative blood-transfusion. Hemorrhage in all 
patients can be reduced to a minimum by rapid 
and skilful operating, and most important of all by’ 
a careful choice of anzsthetic. The uterus contracts 
down much better and the patient loses less under 
spinal than under general anesthesia, but blood loss 
is least with local analgesia and this should always be 
used in the debilitated patient ; it is pre-eminently 
suitable for cases of severe anentia and placenta 
previa. If severe postpartum loss is to be avoided 
after the forceps operation punctilious attention must 
be paid to several points not usually stressed in the 
textbooks. The anzsthetic should not be started 
until the surgeon is almost ready to begin; the 
induction should be as rapid as is compatible with 
safety ; the patient should never be deepened beyond 
light third stage; and chloroform should only be 
used for the induction. After the blades have been 
applied extraction, although not hasty, should not 
be protracted. It is much better to perform an 
episiotomy and extract the child with moderate 
despatch than to spend half an hour inveigling the 
head over the perineum in an effort to avoid a lacera- 
tion or tear. Long anesthesia predisposes to hemor- 
rhage and all its attendant dangers. As soon as the 
child’s head has been delivered it is a good plan to 
inject pituitary extract and the placenta can then be 
expelled with the first contraction which follows the 
birth of the child. The anesthetic should be dis- 
continued as soon as the placenta appears and the 
episiotomy incision rapidly sutured after the mask 
has been removed. A vigilant watch must be kept 
on the fundus throughout the whole procedure. The 
patient should not be allowed to come round from the 
anssthetic with the placenta in situ; it is preferable 
to perform a manual removal and‘follow it with a 
hot intra-uterine douche. 





Annotations 


POOR MAN’S BEEF 

Tue exigencies of war have again raised the question 
of the relative merits of meat and dried pulses as sources 
of protein in human dietary. Textbooks on nutrition 
tell us that dried peas and beans contain as much protein 
as lean beef, but this statement has recently been 
critieised as misleading because, it is said, we do not 
eat our pulses raw. Stewed beefsteak contains 4} times 
as much protein as cooked haricot beans. But, say the 
bean supporters, values thus calculated, without taking 
into account the relative calorie values, may be even 
more misleading. Stewed meat is 2} times as calorific 
as cooked haricot beans. Therefore, on a calorie basis, 
meat has only about twice the protein value of the 
beans. Furthermore, if the protein values are calculated 
on an economic basis, twice as much protein can be 
obtained from beans as from stewing beef for the same 
cost. This is the argument put forward by Dr. Wokes 
in our correspondence columns. Other arguments on 
both sides can of course be produced. The proteins of 
legumes tend to be deficient in cystine, and fer this 
reason they appear to be of low biological value when fed 
in the diet, but this 
lack is readily made good by other proteins in the normal 
human diet. There is no question that more calories 
and more protein can be imported in the same shipping 


apace in the form of dried beans than in the form of 
fresh meat, and no special dehydrating plant or storage 
arrangements are necessary for beans. But cheese and 
dried milk provide ‘more protein and more calories, 
weight for weight, than either. Pulses. are valuable 
foods, but they are not adapted to form the only source 
of protein in the diet and no-one has suggested that they 
should do so—a man would have to eat more than a 
kilo of cooked haricot beans to make up his day’s quota 
of protein. What we are asked to do is to supplement 
this quota with home-grown haricots instead of clamour- 
ing for more imported meat and dairy products. In 
recommending beans to ease the weekly food bill, 
however, it must be remembered that it is more expensive 
to buy protein as beans than it is to buy it as bread. 


ANATOMY AT THE BARBER-SURGEONS HALL 

Tue long chain of Vieary lectures at the hall of the 
Barbers Company was broken by the destruction of that 
hall in the air-raids of ]940-41. Sir Hugh Lett on 
April 2 delivered the lecture for the first time at the 
Royal College of Surgeons; and thus the war has 
reunited in some sort the Barbers and the Surgeons after 
their 200 years’ divorce, following an equal period of 
wedlock. 

Sir Thomas Vicary, it seems, was a modest practitioner 
near Maidstone, when luck, aided by his own address, 
eaused him to be appointed serjeant-surgeon to King 
Henry VIII. When admitted to the Barbers Company 
—he later became its master—-he was largely responsible 
for bringing about in 1540 the union of the small and 
select Guild of Surgeons and the larger, wealthier, City 
Company of Barbers, the new company being the 
masters or governors of the mystery or commonalty of 
the Barber-Surgeons of London. His influence is 
shown by the fact that in Holbein’s well-known picture 
the charter of incorporation is being handed by the King 
to him, although he was not then master of the company. 
The charter of the united company legalised dissection 
for the first time in this country by permitting the bodies 
of four criminals executed for felony to be handed over 
to the company for dissection or other surgical purposes : 
thus whereas in 1497 no mention of anatomy is made in 
a diploma granted by the Barbers Company, this subject 
was included in such documents shortly after the 
company’s formation. The lecturer dismissed the claims 
of Caius to be the “ father of anatomy ”’ in this country, 
because (among other reasons) he was abroad at the 
relevant period. 

The public dissections instituted as a result of this 
recognition of the science of anatomy by the State were 
held four times a year for three consecutive days. 
Members of the company were compelled to attend on 
two out of three of these days, under threat of fine— 
this being the first example of a compulsory post- 
graduate course. The rigours of attendance were 
tempered by mulled wine provided at the end of the 
lecture and by a dinner between the morning and 
afternoon sessions, which were, for obvious reasons, held 
only during the winter. Samuel Pepys attended one of 
these public dissections; but, to judge by his diary 
entries; he found the excellence of the dinner and 
conversation more worth noting than the lecture, which 
seems to have made no impression on his mind. An 
anatomical theatre, annexed to the Barber-Surgeons 
Hall, was designed by Inigo Jones, then surveyor to His 
Majesty, and opened-in 1638. The clever use of the 
awkwardly shaped piece of land available, as well as the 
influence of the anatomical theatre at Padua—the first 
in ao and euoes on Bek known to the architect— 
were demonstrated by Sir Lett from original plans. 
and illustrations. 

At the beginning of the eighteenth century, the 
fortunes of the anatomical school of the Barber-Surgeons 
were at a lower ebb because of the opening of rival 
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schools at hospitals and elsewhere. In addition, the 
opposition by the public to the surrender at Tyburn of 
the bodies of criminals, particularly those of highway- 
men, who were popular heroes, had led to rioting and 
the necessity for large bribes to the officials as well as an 
armed guard for the officers of the company. One such 
criminal added to the general excitement by returning 
to life after having been hanged for 22 minutes: he 
survived and his sentence was commuted to transporta- 
tion. Finally, the inevitable division between the 
Surgeons and Barbers occurred.in 1745, and the anatomy 
theatre, which would have been a precious relic in the 
history of medicine, was pulled down in 1785. 


WELCOME RETURN 

AFTER being suspended since March, 1940, the Journal 
of Comparative Pathology and Therapeutics has reappeared 
in slightly different form. When Sir John McFadyean 
founded it in 1888 this was the first British medical or 
veterinary journal to deal specially with pathology, for 
Sims Woodhead did not found the Journal of Pathology 
and Bacteriology until 1892. McFadyean was both editor 
“and ewner of the journal for 52 years, and since his death 
in February, 1941, his trustees have taken steps to 
implement his wish that a small board of veterinary 
workers should take over the editorship. The ownership 
of the journal has now passed to this board, consisting of 
Prof. J. G. Wright, Prof. T. J. Bosworth, Mr. J. T. 
Edwards, DSc, and Mr. R. E. Glover. The main 
change is the disappearance of editorials; the journal 
will now be limited to the publication of signed articles 
with a direct bearing on veterinary science. 


ELECTROMYOGRAPHY 

THE search for fibrillation and fasciculation is under- 
taken whenever a wasted muscle is under inspection. 
Unfortunately for the usefulness of the method, the 
minute flickering movements of fine fibrillation ‘are only 
visible under the most ideal circumstances, as when the 
muscle is near the surface and not covered by much 
subcutaneous fissue, and the movements are more than 
usually active. Consequently it is usually taught that 
while fibrillation: may be seen in the muscular dystrophies 
and with degeneration of the anterior horn cells it is 
absent after section.of peripheral nerves or their destruc- 
tion through disease. Electromyography shows clearly 
that this is not so, but that a constant sequence of events 
oceurs which has a direct clinical application. The 
method is simple, and does not inconvenience the patient 
any more than does a hypodermic injection. The usual 
procedure is to stick a concentric electrode made of a 
fine wire running through the centre of a fine-gauge 
hypodermic needle into the belly of the muscle. The 
barrel of the needle acts as an earthed shield and the 
minute wire electrode picks up the electrical activity 
of units within a radius of 1 mm. The potentials are 
amplified by a standard amplifier, and records can be 
observed and photographed on a cathode ray tube. 
Weddell, Feinstein and Pattle * point out that the activity 
of normally contracting motor units and of fibrillation 
can be easily distinguished, and it is consequently 
possible to decide whether a muscle is innervated nor- 
mally, partially or not at all. To explore the whole 
muscle may require about six punctures, but this _is 
rarely necessary and gives only trifling discomfort. On 
the other hand yauch information is gained for instanve 
in peripheral nerve injuries where muscles which are 
apparently quiescent are found to be in a state of 
continuous fibrillation. Since the area from which the 
electrode will record is minute, and the signals alternate 
very rapidly at the limits of the field, the method can 
be carried further, because by making three or four 
punctures in a muscle the average number of active 
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motor units can be determined and their activity 
observed. In a recovering muscle it can be seen that 
more and more units are being activated, and the 
regeneration of the nerve filaments can be accurately 
followed. The method can therefore be used quantita- 
tively as well as qualitatively. Consequently, as Denny- 
Brown and ‘Pennybacker * showed, additional informa- 
tion of value in the clinical management of cases of 
muscle wasting is thus made available. One of the new 
observations made by Weddell and his colleagues in 
Oxford is that the degree of fibrillation in denetvated 
muscle is in some way related to the metabolic rate of 
the tissue. It appears early in small animals, and can 
be readily induced,in man by heat. It seems that, while 
the observation that fibrillation is absent after denerva- 
tion is incorrect, in every case if the temperature is 
raised suitably fibrillation can be easily recorded. There 
is patently much more to be learnt, but the method is 
so simple that advance in knowledge should be rapid. 


DIAGNOSIS OF APPENDICITIS 

Tur view that an attack of appendicitis is an example 
of closed-loop intestinal obstruction, with inflammation 
and its signs and symptoms as important sequelz rather 
than essential factors in the disease, increases the 
doctor’s responsibility for very early diagnosis. But it 
also makes it easier for him to follow accurately the 
course of events, and to recognise and assess the signs 
and ‘symptoms presented by an obstructed appendix 
in one of the less usual anatomical sites. Early diag- 
nosis depends on knowing that the acute onset of central 
abdominal pain, followed by vomiting, followed by 
tenderness in the right iliac fossa occur in that sequence 
in the great majority of cases of acute appendicitis and 
hardly ever in other acute abdominal condition. R. A. 
Hughes * suggests the mnemonic: ‘‘ First and all the 
time pain, next nausea, then tenderness, and finally 
fever with leucocytosis.” Before the fever develops the 
pain will. have changed from a colic to a continuous 
soreness or ache, and shifted from the umbilicus or 
epigastrium to the right iliac fossa. At the onset the 
patient feels as if movement or defecation would ease 
the pain. When the right-sided' pain has become 
established~he knows that lying still is all-important. 
Later, if spreading peritonitis develops, he not only wants 
to lie still but must. 


Abdominal examination during the first stage of the 


illness may reveal nothing. By the time the doctor is 
called, however, it is usually possible to elicit tendernéss 
in the right iliac fossa. Guarding of the abdominal wall 
on pressure develops rather later, and rigidity later still. 
In some but by no means in all cases a localised area 
of hyperzsthesia can be demonstrated. To avoid being 
misled by the unusual case and by the case seen very early 
or very late, it is necessary to recognise the meaning of 
each of these signs and symptoms. The initial pain, 
being a colic due to increase of pressure in the lumen of 
the appendix and to the efforts of the appendix to expel 
its contents against distension of the unstriped muscle 
in its wall, resembles all other forms of abdominal 
colic : it is difficult for the patient to localise accurately, 
and it makes him squirm and hold his abdomen. Often 
it awakens him in the early hours of the morning. He 
vomits, or feels sick. Only the fact that the distended 
appendix is tender allows this stage of the disease to be 
distinguished with any degree of cértainty from other 
abdominal colics. It must be remembered ‘that the 
tenderness at this early stage is over the appendix 
wherever that organ may lie, so that a very low pelvic 
appendix may be tender only to rectal or to vaginal 
examination, and a very high retroexcal'one may be 
tender in the hypochondtium or loin. In the next stage 
the obstructed appendix \ with its fecal contents becomes 
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inflamed, and the ischemia of its wall, induced by a 


greater or less degree of strangulation, is followed by 
gangrene. If the tip of this’ inflamed appendix is not 
pcan i up by omentum, and happens to touch the 
abdominal parietes, an area of hyperesthesia will be 
produced, which can be demonstrated by pin-prick or by 
pinching the skin. The high retrocecal appendix may 
give hyperesthesia in or near the renal angle ; the pelvic 
appendix gives no cutaneous hyperesthesia. Once 
the inflammation spreads outside the appendicular wall, 
the signs depend not only on the position of the organ 
but also on the success of any attempts at localisation of 
the infection. A tense and completely gangrenous 
appendix, suddenly rupturing into the general peritoneal 
cavity, will produce a. train of symptoms which may 
suggest perforation of a peptic ulcer, except that with 
the ruptured appendix septic absorption will be much 
more rapid and devastating in its immediate effects. 
On the other hand, an appendix well wrapped in a thick 
omentum and lying in the pelvis may mimic a tub- 
ovarian abscess. Guarding of the abdominal muscles 
is @ sign reflexly produced when the sensitive parietal 
peritoneum is pressed on to an inflamed-organ below the 
examining hand. It is commonly absent in pelvic 
appendicitis, and is an easily produced sign when the 
appendix lies near the anterior abdominal wall. Rigidity . 
is present before the hand is laid on ‘the abdomen ; 
it is a sign of peritoneal irritation, and in appendicitis 
means that peritonitis is already established. Rigidity 
spreads from the lower half to: the upper half of the 
abdomen as the infected fluid rises, and from the right 
to the left rectus muscle as pus spreads atross from an 
abscess in the right iliac fossa. Torsion of the appendix 
is likely to produce more rapid gangrene than is obstruc- 
tion by a fecolith, and the sudden vascular isehemia 
prohibits inflammatory change. It is in these cases, 
with rapid onset of gangrene, that the patient’s life is 
endangered by a few hours’ delay ; they give point to 


Hughes’s observation. of the irrelevance of laboratory 


investigations. Leucocytosis will not be present in such 
cases. until rupture and peritonitis have ensued, and 
then the level of the leucocytosis is of prognostic and 
not of diagnostic significance. McAdam Eceles ‘ warns 
the unwary of the “‘ appendix scar” which does not 
betoken a previous appendicectomy ; and ‘of the rare 
left-sided appendix. The appendix irritating the bladder 
and producing symptoms of cystitis, and that lying in 
contact with the liver and diagnosed as a “‘ chill on the 
liver” are common enough to warrant his ee on 
these pitfalls. : 


TUBERCULOSIS NURSING 

Tue Rushcliffe Committee, it will be remembered,+ 
suggested that the General Nursing Council would do 
well to establish a supplementary part of the register 
for nurses trained and examined in the care of tuber- 
culous patients. Whether the council will decide to 
take this step remains to be seen: there are good 
arguments for including @ course in tuberculosis. nursing 
in training for the existing fever qualification, but there 
are even better ones for making such a course.a part of 
training for the general register. In a statement just 
circulated the council points out that experience in 
sanatoriums can already be reco, d as a. part of 
nursing training. Thus nurses tokio full training in 
general hospitals may be seconded no) sanatoriums for 
periods not. exceeding 3 months; and schemes of 
affiliation may be arranged between general hospitals 
and sanatoriums and other special hospitals under which 
two years are spent at the sanatorium in training for the 
preliminary state examination, and a further two years 
at the general hospital in preparation for the final. _ More- 
over, the council are prepared. to consider any other 
schemes of combined training submitted, provided they 
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include not loin hai two years in a gonial training 
school. Nurses in training for admission to the fever 
part of the register are permitted to spend 3-6 months 
in a sanatorium or in the tuberculosis wards of the fever 
hospital. There is a difference, however, between per- 
mitting a special course of this kind to be taken, and 
requiring it to be taken as a necessary part of a general 
or special training. Permissive legislation of this kind 
is often a useful way of trying out approved procedure 
but those who feel that experience of tuberculosis is a 
necessary part of every nurse’s training would welcome 
& more positive decision. 


TREATMENT OF ANTHRAX 

In 60 cases of cutaneous anthrax, mostly acquired 
at a mill making lining materials from Chinese and Indian 
goat hair, Gold * of Chester, Pennsylvania, has compared 
the results of sulphonamide treatment with those of 
serum and arsenic. There was only one death in the 
series—one of the 20 patients who received large doses 
of anti-anthrax serum (avérage 874 ¢.cm.) with neo- 
arsphenamine. This death Gold attributes to the 
timorous use intravenously of insufficient quantities of 
anti-anthrax serum and to the injection of serum locally 
around the pustule, the latter procedure facilitating 
the spread of bacilli along mechanically distended tissue 
spaces. In the remaining cases he systematically 
explored the field of the sulphonamide group with very 
promising results, though he sounds a warning note in 
view of the undesirable reactions which these substances 
may cause, and stresses the importance of Control by 
frequent blood and urine examinations. Response to 
treatment was measured by the retardation and abate- 
ment of local edema, and in the 3 cases where this was 
unsatisfactory chemotherapy was stopped and serum 
treatment begun. Sulphanilamide was used in one case 
and its effect was “not spectacular.” Twenty-four 
patients were given sulphapyridine, 2-4 g. as first dose, 
and then 1 g. every 3-4 hours for 2 to 10 days, 12 patients 
needing 5 days’ treatment ; the average amount given 
was 29-9 g. In four cases a change was made to sulpha- 
thiazole because of gastric upsets, and in two to serum 
because the. Tesponse was doubtful. Sulphathiazole 
was used in sixteen cases (including the four who had 
had sulphapyridine) in similar dosage ; its effect on the 
cedema was not as rapid as that of sulphapyridine but it 
caused less systemic disturbance; one “‘ near death” 
had to be given serum to ensure recovery. Sulpha- 
diazine, tested in five patients, was found to be needed 
in much higher doses than the two former drugs as it 
checked cedema more slowly ; there was, moreover, a 
greater proneness to hematuria. Gold concludes that 
the sulphonamides are a safe and reliable substitute for 
anti-anthrax serum. Sulphapyridine is placed first in 
therapeutic effectiveness, with sulphathiazole next and 
sulphadiazine third; but Gold regards sulphathiazole 
as the drug of choice because of the high incidence of 
nausea and vomiting encountered with sulphapyridine. 
In. one patient poeled human corivalescent serum, 375 
¢.cm., was injected intravenously with no apparent 
benefit. Two cases receiyed-a transfusion of 500 c.cm. 
of the blood of a patient who had recovered from anthrax 
2} years before. One improved dramatically in 3 hours, 
but in the other the response was not so obvious. Gold 
thinks the transfusions of some value, but suggests that 
nermal whole blood would be just as beneficial. 

The combination. of serum with neoarsphenamine 
has proved highly, satisfactory— Hodgson,” for instance, 
reported forty-one cases in Liverpool without’a death 
but the sulphonamides seem as effective and they have 
some practical advantages. Thus Gold’s average total 
dosage of sulphathiazole, 30 g., costs. roughly 4s., whereas 
the 1000 ¢.cm. of anthrax serum which an average case 


2. Gold, H, 4m. int. Med. 1942, 70, 785, 
. Hodgson, . Lancet, 1941, i, 811. 
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will need costs some £12, and the arsenical will add 
perhaps another 10s. Again, the sulphonamides can be 
given by mouth, whereas serum and neoarsphenamine 
must be given intravenously. In the mildest cases, 
where the infection is situated well away from the neck, 
Hodgson thinks an arsenical will be effective without 
serum, but all others should reeeive either full doses of a 
sulphonamide, or serum plus arsenic. Prophylaxis has 
not been proved effective, but where infection may have 
taken place Hodgson gives 5-20 c.cm. of serum intramus- 
cularly—it can do no harm, he says, and may do good. 


RADIUM TREATMENT FOR PEPTIC ULCER 
Many attempts have been made to reduce gastric 
acidity experimentally, but in man it has been difficult 
to achieve any lasting reduction. Moreover, the associa- 
tion of high gastric acid and peptic ulcer is one of great 
complexity. Many results, notably those of Hurst and 
Venables, have shown that acidity may increase as a 
peptic ulcer heals, and others have shown that, though 
symptoms may disappear and healing take place.with 
frequent milk feeding, the acidity may be little if at all 
“reduced during the treatment. Something more than 
mefé reduction in acidity is thus required in the control 
of peptic ulceration. Nevertheless the observations of 
Jenkins and McGeorge! in New Zealand, who have 


tested the response of the gastric mucosa to radium ~ 


irradiation in patients with symptoms of duodenal 
ulcer, are instructive. They first performed a control 
gastric analysis after the subcutaneous injection of 1 mg. 
of histamine acid phosphate in the fasting state. Analyses 
were then performed every 10 minutes for the next 50 
minutes. Subsequently the patient swallowed a rubber 
tube carrying in its end two 25 mg. needles of radium ; 
this was left in the stomach for 4-5 hours daily until a 
total dose of 2000-2500 milligramme-hours had been 
_ administered. At varying time periods afterwards 
further histamine “ test-meals’’ were ‘performed and 
results weré compared. By an ingenious arrangement 
the radium was prevented from coming in contact with 
the stomach wall, and in the only case subsequently 
operated on no evidence of damage to blood-vessels 
was found by histological examination. In 13 of 14 
patients examined a reduction in gastric acidity followed 
the irradiation, as well as a reduction in rate of secretion. 
These changes were .moderate in degree but seemed to 
persist for periods up to more than 2 years, for which 
time some of the patients were followed up. No ill 
effects were observed, and in 7 of the patients all symp- 
toms disappeared; in 5 others clinical improvement 
resulicd, though treatment with alkalis was still some- 
times necessary. 


DEATHS DUE TO SULPHATHIAZOLE 

DuRING the last twelve months, severe toxic effects 
have been reported after sulphathiazole administration 
which have been of a different kind from those familiar 
ones produced by other sulphonamides and lately 
discussed in these columns.* The latest example * was in 
Canada, where a middle-aged man with an ischiorectal 
abscess was given 4 g. of sulphathiazole before operation 
and 12 g. during the six days after operation, after 
which his temperature suddenly rose to 105° F. Sulpha- 
thiazole was given with intermissions during the next 
four days, some of the doses being followed by rigors 
and rapid rise of temperature. On the ninth cot 
operative day he developed oliguria and azotemia, on 
the eleventh day an erythematous rash appeared on the 
face and body, and of the twelfth day jaundice set in. 
He died on the fourteénth postoperative day in spite 
of blood-transfusions and other treatment. At autopsy, 
extensive focal necrosis of the liver was found, 
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adrenal glands. Similar cases have been described by 
Lederer and Rosenblatt * of Brooklyn, and Merkel and 
Crawford of Baltimore.’ The pathological changes 
consist mostly of focal necrosis in the liver, kidneys, 
lungs, spleen, -heart and other viscera, the exact dis- 
tribution being variable. These lesions may be due 
to the direct toxic action of sulphathiazole, but they 
have rarely been observed in animal experiments, and 
in the few patients who have developed them the blood- 
concentration of sulphathiazole has usually not been 
high. More probably they are severe manifestations 
of sensitivity, arising from the same cause as the fever, 
rash and so on, which sulphathiazole seems especially 
liable to produce. In many but not all of the fatal 
cases febrile reactions have been a prominent feature 
of the clinical history, and this hypothesis would account 
for many of the phenomena observed. The practical 
conelusion may be drawn that sulphathiazole should not 
usually be given for more than seven days at a time, 
and any patient who has received a sulphonamide 
previously should be put under careful observation 
the second time. Fever after a period of normal tem- 
perature during sulphathiazole therapy should be re- 
garded as a danger signal, and if there are no signs of an 
exacerbation or reinfection to account for it the sulpha- 
thiazole should be discontinued. These fatal cases are 
too rare to outweigh the advantages of sulphathiazole, 
but they should be borne in mind when treating an 
infection which would be as readily controlled by another 
sulphonamide. They ‘are another argument for ‘the 
desensitisation of all patients who develop sensitivity 
during chemotherapy, and therefore for the establish- 
ment of a quick and trustworthy method of desensitisa- 
tion, based perhaps on the procedure described in 
detail by Erskine.’ 


A CENTRAL MEDICAL BOARD? 

AMONG possible features of a comprehensive medical 
service indicated by Mr. Thomas Johnston, Secretary of 
State for Scotland, addressing representatives of the 
medical profession and Scottish local authorities, was the 
appointment of a central medical board which would 
operate as an employment agency or appointments 
board for medical men anxious to play a part in the new 
service. Without some agency of this kind, ‘he said, 
there would be difficulty in establishing the new system 
in time to deal with the many thousands of young 
doctors returning from the Forces and seeking to enter 
civil practice. Other tasks of such a board might be the 
administration of a superannuation scheme, thé arrang- 
ing of postgraduate and refresher courses, the super- 
vision of the annual intake to the profession, and the 
administration of arrangements for securing to the health 
authorities assistance and advice in appointments to 
senior and consultant posts. 
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TuUBERCULOSIS CAMPAIGN IN IRELAND.—At the end of 
last year it was pro to set up an anti-tuberculosis 
league in Ireland to conduct a national anti-t 
cam (Lancet, 1942, ii, 744), but it has since “been 

that the campaign might be more effective if 
conducted under the auspices of the Irish Red Cross Society, 
which has already a widespread organisation. The society 
has established a tuberculosis committee which will consist 
tise cued Siahbiee bf wate CEM coniote, | Them and 
the same number of members of the society. It. is 
that this committee will set up subcommittees to | ‘with 
the different branches of the work: statistical in tion, 
education, public health, ‘Propaganda, veterinary m 
and bovine tuberculosis, . 
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(Special Asticles 


NATIONAL HEALTH SERVICE 
BMA DISCUSSIONS 


At special conferences held in London on March 31 
the representative body of the British Medical Associa- 
tion, and the representatives of local medical and panel 
committees, were asked to ratify the arrangements made 
for consultation between the profession and the Minister 
of Health (Lancet, March 20, p. 375). Mr. H. 8. Sourtar 
(chairman of council) explained that on Feb. 18 the 
Minister invited the BMA to bring representatives of the 
profession to meet him on March 9. To plead for more 
time would have been unwise, for the Minister was in any 
case meeting the representatives of local authorities and 
of voluntary hospitals. The Government having decided 
to adopt a large proportion of the Beveridge proposals, 
it was felt that the invitation to enter into diseussions 
without commitment should be accepted, and the 
council, in consultation with the royal colleges and other 
bodies, had accordingly nominated a suitable committee. 
It would be impossible to find a stronger one. 





A Matter of Urgency ? 


A number of speakers argued that the council should 
have postponed action till after March 31 when the 
Minister’s proposal could have been placed before the 
representative body and the panel conference., Dr. 
G. DE Swiet thought the Government were trying to 
appease public opinion and he saw little use in plans for 
a medical service if the rest of the Beveridge report 
was side-tracked—if there was to be no Ministry of 
Social Security and perhaps no liquidation of approved 
societies. Where was the hurry for this 5 ig ar ayes 
body to meet the Minister of Health? Dr. D. L. S. 
JOHNSTON held that the BMA could and should stand up 
to the Minister. Dr. A. Smira Poor deprecated speed 
in reform of medical practice. Delay would not deprive 
people of medical care, and the 14,000 doctors on Service 
had a right to be heard before any final settlement was 
reached. Dr. J. A. IRELAND also saw no urgency. 
In the 1910 negotiations there had been at least a likeli- 
hood that doctors would receive more remuneration for 
work done, whéreas now the probable outcome was an 
end of private practice. Dr.C. A. BINNEY spoke of the 
importanee of getting om with the war and leaving 
decisions till it is over. Dr. Jonn Beck would have 
waited till the Government disclosed its intentions. 
Dr. J. B. JEssmmAN, on the other hand, felt that the 
disclosures already made by the Minister made nonsense 
of the assurance that consultations would proceed, 
not on the basis of any preconceived plan, but “ from 
the ground.” ’ 

Supporting the council’s action, Sir Kaye LE FLEMING 
thought it would have been impossible to stay the 
Minister’s hand. Dr. How1re Woop said that the council 
had given nothing away, and Dr. W. W. Fox saw nothing 
undemocratic in provisional action by an executive 
elected democratically. Dr. P. InwaLp asked how, as 
responsible people, the BMA could refuse to negotiate 
with the Government, which had a right to introduce a 
new service if it wanted to do so: a mistake had been 
made in 1911 in opposing a progressive measure. Major 
Scorr STEvENSON had come’ hotfoot from the Hebrides 
to object to the arrangements, but had found them 
fully justified. His own view was that the Ministry 
would do well to deal with its own affairs—for example, 
housing and nutrition—before butting in on those of the 
medical profession. But the council was quite right ; 
the matter was urgent, though the urgency arose only 
because the Ministry was trying to throw a sop to & 
disappointed public. 
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Prof. R. M. F. Picken, reviewing the various proposals 
for reform issued by the BMA since 1928, said that the 
democratic machinery had been constantly used. | The 
profession could enter the discussions prepared as it had 
never been before, and he did not think it could be said 
that the Association had allowed itself to be rushed. 
He saw no reason to attribute machiavellian motives to 
the Government, but they wanted their groundwork 
done before the war nearly approached its end. 

Dr. H. G. Datn had no fear of a stampede. It had 
been urgent to “* get in at the start,” but the discussions 
would take place decently and in order. Doctors now 
away must be consulted and no extension of services 
was possible while the war went on. With other council 
speakers Dr. Dain drew a sharp distinction between the 
present consultations with the Minister, which committed 
nobody, and possible later negotiations. Before negotia- 
tions were undertaken a mandate would be needed 
from the representative body and the panel conference, 
and the negotiating committee might require different 
personnel. 

The importance of moving as a united body was 
emphasised by Mr. Souttar. Recalling the history of 
1910-11, Mr. McApAm Ecctes hoped that true agreement 
would this time be reached on fundamentals. 


100% or Less? 

Professor PIcKEN thought that the Minister ought 
to be given a lead on the question whether all members 
of the community should be covered by the comprehensive 
medical service. At the last representative meeting the 
vote had been equivocal, and the panel conference in 
November had been strongly against extending the 
service to everyone. 

Dr. R. W. Rak feared that inclusion of the whele 
population in the scheme would put too much power in 
the hands of the Government, who could then bring in 
a salaried State service whenever they wished. Dr. 
J. R. Baker said that Beveridge insisted on a 100% 
contributory basis, and to leave out a small proportion 
might torpedo the whole plan. Private practice outside 
the scheme could be retained, but he would hate to see 
members of the profession now in the Forces dragged 
back inte the competitive scramble seen in thany parts 
of the country today. Dr. R. H. Mote believed that 
the doctor-patient relationship would remain unsatis- 
factory till the money side of it was removed. It was 
essential to do away with the difference in prestige 
between doctors receiving private fees and those paid 
by capitation fees. The service would be better if it 
were universal—i.e., if civil servants and others con- 
cerned knew that their own persons and their own 
families depended on it. 

The representatives agreed with Dr. 8. Wanp that it 
would be inadvisable at this stage to make any declara- 
tion on this subject. 

Representation of Minorities 

Dr. R. W. CocksHutT asserted that though democracy 
protects the rights of the minority it expresses the will 
of the majority. Representatives must represent the 
majority view. The profession was at present united 
against a salaried State medical service as never before. 

Yet the representative committee meeting the Minister 
contained strong advocates of such a service. How 
could a man represent the BMA when opposed to its 
views? ‘This is not democracy: this is anarchy.” 
Unity offered the only hope of either justice or mercy, 
and Dr. Cockshut thought the profession must stand 
firm on freedom. Dr. D. L. 8. JoHNsTON also wanted 
te abolish the present committee and elect a new one 
free from representatives in favour of State salaried 
lical ; 


service. : 
Dr. GorpoN Warp said that the Medical Practitioners 
Union, which was founded 29 years ago and had 5000— 
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6000 members, should be represented on the committee. 
The Minister had promised to consult with the MPU 
separately, but it was wrong that he should have seen 
even the Socialist Medical Association separately. There 
should be a united committee, including 2 representa- 
tives of the MPU. 4 

Dr. Cocxsuut said that the MPU was in favour of a 
full State medical service and it would be disastrous to 
admit it to the committee. Other speakers pointed out 
that this applied equally to the Society of Medical Officers 
of Health, and held that any section of the profession 
wishing to codperate should be allowed to do so ; other- 
wise one might be played off against another. Dr. F. M. 
Rose regarded exclusion of this kind as undemocratic ; 
an effort should be made to bridge the gap between the 
MPU and BMA. Dr. Howre Woop, for his part, wanted 
evidence that the MPU would play fair. 

Dr. E. A. GREGG said he had left the MPU because it 
was more interested in getting members than in the 
welfare of the profession. He entirely disbelieved the 
statement that it had 5000-6000 members: the sub- 

~seription income for 1941 was £5833, and the subscription 

—was42-2s.(Dr. Warp: No). The MPU would promote 
disunity within the discussing ‘body just as it had done 
at the court of inquiry into the capitation fee. It did 
not matter if the Minister saw the MPU separately : he 
would attach no importance to its views, and it did not 
represent the profession. ‘Not a few of its members had 
joined merely to get furniture cheaply through its 
agency. 

Dr. GorDON Warp remarked that Dr. Gregg, who 
had been president of the MPU, had the usual enthusiasm 
of the convert. The auditor’s figures showed’ the 
membership at the end of 1941 as 5327, and the union 
paid its Labour Party affiliation fees on this basis. 
Certainly this total included members-whose names were 
retained for a time though their subscriptions had lapsed ; 
but this was the normal practice in professional organisa- 
tions. -He was not the sort of man who would support 
an organisation such as Dr. Gregg described. 

Resolutions recommending representation of the 
MPU on the committee were defeated. On the other 
hand the panel conference approved by 84 votes to 55 
a motion by Dr. W. Jor that Scotland should be allowed 
to elect six representatives to.meet the Minister, instead 
of accepting those nominated by, the council. (A VOICE : 
“If Scotland has free choice why shouldn’t England 

have free choice?”) A: separate committee with 52 
members is meeting the Secretary for Scotland. 


Capitation Fee Again 

Several representatives felt that discussion with the 
Ministry on a new health service should not begin until 
the capitation fee payable under National Health 
Insurance has been satisfactorily settled. Dr. J. R. 
LANGMUIR had little confidence in the Ministry in view 
of its record since 1937, ending in the latest refusal to 
meet an unanswerable case. Dr. A. BraucHAMP, how- 
ever, argued that any new negotiations should keep 
clear of the old trouble; Dr. F. E. Gouin thought that 
though an extra 6d. or 1s. might be acceptable as an 
addition to the capitation fee, its acceptance would be a 
very bad basis for negotiating a new scheme; and Dr. 
PETER MACDONALD said that if, as was quite likely, 
payment of practitioners in a new service was by capita- 
tion fee the present fee would be utterly inadequate, and 
therefore ‘should not be the representatives’ minds. 
The capitation fee, Dr. GreGe agreed, had nothing to 
do with the Beveridge. report. 

At the end of the panel conference Dr. T. J. CosteLLo 
for Lancashire proposed ‘‘ that this conference, being 
disgusted with the reply received from the Minister of 
Health, now calls upon the Insurance Acts Committee 
to consider the advisability of recommending insurance 
practitioners to give notice to terminate their contracts.” 
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Unless practitioners were prepared to do this, he said, 
it was a waste of time to discuss the subject further with 
the Minister. 

Replying as chairman of -the IAC, Dr. Gree said 
that a very serious position had now been reached. A 
letter from the IAC to the Minister dated Feb. 12, 
1943, said :— 


** You know perfectly well that the Insurance Acts 
Committee is deterred by considerations of national 
interest from advising insurance practitioners to with- 
draw from their insurance contracts at present. But 
for such considerations of national interest the Insurance 
Acts Committee would, indeed, advise that step, so 
de > ages so widespread is the dissatisfaction within our 
ranks. The committee cannot escape the conclusion 
that you are taking advantage of the public-spirited 
attitude of insurance practitioners in this matter.” 


A questionnaire was going to panel committees and if 
they sent back the cheering news that they were prepared 
to stand firm and resign, Dr. Gregg would feel honoured 
if it fell to him to say to the Minister that, in view of 
the way it had been treated, the medical profession 
had finished with the Insurance Acts. 


Decisions by the Conferences 


The following resolutions moved by Professor PICKEN 
at a preliminary conference of all the representatives, 
with Dr. Darn in the chair, were subsequently adopted, 
with few dissentients, by the representative body 
(chairman Dr. PETER MacpoNALD) and the panel 
conference (chairman Dr. J. A. Brown) :— 


1. That the Government's invitation to enter into dis- 
cussions without commitment be accepted. 

2. That a committee representative of the profession 
as a whole should, in response to the Government’s 
invitation, now enter into discussions with representa- 
tives of the Minister of Health on ‘‘ a scheme for com- 
prehensive health and rehabilitation services, for the 
peovtetinn and cure of disease and restoration of capacity 

or work, available to all members of the community ” 
(Assumption B of the Beveridge report), in the light of 
the following undertakings now given :— 

(a) That, at the conclusion of the discussions and 
at the appropriate time or times during the dis- 
cussions, but in any case before negotiations open 
and before any proposals are submitted by the 
Government to Parliament, the full machinery of 
the Association, including ,the council and its 
committees, groups, panel committees, divisions 
and the representative body, will be used to consider 
the Government’s propesals and to decide “the 
Association’s view thereon. 

(6) That every practicable step will be taken to 
give all members of the profession, whether members 
or non-members of the Association, an opportunity 
to express their views and in particular that every 
practicable step will be taken to give to members 
of the profession on Service an opportunity of 
expressing their views, to assess those views, and 
to present them to the meeting or meetings of the 
representative body called to consider any proposals 
by the Government. 

3: That the composition of the representative com- 
mittee as reported in the statement published in the 
British Medical Journal of March 20, with the additions 
announced at this meeting, be approved. 

The additional members of the committee will be: 
Dr. J. H. Sheldon (Wolverhampton) and Mr. H. J. 
McCurrich (Hove) to represent provincial non-teaching 
hospitals; Dr. Roland Williams to represent rural 
practitioners ; a general practitioner to be nominated 
by the Society of Apothecaries of London; and repre- 
sentatives of the profession in Northern Ireland.. Of 
39 members so far selected, 19 are in general practice. 
As recommended by the panel conference, Scotland will 
probably be invited to’ elect new representatives, other 
than those already nominated by the royal Scottish 
corporations. 
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STATISTICS OF OCCUPATIONAL MORTALITY 
_ Prof. J. B. S. Haldane, in a lecture to the Socialist 
Medical Association on Feb. 4, took as his text the 
Decennial Su t on, Occupational Mortality. 
‘The , classifies the whole 
population into five social groups. ths from all causes 
in the five classes show.a.censiderable gradient, the poor 
(class 5) dying far. more than She rich (class 1)... In the 
towns of northern England, for example, class 5 men 
between the ages of 20 and 35 have 48 236% of the death- 
rate of class 1 men. Urban poverty is clearly a great 
killer. Most diseases, y respiratory diseases and 
tubereulosis,. kill the poor een more than the rich; 
but there are some exceptions : appendicitis and cirrhosis 
of the liver have a considerable reverse gradient, being 
commonest among the middle elass; leukzmia, acute 
endocarditis, angina and prostatic disease are commoner 
among the-rich than the poor and so is suicide, with a 
considerable number among middle-class shopkeepers. 

The most deadly occupations are those of the tin and 
copper miners working underground with a mortality of 
342% of i average. The other men in dangerous 
trades in decreasing order are sand-blasters, other 
metalliferous mine-workers, stevedores, slate-miners, 
glass-blowers, kiln and oven men in the pottery trade, 
and innkeepers. All have a death-rate of more than 50% 
over the average. The risk, in all these trades except 
the last, is dust, and a large number of these deaths are 
classified as due to chronic interstitial pneumonia which 
is substantially equivalent to silicosis. Potters’ deaths 
from bronchitis are about three times the normal; in 
some trades there is compensation, if death is registered 
as due to silicosis ; but for the two out of three potters 
who die as'a result of their trade there is none. - 

The pathology of disease in workers in the dusty 
textile trades, including cotton blow-room workers, 
< -otton-strippers and grinders, is unexpected. The 
characteristic finding here is not so much lung disease 
as nephritis, and this subject has yet to be investigated. 
Some dusts are harmless; limestone-miners are con- 
spicuously healthy, their death-rate from phthisis being 
less than that of the general population. Shale dust 
is sprinkled in mines because the mixture of shale dust 
and coal dust is not explosive. It would be worth trying 
to sprinkle calcium carbonate where men exposed to 
silica risk are working. 

The lowest death-rate is among agricultural machine 
workers who live a healthy life in the country but get 
higher wages than the average agricultural worker and 
drink less than the average farmer. Then come radio- 
operators on land, draughtsmen, bank and insurance 
officials, canvassers (other than insurance officials), 
chemical workers, gamekeepers, teachers, civil servants. 
All have death-rates below 70% of the average ; but it is 
not clear what all these groups have in common. Those 
in trades with most deaths from accidents are stevedores 
(429% of the average); slingers and riggers (300%), coal- 
miners, stone-quarriers ; shunters on railways and plate- 
layers. Apart from miners all are in transport, the worst 
being water transport workers. Railway transport as 
a whole is conspicuously healthy and road transport 
about average. 

The highest. death-rate from cancer is among glass- 
blowers with 225% of the normal. This is partially due 
to cancer of the lips and mouth, an occupational hazard, 
but there is an excess of cancer in other sites also. 
Stevedores, leather-dressers, dockers, furriers, tin and 
copper miners, gas-producer men, and oven men 
also have high rates for cancer deaths. The great 
cancerous trades Pee the oye are either almost _ 
appearing, as in case of shale-mining, or are muc 
healthier (e.g. chimney-sweeping). 

What should be done about these dangerous occupa- 
tions ? The Beveridge report, said Professor Haldane, 
contains a suggestion which is extremely important if 

properly developed. In occupations which have a high 
mortality-rate (i.e. where the compensation to be “on 
exceeds 150% of the normal) the industry sho 
—— taxed to pay for that extra. This would de 

ustrialists an economic incentive to improve 
health conditions. But the occupations m be 
adequately classified ; the burden should not be on the 
indentepane whale but on the particular groups which are 


in a position to improve matters. Research should be 
conducted on a larger scale and less spasmodically ; 
and there is a need for edueation especially of the trade 
unionists. concerned. He asked: ‘“‘ Do we want to have 

anyone employed in ae which have a very high 
death-rate, or can we find other methods of attaining 
the desired product ?’’ He thought that in this country 
we have enough material resources to. eliminate most 
dangerous trades by producing the same end-product-by 
entirely different methods. There would remain some 
necessary occupations which had a hazard to health. 
For these we might follow the lead of the Seviet Union 
in arranging. shorter hours, better conditions, special 
diet and. increased medical supervision. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


Tue club is really too big. Neither the Consultant 
Physician nor I knew the two who sat down to share 
our luncheon table, yet we both thought they seemed 
somehow inappropriate. The younger was more a 
neutral type but the elder had, well, an unattractive 
personality—prominent incisors and a hypergonadal 
voice—but nothing wrong with his lungs. You can 
sit beside some conversations and never hear a word ; 
others compel your attention however reluctant, and 
I saw the CP was suffering as I. The two had been 
holding forth on the rigours of austerity, and the younger 
told without disapproval how his daughter had checked 
herself against an austerity quiz in a women’s magazine, 
and had to confess that she was not following a single 
economy mentioned. The elder one giggled. This 
brought the CP téetering on his stimulation threshold, 
and the other completed the process by following up 
with ‘‘ Yes, they are carrying things to a ridiculous 
pointthis bath non..ense for example. One naturally 
can’t drop one’s daily hot bath.’’ The CP straightened 
his massive form and ‘*Harrump! Pernicious- 
rubbish. It’s unpatriotic, enervating and unhygienic. 
Look what happened to the Greeks and Romans when 
the baths became their clubs. Sapped their energy. 
Led to degeneracy and effeminacy. And the daily bath 
is unhygienic. Yes, sir, you heard me correctly! Let 
me finish. You have not realised, in fact you did not 
know, that your integument is an active, living, growing 
tissue which is completed and protected by a fine layer 
of keratinised epithelium—that is, minute hard scales. 
This slowly and continuously wears away and is as 
continually replaced. - Now, sir, you steep this beautiful 
protective covering in hot water till the cells are soft 
and sodden, you even intensify the process by using 
bath salts.”’ The other again attempted to interrupt 
but a hand like a main road signpost held him up and 
the lecture swept on. ‘‘ Then you soften them: still 
further with soap and scrub them off with brushes and 
loofahs. Finally you remove all that have survived by 
rubbing them off with a rough towel. This exposes the 
lower layers of the skin cells. This denudation is no 
way to treat your skin, it is unphysiological and un- 
grateful. I have not mentioned other effects of hot 
baths on muscle tone, blood-pressure, blood-chemistry 
and so on; nor the work of that Cambridge fellow on the 
relation of excessive bathing to relative infertility—but 
you wouldn’t understand that, it’s too technical. Now, 
sir, that is part of the medical side of the question for 
you to think about since the necessity for saving fuel 
and water does not appeal to you. G -day, sirs! 
Come along to the smoking-room, doctor, where we can 
have our coffee in peace. 

I complimented the CP on his counterblast, pleasing 
him mightily; but added there was a point when 
bathing became advisable and asked what he would 
prescribe. ‘‘ It is always difficult to steer a nice course. 
The head of a Cambridge college is alleged to have met 
a demand for bathrooms with the astonished remark 
that the men were only up for ten weeks. That I feel 
is rather long. For an entirely different practice, 
Martin Luther prescribed ‘ zweimal in der Woche,’ and as 
I always felt Luther was given to exaggeration I halve 
his advice to my patients. Bath once a week squares 
with the well-established English practice of Saturday- 
night ablutions, and if your advice coincides with the 
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existing practice of the majority it is much more accept- 
able—and much more likely te be followed.” 


* - > 
My sister writes poetry and gets it too. 
She can’t, of course, equal Browning who always got 
God and/or death into the last line, but she generally 
manages it in the last verse. J often write rhyme and 
Pateg > contrive to be vulgar. Is it the same gene ? 
In . Ford’s little green book, which has given me 
intense pleasure for months, he strésses the versatility of 
genes—a single one, for instance, uces polydactyly, 
retinal degeneration, mental ciency, obesity, and 
hypogenitalism. Rather like our vicar, who plays 
scratch golf, breeds ferrets, preaches a damn good 
sermon, but rumbles abdominally at Mothers’ meetings. 
Take five or six thousand talented blokes like that, all 
with their allelomorphic (it’s words like that which give 
genetics a bad name!) partners, make them into a 
community with the subsequent cancelling of extremes, 
with club and clique formation, counter-balancing of 
opposite opinions, with a mutual lust to live and live 
harmoniously, each fulfilling his or her fun and function, 
then you have a pretty good illustration of the genetic 
constitution of man. In short what the man is to the 
~genethe community is tothe man. Sometimes lately on 
~my rounds like some tyro Paul I have been stricken by the 
impact of revelation. What amazing things we are, 
even the most gargoylian of us, living tombs, massive 
museums immortal, imperfect harmonies from the crude 
din of chaos, world histories in being, wanton packets of 
assorted seeds from Woolworth’s! Yes, if man is to 
rogress, genetics must be the Great Guiding Science. 
n 2 or 3 hundred years with the help of breeding 
experiments (Why shouldn’t sibs mate? Theclassic gods, 
the Ptolemies and Byron all did. Oh, don’t be so 20th 
- century !) we ought to be able to provide genetic maps 
for all. I envisage a putative young lady who wants to 
have a poet child—poets will be highly prized then— 
trailing up to the Municipal Genetic Centre with her 
‘own and half a dozen suitors’ maps. ‘‘ You can’t ’ave 
"im, Miss. Why, ’e’s got a vulgarity enzyme gene; it 
would write limericks. Nor this one neither. Look at 
im; ‘e’s got the dominant word-seeing genes. .. .” 
Later still they’ll be much more advanced. With the 
help of a super-electron microscope, microsurgery and a 
little tact they'll be able to remove or transpose our 
_ erring genes. Someday a jot of that, which is I, may 
be a great poet, the vulgarity part being in the micro- 
sloppail, somewhere about A.D. 3000. 


* * * 

Step by step I have been advancing in the amateur 
veterinary line. It started with the usual dog-and-cat 
practice, later embracing chickens and ducks, who are at 
present even more beloved by their owners. I no longer 
think a member of the family has sickened if I am told 
** Hezekiah is ill’’: these feathered chums seem to be 
named exclusively from the Old Testament. From this 
you may have gathered we are temporary war-time 
countryfolk who if we are unable to go to town can at 
least have an egg for breakfast, if the hens are willing. 
The results are probably more satisfying than two hours 
of Greta Garbo. Everything was lovely at the inni 
until disease reared its head, and somehow the handy 
sixpenny books on fowls and things did not help much; 
our perverse creatures never suffered from the common 
complaints mentioned in the last chapter. My reference 
library, by the way, is housed in Mr. Smith’s hospitable 
bookshop, consulted between buses. My pharmacopoeia 
too was simple: a “ per-up,” a “ settler-down,” 
a “ bowel opener” and a ‘‘ bowel stopper ’—no fancy 
gradations. All or nothing is our motto in these parts. 

With the arrival of a pig new complications arose, 
for somehow pig-k - is looked upon as a major 
art. dren are considered capable of looking after 
mice and guineapigs; does mere size require special 
skill ? We did not think so until poor Solomon Pig lay 
ill with the “ scours.’’ Our local statistician, tem i 
off racing, said the mortality was 999 per 1000, the 
farmer advised a drench but plained the drench 


was likely to 
difficult ’’). 


suggested 
the cabbage patch, if he was too far gone no damage 
would result ; if he sampled, anything—well, what did 


a few cab matter when 10 score of bacon was in the 
balance ? latter won the day because I was naturally 
diffident in the face of authority. Solomon was led, 
shaking greatly down the garden where he slowly 
settled down in the rubbish heap like a steam-roller 
ee ere Three hours later we carried him 
groseoded 65 tess thee matter eclentiinealiy, just ax il the 
to ; as e 
pig had joined the 1. An apple filled with castor 
oil was the results noted with satisfaction 
by us if not by Solomon. Two codeines wére fixed with 
toffee firmly to the teeth and d swallowed with what 
seemed his dying breath. Y y, three months later, 
he returned as -eured bacon—l cwt. 1 qr. 5 Ib. 
case _ bly corresponds to the successful 
treatment of . Brown, dramatically cured after 10 
of cruel pain, for cases then rolled in. A piggy 
ilateral inguinal hernia cured with modern cotton 
technique resulted in a good market price and surpris- 
ingly enough a fee for me (one calf skin and a supply of 
wood). This was a record since the treatment of 
fowl coccidiosis (a supply of straw weekly for life). The 
practice was now looking up and then the great day came 
when I was called to see a horse. I suppose this corre- 
sponds to the day, in Harley Street, when the first duchess 
presses the door bell. The first patient in this exalted 
sphere was normally a beautiful animal, but now with 
a temperature of 104° F. and staring coat he looked 
almost as dejected as his owner. I determined that this 
must be an example of the scientific approach and 
modern therapeutics. His chest was examined and 
bronchopneumonia diagnosed, the. nasal discharge 
cultivated and typed and a blood-culture grown which 
corresponded and gave us a hemolytic staphylococcus 
type~3. A glittering stethoscope if used in a stall, I 
discovered, will usually be followed by the risk of con- 
cussion for the user; I always now use the ear directly 


applied. Treatment seemed useless, for in spite of 


sulphanilamide given in the hope that this strain of 
staphylococcus was susceptible, our horse grew worse and 
worse, growing into the most pathetic sight—legs filled 
and abdomen pendulous with fluid—until all that 
remained was a humane dispatch. Thorough to the end, 
I demanded a post-mortem. Inside the kmnacker’s 
shed the horse was strung up by two legs and beautifully 
skinned by the knacker who looked like the post-mortem 
attendant in any other pathological department. The 
surroundings—for now we could see in the gloom—were 
grotesque ; a foetal calf, a heap of bones and a pile of 
black somethings lay around the coppers (the boiling, 
not the arresting kind). The resident hens strutted 
around, looking almost too well-fed. He opened the 
animal and when the groom saw what keeps his legs 
apart while astride he departed to recover in the open 
air. After we had dealt with yards and yards of baggy 
entrails we delved into a thorax which seemed as deep 
as an air-raid shelter; when our friend the knacker 
disappeared to cut out the apices of the lungs I felt we 
should have to tie a rope on his legs for his extraction. 
Result, a huge abscess of right upper lobe, secondary to 
the bronchopneumonia, and that case was complete. 
To me, interesting variations from human patholo 
were the collection of botts in the stomach~(presumably 
the larve of horse flies, all tightly adherent to the gastric 
mucosa) and the mass of small red worms in the walls 
of a thickened coeliac axis. I was also amazed at the 
small tortuous external auditory meatus. 

As we left the yard I looked back at the shed where 
dismembering was now in full swing; from the door 
came sailing the hooves of the departed, looking as if 
he had cast them in askittish moment—as slippers fly off 
— we try to land a kick on that awful dog from next 

oor. 
* x * 

An unexpectedly sharp pang of regret assailed me as 
I turned to give her a farewell glance as she stood in 
the middle of a dismal car park early one March morning. 
We had been tan cae for more than two years through 
all weathers, she had never let me down. We had 
seen much of the progress of the war together. Those 
drives up to town throughout the winter of 1940-41, 
when some new vista of devastation greeted us on each 
visit and when the attempt. to choose a route that had 
the minimum of diversions was rapidly given up as new 
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diversions appeared every week. Those days when Arms go 


hiteh- was so popular and we were always being 
ea ae day when, being held up at some traffic 
agen ws ities a vietan rently tc 
we a ¥o’ mother ing an i t, ti to 
her breast het psa Ses terrified. Never was the offer 
of a “lift” more gratefully accepted. She had just 
been bombed out of her home and was on her way to a 
sister who lived further out in the suburbs. Her sister 
had no idea she was coming, but she had no doubt as to 
the weleome she would receive; such is working-class 
camaraderie. We had sailed past. convoys on the 
roads; we had been stop by Home Guards on 
exercise and asked for our identity ecards; we had been 
stopped by local police and asked if we knew how to 
immobilise our car in the event of an emergency. How 
she rocked with silent mirth at my reply that I would 
remove the distributor and, if necessary, smash the 
carburettor and drive a nail into the petrol tank! We 
had carried all sorts of loads—distinguished admirals 


professors, surgeons, physicians, students, invalids, 
books, papers, groceries, furniture, livestock. But 


whether acting as taxi, removal van, grocery van or 
merely private car, we had enjoyed it all. We had 
seen the sun rise after a hectic night trying to bring 
some relief to the victims of air-raids. I had hoped we 
might see the war through together, but it was not to 
be ; the passage of time was not to be stayed, and so we 
finally - I only trust that her successor will give « 
me as loyal and efficient service. 


i Parliament : a 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


AFTER the budget till Easter the meetings of Parlia- 
ment, will be dominated by the financial aspect of affairs. 
But when Easter is over there are many large issues, 
including that of medical and food relief work in the 
immediate post-armistice period, to be considered. 
When asked about a debate on the massacre of Jews and 
others in occupied Europe the Prime Minister was 
symmntneic but counselled waiting until Mr. Eden 
returned from the USA, as he. knows ‘“‘ exactly what is 
the latest position between the United Nations con- 
cerned.” Mr. Law, under-secretary to the Foreign 
Office, gave some figures of refugees and massacred 
people. There were as refugees in this country some 
176,000 people, excluding foreign nationals in the Armed 
Ferces. Some 39,000 Jews had fled to Palestine and 
‘above one million ’’, was the figure given for Jews 
massacred in Poland. 

Two days of Parliamentary time during the week were 
taken up by detailed committee amendments to the 
Catering Wages Bill. On the second day of the debate 
Sir Douglas Hacking, who with a number of Conservative 
supporters (originally over 100) had been using all the 
arts of epposition against the bill, said: ‘‘ For two days 
we have tried to reason with the Government. It has 
taken twelve hours to discuss four clauses of the Bill.” 
The formal opposition was then withdrawn. But an 
informa] Conservative guerrilla movement still continued 
and mustered forty-two votes on the only division called. 
But, as the BBC says, the debate continued. And there 
are few things more wearying than detailed and some- 
times finicky —_—— on a matter on which the view of 

nes steer is clear. Mr. Bevin had 
made his case. The bill is accepted as creating improved 
conditions for employees in the catering trades. 

The weariness of the House had one astonishing 
I believe, unprecedented result. When at the end of 
the second day’s debate the motion ‘‘ To report progress ”’ 
was moved, the assistant Serjeant-at-Arms approached 
the table in front of the Speaker where the was 
lying onits two supports below the level of the ta’ i 
It was his duty to lift it wp from there and place it 
position on the ta . because this is the procedure 
when the Speaker is in chair and “ 








be reported from the ‘‘ Committee” to him. But the 
assistant Serjeant-at-Arms put the Mace over his 
shoulder and marched towards 
that the sitti 

was not finis 


the exit. This is the sign 
has come to an end. But the sitting 
and there was the assistant Serjeant-at- 


ing off with the symbol of Parliamentary 
authority. Members gas’ and shouted at him. But 
already the subordinate o: of the House had taken 
their cue and cried ‘‘ Who goes home ?”’ the old call with 
which all sittings end. It is rumoured even the acting 
Speaker uttered a sound resembling the expression 
“ Hi!’ And the assistant Serjeant returned, and 
nearly dropped the Mace on the table. The remaining 
business was soon dispatched, the sitting came to its 
legitimate end. The Mace was carried out and ‘‘ Who 
goes home?” sounded out again. But the Mother of 
Parliaments had had a human lapse—she had got bored. 


VITAL STATISTICS FOR ENGLAND AND WALES 


The Registrar-General gives total live births in England 
and Wales during 1942 as 655,075 (some 68,000 more 
than in 1941) and total deaths (including those caused by 
enemy action) as 479,907 (some 55,000 less than in 1941). 
Birth-rates in 1941 and 1942 were 14-2 and 15:8 re- 
spectively, per 1000 population, and death-rates 12-9 and 
11-6 respectively. e infant and maternal mortality- 
rates, set out in the following table, are the lowest 
recorded. 

1941 1942 
Infant deaths per 1000 live births .. per 59 on 49 
Maternal deaths per 1000 live and still , 
births— 


Post-abortive infection .. 0-35 0-35 
Abortion without sepsis. . si 0-19 0-11 
Infection during childbirth and puer- 

perium .. 7 - ae Ate 0°47 we 0-42 
Other maternal deaths .. a a 1-75 1°59 


QUESTION TIME 


Medical Relief for China 

The Under Secretary for Foreign Affairs stated in answer to 
a question that HM Government have for long been fully 
aware of the urgent necessity of giving China all possible help 
in the way of medical relief, and have taken practical steps to 
do so, both by providing financial assistance and by the 
despatch of medical supplies. They have made a grant-in-aid 
of £50,000 to the British Fund for the Relief of Distress in 
China and a further £41,500 to the Chinese Red Cross. Apart 
from this, large sums have been collected by voluntary societies 
in this country, notably the United Aid to China Fund. Pend- 
ing the reopening of the Burma Road, financial assistance of 
this kind must inevitably form the major part of the relief we 
are able to send to China, owing to the difficulties of transport. 
Every effort has been made to send medical supplies from 
India, and important allocations—e.g., 5 million tablets of 

uinine—have been made in the past. At the present time the 
shortage of medical supplies in India, in addition to the difti- 
culties of transport, constitute serious limiting factors. HM 
Government are fully alive to the needs of the situation and 
will continue to do all that lies in their power to remedy it. 


African Medical Service 

Mr. R. W. SorEnsEN asked the.Seeretary of State for the 
Colonies whether, in view of the discontent among Africans 
respecting the West African Medical Service, he was consider- 
ing appropriate reforms; how many West African doctors 
had been appointed to the Colonial Medical Service operating 
in West Africa; how many West Africans hold responsible 
administrative medical posts in West Africa compared with 
Europeans; and whether the medical services in the West 
Afrieagn Colonies were likely to be codrdinated.—Colonel 
OtivER SranLey replied: Measures are under constant con- 
sideration for increasing opportunities for the employment of 
Africans as medical officers in West Africa. West Africans 
have not been formally included in the unified Colonia] Medical 
Service. But 84 African medical officers have already been 
appointed to the West African Government services. So far, 
most of the senior medical administrative posts are held by 
Europeans, but the medical officer of health at Lagos and his 
assistant are Africans and a West African holds a specialist 
post in Nigeria. Measures to facilitate the interchangeability 
of African medical personnel among the four colonies are being 
considered. 

Sir F. FremantteE: Has the Minister considered the advis- 
ability and the possibility of having a subordinate medical ser- 
vice, such as they have in India, where it has done most useful 
work ?—Colonel Stantey: That raises a bigger question. 
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I'am aware that the men over 65 and women over 60, who 
have entered industry since the war began and who were not 
previously insured, are not-entitled to medical benefit under 
the NHI acts, but it is not possible for such provision to be 
made within the present framework of the ‘National Health 
Insurancé scheme. (Mr. Brown replying to Mr. J. J. TINKER.) 

Artificial Limbs for Children 

Sir Jocetyn. Lucas asked the Minister whether he could yet 
make any statement as to the advice to be issued to the 
maternity and child welfare authorities with regard to the 
provision of artificial limbs for children in need of them ; and 
whether he would lay down that no child who lost a limb:should 
be deprived of the right to an artificial one by reason of the 
inability of the parents to purchase one should it be recom- 
mended by the medical authorities.—Mr. Brown replied : 
A circular, to be issued jointly by the President of the Board 
of Education and myself, is now being printed and will I hope 
be issued before the middle of the month. I have no power 
to require welfare authorities to supply artificial limbs but the 
circular will give approval to the exercise oftheir powers for 
this purpose. 

Diphtheria 

Anrong approximately 3,731,000 children immunised against 
diphtheria under local authority arrangements in England and 
Wales during 1940-42, the number of notified cases of the 
disease was 7286. The number of immunised children who 


died from diphtheria during 1942 was 41, as compared with ® 


1473 deaths among non-immunised children. 
replying to Mr. A. Epwarps.) 


Vaccine Lymph 
Mr. 8. P. Vrant asked the Minister the reason for the change 
made in the number of live bacteria allowed in vaccine lymph ; 
was &@ more potent lymph needed ; and what safeguards were 
furnished for the protection of the public against the effects of 
lymph containing such large numbers of living bacteria.—Mr. 
Brown replied: The change has been made to facilitate pro- 
duction of vaccine lymph, not.to increase its potency. The 
increase of bacteria mentioned relates to harmless adventitious 
organisms found in lymph as taken from the calf, and the last 
part of the question, therefore, does not arise. . The safe- 
guards against harmful micro-organisms remain as stringent 
as they have always been. 


(Mr. Brown 


Infectious Disease in England and Wales 
WEEK ENDED MARCH 27 
Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2185; whooping-cough, 1982; diphtheria, 816 ; 
paratyphoid, 1; typhoid, 6; measles (excluding 
bella), 19,561; pneumonia (primary or influenzal), 
505 ; puerperal pyrexia, 191 ; cerebrospinal fever, 101 ; 


- 


poliomyelitis, 4; polio-encephalitis, 1; encephalitis 
ee 1; dysentery, 92; ophthalmia neonatorum, 


No case of cholera, plague or typhus fever was 
notified during the week. 


* The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 24 was 2354, including 


scarlet fever, 528; diphtheria, 245; measles, 783; whooping- 
co , 301; enteritis, 89; chickenpox, 57 ; erysipelas, 5; mumps, 
18; poliomyelitis, 2 ; 


dysentery, 32; cerebrospinal fever, 16 ; 
puerperal sepsis, 15; enteric fevers, 8; german measles, 25 ; 


encephalitis lethargica, 1. 


Deaths.—In 126 great towns there were no deaths 
from enteric fever, 4 (0) from scarlet fever, 18 (6) from 
measles, 19 (1) from whooping-cough, 21 (2) from diph- 
theria, 56 (5) from diarrhcea and enteritis under two 
years, and 73 (7) from influenza. The figures in paren- 
theses are those for London itself. 


There were 3 deaths from diphtheria at Manchester. Birmingham 
fatal cases of diarr’ 


reported 7 hea. Sheffield had 7 deaths from 
influenza, no other great town more than 4. 


The number of stillbirths notified during the week was 


252 Sag ao amy, to a rate of 38 per thousand total 
births), including 19 in London. 


DIPHTHERIA IN Eire:—There has been a serious 
incidence of diphtheria in Dublin in recent weeks. 
During the four weeks ended March 27, 131 cases have 
been notified in the county borough. The cases are 
mainly of the severe type classed as gravis, and there have 
been many deaths. The incidence in Cork has also been 
-high, 40 cases having been notified during the same period. 


; Letters to the Editor ‘ 


EVALUATION OF GASTROSCOPY 
Srr,—There are two special matters in Dr. Morton 
Gill’s article of March 13 to which attention may be 
called. First it is stated that the findings are analysed 
in “1000 consecutive gastroscopic examinations,”’ but 
no indication is given as to what cases are seiected for 
ogee or indeed that there is any selection at all. 
e may accept it that they are from the gastric clinic 
but they must be further selected since the analysis 
gives only 5-3% as having ulcefs, mostly positive to 
X rays. One would expect either afar higher figure for 
ulcers or none at all if a positive X ray is the criterion for 
exclusion. Probably the cases approximately correspond 
with what may be called “non-ulcer dyspepsia.” 
Normals are recorded as only 36-6% even though this 
apparently includes a block of 60 cases from group A, 
in which ‘‘ both X ray and gastroscopy revealed a gastric 
lesion.” But gastritis is found in over 49%, a surpris- 
ingly high figure. _ : 
The second point is the following statement: ‘‘ Most 
superficial and hypertrophic types [of gastritis] are not 
sufficiently serious to incapacitate, and a soldier can be 
retained in a low medical category without hospital 
treatment.’’- On this basis over 50% of non-ulcer cases 
gastroscoped would be placed in category C. Some 
other cases of gastritis would be discharged and only 
some 30% of cases would return to their units in category 
A or B. It needs little experience of the Army to 
recognise that a man who has been in hospital for 
dyspepsia, has been investigated and gastroscoped, and 
then placed in category C is unlikely to be of use as a 
soldier, and it is the belief of the Army that a far higher 
proportion of non-ulcer dyspepsias can make useful 
soldiers. If Dr. Gill’s conclusion is put into practice a 
large number of men will be lost to the Army, I would 
suggest unnecessarily. Dr. Gill can, no doubt, supply 
the evidence on which his statement is based. ntil 
this is published and confirmed it would be contrary 
to public interest for medical boards to act in accordance 
with this opinion. 

London, W.1. Henry Ié. Trpy. 

Sir,—Dr. Gill’s figures are so much at variance with 
my own experience of gastroscopy among both Service 
and civilian patients that I feel some comment on them 
is called for. 

Dr. Gill finds that nearly half the patients (396 of 806) 
had gastritis, and that only 295 (36-6%) werenormal. My 
records of many h of gastroscopies at King’s 
College Hospital and elsewhere in civilian practice have 
been destroyed, but I.know that the incidence of gas- 
tritis—or what I took to’be gastritis—was not nearly 
so high, and this despite the fact that there was no 
upward limit to the age-group as there is among soldiers. 
In military work I have records of gastroscopies in 86 
soldiers—who were a specially selected group from 346 
patients in whom radiological evidence of disease was in 
doubt or was negative, and in whom I thought there to 
be some clinical evidence of a lesion of the stomach. 
In these selected cases I found evidence of gastritis only 
in 23—that is, in about a quarter. This is so much at 
variance with Dr. Gill’s figures that either: his 1000 
cases were more carefully selected than were mine (though 
there is no reference to this selection in the text of his 
article, and neither does the very large number of cases 
suggest any such selection); or his diagnostic criteria 
at gastroseopy differ from mine. 

_1 am astonished at the high proportion of cases 
i gastroscopically as hypertrophic gastritis 
(166) and, to a less extent, at the comparatively — 
number of cases (34) of atrophic gastritis. Dr. Gill, 
referring to hypertrophic gastritis, says ‘‘Most .-.. 
hypertrophic types are not sufficiently serious to in- 
eapacitate, and a soldier can be retained in a low medical 
category without hospital treatment.’ My experience 
of hypertrophic gastritis is that it is a rare and serious 
lesion—especially rare in the young man, and serious 
in that it is a progressive lesion, and a likely precursor 
of cancer. Of the 23 cases of gastritis diagnosed among 
iers, 18 were superficial and 5 hypertrophic. Of 
these 5, 2. were sufficiently advanced for radiological 
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PREFRONTAL LEUCOTOMY.——-TRAINED NUTRITIONIS?S 


and. were in men aged 41 and 43; 2 were 


radiologically negative, and one was diagnosed radio- 
logically as duodenitis. 

As the 34 examples of atrophic gastritis, 
I feel the term atrophic should be amplified. Under this 
heading I can think of at least four di nt conditions 
familiar to me as a result chiefly of civilian work. 


(a) The thin pale mucosa, through which blood-vessels can 
be seen, associated with hypochlorhydria. This is the most 
common perhaps. The condition is a constitutional one,, and 
{ do not think it should be labelled “ gastritis.” Its signific- 
ance with regard to the patient’s gastric future is unknown, 
and there is no treatment. for it, as far as I know. 

(b) The pale mucosa, with complete achlorhydria, and an 
alteration in the blood-picture—a rare condition in men, 
particularly young men. 

(c) A progressive and destructive type in which the mucosa 
is patehily affected, and has a characteristic greenish colour. 

(d) A condition, probably allied to (c), in which superficial, 
hypertrophic and atrophic gastritis is present simultaneously. 
[have seen this condition several times in older patients, and 
in 2 cases gastroscoped at the EMS hospital at Leatherhead. 
Both were in young sailors, who had suffered great hardships 
on constant minesweeping patrols in the North Sea. 


I am a little surprised that in-all these cases of gastritis 
Dr. Gill has seen no mention is made of this mixed 
type, and that he has been able to fit every one into the 
three groups—superficial,, hypertrophic and atrophic. 
I have always-held that these three divisions were purely 
arbitrary, and a reasonable classification until the time 
when more is known: but gastroscopic experience 
shows it to be an inadequate grouping, and that there is 
often a good deal of overlapping. 

Finally, the management and disposal in the case of 
the soldier is extremely important. I agree that a 
routine investigation should be done ‘in all cases of 
dyspepsia if the doctor is sufficiently convinced by 
clinical examination that there is something organically 
wrong. If investigation shows an ulcer or a severe 
diffuse. lesion of the stomach, the patient should be 
recommended for. discharge from the Army. It is, 
however, very important to avoid placing a man in a low 
category for a doubtful gastric lesion, for experience 
has shown that such a patient is foreyer labelled a 
“ gastric”? case; he develops a “ gastric ’”’ fixation and 
can use his supposed disability forever to avoid any 
unpleasant duties the Army may call upon him to 
perform. According to Dr. Gill’s policy only 295 of 806 
dyspeptics would return to their unit. Something like 
360 patients diagnosed as chronic gastritis would be put 
in a low medical category (degree unspecified) : and this 
is in one clinic alone. pon. gue such a policy were 
followed in every EMS military hospital in the 
country, what would be the effect upon man power ? 

After many years’ experience of gastroscopy, I am 
convinced of its value in both civilian and military 
work—who is not ?—but I feel that if: by gastroscopy 
we sort out vast numbers of cases in the Army because 
their stomachs do not appear to. be quite normal, and 
put them into low categories, then the gastroscopist 
is perhaps guilty of a disservice. 


Southern Command. Harotp C. EDWARDS. 


PREFRONTAL LEUCOTOMY 


Sim,—Dr. Fleming and Mr. McKissock have described 
15 cases treated by prefrontal leucotomy and Dr. Hutton 
50 cases. It is precisely because their work is of a 
high order that I take this opportunity of drawing 
attention to the special objection. that is easily felt to 
the treatment of mental disorder by any method that 
leaves a permanent physical deficiency or deformity of 
the brain, even if favourable results can be shown to 
follow in certain cases. 

The theo that schizophrenia, manic-depression, 
psychosis melancholia are diseases with physical 
basis is. still held by some; -but the alternative theory 
See eat cing Pench kelion hake) 

velopment (with varying degrees o itary factor) 
has not been disproved. I est that until this latter 
theory has been disproved, it is a very serious matter 
indeed for a doctor to subject patients to an operation in 
which the actual tissues of the brain are cut. It is for 
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these who wish to try to cure, mental disorder by opera- 


tive measures, or by the induction of fits, first to prove 
that the insanities are actually brain-tissue diseases. 

I hold the view that ordinary insanity is a condition 
closely allied to genius and special talent and to person- 
ality of exceptional value, and naturally therefore I feel 
disturbed when I hear of treatments which absolutely 
pea full recovery, even if these treatments can 

shown to cause a shift towards sanity in a proportion 
of cases. 

Moreover, it is a very great help to people with mental 
difficulties for them to be able to contemplate or even te 
have a period of breakdown. The idea of the voluntary 
patient. seems. to me to be partly built on this rock. 
But the public is getting to know that a breakdown will 
mean a course of fits, or perhaps a permanent deformity 


' of the brain, and I think this is not the sort of thing to 


encourage that early report of symptoms which is rightly 
sought by those who treat the psychoses. 


Queen Anne Street, London, W.1. D. W. WINNICOTT. 


TRAINED NUTRITIONISTS 


Sir,—Your review of the Glasstones’ The Food You 
Eat sets one thinking. Here is the United States, much 
better fed than we and probably 20 years ahead of us 
in their knowledge and practice of sound feeding, 
apparently ready to absorb yet another large book on 
diet for the layman—a book sponsored by a university 

ress and written by a professor of chemistry and his 
tanist wife, graduates of English universities. If 
there still is need for lay education in nutrition in the 
USA, how much more so here! The main needs in Great 
Britain in nutrition seem to me to be: twofold: the 
production of nutritionists (to use the American term), 
and the education of the public. The nutritionist, 
as distinct from the hospital dietitian, is one whose 
training fits her to undertake dietary surveys, to carry 
out much of the technical work for the organisers of 
nutritional surveys, and to aid medical officers of local 
authorities in the many aspects of their: work which 
entail a sound up-to-date knowledge of dietetics—e.g., 
the feeding of school-children, maternal and infant 
welfare, tuberculosis clinics; outpatient clinics. 

What is the present state of affairs here ? Nutritional 
research in Great Britain is second to none. We have 
the men though we have not always ‘‘ the money too.”’ 
What we have not got is nutritionists. We have a 
number of hospital dietitians, it is true, but the training 
these get by no means fits them to be nutritionists. 
Anyone can set up as a dietitian. Domestic science plus 
** doing time ” in a hospital diet kitchen seem to con- 
stitute one a dietitian, and so far the British Dietetics 
Association has done nothing to standardise requirements. 
It is not easy off-hand to sketch a training for a nutri- 
tionist or social dietitian. It must be fundamentally 
scientific, based on a knowledge of chemistry and 

hysiology. (I should prefer one of these subjects to 
jn been studied at special honours standard.) The 
theoretical dietetics must be treated as a special honours 
subject, as critically as possible, for critical faculty and 
flexibility of mind are essential in a subject which grows 
so rapidly and so frequently discovers its premises to 
have been mistaken. Statistics applied to biological 

roblems would be needed and the practical work should 
be partly academic and partly social: biochemical 


‘and biophysical methods of assaying the state of 


nutrition, practice in dietary surveys, assessing 
the food values of restaurant meals, canteens, &c., follow- 
up work in maternal and infant welfare and tuberculosis 
clinics, 

The work envisaged for such trained nutritionists is 
(i) aiding the organisers of nutrition surveys on the 
technical side, (ii) carrying out diet surveys for the 
Ministry of Health or local authorities, (iii) educating 
the public through those who come into closest contact 
with people in the home—the district nurse, the welfare 
worker, the sanitary inspector and the domestic science 
teacher. One of their jobs would be running the food 
advice bureaus. Those people at present get their 
knowledge of diabetics from the women’s column of the 
daily press, the patent food advertisements, or even 
from their inner consciousness only ; it should be one 
of the tasks.of a nutritionist attached to a local authority 











te give them “ refresher courses’ in dietetics so that 
what they hand on to the public is up te date. 
Quite rightly the Nuffield Foundation puts nutrition 
es uaa ae There is need 
for the advancement of our knowledge ‘in nutrition. 
But there is at least as great a need for the education 
of the lay public in the facts of nutrition. It is not much 
use finding out what people ought to eat if there is no 
msn gpm — Po ng ong eer know about it. i 
people pay attention advertisements or pamphlets, 
even from the Ministry of Food, believing them to be 
tendencious. The wireless might help and the radio 
doctor’s weekly five-minutes must have done good. 
But these are not enough, for the only people who can be 
really effective are those who get right into the homes. 
To do this and to keep those public-health officials 


WOMEN MEDICAL GRADUATES AND THEIR SCHOOLS 


who come into direct contact with the people au fait with ~ 


the advances of dietetics we need trained nutritionists. 
They have them in the United States and Canada. 
Why not here ? 

University College, Leicester. V. H. Morrram. 


FOOD STANDARDS 


__ Sirr,—It is a matter for satisfaction that Sir William 
_ Be has, in his report, recognised the principle that 

quahtitative standards based on scientific knowledge 
may, and should, be applied to the measurement of 
minimum human requirements in food, fuel, light and 
clothing. As medical knowledge advances, and as cul- 
tural demands change, any standards of this nature will 
be gradually modified, though there can. be no doubt that 
those for food have now been determined with a fair 
degree of scientific accuracy. We would express our 
conviction that the food standards now proposed for this 
country, based as they are on the scales laid down by the 
British Medical Association and the League of Nations 
Technical Commission, accord with the opinion of all 
accredited scientific workers in this particular field. It 
is not our business to decide what shall be the actual 
scales of cash benefit and allowance under any system 
of social security. That decision rests with the people 
of this country and with their elected representatives. 
But we do urge that all such scales shall, in future, be 
related immediately to the scientifically estimated needs 
of each type of beneficiary. 

JOSEPH BARCROFT. 

STranLEY DAvIpson. 

_F. GOWLAND HOopkKINs. 

HOoRDER. 

JULIAN HUXLEY. 

J. M. MAcKINTOSH. 


CHARLES MARTIN. 
RoBert McCaRRIsoONn. 
MORAN OF MANTON. 
SEEBOHM ROWNTREE. 
J. C. SPENCE. 

W. H. Wynn. 


DEATH TO THE LOUSE 


Smr,—In your annotation of March 27 you rightly 
draw attention to the great advances which have been 
made, particularly by Busvine and Buxton, in producing 
substances of value against head lice. With these 
medicaments it should no longer be impossible to rid 
large sections of the population completely from their 
widespread “infestation with head. lice. Lethane 384 
special is, as you mention, equally efficacious against the 
body louse but considerable caittion should be exercised 
before using it in the way you mention (i.e. that the 
infested person should be swabbed down with 40% 
lethane). This strength of the lethane is quite safe for 
use on the scalp, but in my opinion it would be dangerous 
to use at all widely for complete applications all over the 
body. In some experiments by my colleagues and 
myself on the use of lethane in the treatment of scabies 
(it is much less efficacious inst this disease than it is 
against the louse) we found that any strength’ greater 
than 5% caused considerable discomfort when applied 
all over the body, and on one occasion, where by accident 
a 50% solution was used, the patient suffered considerable 
agony ye nergy Sry Johnson, C. G. and Bartley, W. C. 
Brit. med. J. 1942, ii, 1). It may be that risks of this 
kind would be justified in a typhus epidemic but I feel 


that we have other methods available which 
would kill off ly lice with less discomfort to the 
patient. 

Sorhg Basess - tnattiahy KENNETH MELLANBY. 


’ treatment. 
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PREVENTION OF VENEREAL DISEASE 

Sir,—Everything advocated by the opponents of 
scientific prevention has had many centuries of trial 
and effort, and the result is ignominious failure, Venerea} 
diseases still’ flourish because people with opinions like 
those of Professor Ryle have been able, up to.the present, 
to prevent the prevention of VD. Everyone will join 
in wishing success to all the indirect efforts—moral, 
religious, social, educational and economic—that can 
be brought to bear upon the problem, but the fact 
remains that despite all the energy and the clamour that 
has been devoted to the subject, the result is failure. 
Venereal disease continues to increase. 

On the medical and scientific side there are two 
important lines of direct attack—i.e., treatment and 
prevention. Both of these are the results of brilliant 
investigation and research. 

(1) The treatment of these diseases has reached a high 
degree of efficiency and success. Everyone agrees that all 
who have contracted the disease, whether innocently or 
otherwise, must have full advantage of the most up-to-date 
In fact, those who are most violently opposed to 
scientific prevention are demanding increased facilities for 
treatment. Such treatment is prolonged, is very costly, and 
although it is very successful it cannot claim to the 
patient “as good as new.” 

(2) The brilliant researches of Metchnikoff and Roux in 
1905-07 gave to humanity the means of preventing syphilis, 
and experience during the last war evolved a technique 
which undoubtedly is effective in preventing both syphilis 
and gonorrhea. My experience as a VD officer in the Army 
in the last war proved to me that where these measures of 
scientific prevention are practised VD di . These 
foul diseases are therefore at our mercy, but they are kept 
thriving amongst us by the deliberate suppression of know- 
ledge about prevention. 

Overwhelming evidence about the efficiency of 
prophylactic methods was given before the Trevethin 
Committee in 1922 by myself and many other witnesses, 
and it is abundantly clear that these diseases await 
extermination by any nation sufficiently enlightened to 
apply the gifts of science and experience. Nothing but 
what one of your correspondents (of March 13) describes 
as “ prudery, hypocrisy and cant’ stands in the way, 
but it is evident that the opponents of prophylaxis do 
not wish to destroy these diseases. They talk glibly 
about ‘‘ the ‘education of the people”’’ but they fight 
grimly to prevent the public knowing the very simple 
facts about prevention. The officially sponsored Plain 
Facts about TD omits the most important fact of all— 
namely, that VD is easily preventable. Entire responsi- 
bility for the widespread incidence of VD rests upon 
those who oppose prevention. 

Fortunately some local authorities are launching 
crusades against VD on more enlightened principles. 
In Bournemouth, for example, hundreds of the effective 
poster issued by the National Society for the Prevention 
of Venereal Disease (47 Devonshire Place, W1), have 
been displayed. These posters invite applications from 
men ant’ women for cards containing simple directions 


about prevention. Thousands of these cards have been 
issued. R. A. LysTer, 
Bournemouth. Chairman of NSPVD. 


WOMEN MEDICAL GRADUATES AND THEIR 
SCHOOLS 

Sm,—Recently it was my duty to gather together 
information about the qualifications and work of all the 
medical women in certain counties of Britain, and from 
that I turned to classifying women graduates according 
to the decades in which they had graduated and where 
they had sought and obtained their qualifications. 
Finally I went through the Medical Register of 1941 and 
made the enclosed table. It shows in which decade, and 
where, all the medical women alive in 1940, whe had 
obtained British qualifications, were trained. They 
constitute the majority of a group by whose efforts women 
have become established in the practice of medicine 
within the British Commonwealth in the past half- 
century. They are of course of many nations and 
numbers of them live abroad permanently. The figures 
are not exactly correct, errors and omissions are 
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certginly present; doubt about the gender of a few 
Christian names (particularly foreign names) is responsible 
for some of them. 

The table will, I think, be specially interesting to the 
senior medical women among your readers who can look 
back thirty, ‘ing deials which, can put ‘colour into an 
alone are the details which can put colour into an 
unadoned table. Two points emerge from the data : 
first, that the weight of this educational has 
been berne by four great institutions—namely, the 
universities of ‘London, Glasgow and Edinburgh and the 
Royal Colleges in England ; second, that there was a 
very large falling off in the numbers of women medical 
students in the decade 1931-1940 compared with the 
decade 1921-1930. 


Edinburgh. H. RussELg. 


DISTRIBUTION OF WOMEN GRADUATES IN MEDICINE AMONG 
THE BRITISH UNIVERSITIES ‘ 


Based on the Medical Register of 1941 


iTs80 1883--11891- |1901- 1911- 1921— 1931 
1880 1890 | ocd | 1910 1920. 1930 1940] 





BIRMINGHAM } 

ieireenity: Bins’ pax swaryane 18 75 59 
BRIsTO } 

Uniroeeity ma rs oH oa 6 K 45 
CAMBRIDGE 

University ‘ule se a ave ret 40 
DURHAM 

University ue ee 5 3 2 67 
LEEDS 

University | .. ey Paes Soe : 42 
LIVERPOOL . 

University .. a pn f 7 83 
LONDON } 
University | 
ENGLISH } 

Conjoint .. ha 454 


34 

HESTER 7 

University he ea oa] 5 75 
FORD 


University | .. BY oe! Jas a p 19 
SHEFFIELD } 

University .. Pe he: iy : 13 
WALES 
University iis an oe me ae 33 


IRELAND 


ELFAST 

Queen’s Univ. 
DUBLIN 

University 

IRELAND 
Royal Univ. 

IRELAND 
* National Univ. 


TRISH 
Conjoint 


\BERDEEN 
University .. Le f 5 93 | 296 


} 226 | 888 

University | .. va 412 212] 902 

St. ANDREWS 

y University; .. | .. - Pa 96 75 | 219 
ScoTTIsH | | 

Conjoint .. | 2 65 92] 328 


Totals for — | Traum FS 
decade 930 3266 2245 |7175 








Total number of docu registered in Britain in 1940 = 59,080 


Average pammies nore to yee camiennzans: year fon the 
last 20 y: = 1777 


STERILITY 


Str,—The timely article in your issue of March 20 
merits Ny interest. Two points, however, need 
comment t, the statement that ‘‘ the most likely 
time for conception is some 10-14 days after a peri 
may lead to errors in calculation ; had you said “ 10-14 
days after the first day of a period: in regularly men- 
struating women ’’ the meaning would have been clearer. 
Secondly, with regard to the suggestion that ‘ the 
husband, * not the wife, should be examined first,’”’ would 
it not be sounder to say: ‘in the full investigation of 


sterile the husband and wife should be examined 
pr nncnnn whenever possible”? In these days of 
husbands much valuable time may be wasted if 
porns sec ne tins wether seer th ta tarting the 
tion of a couple, and useful ground can be ond 
simple difficulties often cleared away by a 
interview with a wife. One thing more y should 
have been emphasised : however many workers may 
concerned with the special examinations, one doctor 
should be responsible for coérdinating and keeping under 
review the results of investigation and the treatment of 
the couple as a unit. 

“You make an excellent point in suggesting that advice 
on involuntary sterility, suitability for marriage and 
contraception (and, one might add, marital difficulties) 
should ideally be given under one roof at what you call 
“ marriage clinies.”’ This is y an established prac- 
tice in Scandinavia, in USSR and to a certain extent 
in America, and a start has been made on these lines 
under the #gis of the Family Planning Association in 
this country. In one such clinic a fairly complete sterility 
service has been in existence for some time. The local 
doctors apparently find it a convenience to have such a 
place to which they can refer cases ; the consultants and 
scientific workers at a nearby university are more than 
generous in codperating and giving specialised know- 
ledge and advice ; and the patients on the whole find the 
environment somewhat less alarming and more homely 
than a hospital. Moreover, a clinic of this sort has 
access to large numbers of highly fertile couples which 
provide invaluable opportunities for the making of much- 
needed observations on the factors concerned with super- 
fertility, which should materially aid the solution of some 
of the problems associated with subfertility. It is hoped 
that more birth-control clinics will establish a service for 
helping couples who want but cannot get children. 
What is urgently needed is a central body of experts to 
direct and coérdinate the efforts of workers at local 
clinics, and no doubt a move will be made in this direction 
in the near future. 


Crediton, Devon. MARGARET HADLEY JACKSON. 


THE NEUROTIC EX-SOLDIER 


Sir,—I am in cofnplete agreement with Dr. Ling’s 
letter of March 13 and his suggestion for the solution 
of the placing of the neurotic ex-soldier. I can fully 
substantiate what he says about the position of this type 
of ex-Service man in industry, and it has caused me a 
considerable amount of thought, and, I must say, 
condemnation of the methods of handling these disabled 
men. For over a period of 18 months I have interviewed, 
and passed into an engineering factory, a considerable 
number of ex-Service men who have been discharged 
from the Services as a result of some psychopathic 
condition, and I have watched many of them making 
valiant efforts to compete with their fellow workers on 
something like even terms. 

A number of them have succeeded in adjusting them- 
selves for a period up to 12 months, but most of them 
show signs of breaking down between 4 and 6 months. 
I felt. it was the long hours and the night duty, plus the 
methods of payment—e.g., production bonus—that 
eventually precipitated a collapse, and it often became 
necessary to relieve them of night duty and overtime to 
keep them going. This naturally reduced their earnings 
in. competition with their fellow workers, and they 
became more depressed and self-pitiful, and often asked 
to be released in order to take up work where the pro- 
duction drive was not:so intense. These releases in turn 
caused dislocation in the shops where skilled men were 
working, and I reluctantly concluded that these men 
should be placed on work where fewer hours and occa- 
sional absence would not cause disorganisation of 
production; such work, naturally being of a semi- 
skilled nature, did not satisfy them, and this produced 
a feeling of frustration and inferiority which reacted 
—— badly on their mental outlook. 

Dr, Ling’s suggestion of establishing resident training 
centres under the Ministry of Labour, where these men 
could be rehabilitated without disorganising industry, 
will I feel sure be acceptable not only to the medical 
profession but to the country itself. 


INDUSTRIAL MO. 













“inverse ratio to the energy values. 
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i@# CURARE FOR DIRECT ORAL INTUBATION 


our annotation of Feb. 27 (p. 274) refers to the 
etween the symptoms of myasthenia gravis 
e poisoning: My own experience may be 
ng. While i of the ‘softening’ of 
Msions in leptazol shock therapy by ‘ Intocostrin ’ 
(the Squibb preparation of curare) it occurred to me that 
if the intravenous injection of this drug relaxed the jaw 
muscles, it might, be useful fer oral intubation by direct 
laryngoscopy. To investigate this, Dr. Geraldine Paul 
and Dr. Margaret Kemsley kindly injected me with 
4-4 ¢.cm. of intocostrin intravenously. My sensations 
were dramatic. [ feel that I experienced the sufferings 
of a patient with myasthenia gravis. » At once my vision 
became blurred and almost “ blacked out”; then came 
diplopia, which persisted for two hours, except when a 
great effort to concentrate was made. Ptosis was also 
very oppressive, and was accompanied by extreme 
prostration, fatigue, a sense of impending death, and a 
transient sensation of constriction in the throat. Sixteen 
minutes later, an attempt to sit up caused vertigo, 
relieved by closing the eyes. Mentality appeared normal 
throughout. Next day I felt fatigued but was able te 
work> It was noticed that my colour was pale and rather 
grey:> Pulse-rate, starting at 100, did not vary beyond 
96-100 per min. Blood-pressure, starting at 130/76 
did not vary beyond 125/80 and 138/80 mm. Hg. Respira- 
tion showed slight increase in rate, and was rather 
shallow and abdominal in type. There was extreme 
prot lasting for two hours, eyeball movements and 
ee-jerks were normal. These signs were at their 
maximum after two minutes, and began to pass off after 
seven. The jaw muscles were well relaxed, and it was 
possible to see the vocal cords with a laryngoscope. 
Since this, I have orally intubated five patients, 
obtaining the necessary jaw relaxation with 5 c.cm. of 
intocostrin. (intravenous) given when they were lightly 
anzsthetised with nitrous oxide and oxygen, ether, or 
‘ Penthothal,’ the larynx. being sprayed in each case 
with 10% cocaine. None of these patients showed any 
significant variation in pulse-rate or blood-pressure, but 
a boy of seventeen, for whom I think the dose was too 
large, had rather shallow, inefficient respiration ten 
minutes after injection, but after inflation with oxygen 
gave no further anxiety. In all cases respiration was 
very quiet and abdominal in type, and less anesthetic 
than usual was required ; there was no vomiting, and 
the postoperative condition was unusually satisfactory. 
I should like to thank Drs. Paul and Kemsley for their 
assistance, and Messrs. Squibb for their gift of intocostrin. 


Devonshire Street, W.1. HELEN BARNES. 


MEAT OR BEANS? 


Sir,—Justice has not. been done to the haricot bean 
in the review of Food, Health, Vitamins in your issue of 
Jan. 30. When comparing its protein with that of 
beefsteak you quote the figures of McCance and Widdow- 
son to show that stewed beefsteak contains about 44 
times as much protein as boiled haricots. Values thus 
calculated for foods as consumed without taking into 
account their relative water contents may be grossly 
inaccurate. The protein value of milk, for instance, 
if ealeulated on such a basis would be only a ninth of that 
of stewed beefsteak. The results of nutritional surveys 
indicate that the most accurate basis for calculating 
food values is one which takes into account. energy 
values. Since we normally consume more of a low 
energy value food in order to make up our quota of 
calories, the other food values should be calculated in 
This method, of 
calculation has recently been introduced in the American 
medical press, and wili no doubt be adopted here later. 
On this basis, using the further data of McCanee and 
Widdowson, since their boiled haricots had been diluted 
with water to a calorie value less than half that of their 
stewed beefsteak, the. true protein value of the beefsteak 
as consumed is not 4} times but only about twice that 
of the beefsteak. If the protein values were calculated 


on an economic basis (i.e. on food, as purchased) then 
Plimmer’s statement that the protein value of*beans is 
equal to that of lean beef is substantially correct. 

It is to be hoped that this correction will help to 


.of symptoms. 








justify the: action of those who by eating home-grown 
haricots instead of imported beefsteak are attempting 
to set free more of the fast meat-carrying ships which 
the Minister of Food has told us will soon be needed foy 
more important purposes. 
Ovaltine Research Laboratories. 


MASKED HYPERTHYROIDISM 

Srr,—I was much interested in the editorial in your 
issue of Oct. 31 last year. With most of this I find 
myself in agreement. With regard to your reference 
to the simulation of progressive muscular atrophy by 
Graves’s disease, I may draw to your attention the paper 
by Ayer, Lerman and myself which appeared in 1934 on 
this subject, because it antedates the work which you 
cite. 

I certainly agree that the picture of Graves’s disease is 
a composite one, and that there are several main groups 
I think the chief subdivision should be 
between the thyrotoxic' and the ophthalmic. I do not 
look upon the nervous group as of the same rank as these 
two, nor am I certain that a nervous disorder without 
any increased metabolism or ophthalmic manifestations 
could be called Graves’s disease. 

An important diagnostic item which you do not 
mention is the response to iodine, which I think occurs 
in any case of true Graves’s disease, even though the 
metabolic rate be not elevated above standard to start 
with.* J. H. Mmans. 


URETHRAL DILATATION IN ENURESIS 


Srr,—The following case may be of interest to readers 
of Mr. H. P. Winsbury-White’s paper on this subject 
(Lancet, 1941, ii, 331). 

A boy now aged 11, born in the British Isles, was circum- 

cised at the age of l month. From 1932 to 1939 he spent his 
winters in India and his summers in Britain. He was healthy 
but constipated. He could not be trained to hold his urine 
at night though there was never any difficulty during the day ; 
he seemed to pass more at night than in the daytime. 
_ In 1934 and 1935 he was tried on small doses of thyroid, 
without effect. Since 1934 he has been subject to attacks of 
fever and vomiting if given much fat in the diet ; during these 
attacks he has frequency but no pus cells have been found in 
the urine ; no cultures have been made. He became sensitive 
about the enuresis, and tried to hide the fact from people. 
In 1937 ephedrine was given by mouth, and though this 
controlled the enuresis it had to be given up because it made 
himn too restless at night. Other forms of treatment, based 
on suggestion, failed. 

In January, 1940, Mr. Winsbury-White carried out cysto- 
scopy and urethroscopy, and dilated the posterior urethra. 
The patient remained dry at night for about a fortnight, and 
then relapsed. In February, 1940, Mr. Winsbury-White 
gave him a second treatment, since which he has been cured 
except for some: half-dozen occasions when under special 
stress he has wet the bed., f 

Raipur, C.P., India. R. F. W. K. ALLEN. 


PRANK WOKES. 


1. Simulation of Progressive Muscular Atrophy be Rioomibalmic 
Goiter. By J. B. Ayer, J. H. Means, and J. Lerman. Hndo- 
crinology, 1934, 18, 701. 

2. Graves’ Disease with Dissociation of Thyrotoxicosis and 
Ophthalmopathy. By J. H. Means,S. Hertz,and R. H. Williams. 
Trans. Ass. Amer. Phys. 1941, 56, 67. The Eye, Problems in 
— Disease. By J. H. Means. Iilinois med. J. 1941, 80, 
135. ; 








A Psycunrarric Ciric 1n NEED.—New patients increased 
at the Liverpool Psychiatrie Clinic in 1942, and the total 
attendances numbered 1124. The increase in delinqi®ncy has 
moved the staff to study specially the needs of children and 
young people and they have done all they can to meet the 
demand for advice on such eases ; the annual report notes 
that, during 1942, 75 boys and 53. girls were treated: but 
it is estimated that for every case investigated 100 equally 
serious had. to be neglected. ‘The clinic is now twenty years 
old and. is maintained by subscriptions and donations, fees 
from. contributory schemes. and contributions from. the 
patients themselves. ~ Yet in spite of the efforts of generous 
friends. the modest expenditure of £333 on the year’s work 
was not covered by the receipts. It is unfortunate that 
the clinic, which is evidently meeting a. real need, should 
be driven to, drastic econonry. 
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THE LANCET] 
; Obituary 
oF ae . BEES. wee 
THOMAS EDWIN HAMMOND 
FRCS 


Mr. T. E. Hammond, surgeon and consulting urologist 
to the Cardiff Royal Infirmary, died in a Northampton 
hospital on March 25 at the age of 55. He was born at 
Penrhiwfer, the son of Edwin Hammond, colliery pro- 
prietor, and educated at Cheltenham College and St. 
Bartholomew’s Hospital where he qualified in 1912. 
He took his surgical fellowship shortly before the. last 
war, and though he had never been strong, and was 


indeed dogged by ill health all his life, he spent the next 


four years in the RAMC and was wounded in the 
Dardanelles campaign. : 

A. W.S. writes: ‘ His first bent was to orthopzdics, and 
he was for a time a surgeon at Alder Hey Hospital, but 
when he started as a consulting surgeon in Cardiff he took 
up urological surgery. He was one of the earliest assist- 
ants in the surgical unit of the Welsh medical school, and 
in due course was appointed to the i staff, where 
he was a full surgeon at the time of his death. He 
attained great proficiency in his speciality and at one 
time was president of the urological section of the Royal 
Society of Medicine. His large practice was proof of his 
colleagues’ appreciation of his work.”’ 

ond had a restless and inquiring-mind, and the 

problem of infection as he saw it in the urinary tract led 
him to review in his own way the mechanism of inflam- 
mation. Between 1934 and 1936 he published four con- 
siderable books on various aspects of the theme. He 
came to the conclusion that the individual constitution 
was more potent in determining the reaction to infection 
than the nature of the invading organism. Most of the 
drugs used in medicine owed their efficacy, he held, to 
their stimulation of the defensive mechanism rather than 
to any direct antibacterial action. He was appalled at 
the disregard of orthodox medicine for idiosyncragy and 
came to postulate the existence of special centres of life 
and energy in the basal ganglia.’ While he scarcely 
expected others to accept his tentative conclusions, he 
lived to see a reaction from the narrow bacterial con- 
ception of disease. 


CHARLOTTE ELIZABETH FERGUSON-DAVIE 
OBE, MD LOND 

Mrs. Ferguson-Davie, who died at Port Elizabeth on 
March 24, was one of the pioneer medical missionaries 
of the Society for the Propagation of the Gospel. She 
was the daughter of the late Prof. Edward Hull, FRS, 
and after qualifying from the London School of Medicine 
for Women in 1895 she sailed for India, where she 


“worked at Delhi and later at Ravhi. In 1902 she 


married Charles Ferguson-Davie, and when in 1909 he 
was appointed bishop of Singapore she continued her 
work in that city, to begin with under conditions of 
extreme difficulty, in three separate centres whose 
buildings were quite inadequate for the needs of the 
people. For some years Mrs. Ferguson-Davie worked 
untiringly to collect funds to build a hospital, and in 
1923 the St. Andrew’s Hospital with accommodation 
for sixty inpatients was opened. The work developed 
quickly, and soon many tho of women and 
children were treated every year. In 1927, when her 
husband retired, Mrs. Ferguson-Davie left Singapore 
and accompanied him to South Africa where she took 
an active part in medical missionary work wherever 
they were stationed. e 
ALICE KER 
MD BERNE, LRCPI&E 

Alice Jane Shannan Ker, who died on March 20 at her 
home in North London, in her 90th year, was the 
thirteenth woman to get on the Medical Register in this 
country. She qualified in Dublin in 1879 and the follow- 
ing year took her MD in Berne. After residence at the 
Birmi Children’s Hospital she practised in 
Edinburgh and added a further diploma. There in 
1888 she met her husband and went to live at Birken- 
head, practising (the only woman doctor) among women 
and children until 1914. She was also medical officer 
to the Post Office and to the Lying-in Hospital as it 
then was. The onset of the last war brought her back 
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from retirement and she took up school clinic and infant 
welfare work, beginning at St. George’s Dispensary and 
the Blackfriars Clinic. Later she did simi work at 
Chorley Wood, retiring finally at the age of 73 when she 
spent some time in the USA. She was the author of a 
popular book on Motherhood. 


Notes and News 


CARE AFTER MENTAL BREAKDOWN 


THE tuberculous and the mental patient are alike in 
that both need some help to tide them over, after leaving 
hospital, urtil they are fit to begin work again. The 
mental patient is fortunate in having the interest of the 
Mental After-care Association, a voluntary body whose 
sixty-third annual report is a record of steadily growing 
work. During 1942, 2509 patients were helped, as 
compared with 2206 in 1941. Some were sent to the, 
convalescent homes maintained by the association, 
others were boarded out either singly or in groups of 
two or three. Many have been visited in their hemes, 
and no less than 113 have been found work, though 
the employment office of the association has been 
hampered in its efforts by war conditions. Occupational 
therapy has always been provided ds freely as possible 
at the homes; one superintendent has overcome the 
difficulty of obtaining materials by getting a local factory 
to teach him some semi-skilled processes with light and 
portable material, and then to send material to the home 
so that he could teach the patients to do the work. 
The finished work sent back to the factory by the 
patients has exceeded the firm’s expectations in accuracy 
and quantity, and the patients have responded well to 
the thought that they were doing something useful for 
the nation. The report notes growing friendly relations 
with hospital almoners—a link between the curative and 
aftercare services which must inevitably benefit the 
patient. As the only charity of this kind in the United 
Kingdom, the association is in constant need of heip to 
carry on and extend its work. Those who wish to know 
more of it should get into touch with Miss H.S. Russell, 
the secretary, at Eagle House, 110, Jermyn Street, 
London, S.W..1. 


PRECEPTS OF HEALTH 


SELDom has so much common sense been issued to the 
public by a Ministry as in a booklet? just published. 
There is, of course, nothing new in its ten golden rules 
for healthy living ; but how often is the busy practitioner. 
able to inculcate them personally into his patients ? In 
the rush of practice it is always easier to prescribe an 
aperient or a tonic and hope for the best, than to try 
and reorientate the patient’s attitude to health. In this 
task How to Keep Well in Wartime gives valuable aid. 
Dr. Hugh Clegg, its author, has a direct and disarming 
style, and does not write down to a lay reader. Doctors 
and hospitals should have plenty of copies of- this 
pamphlet handy, and should advise patients to buy a 
copy for themselves. 


AMERICAN CONSULTANTS 


Tue complete American Medical Directory is of 
brobdingnagian proportions and, of necessity, terse 
in its entries. The English reader, accustomed to the 
more spacious manner of our own direetory, will accord- 
ingly welcome the American Directory of Medical 
Specialists which, by European standards, is a handier 
size, yet manages to be reasonably informative. The 
first edition was published in 1939, and the second,’ 
which appeared at the end of last year, is bigger and 
better. It contains the names of over 18,000 ‘‘ certified 
diplomates ’’—more than 4000 up on last time—and the 
biographical information given about each has been 
made more complete. Each of the fifteen specialist 
boards has its own section, where the entries of its 
members are arranged geographically state by state, 
while at the end of the book an alphabetical list of diplo- 
mates with their addresses and specialties serves as an 
index. ~ 


. How to Keep Wellin Wartime. Issued for the Ministry of Health 
, ow the Ministry of Information. Lendon: HM Stationery 








Office. Pp. 24. 3d. 
2. New York: Columbia University Press ; London: Humphrey 
Milford, Oxford University Press. Pp. 2405, 468. 6d. 
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Seciety of Apothecaries of London 


The court of assistants met on March 23, with Sir Stanley 
Woodwark, the master, in the chair. Dr. J. P. Hedley was 
re-elected as representative on the Central Midwives Board, 
Prof. W. G. Barnard was sworn in as examiner in pathology, 
and Mr. C. Jennings Marshall was nominated ‘examiner in 
surgery in succession to Brigadier H. €. Edwards, who has 
resigned. The Gillson scholarship in pathology was _ re- 
awarded to Dr. Helen Payling Wright. 

Michael Powell Hutchinson, Francis Gilson Pattrick and 
Hujobn Armstrong Ripman were admitted to the freedom. 
Robert Anthony Rowan was bound apprention to Reginald 
Hewlett Hayes for four years. 

The diploma of the society was er to J. W. Evans, 
G. L. T. M. Patey, E. A. Williams, J. M. Hanson, J. Mason, 
and R. Mather. 


University of Leeds 


At recent examinations the following were successful : 
MD ° 
Armitage and L. Rosenthal. 
FINAL EXAMINATION FOR MB, CH B 
O. Magidson (first-class honours); Isabel H. M. Blyth, H. N 
B. Fx x and M. Stanton (second-class honours) ; 
. Bishop, I. Bruce, L. 8S. P. Divers, W. D. 
4 4 Goldberg, J. F. Hanratty, o> Henry, 
es A. Jervis, Ursula M. Kirk, * 
A. L. McKnight, Ry Sg mag 
re 3 Percival, H. Shaw, Victoria M. Shaw, P. A. Th 
Gwenith Turnbull, W. N. Wild, and J. R. Wiles. 


J. R. 


orpe, 


Medical Research Council of Ireland 


— council have made the following awards : 


r. STEPHANIE WHELAN, whole-time grant to carry out a goitre 
aoe scheme at Kilsheelan under the goitre committee of 


the Medical Research Council. 

Dr. H. E. COUNTHAN, part-time nt to undertake (i) a tuberculin 
survey of patients attending rp tunda Hospital, (ii) the caleula- 
tion of death-rates in different age-groups for the counties of Ireland, 
(iii) the correlation of ew rates with environmental factors under 
the direction of Prof. T T. Dillon. 

Dr. 8S. J. BOLAND, A -in-aid to undertake investigation into 
the association of stillbirth or neonatal deaths with certain adverse 
pelvic characteristics, at the National Maternity Hospital under the 
general direction of the Master 

tar gemma FALKINER, weet -in-aid for his work on placental 
infarcts 

Dr. F. J. GEOGHEGAN and Dr. EAM@NN DE VALERA, grant-in-aid 
,and part-time grant to Dr. Geoghegan) to undertake an investiga- 
tion into the etiology of pregnancy —, at the National 
Maternity Hospital under the direction of Prof. J. McGrath. 

Dr. P. L. BRENNAN, grant-in-aid for an investigation into 
tuberculosis under the direction of Professor McGra 

Prof. W. J. E. Jessop, grant-in-aid for an satenbinnten of rickets 
in children in conjunction with Dr. W. R. F. Collis and Dr. H. 
Pringle. 

The following have had their grants renewed for further 
periods: Dr. T. E. T. Bradshaw, Prof. J. F. Donegan, Dr. 
E. M. Mason, Dr. D. K. O'Donovan, Miss O’Malley, Prof. 
R. A. Q. O’Meara, and Prof. Hans Sachs. 


The Practitioner and Industrial Medicine 


At a meeting of the Paddington Medical Society on March 
30, Dr. H. B. Morgan, MP, maintained that if the practitioner 
knew more about industrial medicine’ he could do much to 
check the war-time increase in industrial diseases arising from 
bad feeding, the blackout, the introduction into industry of 
a new class of workpeople, and the hasty construction and 
equipment of some new factories. The factory medical 
inspectorate is far too small to undertake the control of 
industrial illness alone, and the practitioner is often. ill- 
equipped to help as he should. Dr. Morgan was supported 
by speakers in the discussion in his plea for bétter teaching of 
industrial medicine. The authorities were urged to familiarise 
doctors with conditions of work by organising visits to fac- 
tories and laboratories, preparing and showing films, and so 
on. This familiarity would help the doctor to show more 
fairness and discrimination in ing with the overtired, 
nervous, unproductive worker. 
do more to guide practitioners faced with new industrial 
diseases and new manifestations of old ones. Dr. Morgan 
stressed the value of ventilation in the prevention of disease. 
Industrial carbon monoxide poisoning, he said, is on the 
increase ; these patients should be completely rested, rather 
than moved about, as is now often done. He also suggested 
the setting up of a body of research workers and clinicians to 
pronounce new benzene-ring compounds and the like non- 
‘poisoneus before they are put into the hands of vested 
interests. 





Hospital geome might 


Medical Casualties 


The following RAMC officers have been posted as wounded : 
Major D. W. Bentinck, macs; T/Major J. G. McDowell, up 
DUBL.; WS/Captain Peter Unwin, macs ; WS/Captain D. R. P. 
Wilkie, mreos. 

Major G.O Gauld, mrcs, missing since the fall of Singapore, 
is now officially reported to be a prisoner of war. 


Medical Society of London 


A meeting of this society will be held at 11, Chandos Street, 
W.1, on Monday, April 12. Pathological specimens will be 
shown at 4 pm, and there will be a discussion at 5 pm. 
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‘ Royal College of Obstetricians and Gynzcologists 


At a recent examination for the diploma the following 
candidates were successful : 

Harrison Broadbent, seen Calvert, Nora H.C. Soke, BF. B. 
Davidson, Gerald 8. W. Evans, Jean A. Forbes, i Mewes 2 M. Gilruth, 
Irene D. M. Hastiiow, Irene E. Howorth, Lyne A. 8. 
iinahnowy Depes G. Neil, Brica'M. Roberts, ait Tayler _ Mary 


Faculty of Radiologists 

A meeting of the diagnosis section of the faculty will be 
held at 32, Welbeck Street, London, W.1, on Saturday, 
April 17, at 10.30 am. Dr. J. W. McLaren will speak on 
kymography and its application to cesophageal movement, 
and Dr. George Simon on early X-ray. changes in adult 
pulmonary tuberculosis. 


Society of Thoracic Surgeons of Great Britain and 

Ireland 

This society will hold a meeting at 1, Wimpole Street, 
London, W.1, on Wednesday and Thursday, April 14 and 15. 
The subjects for discussion will be first-aid treatment of 
chest wounds and injuries; the early and late treatment of 
retained foreign bodies ; the réle of the general surgeon in the 
treatment of chest wounds in forward areas; and the treat- 
ment of pleuralempyema. Officers of the British, Dominions 
and Allied medical services, and general surgeons of the EMS 
will be welcome after obtaining permission from their own 
higher authorities. The hon. secretary is Mr. A. Graham 
Bryce, 3, Lorne Street, Manchester 13. 


Typhus Research Institute 


It is announced in the German press that the biggest 
typhus research institute in the world has been opened at 
Lemburg. It has been named after Emil von Behring. 


Births, Marriages and. Deaths 








BIRTHS 


BRADsHAW.—On March 31, the wife of Dr. D. B. Bradshaw of South 
Shields—a daughter. 

CLARK.—On Mareh 25, at ee agen — the wife of Lieut.- 
Colonel T. Lindsay Clark, RAM 

GILLESPIE,— On March 30, at totes, the wife of Dr. E. Harper 
Gillespie—a daughter. 

HOPE. ae March 25, at Woking, the wife of Dr. Eustace Hope— 
a daughte: 

bare —On March 31, the wife of Dr. Peter Krohn, of Oxford— 


a@ son 

McGavin.—On March a - Lesocsbes, the wife of Mr. Donald 
McGavin, M 

Marks.—On "April 1 a at “Wistaston, Gosere, the wife of Surgeon 
Lieutenant K. L. Marks, RNVR—a so 

M¥RRINGTON.—On March 30, in Lomaen, ¢ the wife of Major W. R. 

rrington, RAMc—a daughter. 

Ropson. “gin March 31, at Newcastle-on- Tyne, the wife of Lieuten- 
ant L. C. Robson, RAMC—a son. 

STAFFORD-CLARK.—On March 29, at Chichester. the wife of 
Squadron-Leader David Stafford-Clark, MB, RAFVR—a daughter. 


— 
DEATHS 
ADAMs.—On April 3, Edward Coker Adams, MRcs, late Colonial 
Service, of Milford-on-Sea, its. 
CARPENTER.—On April 1, at Douglas, Isle of Man, Edgar Godfrey 
Boyd Carpenter, FRCS, DPH, late of Worcester 
CRUMP. en April 1, at ee Newbury, "Thomas Greenwood 


ad 80 
~ joes Ernest William Gurney Masterman, 
March 38, at Westgate-on-Sea, 


Alfred 
Street, MD CAMB,, DPH. 

WARE.—On March 29, at Paignten, George William Webb Ware, 
DSO, LEGION D’HONNEUR, MB RUI, lieut.-colonel Ramc retd. 
ee Woodfort, Mallow. ° 


> FRCS, D = z 
Francis 


Zhe act Satara, in short suppl owing 
f oc that pods mate Scrnived in this taken 
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OXYGEN. THERAPY IN SHOCK 


GEORGE MELTON, MD LOND, MRCP 
PHYSICIAN TO THE DUDLEY ROAD HOSPITAL, BIRMINGHAM 


OxYGEN has long been advocated as a logical and 
useful remedy in shock because it will help to relieve 
anoxia which is an important factor in the production 
of symptoms. The subject of anoxia in shock has been 
reviewed by Boothby and his colleagues (1940) and by 
Harkins (1941), dis 

Boothby advocates the early and continuous adminis- 
tration of 100% oxygen given by the BLB mask as an 
adjunet. both in the prevention and treatment of shock. 
He points out that this results in an increase of 10-15% 
oxygen in the arterial blood and an. even greater increase 
in the oxygen content of the venous blood, especially in 
the regions of local anoxzemia from oedema or stasis. 
He draws attention to the fact that with a depressed 
circulatory rate in. shock,.the blood passing through the 
capillaries may give up 80% of its oxygen content so 
that the venous blood is only 20% saturated as opposed 
to 60% in normal individuals. Thus the partial pressure 
of oxygen in the capillaries is reduced to 14 mm. Hg 
instead of 35 mm. Hg in normals. If pure oxygen is 
inhaled by a shocked person, the venous blood becomes 
about 33% saturated with oxygen and alt ay en 
pressure of oxygen in the capillaries is incre from 

14mm. Hg to 21 mm. Hg with an even greater increase 
of oxygen tension in the tissues. Where pulmanary 
complications are present the value of oxygen therapy 
is obvious, but oxygen should also be given to cases of 
shock in the absence of pulmonary involvement, its 
administration being an adjunct to more important 
measures such as transfusions of blood or plasma. In 
fact Boothby and his colleagues state that they found 
oxygen without transfusions adequate in the treatment 
of mild surgical shock. They maintain that despite 
experimental evidence to the contrary, high concentra- 
tions of oxygen do not produce toxic symptoms if given 
for periods of not longer than 48 hours, but that subse- 
quently the concentration of oxygen should be reduced 
to 50-70%. Behnke (1941) however considers 70% or 
under as being: safer for continuous administration and 
that higher concentrations should. be used intermittently 
to obviate the risk of injury to the lungs. 

Experimentally, oxygen has been shown to be of value, 
in dogs, in shock induced by such methods as bleeding, 
trauma and injections of histamine and of hypertonic 
saline (Schnedorf and Orr 1941, Wood and Blalock 1940, 
Davis 1941). Shocked animals breathing’ oxygen, when 
compared with control groups breathing air, survived 
longer with higher blood-pressures, slower pulse-rates 
and higher. concentrations of oxygen in their blood. 
Davis suggests that oxygen is likely to produce the best 
results before the blood-volume has been considerably 
reduced, regardless of whether shock is associated with 
hemoconcentration or hemodilution; if the blood- 
volume is. low but no further decrease occurs, oxygen 
may have the effect of stabilising the low blood-pressure 
and preventing its further fall until other forms of 
therapy are available. 

The value of oxygen in shock during and immediately 
after general and spinal anesthetics is well established. 
There has however been little clinical evidence published 
to show how much benefit can be achieved by giving 
oxygen to shocked cases outside this anzsthetic group 
and whether restlessness precludes the employment of 
oxygen\in most. of these patients. The group of cases 
of peripheral circulatory failure described below were 
given high concentrations of oxygen in an attempt to 
determine whether benefit pang what difficulties 
lay in its administration. A method of investigation 
was adopted whereby the effect of oxygen could be 
assessed as far as was possible independently of other 
measures such as transfusions. 


METHOD OF INVESTIGATION 


Most patients received oxygen by the BLB mask, 
either nasal or oronasal, the latter if the patient was 
unconscious or breathing through his mouth. During 
and immediately after anesthesia oxygen was given by 
means of the Boyle’s apparatus. One patient was 
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placed in an oxygen tent. High concentrations of 
oxygen were employed during the shocked state, a flow 
of 6-8 litres per minute being generally recorded. 

In order to assess the effect of oxygen independently 
of other therapeutic measures:such as transfusions and 
drugs which were also being employed, oxygen was begun 
in Many cases a8 soon as tem after the patient was 
admitted. Oxygen was given to 14 cases and okserva- 
tions were made on its effects before transfusions were 
begun; 6 other cases did not receive transfusions. 


However as oxygen was often given during the course of 


other treatment such as transfusions or morphine, 
clinical observations jn many of the cases were made at 
short intervals (e.g. every 5 minutes), These frequent 
observations were made before, during and after oxygen 
therapy ; thus, if any changes occurred within 5-10 
minutes of commencing oxygen administration, these 
could with some degree of probability be attributed in 
part at least to the effects of oxygen. Furthermore in 
many of the patients, after a few minutes oxygen 
therapy was discontinued and further observations were 
then made. As will be seen from a study of the cases, 
changes which followed oxygen’ were sometimes reversed 
when oxygen was distontinved, again supporting the 
fact that these changes were due to oxygen. 

The clinical observations recorded included the pulse- 
rate and volume, the temperature, respirations and 
blood-pressure. The general appearance was also noted, 
ineluding the colour, presence or absence of sweating 
and degree of mental alertness. Other features observed 
were the temperature of the skin (whether warm or cold ; 
in a few cases actual skin temperatures were recorded 
with a Marshall’s skin thermometer) and the presence 
or absence of pain and bleeding. An attempt was made 
to assess the state of the peripheral circulation by noting 
the speed of return of colour after pressure on the 
fingers and the ease with which blood flowed when a 
hemoglobin estimation was done. In a few cases the 
circulation time was measured (cases 4, 6, 19 and 30). 


TYPE OF CASE TREATED 

The cases of shock treated fell into the 
groups :— 

(1) Trauma due to accidents or operations : 
(cases 1-8), 

(2) Non-traumatic hemorrhage: 12 patients (cases 9-20). 

(3) Peritonitis due to perforated viscus or strangulation : 
5 patients (cases 21-25). y 

(4) Postoperative lung complications: 3 patients (cases 
26-28). 


A small miscellaneous group of cases with peripheral 
circulatory failure and severe collapse were also studied 
and include:1 case of asthma (case 29), 1 of pneumonia 
(case 30) and 1 of diabetic coma (case 31). . 

Depending upon the degree of shock, cases were 
classified as follows :— 


Very severe shock (12 cases).—Patient unconscious and prac- 
tically’ moribund, with very severe peripheral circulatory 
failure; a systolic blood-pressure below 60 mm. Hg or 
unrecordable ; radial pulse very poor or absent; coldness 
and pallor or cyanosis very pronounced and blood-flow very 
sluggish. 

Severe shock (17 cases).—Patient often dull mentally, with 
severe peripheral circulatory failure ; a systolic blood-pressure 
between 60-80 mm. Hg; a’small volume pulse; coldness and 
pallor or cyanosis considerable and a sluggish blood-flow. 

Moderate shock. (2 cases).—Symptoms of collapse not pro- 
nounced, the blood-pressure being 80-100 mm. Hg: 


following 


8 patients 


The distinction between the various groups is of 
course not clear-cut and was often based on a general 
clinical impression. asthe blood-pressure could not 
always be regarded as a completely satisfactory guide as 
to the state of the patient, particularly in those cases 
where recovery demonstrated the presence of hyper- 
tension or where the absence of a low blood-pressure 
in the presence of other symptoms of shock was an 
indication of compensatory arteriolar spasm. 

Improvement after a period of oxygen was classified as 
either: + (i.e. moderate improvement with increase in 
the systolic blood-pressure up to 20 mm. Hg and loss of 
cyanosis); or ++ (i.e. considerable improvement with 


Q 
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increase in the systolic soneuathe’ tone above 20 mm. Hg, 
loss of cyanosis and apprecia improvement in pulse- 
volume, blood-flow, mental state, restlessness and 
dyspnoea). 
RESULTS 

The table summarises the effects of oxygen administra- 
tion and subsequent withdrawal in this series of patients. 
It should be pointed out that the effects which have 
been recorded in the table were the optimum obtained 
during the several _ of oxygen therapy which each 
wens gee img gg - a oe cases the pn ere eg 
rom giving or wit wing oxygen a rapidly 
One of the most favourably Ligieused ania te described 
in greater detail :-— 


CasE 12.—Woman, aged 22. Retained placenta with port 
partum hemorrhage. Heart and lungs normal, 
pressure 94/60 mm. ; pulse-rate 104, Electric a 
15 min. later BP 68/44. Severe shock ; 
10 min. later BP 94/62, pulse 112. 
Intravenous saline begun ; 
Blood-transfusion 0°25 1. and ‘ Pitocin.’ 
BP 90/44, pulse 100. Oxygen stopped ; 5 min. later BP 64/32, 
pulse 228. Severe shock ; — +. Oxygen given; 10 min, 
later BP- 86/52, — > vement +-+-; 5 min. later 
BP 94/56; 15 min. later Ber removal of placenta under 
nitrous oxide and oxygen; 4 hours later blood-transfusion | I. 
completed. Recovered. 


Effect on blood-pressure.—In sane of the cases, par- 
ticularly where the blood blood- 
rise in the systolic and lic blood-pressures after 
oxygen therapy. In 14 patients this rise amounted to 
20 mm. or over in the systolic pressure. Even in these 
patients, however, there was considerable fluctuation in 
the degree of rise with different periods of —o- 
therapy. A striking feature noted in some cases 
the rapidity with which the rise manifested itself. it it 
often _ observed within a few minutes of com- 
mencing oxygen, when such measures as transfusions 
would not have had time to produce much effect or as 
in some cases had not yet been begun. Another point 
noted in some cf the patients was the fall, often rapid, 
in blood-pressure when oxygen was discontinued. It 
was_often in the severely shocked cases that the effect 
of oxygen in restoring the blood-pressure was so dramatic 
(e.g. cases 1, 3, 5, 12, 19, 21, 22, 23, 27 and 30). This 
group includes cases of collapse due to trauma, hzmor- 
rhage and operation. Cases 5, 23, 26, 27 and 30 had pul- 
monary complications which were ah important factor 
in their shocked state, but the other of these severely 
shocked cases demonstrated considerable improvement 
on oxygen with a rise in blood-pressure at a time when 
the heart and lungs were apparently not involved. 
A number of cases showed only a moderate rise in blood- 

pressuge after oxygen therapy. 

Continued hemorrhage as in cases 9 and 20 was some- 
times responsible for failure to maintain an adequate 
blood-pressure and even transfusions. were only slowly 
successful in restoring the blood-pressure in this type of 
case. Patients who were not severely shocked as a rule 
showed only moderate rise in blood-pressure after 
oxygen, and this also applied to Pee ring whose blood- 
pressures were-not low Siesite their shocked state (e.g. 
case 1l om admission and case 18). Sometimes, as.in 
case 11 in the later stages and case 20, the patient 
despite a low blood-pressure whilst on oxygen improved 
in other respects and became warm and less cyanosed. 
Some of the patients (e.g. cases 7, 15 and 28, who were 
very shocked and almost moribund with unrecordable 
blood-pressures when oxygen therapy was begun) appeared 
to show very little response to oxygen, though it is 
possible, as in case 15, that oxygen did enable the patient 
to survive for a sufficiently long time to allow blood- 
transfusions to become “effective. Nevertheless it is 
obvious that some cases of profound shock are irreversible 
and cannot be saved by any form of therapy. Thus 
despite marked initial improvement obtained by oxygen 
and other measures in some of the severely shocked 
patients, several of them died (cases 5, 21, 22, 23, 27, 30). 
Most of the deaths were in elderly patients and resulted 
from profound toxzemia due to peritonitis, pneumonia 
or uremia. 

It is known that morphine de; the blood-pressure 
and that oxygen will restore the blood-pressure in a 


morphinised patient (Clark and Hamill 1914), In 9 of 
the patients to whom morphine had been given, the rise 
of blood-pressure during oxygen por ay may have been 
due to this factor ; nevertheless only 2 of these ps — 
c e 
commencing oxygen was 


A mixture of carbon dioxide and oxygen was often 
effective in raising the blood-pressure (e.g. cases 5, 21 
and 23), but occasionally proved unsuccessful. 

Effect on the pulse.—The effect of oxygen on the pulse 
was inconstant. In those cases, often associated with 
rise in blood-pressure, where the general condition of the 
patient improved the pulse-volume was increased. In 
15 cases, 13 of whom had tachycardia, the rate was 
reduced during oxygen therapy, often by more than 
10 beats _ nute. In 4 patients the rate was increased 
during oxygen administration ; in 1 of these the initial 
rate ales tame slow and in 2 normal. 

Effect on .—The depth of respiration was 
sometimes increased when the BLB mask was applied, 
possibly owing to the rebreathing of carbon dioxide. The 
effect was more pronounced when a mixture of carbon 
dioxide and oxygen was administered. Cases 7 and 21, 
who became apnoeic and almost moribund soon after their 
— improved very strikingly on this treatment. 

en there was Cheyne-Stokes respiration, oxygen—and 
to an even greater extent carbon dioxide and oxygen— 
was successful in abolishing this whether morphine had 
previously been given or not. Generally when the 
respirations were rapid, particularly but not necessarily 
in the presence of pulmonary complications, the effect of 
oxygen was to reduce their rate. Although oxygen often 
relieved dyspnoea, the BLB mask sometimes produced 
respiratory discomfort. In the case of slow or Cheyne- 
Stokes breathing, oxygen and even more strikingly 
carbon dioxide and oxygen increased the respiratory 
rate. 

Effect on other symptoms.—In nearly every case, 
whether pulmonary complications were present or not, 
the colour was improved and the cyanosed tinge asso- 
ciated with the collapsed state was diminished or 
abolished by oxygen. en the patient was moribund 
or severely shocked, the effect of oxygen on the colour 
was sometimes not pronounced. 

In patients who were mentally dull, an increased 
alertness and sense of well-being often followed oxygen 
administration. With improvement in the general con- 
dition the patient often felt warmer, but insufficient 
skin temperatures were taken to determine this point 
a The blood-flow was demonstrably more 

id in those cases which improved decidedly, but in 
a er patients was difficult to assess. The flabbiness 
of the pulp of the fingers, often pronounced in shock, 
appeared to be lessened in those patients which improved 
considerably, but differences were generally slight. 
Oxygen appeared to have no obvious effect on pain. 

Though experimentally the circulation time (arm vein 
to tongue) has been found prolonged in shock (Olson 
et al. 1941), the few observations made in this series 
did suggest that this was not always so. In case 4 the 
circulation time (decholin method) was prolonged to 
25 sec. After oxygen it was reduced to 15 sec., but this 
may have’ been associated with increased mental alert- 
ness. In case 6 during the period of shock the circula- 
tion time was normal (14 sec.). In case 19 it was within 
normal limits (16 sec. by calcium gluconate method) 
during the collapsed state, and was reduced to 10 sec. 
when the patient ik had recovered. It is obvious that the 
circulation time, when measured by standard methods 
from arm vein to tongue, is no indication of the circu- 
lation rate t bh muscles: or viscera. 

Tolerance to BLB mask.—In all the cases it was found 
possible to administer oxygen, at least for some period 
during their shocked. state, though there was sometimes 
discomfort due to the mask. In a few cases restlessness 
temporarily prevented the mask from being applied. 
The employment of morphine in such cases often enabled 
oxygen to be administered effectively. 


CONCLUSIONS 


The Pmnasing chessrehine lend support to the view 
generally held that oxygen is of benefit in cases of shock. 
particularly in the more severe cases: the effect in 


(cases 3 and 27) fall into the group of cases in w 
rise of 


blood-pressure 
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EFFECTS OF OXYGEN THERAPY IN SHOCK 





and 
sex 


Operation 


CY CNT os ae 
| Effect : ° 
Degree | Effect — @ 
of | Gt with Other treatment | Result 
| oxygen | 


of } 
shock oxygen 





84 F 
45 M 
| 63M 
| 728 


| 
Compound fractured humerus } 
Fractured pelvis ; rupt. urethra | 
cervical spine with 
quadriplegia | 


64 M| Fractitred ribs ; rupt. lung and 
| * spleen. 





| 64M 
63 M | 
| ga | 
27 F | 
| 31 F | 
so 
22 F | 
ret 
| 29F) 
43F 


} 


Peptic ulcer ; hematemesis 
Peptic ulcer 
Cholecystitis | 

Retained placenta ; PPH 
Retained placenta ; PPH 


Retained placenta ; PPH 
Retained placenta ; PPH 
Retained placenta; PPH 
Ruptured ectopic | 
24a F | Ruptured ectopic 
59 F | Peptic ulcer ; hematemesis 
| 57 M| Peptic ulcer ; hematemesis 
| 62M) Peptic ulcer; hematemesis 
26 F | Incomplete abortion 
70 M | Perforated peptic ulcer 
| 62M} Perforated peptic ulcer 
69 M Perf. peptic ulcer; pneumonia 
| 66 M} Small intestinal obstruction 
70 M , Perforated peptic ulcer 


| 68 M! Carcinoma of rectum ; pulmonary | 
/ embolism 


Closure 
Closure 


Closure 


Closure 


| 43 ¥ \Ovarian cyst ; pulmonary embolism) Cyst removed ; embolectomy 


51 F Cholecystitis ; acute cedema of 
lungs 


‘ 


44 F | 
67 M 


Status asthmaticus 
Lobar pneumonia 


| 52M) Diabetic coma — 


Amputation of arm 
Suprapubie cystotomy 8 


Aspiration, heemothorax 


Gastrejajunestomy 
. Partial gastrectomy 
Cholecystectomy 
Manual removal of placenta 
| Manual removal of placenta | 
Retained placenta ; PPH | Manual removal of placenta 
| Manual removal of placenta 
Expression of placenta 
| Manual removal of placenta | 
Salpingectomy 
Salpingectomy 
Laparotomy 
Gastro-enterostomy 
Partial gastrectomy 


Evacuation of uterus 


Adhesions cut 


Colostomy 


Cholecystectomy 


8 | Imp.++ | Worse | 18; bl.-tr. ; morph. a 
Imp.+ | Is; IP; morph. R 
yS | Imp.++ | Worse | IP; bl.-tr.; morph. R 

D 


8 Imp.+ | Worse | Morph. 


! 
| Imp. + + Morph. ; bi.-tr. 


Imp. + 
ISQ 
Imp. + 
ISQ 
Imp. + 


Morph. ; bl. tr. 
Bl.-tr. 
BL.-tr. 

Bl.-tr. ; 

Bl, -tr. ; 

Imp. + Bl. -tr. 


morph. 


morph. 


Imp. + + B).-tr. 
Imp. + ent Bl.-tr. 
Imp. + alg Bl.-tr. 

ISQ Bl.-tr. 
Imp. + Bl.-tr. 
Bl.-tr. ; 
Bl.-tr. ; 
Bl.-tr. 
Bl.-tr. 

Is; IP 
IP ; morph. 
Is; IP 
IS; IP; bl.-tr. 
Is; IP 
Morph, 


| 


Imp. + morph. 


Imp. + morph. 
Imp. + 
ISsQ 
Imp. + + 

| Imp. + + 

| Imp. + + | 
Imp. + 
Imp. + 


| Imp. + + 


vs 
vs 


Morph. 


Nikethamide ; 
adrenaline 


Adrenaline 


Sulphapyridine ; 
nikethamide 


vs | ISQ IsQ Insulin ; I8, 
\ giucose 


Imp. + + 
IsQ. 


vs 
8s Imp. + -+ 


Imp. + + 


3=severe shock. VS=very severe shock. M-=moderate shock. Imp, + =moderate improvement (see text). Imp.+ + =considerable 


improvement. BI.-tr. = blood-transfusion. 
D=died. PPH = postpartum hemorrhage. 


raising the blood-pressure and improving the pulse, 
colour, mental alertness and well-being .was noted in 
such severe cases in. this series. The results can be 
readily understood in the cases where there was con- 
siderable lung involvement as a cause of the anoxia, but 
striking improvement was also obtained where the heart 
and lungs were not affected at the time of beginning 
oxygen therapy. The beneficial action of oxygen was 
seen in shocked. patients during and immediately after 
an operation, but was also observed in patients who had 
not received an anesthetic immediately preceding the 
state: of shock (e.g: cases 1, 3, 5, 12, 27 and 30). 
Improvement however was not always definite and 
was sometimes absent. Thus in some of the cases of 
profound shoek, particularly in elderly but also in young 
people, improvement was not observed. This failure of 
res) was sometimes found associated with continued 
hemorrhage or severe infection or uremia. It is possible 
that in some of these severely shocked cases oxygen 


IP =intravenous plasma. 


1S =intravenous saline. Morph.=morphine. R<recovered. 


initial improvement in 12 of these fatal cases ; but most 
of these. were of hopeless prognosis from the start of 
treatment. 

Experimentally oxygen appears to be most useful in 
heemorrhage which has been arrested, and this is sup- 
ported clinically by this series. Hwmorrhage was a 
definite factor in producing shock in 17 of the patients 
and 13 of them improved with oxygen.. The importance 
of stopping bleeding so that satisfactory ‘resuscitation 
does not start it up again is obvious. 

In 13 cases hemorrhage was not a factor and 10 of 
these patients improved with oxygen therapy. With 
the exception of cases 1.and 3, most of the patients in 
this group were either suffering from pulmonary com- 
plications or were recovering from a general anesthetic. 
Despite the beneficial effect of oxygen on cases | and 3, 
many more clinical observations are\ required on the 
results. of oxygen adminid¢tration to cases of shock 
associated with hemoconcentration and not complicated 


may have helped to tide the patient over a critical 
period, even though immediate improvement was not * 
obvious. Nevertheless there were 14 deaths despite 


by anzsthetics or pulmonary conditions. . 
It is obvious that in severe cases oxygen can in no 
way replace more important methods of treatment such 
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as transfusions, but must be regarded as an adjuvant to 
such treatment. 

Morphine is often given: to shocked patients, but it 
turther depresses the medullary centres ite its 
advantages in allaying . and restlessness. e fact 
that oxygen helps to counteract the depressing action of 
morphine on the medulla is an added reason for its use, 
particularly as the morphinised patient will as a rule 
tolerate the BLB mask well. 


This investigation was carried out at Lewisham LCC 
Hospital, and my thanks are due in particular to Dr. E; D. 
Barlow and to Dr, A. Freedman for their valuable coéperation. 
My thanks are also due to Dr. W. Allen Daley, medical officer 
of health to the LCC, for permission to publish this report. 
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NEGROSIS OF ISLETS OF LANGERHANS 
PRODUCED EXPERIMENTALLY 


J. SHaw DuNN, MD GLase 


H. L. SHEEHAN N. G. B. McLetcure 
MD MANC, MRCP MB GLasGa 


(From the i departments of the University and 
Western Infirmary and of the Royal Maternity Hospital, Glasgow) 


FROM a preliminary review of available literature we 
have Ronn unable to find that selective necrosis of the 
islets of Langerhans in the pancreas has ever been 
produced artificially. It is at any rate safe to say that 
if success has ever been achieved in this direction the 
exploitation of the result has as yet had no influence 
on the study of the complex problems of hyper- and 
hypoglycemia. We propose to describe two procedures 
by which this form of lesion has been obtained in the 
rabbit and to give an account of the pathological changes 
in the pancreas and of symptomatic manifestations 
which accompanied their development. 


STYRYL-QUINOLINE NO. 90 


Some years ago research was carried out by one of us 

. L. S.) on the pathological effects which followed 
inoculation of rabbits with this synthetic compound, 
the chemical nature of which is indicated by the full 
name: 2 (p-acetylamino-styryl) 6-dimethyl-aminoqui- 
noline methochloride. This substance was first prepared 
by Cohen and Ellingworth and when tested by Browning 
and Gulbransen was found to have curative properties 
for infections with Trypanosoma brucei. Its applicability 
as a drug was however diminished by the fact that it 
sometimes caused acute ne = (Browning et al. 
1926, 1930). The features of this nephritis were sub- 
sequently studied by Sheehan (1932), in the course of 
whose research peculiar effects were noted in about a 
dozen rabbits which received toxic doses intraperitone- 
ally. The protocols of these experiments owing to war 
conditions are not at present accessible, but the essential 
facts can be given from memory. Within a few minutes 
of receiving the: doses the animals lay ou proms with 
hind legs stretched behind and heads til upwards. 
They were obviously much disturbed ‘and their res 
tions were-unduly rapid. Blood examination rev 
a rise of blood-sugar within an hour or so; this some- 
times reached as high as 500 mg. per 100 c.cm. ; in less 
severe cases to 300. or 350 mg. As the animals became 
it was soon impossible to obtain blood 
ey generally: died in 12 to 18 hours. 
On histological e ——— of the organs of these 
animals post mortem it found that there was in all 
of them necrosis of the islets of Langerhans in the 
pancreas. The cytoplasm of the islet cells was homo-* 
meous and strongly eosinophil without vacuolation. ° 
eir nuclei, normally rounded or oval, were shrunken, 





angular and pyknotic, or losing their staining. Usuallv 
a few cells at the periphery of the islets retained the usu: | 
tinctorial propertiés of live cells in strong contrast with 
the dead ones. No distinctive lesions were found ia 
other organs examined except the kidneys. 

The importance of a selective lesion of islets was 
recognised at the time but, as the substance which pro- 
duced it was one entirely foreign to metabolism, the 
observation was regarded as a somewhat accidental one. 
The lesion also was invariably fatal and as it appeared 
to lie outside the direct line of the problem in hand it 
was set aside for the time being and no opportunity 
has so far presented for further study of it. 

ALLOXAN _ 

Experiments were being conducted recently by one of 
us (J. S. D.) with the object of elucidating the patho- 
genesis of the renal iesion of the crush syndrome and of 
the somewhat similar condition which has been observed 
to follow the accident of a mismatched blood-transfusion. 
In the course of these experiments trial was made by 
intravenous injection of a number of substances which 
might influence particularly the lower segments of the 
renal nephrons. Among other lines investigated in this 
way uric acid and related products were exhibited, as it 
haa been found by Dunn and Polson (1926) that uric 
acid, suitably applied experimentally, could produce a 
selective lesion in the renal second convoluted tubules 
and collecting tubules. Among the substances in this 
series alloxan was found initially to give very promising 
results which may be recorded at another time. A 
difficulty which arose, however, in the successful estab- 
lishment of a tubular nephritis by use of alloxan was 
that with the order of dosage required for this purpose 
many animals during the first day or so with 
distinctive symptoms which were not referable to renal 
disease. It was in the investigation of these early 
deaths that a lesion was discovered in the islets: of 
Langerhans. 

Alloxan, the ureide of mesoxalic acid, is a substance 
which finds most frequent mention in works on physio- 
logical chemistry as a component of the uric acid mole- 
cule; from this it can be obtained by oxidation with 
nitric acid. In recent years it_has been employed in 
some biochemical investigations concerned with oxida- 
tions and—according to Karrer (1938)—it is introduced 
at one stage in the manufacture of lactoflavin. We have 
failed to find any recent reference to investigation of its 
ay geys cose effects when inoculated into animals. 
t is a crystalline powder, faintly pink, and is soluble in 
distilled water up to at least 5%.! 

An account of our results with alloxan may most 
easily be introduced by de one of the earlier 
experiments in which islet lesions were found :— 


Rassrr 1.—Weight 1990 g.; had appeared normal under 
two days observation in a urine cage. Its blood-urea was 
49 mg. per 100 c.cm. Starting at 10.17 am on Nov. 4, 1942, 
it was given three doses of alloxan intravenously in half an 
hour ; each dose amounted to 100 mg. per kg. of body-weight, 
the drug being in 2% solution in distilled water. Haemoglobin 
solution, 4 c.cm., was given intravenously between the 
first and second doses and after the last dose. The animal 
was quiet but by no means collapsed during the rest of the 
day and was not thought to be in a precarious condition when 
last seen at night. It consumed a quarter of the usual ration 
of oats and bran. Next morning it was lying prone in a 
feeble state and in an hour became rapidly worse, falling on 
its side with legs outstretched. It appeared to be comatose, 
but the conjunctival reflex remained active and it could be 
roused. The breathing was slow and fairly deep but feeble. 
The wen. nan etld to the toudhs gul-tiee sectal tomn- 
perature, normaily 102° to 103° F. was below 93°F. Being 
obviously moribund it was killed by chloroform 28 hours 
after the start of the experiment. A sample of blood taken 
at autopsy showed the blood-urea to be up to 101 mg. per 
100 c.em. while the blood-sugar was only 59 mg.: the normal 
in a rabbit in the morning is found to range from 100 to 
140 mg. 

Autopsy.—No change was noted, by naked eye, in any of 
the organs except the kidneys: These were slightly swollen 
and plum-coloured and showed dark red tubular streaks in 
cortex and medulla due to precipitated hemoglobin. 





1. pew we used was obtained from British Drug Houses 
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The only organs with noteworthy histological changes were 
the kidnéy and the pancreas. In the former the existence of 
an early tubular nephritis. with hemoglobin casts in the lower 
parts of the nephrons was confirmed. In the pancreas the 
acinar tissue normal; some eosinophil casts were 
present in ducts, Theislets of Langerhans were all abnormal ; 
in most of them there was complete necrosis of the central 
cells leaving only a ring or a crescent of live cells at the 
periphery ; rarely, all the endocrine cells were necrotic. 
The protoplasm of the dead cells had the characteristic 
appearance of coagulative necrosis and often their bodies 
had fused into a mass (fig. lc; compare fig. la). The nuclei 


had lost all the normal basophil staining of chromatin and . 


took on eosin more intensely than did the proteplasm ; their 
edges were ill-defined as-if they were undergoing lysis. The 
surviving peripheral cells generally had nuclei of normal 
appearance, as had sometimes their protoplasm, but very 
often the cell bodies were somewhat swollen and definitely 
eosinophil though evidently not necrosed ; in some of these 
the nuclei were small and hyperchromatic. 


Deaths with symptoms such as have been described 
above have now been observed in over a dozen rabbits 
after intravenous dosage with alloxan. In some of these 
hemoglobin also'"had been administered, but it is now 
clear that the giving or not of hemoglobin is immaterial 
to the result. We shall give some facts about only 9 
more of these experiments in which the pancreas was 
examined and the islet lesion found. Death occurred in 
4 rabbits during the night at times estimated as 12-17 
hours, after dosage. One died under observation at 27 
hours and another animal was killed when moribun 
after 48 hours. One was killed for examination on the 
fifth day of the experiment while still in fair condition. 
In 2 instances the animals were under observation (with 
temperature feadings) after heavy dosage, and were 
killed before collapse set in but at times (84. and 12 hours) 
when it was considered probable that islet lesions had 
developed ; in both it was ascertained that the islets 
had become necrosed. 

In all of these experiments, as in rabbit I, all the 
islets showed some degree of necrosis and generally this 
was extensive. The stage of development of the 
neerobiosis varied in accordance with the period of 
survival and in a way corresponding to the evolution of 
such changes in infarcts. In the earlierdeaths the cell- 
bodies were rounded off with sharper definition than 
normally and the cytoplasm was strongly eosinophil 
with loss of texture; the nuclei were highly pyknotic, 
shrunken and angular, and in some cases there was early 
karyorrhexis (fig. 1b). In the later examples, as in 
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Fig. 2—Shrunken remnant of necrosed islet 5 days alter asingle dose of 
alloxan. x 350 


fig. le the nuclei had lost all basophil staining and the 
cells. were fused into a mass, while live cells at the 
periphery were sharply differentiated. In the animal 
killed at 5 days very few cellular islets could be recognised, 
but on Close examination shrunken remains of necrosed 
islets could be identified, sometimes with one or two live 
cells at their margins (fig. 2). 

In view of the close linkage known to exist between the 
activities of certain of the ductless glands some investiga- 
tion of the other endocrines has been made in most 
animals. with islet lesions. The suprarenal cortex and 
the thymus have sometimes shown congestion and 
petechial hemorrhages while minor cytological changes 
have been observed histologically in the thyroid. The 
pituitary and the parathyroids have been normal. 
Further investigation of these other endocrines is clearly 
desirable but meantime it can be said that such altera- 
tions as they exhibit are far behind the lesions of the 
islets in extent and severity. 

The dose of alloxan required to produce necrosis of 
the islets is difficult to define. In the 9 animals which 
have been referred to the doses were of the order of 
200-300 mg. per kg. of body-weight, administered within 
two minutes or spread over periods up to six hours. 
In one other animal the effect was seen after only 100 mg. 
per kg. spread over four hours ; it died six hours after 
the start of the experiment. On the other hand sur- 


c 


creatic islet in the rabbit, stained with hamalum and eosin ; the same stain was used for bandc. All x 350. (b) Total necrosis 
rs from start of experiment. (c) Necrosis of central cells of a pancreatic islet, with survival of a peripheral layer of cells 


; time, 28 hours from start of experiment. 
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Pe Tehowt eovenn oy anager has been noted _ 
OSes 0} even given on 
These considerable welatioen ie ottes paging J 


appear to us to 

depend myst Pt omprsir on the immediate nutritional 
condition of animals, but this is a matter which 
further anal Meantime we consider that 


intravenous ose of 300 mg. Leeds to an adult 

t.of average nutrition can be depended upon fairly 

pe st to produce an extensive lesion of islets with 
characteristic symptoms. 

The most important clinical observations that we 
have been able to make on a few animals, aj from 
general “Dodily te of condition by handling, e been 
= Bp ve bodily temperature and on the Giced-cioke. 

e temperature ure has shown a fall from the normal of 
1oae. 103° F. to about 100° F. after three or four hours, 
but sometimes earlier, while the rabbit,-though quiet, 
was still strong when handled. Later, at periods 
varying with the animal’s resistance the fall has been 
steep, and, with the onset of collapse, has sunk to un- 
registrable levels below 94° F. One showed a fall from 
100-6° to 94-6° F. in three hours. 

The blood-sugar, initially 100-140 mg. per 100 c.cm. 
has risen considerably for one or two hours, reaching 
380 mg. in one instance, and has then fallen in three to 
five hotrs to 100, 50 or even 30 mg. The terminal 
fasts Say not always have been seen, the animal being 

lied to ascertain the state of the pancreas. No 
glycosuria has been detected by Benedict’s qualitative 
test in any of these animals. 


DISCUSSION 

Evidence has been submited that it is possible by 
the introduction of either of two chemical substances 
into the intact rabbit? to produce selective necrosis 
of the islets of Langerhans of the pancreas, while the 
acinar tissue remains histologi normal and the 
other endocrines are but little altered. This organic 
effect, a virtual nesidiectomy, along with the pronounced 
disturbance of sugar metabolism which accompanies 
it, may first of all be reco as complementary to 
the well-established p ure of pancreatectomy, in 
binding down, if that were necessary, the endocrine 
function of this organ in respect of sugar to the islets of 
Langerhans. The operative measures a ae to 

reproduce this lesion are of the simplest kind, and we 
te ieve that the method will be found to provide valuable 
results in the study of acute disturbances of sugar 
metabolism. 

On the basis of information already obtained several 
important questions arise the solution of which will 

suitable much further investigation but which appear 
sui — - preliminary discussion ; these may be taken 


~ i is the islet lesion produced ?—Where the intro- 
duction of a chemical substance into the living body 
results in selective damage of a particular tissue or 
tissues a possible interpretation is that certain proto- 
plasm is specially susceptible to the action of certain 
-agents and that this action is fortuitous. Another 
general type of interpretation, which was put forward 
by Dunn and his colleagues (1924) in relation to experi- 
mental tubular nephritis, is that selective tissue-injury 
may be determined through the special function and 
functioning state of the cells in question. In the case 
of renal epithelium it appears probable that the con- 
centrating faculty of the tubules raises the percentage 
of foreign toxic agents to a level at which they can 
exert destructive local goed ; change in reaction of the 
filtrate may also play a part. In the case of a preferen- 


tial damage of the pancreatic islets the damage may well- 


extreme hyperfunction and over- 
strain resulting from ; ocean. It appears to be 
a view acceptable to many in the modern approach to 
diabetes that the islets can suffer fun from 


and uncorrected by sufficient insulin. In the present 
artificial disease the evidence we have is ‘that at an a 
Pepin a hours thie keene of Sine eenger whit 

theoretically be due either to excessive ebitestion 
through the adrenosympathetic or to diminished com- 
bustion due to lack of insulin. The blood-sugar soon 


2. The same lesion has now been produced im the albino rat by 
subcutaneous injection of aller doses. 





falls however, and to qulimnes levee, and this a 

insulin has been at work in amount sufficient to 
overwhelm the initial excess mobilisation of sugar. 
When death occurs, and that may be within twelve 
» the islets are necrotic, and if necrosis of islets 
been the first event a rise of blood-sugar, continuing 
the end, might have been expected ; fact is that 
is finally an extreme hypoglycemia, and we 
conde that insulin production must for a time have 
been at least sufficient and has probably beén excessive. 
This would imply the existence of live and functioning 
islet cells for a certain length of time, and that necrosis 
of these cells represents a terminal failure. 

2. By what mechanism are the islet cells stimulated ?— 
Granted that the islets can be overstimulated it may well 
be asked why the particulaz agents that have been 
employed in these experiments should exert this action. 
So far as the synthetic styryl-quinoline is concerned we 
have no answer to this question. In the case of alloxan 
it is different, for alloxan, whether free or as a com- 
ponent of certain purins, is a natural constituent of the 

y. It exists in uric acid which originates partly 
exogenously from nucleins, &c. in food, and varies in 
amount poneneg & to the diet. Uric agid also originates 

y e main source of endogenous uric 
acid which is excreted in human urine is voluntary 
muscle and muscle is also in mass the greatest consumer 
of sugar. Can it be that alloxan or a purin which con- 
tains it is a natural hormone of muscle, discharged into 
the blood proportionately to muscular activity and 
katabolism and that through this agency the islets are 
normally stimulated and their activity regulated ? 
Some such chemical interaction seems to he a desidera- 
tum, to account for the exact and rapid regulation of 
blood-sugar which is normally maintained in spite of 
vast changes which can occur in the rates of storage and 
of combustion of this carbohydrate. A question that 
remains to be solved is whether stimulation of the islets 
is due to a direct action on them of the activating agent 
or whether it is secondarily the result of hyperglycemia 
due to stimulation of the adrenosympathetic. The 
evidence that they have at any rate received an excessive 
stimulation appears to us to be very strong. 

8. Can the acute necrosis of islets have any significance 
for human diabetes ?—It is not to be looked for that 
fulminating lesions such as have been described should 
find an analogue in the developed disease of diabetes 
mellitus where some length of life is necessary in order 
to allow the features of the illness to manifest them- 
selves. Such changes as occur in the islets in diabetes— 
if any can be certainly recognised—are usually of a 
chronic or quiescent rature, and often there is no 
indication how they have been caused. In some 
instances diabetes develops in the course of chronic 
pituitary disease in man, and Young (1937) has had 
remarkable success in producing a permanent diabetes 
in dogs by repeated injections of an extract 6f the 
anterior pituitary gland. Some of the lesions found 

in ‘the pancreas in these dogs (Richardson and Young 
1938) are of a kind which might have been preceded 
by necrosis of islet cells. There is not yet however any 
compelling reason for the belief that a pituitary abnorm- 
ality is at the root of most cases of human diabetes, and 
it may be that another lead, especially one in which the 

eos 4 islets are directly conc » will be welcomed 
oy of this disease in oe attempt to elucidate the patho- 
disease. So far we can say nothing about the 
pe bin of maintaining animals alive after necrosis 
of the islets, nor have we obtained chronic lesions by 
any form of prolonged treatment. We believe however 
that experiments toward these ends are worth under- 
even if considerable difficulties have to be sur- 
moun’ before success is achieved. It is something 
of a first step to be able to strike at the endocrine 
elements in the pancreas while leaving the exocrine 
parenchyma in its natural state. 


SUMMARY 


Acute necrosis of almost all the islet tissue of the 
pancreas has been observed in rabbits after intra- 





. 


i 


' peritoneal inoculation of a synthetic styryl-quinoline, 


and also after intravenous inoculation of alloxan. The 
development of this lesion is accompanied by an initial 


rise of blood-sugar, followed by an intense hypogly- 
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cemia which ends fatally with subnormal temperature 
in 12-48 hours. It is suggested that the lesion may be 
caused by overstimulation of the islets with over- 
production of insulin, and later death of the cells from 
overstrain. The mechanism of production of the lesion 
is discussed and reference is made to the possible réle 
of alloxan as a hormone of muscle. Investigation of 
this lesion is su as one line of inquiry into the 
causation of diabetes mellitus. 

We are indebted to Dr. 8S. V. Telfer for biochemical data» 
and to Mr. John Kirkpatrick for the microphotographs. The 
experimental work was carried on by means of a grant from 
the Rankin Medical Research Fund of the University of 
Glasgow, and for this we express cordial thanks. 
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PARATYPHOID B INFECTION 
THE INEFFECTIVENESS OF SULPHAGUANIDINE 
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With the technical assistance of Lieut. W. Goopz, 
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(From the American Red Cross-Harvard Field Hospital Unit) 


SULPHAGUANIDINE has been found to be of value in the 
treatment of certain infections of the intestinal tract, 
particularly bacillary dysentery (Marshall et-al. 1941, 
Anderson and Cruickshank 1941). . Marshall and his 
colleagues (1940), who introduced the compound, suggested 
that it might be effective in the treatment of typhoid. 
Levi and Willen (1941) have reported the successful 
treatment of a typhoid carrier with sulphaguanidine. 
We have been able to test the effect of the drug in a 
fairly large series of patients suffering from paratyphoid 
Binfection. The investigations were carried out on three 
groups of patients: those in the acute stage of the 
disease, those in early convalescence, and those still 
excreting the organisms after several months. 


SULPHAGUANIDINE IN THE ACUTE STAGE 


An outbreak of paratyphoid B a occurred in 
Liverpool during July and August, 1941. The work was 
done in two of the city hospitals, each of which had 
devoted special wards to the treatment of paratyphoid 
patients. . The plan of the experiment was to treat some 
of the patients pate: to compare their progress with that of 
similar patients who-were not given any special therapy. 
Selection of cases was made according to their location 
in the wards, those on one side being treated with 
sulphaguanidine, while those opposite were controls. 
This method was used in order to simplify the giving of 
the drug by the nurses. After the initial division of 
patients had been made, several other cases of paratyphoid 
were admitted to the same » and these were 
accepted as additional controls. The number treated 
was 40 and there were 48 controls. The two groups 
“yeooner to be similar in all respects. The average age 
of the treated patients was 16-6 years ; that of the controls 
was 15-5 years. Inthe treated group there were 20 males 
and 20 females ; in the control group there were 23 males 
and 25 females. The only persons excluded from the 
we were. children under 5 years of age. 

_ treatment was given for a 10-day 
perio Dosage was as follows : 


Age of patient First 5 days Second 5 days 
(years) g. daily g. daily 
5-9 .. ai ee Du sa sik a 
10-14 .. “ae eee | aan sii Sa 
~ Over 15 ie hak s came S desta a 
None of the treated patients had severe diarrhoea at 


the time of beginning the study ; accordingly the day’s 
medication was given in three doses ; at 8 AM, 2 pm and 


8 pm. As a precaution against urinary tract damage, 
due to deposition of crystalline sulphaguanidine or 
acetylsulphaguanidine, instructions were given for all 
nts, controls as well as treated, to drink at least 
e.cm. of water per 24-hour period. Urine output 
was measured in the treated patients and in nearly 
every instance this exceeded 900 c.cm. daily. Output 
was not measured in the control group. 
Response.—All patients were examined at least once a 
day. No effect on the course of the disease, such as 
lowering of temperature or diminution of symptoms, could 


’ be detected in patients who received sulphaguanidine. 


Many persons continued to have a high fever throughout 
the course of treatment. It is true that the fever 
dropped critically in 6 of the treated cases following the 
exhibition of the drug, but a similar improvement was 
shown by 12 other patients either in the control series or 
in the treated series but before treatment had been 
instituted. The average day of disease on which the 
oral temperature first ative Bee at 98-6° F. or below, 
was 18-8 days in the treated group and 18-1 in the 
control group. 

Bacteriological findings.—Feces cultures were taken 
on every patient during the first week in hospital and 
Bacterium paratyphosum B was isolated from the feces 
of every one of the 88 patients in this study. Cultures 
were again taken on all patients after subsidence of the 
clinical illness, no patient being allowed to leave the 
hospital until three successive stool cultures had been 
negative for paratyphoid B. In the first “ release’’ 
examination, 4 of the 40 treated patients had negative 
stool cultures. This proportion is no higher than would 
be expected in untreated patients at this stage of the 
disease. A complete tabulation of the weekly results in 
the two groups of patients is given in table 1. There 
does not appear to be a significant difference in the time 
of clearing in the two groups. 


TABLE I—RATE OF DISAPPEARANCE OF Bact. paratyphosum B 
FROM THE FHCES IN PATIENTS TREATED WITH SULPHA- 
GUANIDINE AND CONTROLS 





Treated with 
Week of sulphaguandine 
ase _ - — 
Cases | Cultures + 


No specific 
eae arenes 


Cases } Cultures + 
| 





ae 
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COIR CORO 
+ ASCRAAIANWWHDAS 
* Pocnen WeeAchen-wO8 qe 


6-3 





SULPHAGUANIDINE IN EARLY CONVALESCENCE 


During May and June, 1941, a small outbreak of 
yphoid B fever occurred in a boys’ school in 
‘aunton, Somerset. At the same time there were a few 
cases in the town and rural district of Taunton. During 
the first two weeks of July, 1941, it was decided to try to 
evaluate the effect of sulphaguanidine on the duration 
of excretion of paratyphoid B organism in patients who 
were for the most. part past the acute stage of their 
disease. The clinical and laboratory work was done 
at the Taunton Hospital and Public health laboratory 
by one of us (T. F. McN. 8S.) with the help of two technical 
assistants (W.G. and E. H.). 

Plan of e .—The group of patients available 
for study consisted of 29 persons ; of these 7 had shown 
no recognisable illness but had been found to be excreting 
the organism, while the remaining 22 had suffered 
illnesses of varying severity. Since-all the patients had 
been ill for at least twenty days, most of them for more 
than four weeks, and since the object of this study was to 
discover whether sulphaguanidine would materially 
decrease the period of exeretion of the organism in 
virtually convalescent patients,.the plan of the experi- 
ment ekscuntiy differed from that adopted in the first 
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TABLE II—-DISTRIBUTION OF TREATED AND CONTROL PATIENTS ACCORDING TO CERTAIN VARIABLES 

















| | Age (years) Length of illness (days) Fever Complications * 
= we | ‘ lth P24 GPW. ict TOOL 
— ./Cases) M | F } Recognised illness ’ 
} } | Over Excretors 2 
8-15 16-20.| ”; 3 emir Sl. Mod. Leng | Yes No 
| 20° |" 30 | 30-40 | >40 —, 
Treated| 14 | 10 4 4 Men, Se Sh Sat ae EO 2 5 3 G4 8 9 
| } . | 
Control | 15 13 2 6 6 3 i 1 9 0 5 i 7 2 6 | 1 14 








Sl. = temperature for lees than 10 says or no fever. 


part of this paper. Because the percentage of those 
excreting the organism tends to decrease quite rapidly 
after the third week of the disease, as exemplified in the 
Liverpool epidemic (table 1), it was important to take 
the length of illness into conside 
control group. Furthermore, Holt and his colleagues — 
(i941) in the same Liverpool epidemic have emphasised 
that females are apt to excrete the organism longer than 
males, and older persons longer than younger, so that 
these points also had to be considered. As the number 
‘of available patients was small it was impossible to 
divide them into all these different grou Ps and take 
equal numbers for treatment and control. It was there- 
fore decided to weight the experiment against the 
sulphaguanidine by tending to treat those who were 
likely to be more resistant and to have among the controls 
those less likely to be resistant. In this way it was 
thought that definite and usefully beneficial effects from 
the drug would be demonstrable, though the probability 
of being able to detect minor beneficial results would be 
slight. The actual distribution of the patients according 
to several variables is shown in table 1. 

The patients were examined daily and their clinical 
state noted. The urine and stools were examined twice 
weekly for paratyphoid B organisms using the tetra- 
thionate eosin brilliant-green method described by Jones 
(1936). Positive urine cultures were only found on a 
single occasion in each of 2 patients and these findings are 
not considered in the final results. 

Dosage of sulphaguanidine.—Since-none of the patients 
was having diarrhoea during the period of the study and 
since it was necessary to reduce the burden on the 
nursing staff to the minimum, the drug was given each 
evening in powder form. Each of the treated patients 
received 8 g. daily except 3 of the youngest (aged 8, 14 
and 134 years) who received 6 g. daily. This dose was 
equivalent to between 0-1 and 0-2 g. per kg. per day, 
which was approximately the dose advised by Marshall for 
adults in his first clinical, studies (Marshall et al. 1941). 
The drug was given for 10 days, the same dosage being 
used throughout. To each of the control group an 
equivalent bulk of kaolin—a teaspoonful—was given 
daily at the same time. As a precaution against any 
toxic effect of sulphaguanidine the patients were urged to 
drink about 3 quarts of fluid daily and the nurses were 
asked to note any obvious decrease in output, although it 
was impossible to arrange for it to be measured. 
Urine analysis was also done on all the treated patien 
every day, and twice weekly during the course of treat- 
ment the urine was examined forsulphaguanidine content. 
In order to observe any deleterious effect of the drug on 
the hematopoietic system, a total leucocyte count and a 
hemoglobin determination (Talquist) was done on each 
of these patients twice weekly. 

Response.—The effect of Saehaiianaiions on the rate of 
cessation of excretion of paratyphoid B organisms can 
be seen in table m1. 

Laing 3 wag it days saws Nag ye about range A 
group did no ow paratyphoi organisms in ir 
stools. Since one stool examination is unreliable both 
the negatives and positives were treated. This proved 
to be wise, since 2 of the patients—one in the control 
group—were positive on a subsequent examinatign. 
From the table it can be appreciated that the number of 
patients excreting organisms decreased more rapidly in 
the control group than in the treated grep. Though it 
might appear from these tables that sulphaguanidine 
actually increased the period of excretion _e probability 
of this distribution of figures occurring by chance is 
1: 2000) it must be remembered that the th we alr 


Mod. = temperature for 10-20 days 
metime during patient’s illness not necessarily at ‘ame of therapy 





Long = npeatess for more than 20 days. 


was weighted against the drug so that the best interpreta- 
tion would be that sulphaguanidine did not shorten the 
period of excretion. Later examination, at longer 
intervals, of the patients st@l remaining in hospital 
showed that by ten days after cessation of therapy only 1 
patient was still excreting and he was one of the treated 
group. This patient continued to excrete for twenty- 
two days after cessation of therapy, his total illness from 
onset il he had had three negative stool examinations 
being 84 weeks. In addition to the observations that 
sulphaguanidine failed to decrease the time of excretion 
of paratyphoid B organisms, it is interesting to note that 
the treated patient just described developed a relapse 
on the day after the beginning of treatment. On the 
third day of this relapse while therapy was still continuing, 
the temperature had reached 101-2° F. and at this time 
blood was taken for culture. Felix (1941) was able to 


TABLE III—INFLUENCE OF SULPHAGUANIDINE ON EXCRETION 
OF ORGANISMS 


Day of therapy Sulphaguanidine | Kaolin control 


Ae + he ae eS ee 








4 days before 
After 3 days 
After 7 days .. 
After 10 days 

2 days after cessation . 


10 | 
aes 
9 } 

9 

! 


Or Or Or GO 
ee Ore | 


grow paratyphotd B organisms from the blood clot ; the 
patient’s Widal reaction two days before had given a 
titre of 1: 250 plus against paratyphoid B. That 
sulphaguanidine was being absorbed from the intestine 
at this time is demonstrated by the finding of 243 mg. 
per 100 ml. of his urine passed the previous day. 


SULPHAGUANIDINE IN CASES EXCRETING ORGANISMS FOR 
MONTHS 

This part of the study was conducted at the American 

f— Cross-Harvard Field Hospital Unit in Salisbury 

Rat mg were sent to us by the MOH of the district 
in which the patients were living or hospitalised. The 
subjects of study were 4 patients who had been excreting 
paratyphoid B organisms for 3—4 months after the onset 
of their illness. They were all treated with sulphaguani- 
dine (table Iv); in addition, sulphadiazine, tetraiodo- 
phenolphthalein and mepacrine hydrochoride were all 
tried, either before, after, or coincidentally with 
sulphaguanidine. Neither singly nor together did these 
d influence excretion of the organisms. 

bsorption of sulphaguanidine.—During these studies 
_ only slight opportunity presented itself for investigating 
‘the absorption of the drug. Im one patient the blood 
level, estimated on the third day of therapy after he had 
received 8 g. daily, was 6-8 mg. total, of which 2-5 were 
acetylated. In 1 treated patients the concentration of 
the drug in the urine was estimated on the third, seventh 
and tenth days of thera rapy and on the fourth day after 
cessation of therapy. se estimations showed that the 
drug was being excreted in the urine at least by the third 
day of therapy and continued throughout the course of 
therapy, but that by the fourth day after cessation of 
therapy all the drug been excreted. 

Toxicity.—All the patients treated with sulphaguani- 
dine were carefully observed for any evidence of toxicity 
that might have been caused by the drug. White b! 
lobin estimations and urine analyses were 
performed at regular intervals upon all the patients 
treated. A totalof 58 patients were treated with the drug, 
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TABLE piste anccasenaas WHO HAD BEEN EXCRETING ORGANISMS FOR susatinaial TREATED WITH SULPHAGUANIDINE 





“Culture at end of 
therapy 


Bile 


Culture at t | 
nse’ Sulpha- Period 
1 Samet of Maes , guanidine given 
Bile Urine 


Other drugs used 
g. daily (days) 





Urine 





ee , 
7 - 
ee - 


| 
| 
| 
| 


Figures in parentheses show the nunYber of days after treatment had begun that specimen was taken. 


and of these the following 3 were thought to show signs 
of toxicity :— 


Casx 5.— A boy aged 134, who had received 6 g. of sulpha- 
guanidine daily for nine days, developed on the tenth day a 
pink, non-irritating, opapular rash symmetrically 
distributed over the apper part of both thighs, back and front, 
ankles, soles of the feet, wrists and palms of the hands. 
Later this spread to the abdomen and back. The pattern of 
the rash tended to be circinate. “The face was spared, the 
mucous membranes were not involved and he had no 
conjunctivitis. The drug was stopped at once, his last 
scheduled dose being therefore omitted, and the rash faded 
almost completely intwodays. His total leucocyte count on 
the day of the rash was 7200 per c.mm.; polymorphs 3170 
(44%), non-segmented neutrophils 350 (5%), lymphocytes 
3670. (51%). His previous leucocyte counts had ranged 
between 6200 and 7600. His urine after six daily doses of 
the drug contained 236 mg. total sulphaguanidine per 100 ml., 
of which 7 mg. per 100 ml. was acetylated. On the tenth 
day, after he had been off the drug for twenty-four hours, his 
urine contained 31-2 mg. of sulphaguanidine per 100 ml: of 
which 12-4 mg. per 100 ml. was acetylated. 

Case 6.—A 30-year-old married woman had received 8 g. 
of sulphaguanidine daily for nine days. On the ténth day 
she had a rash on her face and shoulders ; she said she had had a 
slight rash “‘ under the skin of her arms ” for the last day or 
two. There was a blotchy, ill-defined, pinkish rash over her 
face, while over forearms, shoulders, upper trunk and knees 
there was a finely punctate, slightly papular, erythematous 
rash. The rash was not hemorr and did not itch. The 
mucous membranes were spared and there was no conjuncti- 
vitis. Her epitrochlear and axillary glands were palpable. 
The last dose of the drug was omitted and the rash faded in 
two days. Her total white-count was 7000 per c.mm. ; 
polymorphs 1890 (27%), lymphocytes 4900 (70%), eosinophils 
140 (2%), basophils 70 (1%). Her previous white counts had 
ranged from 5700 to 7300. Her urine, after six doses of the 
drug, contained 111 mg. sulphaguanidine per 100 ml., of which 
13-5 mg. per 100 ml. was acetylated. On the tenth day, <a 
being off the drug for 24 hours, 27-5 mg. sulphaguanidine 
which 12-5 mg. was acetylated, were found per 100 ml. of 
urine. 

Casg 7,—A 39-year-old man, after receiving four daily doses 
of 8 g. of sulphaguanidine, complained of abdominal discom- 
fort and loose stools. The drug was continued however for 
thine days, during the whole of which time the patient com- 
plained of these symptoms. After the drug was stopped 
there was immediate cessation of the symptoms and the 
patient felt and looked better. Examination of the abdomen 
during the period of complaint never revealed any physical 
signs except a rather tic colon. His leucocyte count 
varied between 5900 and 8100 throughout his course. His 
urine contained, on the seventh day of treatment, 119 mg. of 
sulphaguanidine per 100 ml., of which 3 mg. per 100 ml. were 
acetylated. 


No hemolytic effects were noted and no gy «oe 
that could be attributed to the drug. White b 
counts on the tenth day of drug therapy on 40 patients 
treated during the acute stage of their disease revealed an 
average leucocyte count of 5650 cells per c.mm., the 
lowest being 2600 cells. Since ange eee characteristic 
of the acute stage of the disease, leucocyte counts were 
also made on 14 of the control patients. i 
an average count of 5900, the lowest being 3000. in 
these circumstances the leucopenia found in the 

tient must more_reasonably be attributed rl 
the effect of the disease than to the effect of the drug. 


Stool 
+ (24) + (18) 0 
+ (16) 0 0 
+ (9) + (6) 

+ (12) 0 0 


Tetraiodophenol- 
phthalein 
sulphadiazine 


Mepacrine hydrocblor. 


” 
0 Culture not done. 


Frequent urine analyses on all the treated patients 
never revealed any albuminuria ; there was never any gross 
hematuria found, but one patient had a few crenated red 
blood-cells in his urinary sediment on one occasion ; a 
heavy sediment, in which needle-like crystals resembling 
those of sulphapyridine could at times be identified 
microscopically, was always present in sulphaguanidine- 
treated patients. No nausea, anorexia, headache or 
cyanosis were observed in any of the treated patients. 


DISCUSSION 


The discovery of sulphaguanidine and the observation 
of its effect on acute dysenteric infections of the intestine 
naturally raised hopes that a similarly beneficial result 
might be obtained in the enteric group of diseases. ‘Two 
reports, one by Levi and Willen (1941) mentioned above, 
and one by Kattwinkel (1942) seemed to confirm these 
hopes, and Top (1941) ifi his textbook suggests that 
sulphaguanidine might be used in the treatment of 
typhoid fever. However, itis worth noting that Marshall 
and his colleagues (1941) treated one case of typhoid 
fever in a girl of 13 years which did not respond as did the 
group of cases with dysentery which were being treated at 
that time. Hall (1942) treated 5 cases of typhoid fever 
with the drug and concluded that ‘‘ very little is to be 
expected from the use of sulphaguanidine in typhoid 
fever.”’ Eblen (1942), in discussing the treatment of 
various diarrhceas with the drug, commented that 9 
cases of typhoid fever had not responded to it. Watt and 
Peterson (1942) gave 5 g. of the drug four times daily to 6 
patients, ill with typhoid fever, for eight to ten days 
without beneficially affecting the course of the disease ; 
nor were they able to influence the excretion of the 
organism in 3 known chronic carriers by means of 15 g. 
doses daily for fourteen days. 

Our experience with paratyphoid B fever in its various 
stages fully confirms the experience of Hall, Eblen and 
Watt and Peterson with typhoid fever. Careful analysis 
of our data reveals no evidence that patients treated with 
sulp idine either in the acute, convalescent or 
peniahent excretor stage of the disease were benefited in 
any way. Itis also clear from the data that in a disease 
so variable in its manifestations as paratyphoid B fever, 
it would be very easy to get an erroneous impression that 
an individual patient had benefited from the drug. This 
point was brought out clearly during the study of the 
acute stage of the disease since some of the treated 
patients had what looked like a critical response te the 
drug. That this dropin temperature was coincidental was 
made clear by finding equally critical falls in temperature 
on that day of disease in untreated patients. Premature 
reports on the value of a new drug, based on the observa- 
tions of a few patients without adequate controls, are 
therefore to be deprecated. 

Pe sang pte thea tae for the failure of this drug to 

roduce favourable therapeutic results in the enteric 
vers studied are: first, that these diseases are not 
essentially local infections of the gastrointestinal tract 
but primarily infections of the blood-stream ; and second, 
that, by experiments in vitro Bornstein "and Strauss 
(1941) have monstrated that the growth of paratyphoid 
B bacillus is not inhibited by the drug and that of the 
typhoid bacillus is only moderately inhibited. 


SUMMARY 


Sulphaguanidine was used in the treatment of para- 
t id B fever in patients who were: (a) acutely ill ; 
) convalescent ; (c) persistent excretors. 
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During the acute stage no difference was seen in the 
course of the disease among the treated as compared with 
a control group that was untreated. In the convalescent 
stage there was no evidence that the patients treated with 
the drug excreted paratyphoid B organisms for — 
shorter period than the control group treated wit 
kaolin. The drug failed to clear 4 persistent excretors of 
the organisms. 

The absorption and excretion of the drug was followed 
in a few patients. It seemed to be well tolerated ; only 
3 out of 58 patients treated showed any evidence of toxic 
reaction, and this consisted of skin rashes in 2, and 
abdominal discomfort in 1. 

The experience gained from this investigation suggests 
that a very careful evaluation of any new therapeutic 
drug must be made before accepting its usefulness in a 
disease so variable as paratyphoid fever, 

We wish to thank Prof. W. M. Frazer, medical officer of 
health for Liverpool, Dr. A.-E. Hodgson, and Dr. O. F. 
Thomas, medical superintendents of Fazackerley and 
Broadgreen Hospitals for their coéperation; Dr. R. de V. 
King and Dr. John Allen, MOHs for Taunton rural and 
urban districts respectively, Dr. J. F. Davidson, MOH for 
Somerset and Mr. D. R. Wood for friendly help ; and Lederle 
‘Laboratories for supplying the drug. Data for table 1 were 
Kindly given by the late Prof. H. D. Wright, Liverpool. 
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Ir is now well recognised that fluorine is an important 
trace element in human nutrition, though it plays a dual 
réle, being probably beneficial at one level and certainly 
deleterious at others. This note records our observations 
which are far from complete on the distribution of fluo- 
rine in England and Wales; and sets forth data which 
may be useful to others who wish to test our observations 
or extend the knowledge on the distribution and clinical 
detection of endemic fluorosis. The data fall under three 
headings; the recognition of the geological formations 
with which fluorine is associated, the clinical recognition 
of the result of fluorine absorption as indicated by the 
mottling of human dental enamel, and finally the 
chemical determination of fluorine in drinking-water. 


GEOLOGICAL INDICATIONS 


Fluorspar (calcium fiuoride).—In areas such as Upper 
Weardale, Durham, fluorspar is abundant and has long 


been worked. Though the solubility of the mineral is 


low, appreciable tantities find their w: om drinking- 
water, many supplies of which are taken from abandoned 
and flooded mines in which the mineral occurs. Fluor- 
see is present in the Pennine area of Lancashire and 
Sutton (1936) has described fluorine in 

certain Derbyshire waters in connexion with fluorspar. 
Apatite (calcium fluo-p. 
Essex, Suffolk and Norfolk, where the underground 
waters contain an un high amount of common 
salt, this reacts with the fluorine in the form of apatite, 
and the relative solubility of sodium fluoride therefore 


gives rise to a high fluorine content in the water. | Ains- 
worth (1933) first showed in En , at Maldon in Essex, 


the relationship between fluo: in water and mottling 


hate).—In coastal areas of 


of dentalenamel. Inthe China-clay district of Cornwall 
near St. Austell the presence of much apatite in addition 
to fluorspar tends to increase the fluorine content of 
circulating waters. 

The tendency of phosphate rocks to concentrate 
fluorine has been discussed in a previous paper (Brome- 
head 1941). In and around Spilsby, Lincolnshire, many 
wells derive their waters from rocks containing phos- 
phates. Around Cambridge fluorine is associated with 
phosphatic beds of Upper Cretaceous age. The presence 
of fluorine in certain sources of London water has been 
determined by the Metropolitan Water Board (1936). 
Some South Wales coals contain considerable amounts 
of phosphorus and probably because of this a detectable 
amount of fluorine. Fluorine is associated with the area- 
tr ied by Jurassic clays in south-west Bedfordshire, 

ptonshire, Warwickshire, Oxfordshire and Berk- 
= a Central Somerset and Glamorgan. Some clays 
used in brickmaking have been shown to contain con- 
siderable amounts of fluorine. 


CLINICAL EVIDENCE OF FLUORINE ABSORPTION 

The dental enamel of people who have used a drinking- 
water con! i fluorine in sufficient concentration 
during part or whole of the period of calcification of their 
teeth is characterised by the presence of white opaque 
spots or bands (white mottling) due to the fluorine and 
often in addition by brown stained patches. The stain 
penetrates from the surface to about a third of the depth 
of the enamel and is considered to occur after eruption 
(Ainsworth 1933, Day 1940). The extent and distribu- 
tion of the mottling depends upon the duration of the 
fluorine intake and the age period of the subject. The 
degree of mottling is determined by the actual level of 
the fluorine intake. Many of the cases of mottled enamel 
we saw were in areas where the drinking-water had 
about 0-3 part per million fluorine (see Dean et al. 1942). 
It is easy to recognise mottling of the degree seen in 
Maldon, Essex (where the well water has 5 parts per 
million fluorine) both by the white opaque areas and the 
staining, sig Me milder degrees with little or no staining 
have often been missed. In assessing the grade of 
fluorosis we eon as our original guide the illustrations 
and description given by Dean (1938) and examined the 
teeth in daylight with the naked eye making the judg- 
ment on the mouth as a whole. Later we cut down the 
number of grades, originally 7, to 4—namely, severe, 
moderate, mild, and very mild. . 


CHEMICAL DETERMINATION OF FLUORINE IN WATER 

The method used for estimating fluorine in drinking- 
water has already been referred to (Glock, Lowater and 
Murray 1941). The following figures are arranged 
according to counties, and the fluorine is expressed in 
parts per million, equivalent to microgrammes per c.cm. 

Cambridgeshire.—Bassingbourne 0-46. Newton 0-4. Bot- 
tesham 0-32. Haslingfield 0-22. Shelford 0-17. Fulbourn 
0-17. Teversham 0-1. Great Wilbraham 0-1. Barrington 
0-1, Chesterton 0. Cherry Hinton 0. Melbourn 0. 

Derbyshire.—Glossop 0-22. Chesterfield and Bolsover: 
Whispering Well 0-35; Linacre Water 0-33. 

Devonshire.—W oody Bay 0-33. * 

Glamorganshire.—Pontypridd 0-25. Barry 0-2. Rhoase 
0-2, Porthcawl 0-15. Aberthaw 0-1. Laleston 0-1. Cardiff 
City 0. Ewenny (river Alun) 0. 

Lancashire.—Rochdale City 0-24. Bolton 0-41. Salford: 
Durham Road 0-3 ;’Regents Street 0. 

Lincolnshire.—Partney, near Spilsby 0-63. 

London (Metropolitan Weter Board area).—Filtered New 
River 0-35. Filtered Lea 0-15. Filtered Thames 0-1. 

Oxfordshire —Bampton 1-2. Launton 0-84. Thame 0-46. 
Black Bourton 0-46.. Hook Norton 0:44. Kirtlington 0-4. 
Brize Norton 0-4, Stanton Harcourt 0-39. Witney 0-37. 
Cumnor 0-33. Steeple Aston 0-32. Aston-Bampton 0-32. 
Swerford 0-3. Chinnor 0:28. Kidlington 0-26. Shirburn 
0-26. Hanborough 0-24. Hinksey Reservoir 0:24. Sibford 
0-24.. Standlake 0-23.. Chipping Norton 0-22. Headington 
Quarry 0-17. Hardwick 0-17. Steeple Barton 0-17. Clan- 
-_ 0-17. Langford 0-17. Northmoor 0-17. Filkins 0-17. 

ie 0-15. Burford 0-15. Cowley Marsh 0-15. 

i 0-14. Benson 0-14. Salford 0-14. Enstone 

Os. Little Faringdon 0-1. Lewknor 0. South Leigh 0. 
Eynsham 0. Fulbrook 0. Oxford City (present supply) 0. 


Adderbury 0-44. 
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FLUOROSIS DISTRIBUTION 
@ SEVERE & MODERATE @ SUGHT 
7-1 UPPER BOUNDARY AT SURFACE OF KIMMERIDGE CLAY AND OF LIAS 
—— LOWER BOUNDARY AT SURFACE OF OXFORD CLAY 


Somerset.—Timberscombe 0-45. Stoke St. Gregory 0-35- 

Wambrook 0-3. Creech St. Michael 0-25. Old Cleave 0-25. 

Sutton 0-25. Buckland St. Mary 0-2. Combe 

St. Nicholas 0-15. Charlton Mackerell 0-15, Charlton 
Adam 0-1. Roadwater 0-1. Somerton 0. 

Suffolk.—Ashfield Magna 1-0. Rattlesden 0-3. Monks- 
leigh 0-3. Hitcham 0-25. Creeting St. Mary 0-25. Hales- 
worth 0-2. Aldeburgh 0-2. Saxmunden 0-2. Battesford 
Borewater ‘0-2. Elmswell 0-2. Badwell Ash 0-1. Norton 0. 
Old Newton 0. Southwold 0. 

Yorkshire.—Swinton 0-53. 

Warwickshire—Dodwell Farm 1-0. Windmill Supply, 
Dodwell 0-8. Drayton Reservoir 0-3. Loxley 0-26. Alves- 
ton 0-26. Wellsbourne Hastings 0-2. Luddington 0-1. 
Alderminster 0-1. Binton, less than 0-1. 


DISCUSSION 


The combination of these three methods of per 
has been worked on more freely in the area around Oxford 
than in any other part of the ro heey and the information 
gathered has been put into the accom — ying map, in 
which each town or parish is marked by a symbol, 
indicating the highest degree of dental fluorosis noted, 
graded severe, moderate, mild, or very mild, as previously 


described. 
Recently Spira (1942) —— a@ map on the distri- 
bution of fluorosis in England. The data on which this was 
constructed were collected in quite a different manner ; 
his cases were chiefly Army recruits and he recorded 
the degree of dental fluorosis and the subject’s home 
besighes presumably at the time of examination. It rhust 
be pointed out that it is the period up to abdut 14 years 
of age which is important. 


SUMMARY 
In view of the inéreasing evidence of the réle of 
pee eas oct renter of man and animals, methods 
are suggested to assist the clinician in appreciating the 
cre a of fluorine. 


Geologically, fluorine may be 
found in association with fiuorspar, 
apatite and phosphate-bearing 
rocks, and Jurassic clays. Mottled 
enamel as a sign of dental fluorosis 
can be used as an index of fluorine 
absorption. These two indications 
of the likely fluorine intake in any 
particular locality may be further 
substantiated by chemical deter- 
mination of fluorine in the drinking- 
water. 

We wish to thank the Medical 
Research Council for a grant towards 
the expenses of the investigation and 
Miss E. B. Cheek, BSc, of the Oxford 
Nutrition Survey, for certain of the 
fluorine determinations. 

C. N. B. is responsible only for the 
geological aspects, and his contribution, 
including the map, is published by 
permission of the Director of HM 
Geological Survey. 
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& WALLINGFORD 


New In ventions 


WRISTLET TO CARRY COTTON 


INTEREST in cotton as a ligature has lately been 
revived by Pannett! and others and I have devised a 
small wristlet for holding a spool of cotton. No origin- 
ality is claimed for this; the idea was originally bor- 
rowed from Victor Bonney’s wristlet. Mine has, how- 
ever, certain modifications, in that it is smaller, lighter 
and carries a greater length of ligature. The illustration 
is self-explanatory. 

An ordinary small Singer’s sewing-machine spool is used 
and as much cotton as is required is lightly wound on to this 
over a piece of rubber tubing, which allows for contraction of 
the cotton fibres during sterilisation. The spool is held in a 
central position by a small, spring-loaded spindle carried in a 
knurled nut, which is secured to the spool holder by a bayonet 
fastening. A rubber 
band secures the 
whole unit to the 
wrist. The surgeon 
can carry a spool of 
No. 40 Coats cotton 
and his assistant one 
of No. 60 


I have now used 
cotton exclusively 
for a year and my 
impression is that 
all forms of post- 
operative wound 
sepsis are less with 
cotton than any 
other ligature. It 
is difficult to handle 
and the cut ends 
tend to adhere ‘to 
the gloves, but it 
has the great 
advantage of negli- / 
gible expense (most 
major operations 
can be performed 
1. Mosness. Cc. 
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for afraction of a penny). Another point in its favour is 
the small amount that will suffice for a large number of » 
operations; it is therefore economical of space in a 
mobile surgical unit. It ties with a small neat knot 
which has little-or no tendency to slip and the loose ends 
can be cut very close to the knot, thereby minimising the 
amount of foreign body left in the wound. It can be 
used with impunity in septic cases such as acute appen- 
dicitis with peritonitis. The best gauge is No. 60 for 
subcutaneous vessels, No. 40 for larger vessels such as 
are found in the mesentery of the appendix and No. 24 
for suturing the aponeurosis when closing the abdomen. 
It is not claimed that cotton will, or should, supplant 
catgut as a ligature, but it certainly provides a very 
passable substitute. Joun Howkrns, FRCS 
Squadron-Leader RAFVR. 


ee Rccks 


Textbook of Gynecological Surgery ° 

(4th ed.) Sir Comyns BerkELEY, MD Camb., FRCP, 
~FRCS, FRCOG ; Victor Bonney, MS, MD Lond., FRCS, 
FRACS. (Cassell. Pp. 899. 50s.) 

Tus book, produced by two great mentors in the 
gynecological art, represents the mature opinion of 
wisdom and experience in pursuit’of technique. All the 
indications, the risks, complications, the technical 
difficulties of a given procedure are set out with clear 
and minute details for its performance. A surgeon of 
mediocre ability, reading this book, could undertake 
any of the operations in it, so simply and concisely are 
the serial rag ows reing Almost every stage of each 
operation is utifully illustrated by Victor Bonney 
in pen-and-ink sketches. As the abdominopelvic sur- 
geon’s Pilgrim’s Progress, the book starts with instruc- 
tion in equipment, theatre technique, instruments, and 
sterilisation ; then follow the descriptions of gynzco- 
logical and many general surgical operations ; the last 
section deals with almost all known postoperative 
complications, and carries an excellent chapter on 
transfusion and infusion. There is a final critical essay 
on a large number of operations and a survey of the 
causes of death. The text is good, the style crystalline, 
the plates illustrative. 


Sulphanilamide and Related Compounds in General 
Practice 
(2nded.) W. W. Spink, MD, FACP. (Year Book Publishers ; 
H. K. Lewis. Pp. 374. 16s. 6d.) 
ProGREss in chemotherapy has been so rapid that even 
a second edition of this ree can only offer, in its 370 
pages, a limited survey of the new ground covered. The 
subject is treated under fourteen headings, of which the 
most interesting perhaps are those on general principles 
of treatment, the local use of sulphonamide compounds, 
and their prophylactic use. Professor Spink lays down 
the following general-rules for the management of 
patients receiving these drugs: 
Patients who are seriously ill can be treated more efficiently 
in rtlaers as og The micro-organism responsible for the infection 
be isolated if possible, but do not delay necessary 
treatment until the report is ready.’ Blood hemoglobin 
estimation and a white cell count are needed before a seriously 
ill patient receives one of these drugs. Urine analysis must 
be done daily if sulphapyridine or sulphathiazole are being 
given. In severe infections the concentration of the drug in~ 
the blood should be determined after 12-24 hours of therapy. 
Total 24-hour fluid intake and output should be registered. 
All patients should be asked whether they have taken any 
of these drugs before. All patients receiving sulphonamides 
must be seen by the physician at least daily and only in 
exceptional cases less often. 
These rules may not always be easily followed but 
they set a standard of care andjdiscretion. Spink notes 
that all American soldiers going into combat areas are 
being provided with 12 sulphanilamide tablets in a 
metal box, instructions for taking the drug being printed 
on. the back; they also have a packet of powdered 
sulphanilamide to “ray into wounds. The possible 
in the prevention of sepsis, 





uses of sul 
aaa fever, weaingitia: the complications of specific 


fevers, and in accidental and war wounds ate fully 
-discussed and documented, in a chapter of much Satorest 
and promise. Discussing ‘local application, he sets out 
the Sletive merits of different solutions, emulsions, or 
ointments, different rates of absorption and different 
solubilities, and warns wisely against the risks of over- 
dosage when the drugs are given both locally and orally. 
The work of Colebrook ome others in the wadhannnd of 
burns, and the use of sul es in gas gangrene, 
are discussed, The great variety of mixtures employed 
and of lesions treated locally, whether in the peritoneum, 
pleura, middle ear, urinary bladder, or the" surface of any 
part of the body offer a striking manifestation of the 
ingenuity if not of the caution of the profession. 

This book is not only an enthralling review of the 
greatest advance in medicine of the century but a hand- 
book to the proper use of the new weapon. Though 
doubtless it will not long remain up to date its immediate 
careful study should help were§ to prevent dangers, 
avoid waste, and get still better results with sulphon- 
amide treatment than they are doing now. 


Psychological and Biological Foundations of Dream 
Interpretation 


SamvuEL Lowy, 
16s. 6d.) 
WHEREAS in earlier days an able man who wanted to 
study dreamas was probably also a superstitious man, in 
the way that Cardan was superstitious, it is nowadays 
possible for a temperate physician like Dr. Lowy to 
refer, without conscious abuse of words, to the “‘ science 
f dreams.’’ But as Dr. Lowy acknowledges there is a 
great deal in the current psycho-analytical method of 
interpreting dreams that does not meet scientific — 
ments, and be therefore modestly calls his work an 
rt approach ” to the problem, in which he has ‘Telied 
often on intuition rather than on a demonstrable applica- 
tion of assured knowledge. In a foreword his teacher, 
the late Dr. Stekel, emphasises that the talent for dream 
interpretation is inborn rather than acquired.- Dr. 
Lowy evidently possesses this talent and turns it to good 
account in the numerous instances of analysed dream 
material here quoted. His discussion of the significance 
of symbols, the extent of transformation, free associa- 
tions and other such problems, is based on the Freudian 
doctrine, but with many original additions. The mode 
of rel ay resentation is not systematic; consequently the 
is difficult reading, but sincere and at many points 
illuminating. 


Endocrinology 
Clinical Application and Treatment. (2nd ed.) A. A. 
WERNER, MD, FACP. St. Louis, Mo. (Kimpton. Pp. 924. 
45s.) 

Dr. Werner’s good book would have been better had 
he more consistently traced the controlling influence of 
the nervous system on endocrine function, instead of 
giving such a mass of experimental detail; the result i is 
@ fine source-book but an inferior textbook. He aims 
at completeness, but in a subject as broad as éndo- 
crinology this is impossible of attainment by one man, 
so that omissions are inevitable. Thus he does not 
mention the use of stilboestrol as the cheapest and most 
convenient of the cestrogens, and in a long chapter on 
pregnancy tests he makes no mention of the toad. The 
discussion of the relationship of cestrogens to cancer 
is full, a from any reference to Bittner’s significant 
observation that breast cancer in mice is transmitted by 
their mothers’. milk. He indicates no simple path to 
the clinician through the tangled facts of carbohydrate 


MD Prague. (Kegan Paul. Pp. 259. 


. metabolism and does not emphasise the clinical differen- 


tiation between the young and elderly diabetic: the 
one being usually thin with a normal blood-pressure, 
relatively sensitive to insulin, easily passing into ketosis, 
and doing well on a high carbohydrate diet ; the other 
being fat and hyperpietic, relatively insensitive to insulin, 
seldom liable to ketosis, and doing best when starved. 
In a chapter on the thymus he devotes three pages to 
status thymolymphaticus but does not mention myas- 
thenia gravis. Despite such omissions the book is 
predominantly sound and contains much information 
not readily accessible elsewhere, with many useful 
references. 
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Psccces of ta asHeraby 


Pharmaceutical Spevialities (May & Baker) 
Limited have been pioneers in the development 
of the sulphonamides. In the crowded years 
since 1935 these drugs have revolutionised the 
treatment and prognosis of acute bacterial 
infection and have. elevated chemotherapy 
to the position which Ehrlich had forecast 
for it, but which- succeeding generations of 


clinicians had considered unattainable. 


THE PRESENT RANGE OF SULPHONAMIDES 
MARKETED BY THIS COMPANY INCLUDES:— 


@°M & B 69 3° brand sulphapyridine for the treatment of 


pneumococcal, gonococcal and meningococcal 


infections. 


SULPHANILAMIDE (for the treatment of haemolytic streptococcal 


@ ‘ SOLUSEPTASINE’ 


@ ‘THIAZAMIDE’ 


infections. 


brand solucin for the treatment of haemolytic 
streptococcal infections. 


brand sulphathiazole (* Me B 760’) for use 
in patients intolerant of sulphapyridine and for the 


. treatment particularly of staphylococcal infections. 


@ TRADE MARK 


OUR MEDICAL INFORMATION 
DEPARTMENT WILL BE GLAD TO 
SUPPLY YOU WITH FURTHER DETAILS 


a a ESS 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LIMITED, DAGENHAM, ENG. 
SLL a ane 
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THE RESULT OF LONG AND VARIED ; 
EXPERIENCE IN VITAMIN. 
RESEARCH AND VITAMIN ASSAY 


*HALIVEROL’ is a combination of halibut-liver oil and 
other fish-liver oils with added vitamin D. Although 
restrictions have reduced the vitamin potency of 


*Haliverol’ it is still 45 times as potent as cod-liver oil . 


in vitamin A and 62 times as potent in vitamin D. One 
minim is equivalent to more than half a teaspoonful of 
cod-liver oil in vitamin A activity and to one teaspoonful 
of cod-liver oil in vitamin D activity. 

*Haliverol’ provides a markedly active preparation and 
assures adequate intake of these vitamins without 
imposing unpalatable medication or altering the dietetic 


balance. 
It is tested and physiologically standardized, and 


complete reliance may be placed on its vitamin activity. 


The Parke, Davis & Co. Laboratories have the benefit of 
25 years’ experience in vitamin study. They not only 
did pioneer work in vitamin preparations, but also, in 
co-operation with another laboratory, developed the 
first commercial production of vitamin preparations 
from halibut livers. iy. 

In vials of 5 c.c. and 50 c.c.; and in 

3 minim capsules im packages of 25 and 100 


PARKE, DAVIS & CO. 
50, Beak St., London, W.1 


Inc. U.S.A., Liability Lid. 





‘HALIVEROL: 
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INSTRUMENTS OF SOCIAL MEDICINE 


Ir was in 1895 that the first almoner took up her 
duties at a hospital—the Royal Free—and nearly 
fifty years later her very many successors are asking, 


like other members of the company of healing, what - 


of the future ? A good starting-off place for such a 
question is to take a look at the present and the 1942 
report of the Institute of Hospital Almoners records 
that a survey of almoners’ work throughout the 
country has recently been undertaken by Miss HELEN 
Rugs by means of a scholarship offered by the Hospital 
Almoners Association. This survey shows that a 
number of hospitals are employing almoners to collect 
funds and statistics, rather than to do medicosocial 
work for the patients ; and the inevitable result has 
been that the mass of financial returns and statistics, 
and the work of collecting vouchers for payment, 
overwhelm the department to the éxclusion of the 


careful social work needed for many patients. It’ 


may be that the financial side of the work could be 
delegated to “assessment clerks ’’—a view not 
altogether shared by the almoner although she.is clear 
that her primary function is social work with so-called 
administrative duties thrown in. 

These views are finding their way to those who are 
planning for the future, for the report records that 
memoranda have been prepared during the year for 
the Ministry of Health and for the Royal College of 
Physicians. The preparation of such documents has 
doubtless helped to supplement the work of the 
survey and the definition of medicosocial work now 
set Out is not only broader than hitherto, but it 
bravely stakes a claim for the almoner to be regarded 
as one of the most important instruments of social 
medicine. The almoners define their work in five 
main headings :— 

1. To share in the discovery of those aspects of the 
patient’s social and psychological background which are 
relevant to the diagnosis and treatment of. his illness. 

2. To codperate with the medical staff to enable the 
patient to carry out the treatment recommended by 
helping him to understand any social problem involved 
and planning with him a solution. 

3. To eguard, where necessary, the patient’s 
interests and to relieve him as far as possible from the 
anxieties which hinder recovery. 

4. To help to re-establish the patient in normal life 
and to obviate as far as ible any factor whith might 
lead to a recurrence of his illness. 

5. To help the patient who can now fesume normal 
life to adjust himself to changed circumstances and 
remain a useful citizen. 

The almoner will also have other general re- 
sponsibilities, including taking partin medical research 
from the social aspects, and, if required by hospital 
authorities, certain administrative duties. But her 
powers of assessment should be, as Prof. J. M. Mackin- 
TosH, of Glasgow, told a crowded audience at the 
annual meeting of the Institute on March 26, directed 
towards ascertaining the needs of the patient rather 
than the means, He urgéd that there should be no 
rigidity in the structure of almoner’s work : it should 
be capable of ready adaptation to the changing needs 
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of clinical medicine and the growing emphasis upon 
prevention and aftercare. For the future Prof. 
Mackintosh touched upon two likely fields of 
development. First he hopes to see almoners taking 
part in the teaching of medical students—‘‘ Practical 
guidance of the student in methods» of social study 
and tutorial work on reporting are the windows of 
a new outlook on medicine.’ At one hospital medical 
registrar and almoner hold a combined tutorial on a 
selected series of cases. In the second place comes 
the position of the almoner in relation to general 
medical practice. Hospital authorities may not take 
kindly to the new orientation of the almoner’s work if 
she ceases to be mainly a collector of funds and 
certainly the general practitioner may not look with 
favour upon the idea of yet another person coming 
between him and his patient. Prof. MackrntosH 
laid great stress on this: the intimate relationship 
between doctor and patient he regards as so important 
that even granted the supreme value of medico- 
social work it must not weaken this relationship. 
If practice is to crystallise in some sort of health 
centre the health visitor and the home nurse—with 
separate functions—will work from this centre, the 
former dealing more with preventive measures and 
the latter with curative measures. The almoner 
should not seek to extend her work too widely here. 
But as a “ consultant and specialist” at the health 
centre the almoner could establish herself as the 
source of invaluable advice for patient and practi- 
tioner. She would become a member of the clinical 
team, with active and useful participation in the 
great healing art. This would be a projection from 
hospitals where, hitherto, the majority of almoners 
have worked. There are already indications of «this 
broader conception ; local authorities are asking the 
assistance of almoners for their venereal disease 
schemes, for example. 

Social medicine is an attitude towards the study and 
practice of medicine. Medicosocial workers (called it 
is hoped still by the good English word, almoner), if 
allowed, can help in the necessary orientation of the 
public and—be it said for them, for they are still too 


.\modest to say it for themselves—of the medical 


profession. 


GASTRIC POLYPS AND POLYPOID GASTRITIS 


PATIENT, close and accurate observation of the 
natural history of any disease, building up its story 
from the findings of physician, surgeon, radiologist 
and all their colleagues, usually makes good reading. 
Such is Sir EpMunD Sprices’s account of polyps of 
the stomach and polypoid gastritis, based on 30 cases 
from the Ruthin Castle clinic, supplemented by the 
records of 6 cases or specimens, mostly of polyps, 
communicated to him by clinicians and pathologists 


elsewhere in this country, and also by an extensive 


survey of papers already published. Both conditions 
are comparatively rare, and both depend for their 
recognition in life on expert radiological or on gastro- 
scopic examination ; for neither produces a charac- 
teristic pattern of signs and symptoms, although some 
complaint has usually directed the apparatus of 
investigation towards the stomach. 

The polyps are often adenomata, single or multiple, 


‘stalked or sessile; some are leiomyomata, and there 





1. Spriggs, E. I. Quart. J. Med. 1943, 12, 1. 
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is a rare mixed form. They occur in stomachs other- 
wise normal, or in association with atrophic changes 
in the gastric mucosa generally. They are commoner 
in the mid-gastric and prepyloric regions than near the 
cardia ;, this is true both of single and sparse growths 
and of polyadenomata studding the mucosa with 
growths too numerous to count. Half of the patients 
complained of dyspepti¢ symptoms, variable and un- 
characteristic, though sometimes indicating obstruc- 
tion of the pylorus by the polyp. In one-third there 
was considerable bleeding. Free hydrochloric. acid 
was usually low or absent, especially in cases with 
epithelial tumours. Polyps therefore are uncommon 
unexpected findings in patients undergoing full 
investigation because of dyspepsia or gastric bleeding. 
Their treatment calls for a nice weighing of pros and 
cons. Spriags calculates that the chance of malignant 
degeneration in cases recognised clinically lies between 
lin 3 and 1 in 8; ina patient who is not too old, and 
whose general condition encourages the belief that 

artial gastrectomy would involve a markedly lower 
risk than that, operation is to be recommended ; local 
excision of single growths does not always obviate 
recurrenge. Polyadenomata, and tumours having the 
appearance of leiomyomata are specially prone to 
bleed, and should be removed whenever possible ; 
the same applies to large polyps, of whatever kind, 
whose size alone indicates their proclivity to further 
growth. On the other hand Sprices has in several 
patients watched the unaltered presence of small 
polyps for ten years and more, their symptoms 
inconspicuous or alleviated -by medical treat- 
ment. 


olypoid gastritis is an extreme form of hyper- 
trophic gastritis in which inflammatory hyperplasia 
and cedema bring about gross enlargements of the 
ruge ; when widespread these can resemble poly- 
adenoma and when localised they can sometimes be 
distinguished from carcinoma only by careful and 
repeated radiological examination coupled with a 
consideration of the clinical history. Some of the 
localised forms occur in the vicinity of chronic gastric 
ulcers, or around gastro-enterostomy stomata; in 
those cases free hydrochloric acid is usually present 
in the gastric secretion. Other localised forms 
(which préfér the cardiac and midgastric regions), 
and the more generalised forms, are independent of 
ulcer or operation, and often obscure in etiology ; 
in them free hydrochloric acid is absent or low in 
concentration. The. accurate diagnosis of polypoid 
gastritis, based on a full investigation, is an important 
matter, for it seems clear that it has no appreciable 
disposition to malignant change, it seldom bleeds, and 
it may often be amenable to medical treatment; 
where the diagnosis can be confidently made, there- 
fore, operation is rarely called for. Spriaes’s thera- 
peutic régime includes the elimination of septic dis- 
charges from the mouth and nose, a bland diet of the 
“ulcer ” type but considerably modified from patient 
to patient to suit individual tolerantes, administra- 
tion of hydrochloric acid in some cases, and in many 
“ self-lavage ” of the stomach. With this régime 
Sprices has observed gradual disappearance of the 
polypoid swellings, the mucosa proceeding towards 
atrophy. Mr. Marxek’s excellent radiograms con- 
tribute to the-elegance of a well-illustrated and fully 
dovumented paper. 


MEDICINE FOR THE WORKER 

Ir is nearly .six years since Mr. ERNEST BrEvIN 
attended the Belfast meeting of the British Medical 
Association and put forward a plan by which panel 
practitioners in industrial areas were to form groups 
of 20 to 30, practising from central clinics, where they 
would have a better chance of giving workers the 
medical help they need. As Minister of Labour he 
has again focused attention on industrial health by 
calling the- conference we report on p. 500. Mr. 
Ernest Brown, speaking as Minister of Health, was 
rightly concerned that medicine should be considered 
one and indivisible, and that the care of the worker 
should be part of the comprehensive-medical service 
he envisages... In more than one sense, the Minister’s 
addresses illustrated the importance, as regards 
industrial health, of being earnest. Mr. Brvry’s 
idea of group practice is much nearer realisation than 
it was six years ago, and it is satisfactory that neither 
speaker, though both paid tribute to the admirable 
work of the factory medical inspectorate, wants to 
see an industrial medical service divorced from the 
family medical service which Mr. Brown is seeking to 
develop for the rest of the community. As Sir 
Witson JAMESON put it, ‘apart from the special 
hazards that are attached to certain forms of occu- 
pation, the ills that people suffer from are the same 
whatever they do or wherever they live, within the 
temperate zone.” Dr. M. W. Paterson pointed 
out that in the examining surgeons we already have 
a large body of practitioners interested in industry, 
and ,other contributors. to the discussion looked 
forward to factory medical work by, doctors on a 
part-time basis. Sir WILFRED GARRETT presented 
figures showing that there are now 164 full-time 
works medical officers and 673 part-time. No-one 
can doubt that the full-time works doctor is a sound 
investment for his employer; but as Dr. CHARLES 
HI remarked, the- workers must often suspect that 
he represents their employer’s interest, and in the 
factory medical service of the future such a suspicion 
must have no place. Like the regimental medical 
officer, the works doctor is clearly expected to be a 
paragon of all the virtues ; but experience has shown 
that it is possible :to become at least a valuable indus- 
trial specialist while practising some other form of 
medicine, and this may well be the ideal. We are 
reminded of the Russian system under which the 
doctor’s working “ day” lasts only a few hours, but he 
is encouraged to put two or even three distinct days 
into the 24 hours. 

The part-time medical officer, however, is not all 
that industry requires in the way of medical aid. 
There are we Ge departments of occupational medicine 
which are in the experimental stage, and Sir Epwarp 
MELLANBY, with recent history in mind, insisted 
that fuller use should be made of the talents of scien- 
tific investigators—for example psychologists—and 
the information they have provided and can provide. 
In the industrial medicine of the future he places the 
proper use of personnel far above the study of occupa- 
tional hazards, which perforce have hitherto engaged 
most medical attention. This proper use of personnel 
will in the end, we hope, mean the adaptation of 
machines to suit.men, rather than the adaptation of 


men to suit machines, which has been the main . 


tendency of industrialism so far. 
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PREVENTIVE MEDICINE AND THE STUDENT 


Annotations: ; 


POOL OF NURSES AND MIDWIVES 
Tue Order requiring nurses (male or female) and 
midwives, between the ages of 17 and 60, to register for 
employment has a special interest. Under it the 


following classes presented themselves. at local offices for 
registration last Saturday, April 10 :— 

1. All nurses on the general or supplementary state 
registers of England and Scotland. 

2 


. Nurses, not state registered, who hold a certificate of at 
least 3 years’ training (before June 30, 1925) in a school 
approved by the GNC for England and Wales, or (before 
Sept. 30, 1925) in a school approved by the GNC for Scotland. 

3. State certified midwives, whether practising or not, 
and all whese names have been removed from the roll for 
reasons other than age, infirmity or misconduct. 

4, Student nurses and pupil midwives, . 

5. Persons who are or who have been nursing auxiliaries 
in the Civil Nursing Reserve, or nursing members of Voluntary 
Aid Detachments, British Red Cross Society, St. John 
Ambulance Brigade or St. Andrew’s Ambulance Association, 
provided they have had not less than six months full-time 
experience in ‘nursing duties, whether or not they are now 
engaged in such duties. 

6. Nursery nurses who hold a certificate of training at a 
nursery training college or a nursery approved by the National 
Society of Children’s Nurses. 

7. Other persons who have had at least one full year of 
experience in the nursing of sick persons in a hospital or 
similar institution. 

8. All persons who on March 30, 1943, were employed in 
or engaged for the purposes of nursing sick or injured persons. 

The wording of this order is noteworthy since it 
clearly covers all those who are or have at any time been 
on the nursing register; as well as all midwives and 
pupil midwives; all, those who hold qualifications 
which have no place in the register, such as tuberculosis 
and mental nurses; and all who have had some nursing 
experience and are therefore not complete tyros. 
Now that these names are safely down we have for the 
first time a clear record of the number of women who 
have taken a nursing qualification, and.of the number 
who gave up nursing, after a fairly long period, without 
taking a qualification. An analysis of thé reasons for 
their secession in this last group would indicate which 
reforms are most urgently needed to make the profession 
attractive to women. Meanwhile, as Mr. McCor- 
quodale has pointed out in a singularly persuasive 
broadcast, enrolment “of every actual and potential 
nurse should give that profession the opportunity it 
desires of offermg the most effective help to the nation 
in time of need. 


HYALURONIDASE AND FERTILITY 

For ten years biochemists and experimental patho- 
logists have been investigating the nature and properties 
of diffusing factors. These factors, which were originally 
extractéd from testicular tissue, have the property of 
increasing the permeability of the skin to injected 
substances. Diffusing factors have also been found in 
spermatozoa, snake and spider venoms, leeches, and 
culture filtrates and extracts of many species of invasive 
bacteria. Their detection in edema fluid has lately 
been suggested as a method for diagnosing gas-gangrene 
at an early stage.’ There has. been much controversy 
among biochemists about the chemical nature and 
the best methods of biological assay of the substances. 
One schodl argued that they are closely associated, 
if’ not identical, with a group of enzymes’ known 
as hyaluronidases which hydrolyse: the hyaluronic acid 
of the synovial fluid; vitreous humour, umbilical 
cord. and skin. Until recently no evidence was 
produced that the diffusing factors played any physio- 
logical réle in the bedy, but collaboration between 


1. McClean, D., Rogers, H. J. and Williams, B. W. Lancet, March 20, 
1943, p. 355. 
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workers in two separate experimental fields has now 
shown that hyaluronidase may have a definite and 
important action. Last summer Rowlands,* of the 
National Institute for Medical Research, working on the 
production of ovulation, described a method for collect- 
ing ova from the fallopian tubes of rats. The ova, when 
expressed from the tube under a binocular dissecting 
microscope, were surrounded by a transparent viscous 
fluid or gel in which the cumulus cells and corona radiata 
were embedded. Dissolution of this gel and disin- 
tegration of the surrounding cell mass could be rapidly 
obtained by the addition of a sperm suspension or the 
‘supernatant fluid resulting from the centrifugation of 
such a suspension, and this process is apparently essential 
to enable the sperm to penetrate the egg. Rowlands’s 
note attracted the attention of McClean of the Lister 
Institute, who has been studying diffusing factors for 
some years. He thought that this dispersing action 
might be due to hyaluronidase. The two workers* 
have since shown that this is so. Various hyaluronidase 
preparations were added to a cluster of 6—12 rat’s eggs, 
and the rate of dispersal of the cells was observed under 
the microscope. The hyaluronidase liquefied the gel, 
causing the cells to fall away from the ovum. Hya- 
luronidase preparations from bovine testis, streptococci, 
Clostridium welchii and Vibrion septique all showed cell- 
dispersal .activity proportional to their hyaluronidase 
activity as measured in viscosity-reducing units. The 
rat-sperm extract .which has been used previously to 
disperse the cells was shown to have hyaluronidase 
activity. Secretions of the prostate and seminal 
vesicles have no dispersing action. These experiments 
may provide one explanation for ‘the low fertility 
associated with a low sperm count. Theoretically, of 
course, only one sperm is needed to fertilise one egg, 
but in practice many million sperms are recessary. 
McClean and. Rowlands suggest that the failure of 
fertility in men with low sperm counts may sometimes 
be due to the concentration of hyaluronidase being 
insufficient. to liquefy the gel around the egg, thus 
preventing penetration of the egg by the sperm. 


PREVENTIVE MEDICINE AND THE STUDENT 

DiscOoNTENT with the \too cursory:,and detached 
teaching on public health provided in most British 
medical schools has long been rife. Experiments 
in ‘‘ field ’’ methods of education have been few. Poor 
collaboration as between teachers of clinical and en- 
vironmental medicine and the overloading of the curri- 
culum have stood in the way of new ventures. Other 
countries have been bolder, or more fortunate, and 
in a new book Dr. Alfred Korach,* lecturer in preventive 
medicine at the University of Cincinnati, describes the 
programmes of field teaching taken by his sophomore 
students during the years 1939-42. The bibliography 
at the end of the volume bears witness to the interest 
which the whole subject is now exciting in the USA. 
He gives detailed time-tables. Field work included 
visits to slums with nurses or health-visitors, to juvenile 
and divorce courts and to special municipal clinics, 
hospitals and health-centres, instruction in the veterinary 
arrangements under the city health department, and 
inspections of dairy farms, waterworks and municipal 
laboratories. 

Unfortunately the recorded opinions of students about 
these experimental courses are mostly stilted and un- 
inspired. eThey suggest, on the one hand, that premedical 
education and prevailing literary standards have failed 
to develop powers, of expression and, on the other. that 
a new variety of educational “‘ spoon-feeding ’’ may be 
coming into vogue, The course, perhaps, attempted 


2. Rowlands, I. W. Nature, Lond. 1942, 150, 267. 

3. McClean, D. and Rowlands, I. W. Ibid, p. 627. 

4. Extra-Mural Teaching of Preventive Medicine and Public Health. 
red Korach, MD, lecturerin preventive medicine, University 


of Cincinnati. (Roessler Bros. Pp. 143.) 
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too much or was condensed into too short a space of 
time. While most of the student-observers professed to 
find the work interesting or informative, it seldom seems 
to have stimulated original observation or criticism or 
stirred the social conscience. While some at once 
accepted the poverty-disease relationship and saw the 
urgent need for slum-clearance, others appeared to be 
‘superficially interested in what they saw without drawing 
conclusions from it. To cite three examples : 


““T have read about the conditions in which poor 
people live, I have heard discussions and lectures on these 
conditions. | , Today I saw them. It has been quite an 
experience.”’ 

** The field trips were also enjoyable as they provided 
@ scenery c 

“We were brought face to face with these conditions 
under which a large proportion of the population must 
live.’ 


In these and other reports there was little to indicate 
that the social conditions themselves had seemed as 
worthy of close observation and study (with a view to 
their amelioration or eradication) as—let ‘us say—an 
abscess, @ pneumonia or a syphilitic lesion in the indi- 
vidual. Unless social diagnosis and social pathology 


‘conte”to have their proper influence on social hygiene 
™ and’ therapeutics we shall run the risk of preserving the 


limited’ outlook, too prevalent.in the wards and labora- 
tories today, engendered ‘by the “interesting museum 
specimen ”’ or by the “‘ interesting ’’ (but often incurable) 
case. A proper integration of medical and social study 


‘is the vital need. Doubtless in the first phases of such 


an experiment many of our own students, haunted by the 
examination system and with an ingrained tendency to 
prefer the accumulation of facts to critical or humane 
thinking, would have reacted similarly. The lesson is 
not that the experiment was a failure but that it needs 
to be continued and repeated in other places and in 
better forms. The unwisdom of attempting to condense 
a wide variety of social and sanitary instructional visits 
into a part, or even the whole, of one year instead of 
spreading them over the clinical period is one conclusion 
to be drawn from this monograph. The clinical text and 
the social text must be presented in contiguity. 


CRITERIA OF MALIGNANCY 


In a distant and apparently forgotten past, it was 
established and taught that autonomous growth is the 
specific criterion of malignancy. Today ideas on the 
nature of physiological, pathological and malignant 
growth are in such confusion that even the meaning of 
autonomous growth seems to have been lost. Difference 
in quantity has superseded consideration of difference in 
quality. This state of mind appears whenever the 
natural behaviour, the cause or projected cures of 
cancer are diseussed.2, A new view of the cause and 
nature of cancer is gradually being evolved, and accepted. 
Briefly stated it is that all growth is similar in nature 
and malignant growth is merely an excessive form of 
normal growth, with pathological overgrowth some- 
where in between. The process is continuous and pro- 
gressive. A resting normal cell gets a physiological 
push to divide; it then gets an excessive push and 
divides faster; division is then so accelerated that, 
without further stimulation, the cell continues to divide 
at top speed in perpetuity. Top speed division thus 
becomes the new criterion of malignancy. This view 
has led Koller * to examine the mechanism and,chemistry 
of “increased rate of division. It is accepted that 
frequency of division depends on the amount of nucleic 
acid in the cell and its rate of production. Koller now 
suggests where this quantitative change takes place. 
Whether or not excess of nucleic acid is a cause of 


1. Scientific Reports of the Imperial Cancer Research Fund, 1905 to 


1939, i, 797, 1942; 323. 
’ ©. Naluse , Lond. ‘dis: 151, 244. 





2. Lancet, 
3. Koller, P. 









increased rate of division belongs to the province of the 
cytochemist, who alone can measure and place these 
events and determine their relationships. When, how- 

ever, Koller concludes that the excess amount of nucleic 
acid present in the tumour must.be considered as the 
fundamental cause of increased division rate and 
malignancy, it must be pointed out that neither observa- 

tion nor experiment sup orts the view that increase in 
division rate is a criterion of malignancy. Thus the 
increase in weight of a hest from that of a single cell to 
8 Ib. in 9 months far exceeds that of any tumour, 
together with its metastases, which is likely to develop 
in a corresponding period of postembryonic life. In- 
crease in division rate occurs under many physiological 
and pathological conditions ; among cancerous growths 
it is not outstanding. Perhaps Koller should reconsider 
the problem of malignancy on this basis. 


PSYCHIATRIC SEQUEL4 OF PERTUSSIS 


CEREBRAL changes during pertussis are well known, 
but it has never been established beyond doubt that the 
infection is a precursor of late sequele unassociated with 
any symptoms at the time of illness. Lurie and Levy 
as the result of their study of a large group of children at 
a Cincinnati child guidance home are of the opinion that 
such late sequele do arise. They found that of 500 
children referred. to them for behaviour disturbances 
243 gave a history of pertussis; 58 of these had had the 
infection during the first two years of life. Only these 
58 children were subjected to intensive study, but the 
figures for other age-groups are noteworthy : 
between two and five years of age and 41 were over five 
at the time of infection, the date being unknown in the 
remainder. 

In 34 of the 58 children attacked in infancy Lurie and 
Levy hold that ‘‘ there appeared to be a definite relation- 
ship between the neurologic sequele of the whooping- 
cough and the behaviour disorders and personality 
changes shewn by them later in life.” The children 
were examined at ages ranging from four to seventeen. 
Their symptoms were somewhat diverse, most of them 
exhibiting delinquency and incorrigibility, while a 
smaller number had school maladjustments and neuroses. 
A surprisingly large number (25) of these children 
presented abnormal physical signs in the nervous 
system, both in the pyramidal and extrapyramidal 
tracts, while nerve-deafness was found in 15. Of the 
34, 10 were classed as feeble-minded and 9 as of sub- 
normal intelligence. The authors claim that in all 
these cases other possible causes, including hereditary 
influences and birth-trauma, had been excluded; but 
some will doubt the possibility of such wholesale elimina- 
tion, since the effects of prenatal disease and natal 
trauma have not always become manifest before the 
ages at which these infants were infected—in most 
cases as early as 3-7 months. To correlate these late 
symptoms with what is known of the neurological 
complications of pertussis is difficult. It is not clear 
whether the authors attribute them to a manifest 
encephalopathy, suffered during the illness or to ah 
insidious process unrecognisable at the time. In 
discussion Lurie. admitted that the histories contained 
no evidence of neurological examination or symptoms. 
The pathology of ‘‘ whooping-cough eclampsia’’ is so 
varied that Ford has expressed doubt as to its existence 
as a clinical entity, but three characteristics seem to 
have met with fairly general acceptance: it oceurs in a 
very small percentage of cases; it is almost entirely 
confined to infants; and it is usually fatal. It seems 
unlikely that a sufficient number of these infants would 
have survived to develop the sequel observed by Lurie 
and Levy. Moreover, of the total number of children 
with a hers of pertussis. only a minority were infected 
in infaney; far more were attaeked at ages at which 





1. Lurie, L. A. and Levy, 8S. J. Amer. med. Ass. 1942, 120, 390. 


.¥ . 





‘60 were - 











eee oO MaN PCC SO FP AH S&F 


THE LANCET] 


THE RED CROSS PAST AND PRESENT 


[apriz 17, 1943 497 





the encephalopathy hardly ever occurs. The recovery- 
rate of this complication, however, is not easy to deter- 
mine because a mild attack may present no clear clinical 
features. In infancy a few fits may accompany any 
infectious fever, and in the absence of focal signs the 
existence of a true encephalopathy can only be recog- 
nised by examination ofthe cerebrospinal fluid... But it 
seems unlikely that the cases described had suffered 
from a pertussis encephalopathy ; if their subsequent 
psychopathic development was directly due to pertussis, 
it possibly resulted from more insidious cerebral damage 
which impaired mental stability. If a causal relation- 
ship between whooping-cough and behaviour disorders 
should be proved it would introduce new factors of far- 
reaching importance in their etiology and prognosis, 
but proof is not forthcoming from this investigation. 


THE RED CROSS PAST AND PRESENT 

IN a paper read before the history of medicine section 
of the Royal Society of Medicine on April 7, Dr. A. P. 
Cawadias pointed out that the basis of the Red Cross 
movement is essentially utilitarian and not humani- 
tarian. In war there is little chance of your enemies 
giving special attention to your soldiers, wounded and 
prisoners, who are in their hands, unless they can be 
sure that their own wounded and prisoners will have 
similar treatment. The red-cross principle really 
consists in the neutralisation of the wounded and of the 
doctors, nurses and hospitals. In'a way the Knights of 
St. John were precursors of the movement: the fratres 
hospitalarit were essentially warriors, but they found 
care of the wounded a relief to their conscience. The 
real beginning, however, was due to’the Genevese, Henry 
Dunant. In his Recollections of Solferino (1862) he set 
out principles which are still fundamental : the-neutrali- 
sation of the doctors and wounded, as well as the hos- 
pitals, so that the wounded of all belligerents may be 
treated alike; the use of a special emblem; and the 
creation of relief societies in all countries to provide care 
for the wounded, regardless of nationality. He pro- 
posed that a congress should be held to lay down a 
“sacred principle.’ This book had a great success, 
and Dunant’s vision, combined with the driving power 
of Gustave Moynier; led to the formation of the -first 
Red Cross Committee on Feb. 17, 1863, and afterwards 
to the first international red-crogs agreement. 

The Red Cross had its baptism of fire in 1866 during 
the German-Austrian war: in the forest of Horowitz 
383 Austrian wounded were saved from death by 
Breslau students and doctors acting on Red Cross 
principles. It was also active during the Franco- 
Prussian war, and soon sick persons were put in the same 
category as wounded. By the activity of Henri Dunant 
prisoners of war were in 1872 placed under the super- 
vision of the diplomatic corps, -and civilian victims of 
war were later included, also at his instigation. Today 
there are 57 national Red Cross Societies, and the inter- 
national committee in Geneva serves as an umpire and 
central organisation. The strain on the organisation 
during the present war has been tremendous. So far, 
said Dr. Cawadias, those who have suffered most have 
been civilians, and there has not been time to build up an 
organisation as effective as that for wounded and 
prisoners. In the future there must be a powerful 
international committee with permanent meetings. 
The governments of the nations must realise that the 
Red Cross is a band of persons with very definite 
plans. 

In the course of the discussion Monsieur de Pourtales, 
of the International Red Cross, emphasised that the 
movement should be free from all political considerations. 
The work in Geneva has grown to enormous proportions. 
It now employs over 3000 persons, and up to last Decem- 
ber they had received 20,000,000 letters and had sent out 
19,000,000. A card-index, containing 15,000,000 cards, 


has been built up relating to missing persons. M. de 
Pourtales spoke well of the condition of prisoner-of-war 
camps in this country, and Dr. E. Ashworth Underwood 
referred to difficulties which had arisen over the indis- 
criminate use of the red-cross emblem. Mr. P. G. 
Cambray said that the biggest developments in the 
present war were in relation to the civilian populations- 
to parcels of food, clothing and books, and to the postal, 
message scheme. In his reply Dr. Cawadias urged that 
the partial cessation of Red Cross activity which 
followed the last war zhould not be repeated this time. 


EPIDEMIC KERATOCONJUNCTIVITIS 


In 1941 an epidemic of keratoconjunctivitis occurred 
in the shipyards of San Francisco which later spread 
throughout the pacific coast of America and incapacitated 
several thousands of workpeople.t It was thought to 
have come from the Hawaiian Islands, where a similar 
epidemic had been raging. After an incubation period 
of 2-5 days the patients experienced pain, excessive 
lacrimation, and a gritty feeling in the eye. Examination 
revealed an acute follicular conjunctivitis with scanty 
exudate and an enlarged tender preauricular gland. 
If the cornea was not involved, the disease was usually 
self-limiting and lasted 2-3 weeks. But if, as happened 
in half the cases, the cornea showed superficial infiltration, 
the condition was unlikely to subside for 6 weeks, 
leaving in many cases some permanent defect of vision. 
The disease was obviously contagious, but for some time 
no organism was grown from the conjunctival sac. 
Now Sanders and Alexander? have produced experi- 
mental evidence that a virus is the cause. This virus 
could be inoculated into mice and subsequently re- 
transmitted to a human volunteer with the production 
of a typical eye lesion. In 1942 there was an outbreak 
in New York and. additional information about the 


« disease was collected by Sanders and others* from 80 


patients who visited an oculist in that city. It was found 
that half of this number developed corneal infiltrates 
and these still persisted 6 months later when other 
signs of the disease had disappeared. In nearly half 
the patients the opposite eye was subsequently affected. 
They also confirmed previous findings about the causa- 
tion of the condition and were able to maintain the virus 
through fourteen tissue-culture generations. No epi- 
demic has yet arisen in British shipyards, but sporadic 
cases have been reported and it is necessary to be on the 
watch for these in order to isolate thtm., Treatment 
has so far proved unavailing, and all the usual ocular 
antiseptics have aggravated. the symptoms without 
euring the disease. The best treatment at present 
seems to be a boracic eye wash coupled with sodium 
sulphacetamide (‘Albucid soluble’) eye drops. 


THE BUDGET 


THE outstanding feature of last Monday’s Budget is 
that taxation is to provide 56% of the £5158 million 
to be found. This compares favourably with 36% in 
1940, 48% in 1941, and 52% in 1942, and very favourably 
with 29% in 1918. Money paid to the Government in 
revenue or loans cannot (we hope) employ labour to the 
country’s disadvantage, and by its taxes and its savings 
campaign the Government ensures an increasing con- 
centration on the war effort. To have achieved so high 
a concentration while maintaining—indeed improving— 
the standard of nutrition is a remarkable feat. - Re- 
formers will be disappointed; however, if they expect 
another 6s. a pound to abolish the national addiction 
to tobacco; indeed smokers seem to have acquired 
immunity from increasing doses of taxation. 





1. Sanders, M. Arch. Ophthal. 1942, 28, 581. 

2. Sanders, M. and Alexander, R. | gee —. reser glen - 

3. , M., Gulliver, F. D., Forchheimer, L. L. an exander, 
~ Santee s. Amer. med. Ass. 1943, 121, 250. 
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DIEPPE IN. RETROSPECT 


J, A. MACFARLANE, F R CSE 


COLONEL, CONSULTING SURGEON, CANADIAN OVERSEAS 
MILITARY HEADQUARTERS 


THE casualties in the Canadian forces resulting from 
the Dieppe raid presented peculiar difficulties of organisa- 
tion, evacuation and treatment, It was never possible 
to establish ambulance collecting posts on the beaches. 
Medical officers accompanied battalion formations and 
did admirable work throughout the morning in giving 
first-aid and directing the evacuation of wounded to 
points on the beach. From this pont Sey, ae were put 
aboard tank-landing or other small craft., During this 
evacuation, they were under vicious cross fire from enemy 
machine guns, rifles and mortars. During the operations 
on shore there was little time to carry out more than 
casual first-aid, and indeed many men were wounded 
while crossing the strip between the breakwater and the 
beach itself. 

Sulphonamides were not used on the beaches, but 
“wherever possible durifg the voyage home and in 





“collecting posts on the English side of the channel. The 


casualties came into two main points on the British 
coast and were evacuated as quickly as possible to 
Canadian hospitals. Sulphonamides had been used 


_ locally in not more than 30% of cases before admission. 


In all hospitals oral administration was begun immedi- 
ately after admission and in 92% of cases some type of 
sf pre da ” drug was used at the time of operation. 
Sulphanilamide was the most generally used drug as a 
local application while sulphapyridine and _ sulpha- 
thiazole were the common drugs given by mouth. 

\ Tetanus.—All Canadian military personnel are immun- 
ised against tetanus with tetanus toxoid. In this 
operation antitetanic serum was given in only 6% of the 
wounded. Indeed, in the vast majority of cases neither 
toxoid ‘nor serum was given, yet no clinical tetanus 


developed in the whole series of about 600 men.’ The, 


policy to be followed in the Canadian forces depends on 
active immunisation and a boosting dose of toxoid after 
wounding. This policy had apparently not been 
sufficiently clarified at the time of the Dieppe raid and 
this fact accounts for the varying actions taken in relation 
to tetanus prophylaxis. 

Resuscitation measures, including transfusion with 
blood or blood substitutes, were used in approximately 
10% of the cases. This includes a number of cases in 
which transfusion was carried out, during and after 
extensive operative procedures. In at least one of the 
craft which cagried casualties on the return voyage 
transfusions with dried serum were carried out on board 
by the medical officers. They were impressed by the 

rompt improvement in ‘these severely shocked cases. 

e success of ions carried out on a small craft 
intermittently under heavy enemy attack clearly demon- 
strates that shock can be treated with blood derivatives 
under the most adverse circumstances in the forward 
area. 

Anesthesia.—Of the 346 patients who required 
anesthetics for necessary operative procedures, inhala- 
tion anzsthesia (ether, gas and oxygen, or cyclopropane) 
was used in 127. ‘ Pentothal ium’ was given 
intravenously in 183 cases, and pentothal with inhalation 
of nitrous oxide or cyclopropane in another 23. Spinal 
anzesthesia was used in 6 cases and local infiltration in 7. 
The large number of cases in which pentothal a 
employed is a tribute to the usefulness of this agen 
where many casualties have to be handled quickly. No 
untoward incident occurred as the result of the - 
tration of any anzsthetic. The surgeons of the various 
hospitals were impressed with the value of pentothal as a 
safe and effective anzsthetic for casualties in which the 
operative procedures were of relatively short duration, 
notably attention to extremity wounds 


WOUNDS OF THE HEAD, ABDOMEN AND CHEST 


Head Wounds.—Seven relatively severe penetra fested 
wounds of the skull were evacuated. All were sub 


1. No cases of tetanus have been encountered in the Canadian 
Armies Overseas since their arrival in Britain. 





to operation for removal of fragmented bone, *pulped 
brain and readily accessible metallic bodies.: Sulphon- 
amides were used locally and the wounds closed. All 
wounds healed by first intention. One‘ patient. died 
after. 6 days; all the others recovered. ‘Oo were 
returned to duty ; bin the others will be unfit for service. 

Abdominal Wounds n penetrating abdominal 
wounds were brought | back from Dieppe. The time 
between wounding and admission hospital ranged 
from 20 to 36 hours. Of these cases, ‘6 were judged too 
ill for any operative interference. Two of these were 
severe thoraco-abdominal wounds which are noted as 
fatal in the survey of chest wounds. Five died within a 
short time of admission. One recovered and developed a 
pelvic abscess some days later ; this was drained and his 
further recovery was without incident. The 7 remaining 
cases were subjected to operation after suitable resuscita- 
tive measures; of these, 3 lived and 4 died. The 
recoveries are as follows : 

(1) Admitted after 30 hr. Found to have several perfora- 
tions necessitating resection of 3 feet of small bowel. 

(2) Perforations of descending colon. Drainage and 
establishment of fistula in colon. Spontaneous closure in 3 
weeks. 

(3) Perforation of descending colon; colostomy and 
drainage of abdomen. 

Three others might well be considered with the 
abdominal cases although the perforations of viscera 
were extraperitoneal. These were 2 cases of perforation 
of the rectum, and 1 of perforation of the bladder ; all 
three recovered. 

The mortality in these cases—9 out of 16—is high, 
though perhaps not higher than might be expected 
considering the time which elapsed before they reached 
hospital and the trying and difficult journey across the 
channel. Five died without operation. The abdominal 
wounds made up 2-7% of the total number of wounded. 
They can be summarised as follows : 


Cases Deaths 

Too ill for immediate operation . . GF isk 5 

Immediate operation ys oe 10 eal 4 
Small bowel .. 2 1 
Large bowel .. 4 2 
Liver .. ee 1 1 
Rectum 2 0 
Bladder oy i 1 os 0 

Total .. ri 16 wut 9 


* One later developed a pelvic abscess which was drained and the 
patient recovered. 


Penetrating Chest Wounds.—Thirty soldiers with 
penetrating chest wounds were returned (5% of total 
wounded). Of these, 3 were severely wounded men with 
complicating abdominal and other injuries and they died 
shortly after admission. The remaining 27 all survived, 
and with fairly encouraging final results. A review 
carried out ten weeks after their admission revealed 
that 11 had been returned to ordinary duty and a further 
5 will shortly be fit for duty. Two have been regraded 
for limited service and 9 as unfit for further service. Of 
those requiring regrading, 7 were disabled by wounds 
elsewhere than the chest—head injury, spinal-cord 
injury, fractures and the like. Apart from the cases 
with other incapacitating lesions the final review of 
penetrating chest injuries in this small series provides a 
reasonably satisfactory picture—complete restoration 
= age duties in 50% and return to limited services in 

‘or 


Discharged to ordinary H.2 <a by!) Se 
Soon fit for duty A Di 5/ 
Recategorised for limitea ‘bivaie rs 2 
Unfit for further service zs rf 9 
Died <a aa ge sa a 3 
Total ” se 


Operative procedures involving Mon soft tissues only 
(excision of wounds) were required in 12 cases. In 3, 
more extensive procedures involving the removal of ribs 
and foreign ies were necessary. In no case was it 
necessary, nor did it seem wise, to operate on ie Sune. 
Foreign bodies in the lung are retained in 9 
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Hemothorax was present in 15 cases; unilateral in 14 
and bilateral in 1. Treatment of haemothorax was by 
early aspiration and in many cases by air replacement. 
Aspiration was repeated at least once in all the cases 
a occasionally four or five times. The only empyema 
developed in a case in which a hemothorax of consider- 
able size was left for ten days without aspiration. Open 
pneumothorax was encountered in 4 cases; 3 of these 
men had large wounds complicated by abdominal and 
other injuries and died soon after admission. Tension 
pneumothorax occurred in 1 case and closed pneumo- 
thorax in 8 cases. Haematoma of the lung was diag- 
nosed in 17 cases. Two cases suffered mediastinal 
injury but neither developed active infection. 

In all the hospitals, chest injuries were seen by 
medical specialists in consultation with the surgeons 
immediately after admission. Indeed, the major respon- 
procs | for their care was deputed to the medical division. 
Only by very active codperation between physician and 
, surgeon can the best results be achieved. 


COMPOUND FRACTURES 


A high proportion of the casualties suffered compound 
fractures of the extremities. Of 117 cases, constituting 
roughly 20% of the total wounded admitted, it has been 
possible ten weeks later to review 100. The more trivial 
cases have been omitted from the series. The interval 
between wounding and operation averaged 32 hours. 
In spite of exposure and makeshift temporary splinting 
the general condition on admission was ir ee 
good; less than 10% required transfusion. e inci- 
dence and distribution of the major complications are 
set out in table I. 


TABLE I—MAJOR COMPLICATIONS IN 100 COMPOUND FRACTURES 
ON ADMISSION 
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TABLE II—TREATMENT APPLIED IN 100 COMPOUND FRACTURES 


ee Be 
Amputation. . ..| 2| 2] 1] 8] 3 | 3; 0 
; ag 


6} 11 
39 | 85 
5114 
35 | 73 
39 | 77 


Wound excision 9} 15) 22} 46] 1117) 11 
Plain gauze filling... 3, 2) 4} 9] 1! 1) 8 
Vaseline gauze or!) 7 | 13| 18/ 38/11/16. 8 
tullegras .. 43 : | 

Closed plaster :: | 8 | 14| 16 | 38| 13 | 16 | 10 
Sulphonamides : | 

locally .. 8/15 | 22 | 45] 11 

by mouth 10 | 17 | 23 | 50] 1 
by vein -- {| @] 0} 0} © 
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The vast majority of the wounds had been caused b 
metallic fragments of shell or ‘mortar casing. A. 
wound of entry often concealed extensive soft-tissue and 
bone damage. A few resulted from rifle or machine-gun 
bullets, and in these the disruption of the limb was much 
less severe. Extensive soft-tissue damage was recorded 
in 79 cases. There were 37 instances of joint involve- 
ment and 16 of serious peripheral-nerve injury. Peri- 
pheral-nerve damage was particularly noted in the upper 
arm. age yori radial paralysis was observed in 8 of the 
19 cases of compound fracture of the. humerus. Gross 
wound infection was apparent at the time of operation in 


15 cases, of which 5 presented clinical evidence of gas 
gangrene. 

reatment.—The general management was fairly 
uniform in the ea Nase hospitals and the treatment 
applied is summarised in table 0. Amputation was 
necessary in 11 cases, 5 in the upper extremity and 6 in 
the lower. Of the remaining wounds all but 4 of the 
most trivial were subjected to surgical excision. This 
procedure followed the rules laid down by Trueta— 
adequate exploraton by longitudinal excision, decom- 
pression of fascial spaces, evacuation of hematomas, and 
the removal of dead tissue and easily accessible foreign 
material. The wounds were packed with ‘ Vaseline ’ 
gauze or plain gauze, the latter being apparently the less 
popular of the two. 

oreign bodies were removed when easily accessible 
but no long search was made for them. In retrospect, if 
there had been sufficient time it might have been 
desirable to remove a greater proportion of foreign 
bodies, particularly those in relation to bone, but it is 
manifestly unsound when faced with a rush of casualties 
to spend valuable time in seeking foreign bodies that are 
only evident by X-ray examination. 

Immobilisation by: complete enclosure in skin-tight 
eggs was effected in 86% of the cases, and continued to 

e used as the method of fixation throughout their 
convalescence. By the end of ten weeks it had been 
necessary to change these plasters on the average three 
times in each case. ‘In a great many cases one or two 
changes sufficed to complete their treatment. Of the 
fractures not immobilised by circular plaster, 2 were 
treated by skeletal traction, and the remainder, usually 
of the wrist and hand, on plaster slabs. In no case was 
internal fixation used. Chemotherapy during and after 
operation was widely used ; by local application in 82%, 
by mouth in 95%, and intravenously in one case. Serious 
as opposed to trivial infections, developed in 12 cases. 
There was no instance of postoperative gangrene. 
Secondary hemorrhage occurred in one case—a com- 
pound fracture of the humerus, complicated by extensive 
soft-tissue injury. 

Bone healing was complicated by osteomyelitis in 9 
compound fractures ; 3 in the upper and 6 in the lower 
extremity. Of these, 1 was incompletely excised at 
the time of the originai operation because of the patient’s 
poor general condition; in. 3 others the infection 
developed in the tarsus, metatarsus or phalanges ;-and in 
1 the ilium became infected in a wound which traversed 
it and then entered the rectum. Union has been delayed 
abnormally in 3 additional cases. ° 

isposal.—At ten weeks after admission to hospital, 
it is impossible to arrive at any conclusion as to final 
results. Twenty of these 100 patients have now been 
returned to duty; 26 are definitely unfit for further 
active service. Of the remainder, perhaps 19 may be 
expected to return to active duties, and another 35 will 
be fit for duty in limited service. There were no deaths 
in the series ; fat embolism was not noted. 


SOFT-TISSUE WOUNDS 


Of the soft-tissue wounds, 97% were explored, and 
varying degrees of excision and drainage carried out. 
Nearly all of these were left open and then packed. 
Some sulphonamide drug was used locally in all cases. 
A relatively small number were immediately enclosed in 
plaster because of pressure of work, but many of the 
large soft-tissue wounds were immobilised after three or 
four days. One was impressed by the mueb greater 
degree of comfort and general well-being of those men 
who were immobilised. Where plastering had been 
delayed there were a few instances of troublesome growth 
of maggots under the plaster later. This may have been 
due to the easy access of flies to the wound before it: was 
covered completely. Maggots were in no way a detri- 
ment to progress of healing, but a great source of annoy- 
ance and discomfort to the patient. In a few cases 
secondary suture was carried out at the end of two 
weeks, with some success. Skin-grafting was employed 
notably in cases where large defects of skin resulted 
from . radical attacks of gas gangte Generally 
speaking, skin-grafts are more useful than secondary 
suture in those cases where the open treatment of 
p> loads yyounds has resulted in a large flat granulating 
surface. 
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_ GAS GANGRENE 


Thirteen cases of gas gangrene infection occurred in 
580 patients. The time interval between wounding and 
sargical intervention averaged 31 hours. Muscle damage 

was assessed as ‘‘ extensive’ in 7 and ‘‘ considerable’’ 
in the remaining 6. Associated muscle injury was 
assessed as slight in 8, moderate in 2 and severe in 3 
cases. In every case except one the diagnosis was apparent 
on clinical examination. Radical local excision was 
the method of treatment in 6 cases. Sulphonamides 
were used locally and by mouth, and the limb was 
immobilised in plaster in all cases, 3 immediately and. 
the others after an interval of two or three days. Am- 
tation was required in 6 cases, 4 thigh and 2 below 
ee. The procedures used were 2 guillotine and 4 open 
flaps. In 2 cases probably, and certainly in one of these, 
the amputation was necessary because of ischemia rather 
than the extent of the infection. Anti-gas-gangrene 
serum was not used. The one fatal case was the result 
of .gas gangrene of the abdominal wall. This man on 
admission had foul-smelling discharge pouring from what 
appeared to be a penetrating wound of his abdomen. 
It was judged to be a fecal fistula and no other treatment 
~than intravenous fluids and sulphonamides was given. 
~At the.autopsy extensive gas gangrene of the abdominal 
wall and liver’ was demonstrated. No cases of gas 
gangrene developed after operation on any of the 
casualties admitted. The case-fatality in the small 
series was 7:6% ; related to the total number of casualties 
received the mortality was 0-17%. 


PERIPHERAL NERVE INJURIES 

Thirty-five fairly serious nerve injuries were en- 
countered, the distribution being: musculospiral 13, 
median 3, ulnar 12, sciatic 3, and peroneal 4. For the 
most part they were associated with compound fractures. 
In a few cases the nerve ends were brought together by ~ 
one or two sutures so ‘that they might more easily be 
found at a later exploration, but generally no attempt 
was made to isolate or repair the lesion. Sulphonamides , 
peripheral 


were used locally in wounds which involv 
nerves. Recent reports indicate that nerve trunks 
bathed in a high concentration of a sulphonamide may 


suffer severe and lasting damage. It would seem wise, 
therefore, ‘at least. until this subject is further clarified, 
to refrain from the use of any sulphonamide in a wound 
which exposes a peripheral nerve trunk. As soon as 
ee a careful note of sensory and motor loss should 

made by the surgeons on a special chart, and the 
changes that occur should also be carefully noted. 
The recording of such observations immediately after 
the injury will be of the greatest value to the surgeons 
(often in Canada), who some months later will be called 
on to review the case and decide on further explorations. 


RESULTS IN WHOLE SERIES 


The total mortality for all the wounded which were 
admitted to hospitals was 25%. Seven cases were 
admitted in extremis and 8 died after operation; 16% 
of the cases were discharged during the first week and a 
further 14% at the end of the second week. 


SUMMARY ? 

Among some 600 Canadian casualties from the Dieppe 
raid admitted to hospital‘the mortality was 2-5%. ‘ 

In chest wounds conservative treatment has given 
reasonably encouraging results. Little radical surgery 
is required. The importance of repeated aspiration is 
borne out. In all hospitals it was of the greatest value 
to have the active codperation of the medical specialists 
in this group of cases. 

Mortality in abdominal wounds is directly related to 
delay in reaching the surgeons. 

The incidence of serious wounds of the extremities is 
high but is comparable to figures from other theatres of 
war. The experience in this group of cases confirms the 
value of the principles laid down by Trueta—wide 
exploration and debridement ; packing the open wound ; 
immobilisation and infrequent dressings. 

The preparation of this paper has only been made possible 
by the codperation of all the hospitals concerned. Captain 
D. W, MacKenzie, RCAMC, has been ible for the final 
compilation of the clinical data which form the basis of this 
report. 


HEALTH IN INDUSTRY 


THE LONDON CONFERENCE” 

Last week-end an official conference on industrial 
health was held in London. In his opening h on 
April 11, Mr. Ernest Bevin (Minister of Labour) said 
it had been called to stimulate and crystallise the wide- 
spread interest in the subject. |The Factory Department 
had struggled long and honourably for the health and 
safety of the workers. How best could its work be 
extended and improved ; how could coérdination of the 
medical services be ensured ; how should the general 
practitioner’s snowiedgs of industrial conditions be 
increased ; and how far could the professional and 
technical staffs of industry contribute towards solving 
the problems of industrial ill health? This was the 
concern not only of doctors but also of engineers, chemists, 
physicists, personnel managers, and of course employers 
and trades-unions ; most important of all, it was the 
concern of the workers themselves. If we were to rebuild 
the nation and re-establish our place in the world we 
could not afford accidents and illness, any more than we 
could ever afford unemployment again. 


INDUSTRY AND A COMPREHENSIVE MEDICAL SERVICE 

Mr. ERNEST BROWN said that health was one and 
indivisible ; as Minister of Health he thought of each 
industrial worker as a member of the general community. 
The present need was to bring all the medical services 
together in a simple and sensible pattern so that they 
formed a full health service for the nation. He wished 
to preserve the family unit as the basis of a national health 
service. He thought that the same doctors who looked 
after the family could do part-time service in the 
factories. 

Mr. JosEPH WESTWOOD (parliamentary under-secre- 
tary, Scottish Office) referred to the Clyde Basin scheme. 
In 1942 general practitioners and works medical officers 
were invited to submit for specialist advice workers under 
25 years old who appeared to be in r health or who 
needed convalescent treatment. e scheme had 
been a success, and had now been extended to cover 
patients of all ages. A second experiment involved the 
study of 1000 workers invalided out of the Services. If 
left themselves, these workers did badly, but if sent 
to training centres, where their capabilities and needs 
were studied sympathetically, many of them got back 
almost to full productive work. Social, medical and 
occupational difficulties were closely interrelated. 

Mr. Tom Sirsa (parliamentary secretary, Ministry of 
Fuel and Power) referred to the white-paper on coal which 
made a recommendation, long overdue, for the establish- 
ment of an adequate medical service for the mines. 
One additional doctor at headquarters had now been 
appointed, and 5 out of 8 other regional appointments 
had already been filled. As regards rehabilitation of 
miners, rapid progress had been made. At Gleneagles 
200 beds were available for injured mine-workers, and 
six other centres were being set up. Mining was a hard 
and a dangerous industry. Real progress has been made 
in South Wales in dealing with pneumoconiosis, and a 
broader definition of silicosis would allow all cases to be 
brought under the compensation schemes. . 

Sir WILFRED GARRETT (HM Chief Inspector of Fac- 
tories) described how the staff of the department works 
asateam. The doctors made a diagnosis ; the engineers, 
chemists or physicists were then’called in, and after a full 
investigation the results were handed back for applica- 
tion by the district inspector of factories who was respon- 
sible in law. New ground had been broken when the 
department was transferred to the Ministry of Labour 
and under the stimulus of Mr. Bevin’s enthusiasm 
definite advances had been made. Sir Wilfred referred 
to the Medical and Welfare Services Order, the various 
Canteens Orders, the luminising regulations and the 
accident prevention campaign undertaken in associa- 
tion with the Royal Society for the Prevention of 
Accidents. ; 

Sir Witson JAMESON (chief medical officer, Ministry of 
Health) in paying tribute to the work of the Factory 
Department said that in recent years the total number of 
cases of industrial disease notified annually had been 
less than half the number of the cases of lead-poisoning 
alone that were notified in 1900. All work in preventive 
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medicine a group of workers of whom only some 


required 
need be medically trained. He looked forward to the 
time when all young people would be periodically exa- 
mined by mass 


y phy. If people were to be truly 
healthy, they must be peppy: and in industry as much 
thought must be given to comfort of the workers as 
was given to the machines. He hoped the present 
dispersal of factories in country sites had come to stay. 
He believed the measures now taken for ,feeding the 
population in communal feeding centres, schools and 
factory canteens had been largel responsible for the 
lowest infant-mortality rate, and the second lowest 
death-rate on record. He hoped, too, that industry 
would help in educating the public. Medical students 
should be taught social as well as clinical medicine ; and 
he thought that in a comprehensive service preventive 
work would be taken over by the family doctor who 
should be encouraged to prepare himself also for work in 
the factories. Apart from specific occupational hazards, 
factory-workers were liable to the same ills as the other 
members of the community and they died from the same 
causes. 

Dr. M. W. PATERSON (secretary, Association of Certify- 
ing Surgeons) surveyed the part which certifying (now 
called examining) surgeons have played in promoting 
industrial health since the passing of the first Factories 
Act some 100 years ago. he examining surgeons were 
mainly general practitioners of standing and experience 
who become in effect industrial medical specialists. 
They were appointed to a district and"not to one factory 
and therefore gained experience of many different trades. 
They wished to play their part in an enlarged medical 
service for industry. There was room for both part-time 
and whole-time industrial medical officers, but there was 
a danger that a whole-time medical officer might be 
divorced from the home life of his patients. The pro- 
blem of medical supervision of the workers in the smaller 
factories could be solved by appointing a doctor in 
charge of a number of them. There was a nucleus in the 
country of some 2000 examining surgeons, who were 
already interested in industrial health. 


RESEARCH AND PREVENTION 


Sir EpwarD MELLANBY, FRS (secretary of the 
Medical Research Council) spoke of the importance of 
research, without which medical treatment could mot 
produce the best results. »-It was strange that after the 
Industrial Health Research Board had established the 
optimum hours of work for health and output, conditions 
should have been allowed to get badly out of hand. 
The small band of workers em bree by the board had 
brought together a number of facts of great potential 
value to industry, and in their reports these facts were 
now available to anyone interested in factory condi- 
tions.. In future two factors would have to be studied ; 
(i) specific industrial hazards and (ii) the si ar ar oo 
problems of industry, particularly those connected with 
fitting the man to the job. Sir Edward was quite certain 
that the second group of problems was more important 
than the first, and he e it clear that only first-class 
psychologists should be appointed to do the work. He 
asked the a saga Ay Labour to take up this question 
more seriously e real research-worker was a rare 
person and his work should be surrounded by as much 
goodwill as possible. 

Dr. E./R. A. MEREWETHER (HM senior medical 
inspector of factories) referred to the idea that industrial 
diseases constitute an insignificant part of all the diseases 
to which the industrial population i . subject. In his view 
they were far from insignificant. It had been estimated 
that in the United States van ‘half and one million 

people were exposed each year to silica dust.. In this 
country the deaths from silicosis were about one-fifth 
of the number of fatal accidents in factories, mines and 
on the roads. Industrial diseases repaid attention 
because they could all be prevented. 


MANAGEMENT 


Brig.-General A. C. BAYLAY, speaking of the réle of 
management in industrial health, said that the mental 
attitude of the worker had an enormous effect on his 
health. He emphasised the t value of tidiness and 
brightness (‘“ it eye-wash if you like’’) in making the 
workers happy and contented. Tf an employer thought 


_until they were found to be mentally an 


of the worker as a member of his own family, he would 
appreciate that a factory inspector was not being per- 
nickety or aap aad when he asked for (say) a guard 
on @ mac 

Mr. J. L. Surin mentioned a maxim of Sir Thomas 
Legge’s in regard to industrial health—that the worker 
could do practically nothing until the employer had done 
seactically everything. Dangeriwus chemical substances 
should not be used in industry unless their effect on 
human beings was known, and he suggested that the 
sponsors of these substances would do well to try them 
on themselves. Workers should not be } picesar in jobs 

physically fit 
for them, and it was more than ever necessary to make 
sure that managers were mentally fit to hold their posi- 
tions. Works doctors must have the confidence and 
goodwill of the workers, and they must be fearless in 
pointing out to the management defects in the factory 
conditions. 

THE WORKS DOCTOR 

Dr. CHARLES HILL (deputy secretary, British Medica] 
Association) spoke of the necessity of deciding how to 
carry over into peace some of the machinery set up in 
war-time to combat ill health—as for instance the 
factory medical and nursing services which had come 
into being under the stimulation of the Minister of 
Labour. He also dwelt on the need for health education 
which he defined. as an intelligent and intelligible 
exposition by those who knew to those who wanted to 
know. He was glad that the Government was beginning 
to show courage in bealth education, but it was likely 
that the enlightened impulse for better health of the 
workers among boards of directors—stimulated no 
doubt by the Treasury with its Excess Profits Tax— 
would not endure after the war unless care was taken to 
see that it did. The factory medical services were not 
now satisfactory, because the smaller factories were not 
included in the scheme. Further the doctors were paid 
by the employers—a fact that roused some suspicion in 
the workers’ minds that the doctor was the employer’s 
man, and not theirs. While the medical service remained 
an employers’ service it will be incomplete. The factory 
medical service must be a national one, and there should 
be no attempt to divorce the factory from the general 
environment. At present the MOH had the right of 
entry into factories only to deal with w.c’s and fire 
escapes. In Dr. Hill’s opinion one of the most pressing 
problems was the recasting of medical education. 

Dr. R. E. LANE said that the works doctor must know 
the factory and its processes as well as he knew his own 
home. A casualty service was essential, and it should be 
staffed by suitably trained nurses. In addition there 
should be good first-aid services composed of first-aid 
men and rescue squads. The training of all these people 
was the responsibility of the works medical officer. 
Like other speakers, Dr. Lane emphasised that the works 
doctor should have nothing to do with compensation 
cases. Any health propaganda undertaken should be as 
tactful and as unobtrusive as possible. He regarded a 
health exhibition as an essential part of the education of 
the workers. 

Dr. A. J. AMOR (deputy chief medical officer, Ministry 
of Supply) held that the factory doctor should be the 
leader of the factory health team which should include 
all those who dealt with any aspect of health, such as the 
labour manager, the welfare supervisor nurses, first-aid 
men, and representatives of the workers themselves. 
The doctor should know every worker by his or her 
christian name. He advised works doctors, if ‘they 
wanted to study environmental conditions, to discard 
the university gown.and sit at the machine all day. 
Factory conditions could not be studied from: a beautiful 
surgery with chromium-plated fittings. He urged the 
doctors to get up at 5 am, work a long day and travel the 
same distances as workers. Only then would they be 
able to talk with any authority about fatigue. In a 
Royal Ordnance Factory team work between the doctors, 
nurses, welfare supervisors and workers had brought 
about a 60% fall in the incidence of dermatitis. 


TRAINING FOR INDUSTRIAL MEDICINE 


* Lieut.-Colonel G. S. PARKINSON (dean; London 
School of Hygiene) said it was impossible for the medical 
curriculum to include all the subjects that a doctor was 
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expected to know, and poet uate instruction was 
therefore a necessity. In future medical men and 
women going into industry should have a diploma of 
industrial health, but they should previously have spent 
at least two years in hospital appointments and some 
time in general practice. The latter was important 
because a doctor could not learn about men from books. 
Facilities for training industrial medical officers—the 
courses being controlled by the General Medical Council 
—should be provided at centres throughout the country. 


MEDICAL SERVICES IN INDIA 
THE IAMC 


THE growth of the Indian Army during the war has 
called for a large increase in its medical services, which 
has been met by voluntary recruitment of doctors and 
personnel. The services required for British troops in 
India are provided by the War Office from the Royal 
Army Medical Corps, but no such homogeneous corps 
has hitherto existed for Indian troops. The medical 
requirements of the Indian Army have been met by the 
Indian Medical Service, the Indian Medical Department 
(a subordinate medical service of Indians and Anglo- 
Indians), and the Indian-Hospital Corps which has 
found _the clerks, nursing orderlies’ and other ancillary 
services. 

THE EXISTING SERVICES 


The Indian Medical Service dates back to the days of 
the John Company, whose doctors, often taken from 
East Indiamen, were responsible for civil duties but also 
found the medical aid required in the many wars in 
which the company were engaged. Though this service 
is now primarily military and is at present medically 
res seth 3 for personnel of the Indian Army, the Royal 
Indian Navy and the Indian Air Force, its civil side has 
always been important and has always attracted candi- 
dates with high qualifications. It has been responsible 
not only for the provision of medical aid to the civil 
population. but for medical education, public health, 
research, gael administration, and many other services 
in which a scientific training is necessary. The present 
satisfactory position of medical education in India owes 
everything to officers of the Indian Medical Service, who 
founded the original medical colleges and until recent 
years provided most of their teachers. Many of these 
officers have played a distinguished part in investigations 
which have advanced knowledge of the causation and 
treatment of diseases, especially those peculiar to the 
tropics. Indians have always been recruited to the 
service, and of late their numbers have increased 
rapidly with the rising popularity of the profession of 
medicine among educated Indians. 

At the outbreak of war the Service had 780 members, 
of whom 60% were European. Since then a large number 
of doctors have been granted emergency commissions, 
and the total on Feb. 1 of this year was 2838, of whom 
only 20% were European. They include a few women, 
both British and Indian. 

The Indian Medical. Department is a _ subordinate 
medical service consisting of two branches, the British 
and the Indian. ’ 

Recruitment to the British cadre is restricted* to 
domiciled Europeans and Anglo-Indians, who are 
ordinarily employed for service with British troops only.. 

: Members of this branch pass through a 5 years’ course 
at one of the Indian medical colleges and obtain a 
. diploma which permits them to practise aS doctors in 
India. Since 1934 all entrants to the British cadre 
have been required to take the full course for the MB, 
BS degree of their Indian university, which would 
entitle them to British registration. Others have taken 
advantage of study leave and have secured a British 
medical qualification in the United Kingdom. 

The Indian cadre of assistant surgeons succeeded the 
hospital-assistant cadre created as early as 1822, and 
the sub-assistant surgeon. Its members are employed 
to assist IMS officers in the care of Indian troops. They 
have a 4 years’ course at a medical school and are 
required to obtain the diploma’ of LMP -(licentiate) 
which entitles them to register and practise as doctors 
in India. Formerly licentiates received a very limited 
training, but more recently the standard at the medical 





schools has consistently improved, and many of these 
licentiates are skilled doctors whq compete successfully 
in civil life with university graduates. 

In thei Army members of.the Indian Medical Depart- 
ment, both British and Indian, are employed on sub- 
ordinate duties, and do not usually hold any independent 
medical charge. 


The personnel of Indian Hospital Corps are intended 
to undertake the duties performed in the RAMC by 
non-commissioned officers and men. It is organised 
for duty in hospitals, laboratories, medical stores and 
field medical units, and- has been greatly expanded 
during the war. 53 


NEW DEVELOPMENTS 


The British medical profession still provides a pro- 
portion of officers of the Indian Medical Service. To- 
wards the end of last year a special mission was appointed 
by the Secretary of State to visit India, to, discuss the 
supply of medical personnel for the Forces, and to make 
recommendations as to the numbers of doctors required 
from the United Kingdom and the best use of such 
resources as are and can be made available. _ This 
mission, which consisted of Mr. H. S. Souttar, surgeon to 
the London Hospital (chairman), Lieut.-General A. Hood, 
director-general of Army Medical Services, Major- 
General Sir E. Bradfield, IMS, medical adviser to 
the Secretary of State for India, and Lieut.-Colonel J. T. 
Robinson, megs: 2 recommended that a homogeneous 
medical service on the lines of the RAMC should be 
formed in India, and this recommendation has been 
adopted, as announced on p. 448 of our issue of April 3. 
They considered that the members of the Indian Medical 
Department were capable of undertaking responsibility 
as medical officers, and that they might at once be given 
commissions in the new corps, to which are also to be 
transferred all members of the Indian Hospital Corps, 
with improved arrangements for recruitment, training, 
and promotion. The formation of such a corps has been 
recommended before, though mainly -with the idea of 
improving the standing and prospects of the medical 
officers. The aim of the new corps is to provide a really 
homogeneous service in which the other-rank personnel 
will play an important part. f 

The Indian Medical Service itself has long traditions 
and important civil responsibilities which could not be 
altered without prejudicing the future policy of any 
Indian government. Decisions as to its future are there- 
fore being left till after the war; but meanwhile there 
would be nothing strange in officers of the Indian Army 
Medical Corps performing the duties hitherto performed 
by the IMS. It has therefore been decided that the 
members of the IMS will for the present be seconded and 
will serve as officers to the IAMC, without prejudicing 
any arrangements which may be finaily reached.. The 
se has been constituted in India as from April ’3, 


The Indian Military Nursing Service is the nursing 
service for the Indian Army with responsibilities com- 
— to those of the QAIMNS in the British Army. 

e numbers of trained nurses in India are limited, but 
improvements have been made to the Service during 
the war, and this has been helped by the employment of 
soon and trained women as the Auxiliary Nursing 
Service. 


Burrow Hitz Cotony to Crose.—The National Associa - 
tion for the Prevention of Tuberculosis has decided that owing 
to the difficulty in obtaining nursing and domestic staff the 
colony for boys at Burrow Hiil, Frimley, Surrey, will have 
to be closed in three months’ time. This colony has some 
eighty beds for the treatment and training of tuberculous 
youths. ' 


Navat Meprcat Compassionate Funp.—A meeting of 
the subscribers of this fund will be held at 3 pm on April 30, 
at the Medical Department of the Navy, 64, St. James’s 
Street, London, 8.W.1 to elect six directors. 


Mippresex County Mepicat Soorery.—A meeting of 
this society will be held at 3 pm on Tuesday, April 20, at 
Staines County Hospital, Ashford, when Dr. A. G. Signy 
will speak on the macrocytic anemias, and Dr. Donald 
Court on the health of nurses. 
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CURRENT PSYCHOLOGICAL PROBLEMS 


At the annual general meeting of the British Psycho- 
logical Society, beld at Oxford on April 8-12, a wide 
range of subjects came under review. Among these was 


a& symposium. on , 
MENTAL ATTITUDES IN TIME OF WAR 


Mr. R. H. THovuniess, PhD, said that the hatred of 
the enemy which is serviceable for the ends of waging 
war, may be detrimental to the ends of peace. It arises 
as a result of the war situation ; and though its roots 
are largely unconscious, this does not mean that it cannot 
be dealt with at the conscious level. To think calmly 
and objectively about the war situation helps to weaken 
the irrational force of the sentiment. 

Prof. T. H. Pear discussed the psychological implica- 
tions of re-educating the Germans. The assertion that 
after the war the Germans must be re-educated, he said, 
raised the questions: Which Germans? How? And 
by whom ? Nazi youth might be a nasty bit of work, 
but he was a bit of work, and that work was planned. 
He condemned the use of theatrical descriptions of 
Germany as a ‘‘ butcher bird” or ‘‘ mad dog.” No 
psychologist, he believed, would claim that the Germans 
have any special innate tendency to cruelty which 
members of no other nation possess. A particular type 
of education seems to have been entirely responsible for 
the effects on-Nazi youth. It is just conceivable that a 
relatively larger number of Germans than of other 
civilised races have inherited a temperament conducive 
to learning the technique of cruelty; but selective 
breeding to that end would take a long time and would 
so far have produced no children over the age of ten. 
A tendency, say, to anger might certainly express itself 
in cruelty if trained to that end, or merely in sports like 
boxing ‘and football which can be admired. He sug- 
gested that Allport’s doctrine of drive, later modified 
by attitudes, sentiments and complexes explained the 
facts better than any appeal to the theory of instincts. 
Allport considers that known facts about the animal 
instincts only confuse the issue because there is such 
flexibility in human learning and breaking of habits, 
and so much insight, foresight and delay in responses, 
that human goals are of a different type from the 
stereotyped goals of animals. Inthe process of maturing, 
the dispositions of childhood coalesce into sharper, more 
distinctive systems of motivation. As they emerge 
these systems take upon themselves effective driving 
power and operate as autonomous motives, different in 
aim and character from those of juvenile years and very 

different from the crude tensions of infancy. He 
deprecated the spatial metaphors in psychology, in 
such phrases as “‘ the layers of the mind,’’ ‘‘ the depth of 
aggressive instincts,’’ “ the cultural and: therefore more 
superficial aspects of the “individual in relation to 
society.”?” A pattern of activities which may begin 
because prompted by some comparatively primitive 
incentive may set up strangleholds in their own right : 
stamp-collecting and bridge, he said, were good examples. 
The mathematician who works on precision aiming isnot 
in a blazing rage. In war many motives other than 
unconscious: ones are harnessed by authority. The 
desire for money or fame, the wish to avoid disapproval 
from those one loves or respects may be conscious and 
yet inspire difficult feats. 

Dr. RANYARD WEST, considering the question ‘‘ What 
ought we to think ?”’ pointed out that if mental attitudes 
are classified into three types—neuropathic, racial 
national, and human—our most precise knowledge at 
present is about the first. Our information about war 
reactions that are purely human will have to be collected 
in peace-time; and racial national - characteristics 
continue to elude assay. He quoted Berg: ‘‘ I do not 
know the method of drawing up an indictment of a whole 
people.’’ The obsessional type of character makes a 
peculiar contribution in war-time. Obsessionals are 
aggressive ; they are largely responsible for the work of 
the world ; arid according to Freud obsessional mechan- 
isms are the source of all civilisation. Their aggression 


finds an acceptable outlet in war: they can work and 
hate, keeping the two separate; and their emotional 
preoccupation with sadism finds scope in the horrors 
of war. Once war is joined obsessional mechanisms 


of thought and feeling probably become more widespread 
in the population than in time of peace. Prejudice is a 
judgment of fact distorted by emotion, and racial 
prejudice has been analysed by Stratton into a mere 
group prejudice: the enemy seems to-be attacking the 
interests of the group as they appear at the moment. 
Byt he reminded the meeting that history, as studied 
by the enemy, was based on a different set of facts from 
those we have learned. We and our enemies are judging 
our relationship from two totally different sets of facts. 


‘Though it is in the nature of things for man to think 
‘ wrongly, it is something if we can recognise the process. 


SUGGESTIBILITY 


Mr. H. J. Eysenck, PhD, reported on astudy ofsuggesti- 
bility by a variety of standard tests. In the ‘ body- 
sway ”’ test the subject is asked to shut his eyes and is 
then assured repeatedly that-he is beginning to fall 
forward. His degree of suggestibility is measured in 
inches of sway. The ‘‘ arm levitation ’’ test is based on a 
similar principle, and there are other tests in which the 
subject is given a pendulum to hold and is told that it 
has a tendency to swing along a given line ; or is asked to 
compare lines of different lengths and then to judge 
between lines which are actually of the same length ; 
similarly he may be asked to compare the weights of 
heavier and heavier boxes, the series ending with several 
of the same weight. Earlier attempts to measure 
suggestibility, he said, had not shown whether there 
was any one general trait of suggestibility, or whether 
the tests in common use really measured this trait ; 
but they suggested that there was personal ‘‘ prestige ”’ 
suggestibility on one hand, and impersonal non-prestige 
suggestibility on the other. In Dr. Eysenck’s tests the 
subjects were 30 men and 30 women, neurotic patients at 
Mill Hill Emergency Hospital, with an average age 
slightly below the age of thirty. Results of the tests 
already enumerated were clear-cut: the body-sway and 
arm levitation tests and the pendulum tests correlated 
together ; similarly the progressive weights and lines 
tests correlated ; but the two groups of tests showed no 
correlation at all. He suggests calling the trait measured 
by the first group of tests primary suggestibility, and 
that measured by the progressive weights and lines tests 
secondary suggestibility. The distinction is not identical 
with prestige and non-prestige suggestibility. That it is 
a real distinction is supported by other points in the 
results obtained. Thus, when the distribution of scores 
in the various tests was plotted, secondary suggestibility 
showed a normal descending curve, whereas primary 
suggestibility showed: a U-shaped curve. Secondly, 
secondary suggestibility shows a slight but significant 
positive correlation with intelligence, indicating a linear 
relationship between the two; whereas primary sug- 
gestibility is related in a curvilinear manner to intelli- 
gence, the most intelligent and the least intelligent sub- 
jects both showing little suggestibility, while those of 
average intelligence show most. Primary suggesti- 
bility clearly has more significance than secondary 
suggestibility in psychological work because it has been 
shown to be related to hypnosis. <A further study of 
primary stggestibility contributed evidence: that (in 
opposition to Janet’s theory) hysterics dre no more 
“suggestible than non-hysterical neurotics ; that women 
were less suggestible than men on the tests used ; and 
that results similar to those achieved by Dr. Eysenck in 
person could be obtained by a gramophone record of his 
voice giving the suggestion—a situation with much less 
prestige-value than a personal interview. 


PSI PHENOMENA , 

Dr. THOULESS read a paper presented by himself and 
Mr. B. P. Wiesner, DSc, on extrasensory perception 
(psi phenomena), the existence of which he believes to 
have been established by the researches of Rhine, Soal 
and others. Starting from the fact that the behaviour 
of an organism is correlated in some degree with what is 
he Gm in other of the universe, he pointed out 
that some part of the universe (perhaps the whole of it) 
must be projected on the behavioural system of the 
organism ; and that whereas the kind of projection that 
pare sensory perception might have been the only 

ind, the existence of psi phenomena suggests that this 
is not the case. Sensory perception is limited by con- 
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tiguity in time and space, but it is possible that projection 
on the sensory apparatus is superimposed on a more 
primitive non-sensory system which receives projections 
which are not y apeartt gy ly. restricted. As evolu- 
tion progressed it might supposed that a stage was 
reached at which the psi function was replaced by 
sensory perception which because it is more specific jn 
relating the organism to its immediate environment is 
more’ biologically useful. It is true, he said, that we 
cannot imagine any mechanism by means of which psi 
projection can take place ; but this may be because when 
we try to picture such a mechanism we imagine it as 
working within a system of spatio-temporal coédrdinates. 
The psi phenomena cannot be fitted into current scien- 
tific theory for the same reason : science deals exclusively 
with phenomena connected with the type of continuity 
found in sensory perception. The assumption, however, 
that there is some method of projection of events on the 
organism which is normally suppressed by the sensory 
perceptual mechanism leads, he thinks, to some definite 
expectations which could be tested by experiment. 


CHILD-ADULT RELATIONSHIPS 

~Mr. £.. A. CLAREMONT described the bond uniting a 
child and an adult as something real, affecting their 
conduct. Every child, he said, must have such an adult, 
and for him the most oppressive dread is to be left alone. 
The child, by his need for protection, makes a slave of 
the adult—a fact too often forgotten, he thought, in 
talking of freedom for the child ; and he drew a picture 
of the adult with a —— as the slave goaded into 
momentary rebellion. e relationship is most gravely 
abnormal when the love-tie is not reciprocal. The 
child and his adult make a unit, recognised by therapists 
though not yet by edueationists; and the unit has a 
survival-value for the child, because in his early years 
he is prepared to take on trust from the adult what he 
cannot understand, and is protected from dangers by his 
unquestioning obedience. In later stages of develop- 
ment, of course, he becomes more critical and the adult 
is required to give his reasons ; but the infant does not 
want to be reasoned with, he wants to be told, and for 
him ‘‘ Honour thy father and thy mother” is not so 
much a commandment as a law of nature. The child- 
adult relationship also favours transmission of culture. 
Abnormalities in the relationship are always caused, he 
said, by a mistaken idea in the adult mind ; but the forms 
it takes vary widely. In schools the relationship with 
the teacher might he marred because the curriculum 
may force the teacher to teach what he does not believe 
to be necessary, or even understand himself; or may 
compel him to observe some rule which goes against the 
child’s natural bent. He mentioned the case of a nursery 
school teacher who, having been instructed that the 
children must play in the afternoon, found she had to 
give her whole attention to, preventing them from 
working. Montessori and Séguin have blazed the trail, 
he said, in analysis of the child’s difficulties. The 
teacher in a Montessori school transmits information at 
appropriate moments, leaves the child to get on with it, 
and teaches through mutual enthusiasm and consent of 
the learner. We are building up a concept of the normal 
child-adult. relationship, he thinks. Nearly all our 
errors come from being intelligent, but not imtelligent- 
enough. If we have to choose between what is good for 
the child’s body and what for his spirit, he thought the 
spirit should get priority: put the — first and the 
body is usually invigorated ; put the y first and the 
spirit drops. 

ADOLESCENT LEISURE 

Mr. H. E. O. James had persuaded 135 adolescents 
of both sexes, ranging in age from 12 to 21, to keep a 
diary’ of their leisure activities for a week. These 
activities were classified as reading, radio, clubs, religion, 
cinema, play, talk, walking, dancing, home duties, 
study, personal (e.g toilet), meals, travel, and paid work 
outside school hours. ‘The adolescents were elementary 
school boys and girls, secondary school boys and girls, 
and working boys and girls. A characteristic of all 
groups was the small percentage of time spent on clubs 
and religion, and the large on the cinema and 
dancing, walking and talking. The transition from 


school work was marked by a decrease in play and 
home duties, and a corresponding increase in gregarious 


‘in an aquarium. 


and heterosexual activities (walking, talking, dancing). 
aoe change is more abrupt, and earlier, in boys than in 
girls. 

Prof. C. W. VALENTINE, DPhil discussing youth 
training, said that in a Birmingham investigation it had 
been foynd that only 31% of delinquents belo to 
clubs: but how far did this indicate that the types 
of young people join clubs, whereas the less reliable ones 
don’t ? .A further analysis showed that among boys 
from good homes regular club membership or the reverse 
had no bearing on the incidence of delinquency. In 
younger children the types of delinquency are trivial 
though the offences are more numerous ; the offences in 
the older age-groups are fewer but more serious, and it is 
among these groups that psychopathic ft with «a 
tendency to recidivism can be recognised. But he 
believes that the adolescent is approachable. ‘‘ Every 
adolescent has a grand passion for something,’’ and can 
be reached through this quality. Interest at this age 
fluctuates, and a boy may take up half a dozen hobbies 
ina yearanddropthem. This transience of enthusiasm, 
he ‘said, is characteristic and is not a waste of time. 
The youth is trying to find out what really appeals to him. 

In England: Now 

A Running Commentary by Peripatetic Correspondents 
THE ambulance swayed along the country roads with 
a pleasant motion. Its glass sides allowed me to see 
the tops of trees, the roofs of houses and a wedge of sky ; 
but it bore a curious resemblance to a hearse, and lying, 
an oblong bundle rolled in blankets, full length on a 
stretcher down the middle, I felt I was helping on the 
morbid resemblance. The cheery, buxom little nurse 
beside me was reassuring: I remembered that com- 
ions inside the hearse are unusual on that last 
scene When the hospital was reached the curious 
pleasant motion of being stretcher-borne was mine again 
as they took me to my cubicle. A flustered nurse was 
stripping the clothes from a high, flat bed with icy 
sheets. No bottle had warmed it. The blankets were 
folded double to enable the sides to be tucked in tidily. 
When this was done I was left with the feeling that I had 
been inserted into a thick, cold, official envelope, with my 
head and neck sticking out and resting on a pillow that 
could have given points to Jacob’s stone. The nurse 
left and I began to examine my surroundings. The walls 
were a dim wavering green, the windows were white 
netted and the whole of one side of the cubicle was glass, 
also covered with net. From the next cubicle a small 
child in a red bed-jacket fixed me with a solemn stare. 
The shadowy trans ncy made me feel like something 
owever, I had not long to contem- 
plate my surroundings and speculate on the reason for 
the white gown hanging ofi the back of the door. My 
assumption that it was a shroud was never confirmed. 
Another nurse came in, very much just-so, carrying a 
tray with thermometer and things, and said. she was 
going to swab my throat. She was most professional. 
“* A little wider, please ! Say Ah-h ”’ and the swab-stick 
rubbed the back of my tongue and was withdrawn. 
My temperature was taken and young cold blue fingers 
took my pulse. I timidly hinted that a hot bottle 
would ‘be pleasant. With a finished soothing manner 
she said she would bring one and would I like a cup of 
tea ? Surely things were looking up. Presently she 
returned with a stone hot-water bottle, tied in a grey 
flannel bag, and inserted it at the foot of the official 
envelope, remarking, ‘‘ The heat will come through 
presently.”’ It never-did. The flannel cover acquired 
a faint, damp warmth and I sadly realised the difference 
between a tap-filled and a kettle-filled bottle. I hoped 
the tea would warm me. It came, its passage along the 
veranda-corridor being delayed by a good deal of talking. 
It proved to be a single cup on a small tray with a red- 
stitched mat. As I raised the cup a familiar oily 
aromatic.smell floated out—‘ Dettol’ surely, pleasant 
as a disinfectant but———. The tea did not actually taste 
of it. It was very weak, the water had not been boiling, 
and it had the flavour of slightly greasy dishes and 
tepid metal. I took one mouthful and gave the rest 
a@ miss, sliding down into my envelope again. ‘ Four 
to six weeks!” I groaned. Then cheered up as I 
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thought: ‘‘ The back of the tongue isn’t a very likely . 


place for a dip.-membrane. ere’s a chance yet. 
What price three negative swabs !”’ 


: 7 * * 

Priorities, essentials first in times of stress, there’s 
_ nothing new in this, for our bodies abound in them. 

The use of the right hand rather than the left, step off 
on the right foot, no, they are not good examples—more 

i than natural. Take the senses then. If a 
Seglng 3 ehaids aan Teahap amine eae ter eae 
playing a ele an sausages, W ew 
were hung with Rembrandts, which of his senses would 
take up the most current? I fancy the skin would almost 
monopolise the line to the cortex, the Ist cranial would 
be a second, the 8th a neck behind, with the 2nd 
(and the old masters) also ran. The stomach gives 
definite priorities. If you swallow an orange pip and a 
grape pip, the orange will be itated first—at least 
it is so with mine and I’ve tried it ape of times. The 
rectum and the bladder show a perfect “ after you” 
mechanism. If both are moderately full, the bladder 
invariably says, ‘‘ You first, please.’’ If an ill-mannered 
bladder goes first, quite often a sulky prima donna rectum 
refuses to budge. When the bladder is very distended, 
however, the rectum will do an veal g Sir Philip 
Sidney act, ‘‘ Your need is greater——’’ Incidentally 
I have noticed (other guineapigs please confirm) that 
after the bladder has made its wonted gentlemanly 
gesture Nature rewards him by making the kidneys 
extraordinarily active for about half an hour. Other 
priorities are the overbearing mastery of thirst, the 
royal precedence of sex, the dominance of genes, and in 
that ill-charted etheric world of mind, the priority of the 
homely utilitarian over powerful speculative thought 
like this. 
ak * & 

The wireless was playing Handel’s water music and 
I was letting my mind run. What fun it would be to 
have after the war a great Water Festival on the Thames. 

It’s a lovely June day, with the lightest of breezes and 
just a few little billowy clouds. At a little before noon, 
two of “ our light naval craft ’’ come racing round from 

Yhelsea to the House of Commons jetty, with sirens 
sounding and clearing all the thousands of little boats 
to the sides of the river. Then along, at-a more stately 
pace, comes the Royal Procession. In front are two 
submarines, then two corvettes with masts cut down 
and funnels on hinges to get under the bridges. They 
are burning smokeless fuel, of course, for it would never 
do for the Royal Barge to receive a shower of smuts at 
every bridge. n comes the Royal Barge itself, a 
veritable Ark yal, flashing in scarlet and gold, with 
the oars dipping and rising in perfect unison. Then 
follows a slightly larger, but slightly less magnificent 
barge, with the Master of the King’s Music on the 
bridge and the London Symphony Orchestra in the hold. 
Then comes the Red.Cross rescue launch, supplied by 
the RAF, complete with Physicians Extraordinary and 
Ordinary and Serjeant-Surgeon, all in the robes of the 
Royal Colleges. Next the Thames pose steamers, 
decorated with crests and flags, the t~for the Loyal 
House of Commons, the next for the no less Loyal House 
of Lords, the third for the Diplomatic psa go and the 
fourth and fifth for all the Lord Mayors and Mayors. 

The first climax of the day comes when the Royal 
B draws up at the steps of the Palace at Westminster. 
Bugles sound, and there are the King and Queen and the 
two Princesses—the King in the uniform of an Admiral. 
The Prime Minister helps the Queen aboard and the 
Royal Party embark. the party, I can make out 
the debonair figure of the Keeper of the King’s Pictures. 
He it is who has planned and devised the whole outing, 
and he has done it well. The Lord Chamberlain brings 
up the rear with a gigantic luncheon basket, its contents 
to be consunmied on the way to Greenwich. On West- 
minster Bridge bunting flutters bravely. On the terrace 
of St. Thomas’s, I can make out the white coats of the 
house officers and the blue and red capes and white 
aprons and caps of the nurses. 

The journey down the Thames is a spectacle surpassing 
any Lord Mayor’s show: for millions of Londoners it 
will live as the most glorious moment of their lives. 
Greenwich is a scene of revelry. A magnificent luncheon 
is served in a vast marquee at 2 Pm. Then follows a 


i 


performance of ‘‘ A Midsummer Night’s Dream ”’ with 
even the smallest parts filled by the nation’s greatest 
actors and actresses. The interval between tea and the 
Greenwich banquet is filled in by a royal visit to the 
new school on the site of a former blitz. And finally 
the procession reforms for the return—but with a 
difference. The place of the Royal Barge is taken by - 
@ miniature aircraft carrier, its deck converted into a 
flood-lit dancing floor. And all the docks and ware- 
houses, and great buildings and the Houses of Parliament 
are covered with a multitude of fairy lights. And for 
the first time, all His Majesty’s loyal citizens have the 
chance to watch a royal ball... . 

It was at this point in my pipe-dream that something 
clicked. Déja vu! I had been there before. was 
back at St: Thomas’s, a gauche and pushing resident. 
We were talking over our next residents’ party. ‘‘ You 
see that yacht out there, tied up next the converted 
motor torpedo boat, I believe we could hire it,’’ said 
Johnny. And he was right. Hire it we-did. And to 
the strains of soft music—was it a radiogram or was it a 
little dance band, I can’t remember-——-and with the 
gentle thud of the engines teneath our feet, we passed 
slowly down to Greenwich. Jane was pale with excite- 
ment and radiantly lovely. Sometimes we would stand 
out a dance, and leave the saloon for the deck. There 
in the shadow of a life-boat, I had my first kiss—and 
Jane had hers too. Or was it Alice? I really can’t 
remember. 

aa * o 

There were three of us waiting for our anatomy results, 
striding up and down like caged tigers, only stopping 
now and then to stamp and mutter an expletive or 
throw a cushion at whoever remembered something the 
others hadn’t. How many more nuclei of the trigeminal 
are there I’ve forgotten ? Why didn’t I revise ossifica- 
tion times as I meant.to ? And wasn’t it ~infair to ask 
for a list of intrinsic muscles which someone had said 
didn’t matter ? Yes, and what about our lengthy list 
of probable questions, not one of which appeared in the 
paper ? ‘‘ Did you say,” asks Smith, “ that the first 
milk-teeth to erupt are the lower central incisors ? 
That’s the one thing I thought I had taped in the viva, 
and I said upper incisors. I know you'll both get 
through and I'll fail.’’ Scuffles ensue as each tries to 
establish the fact that he will fail and the other two 
pass. This becomes monotonous, so we sit down and 
talk hard about the weather, Itma, how to make pow- 
dered eggs, and the rotten beer we have been trying to 
cheer ourselves with. Robinson makes a _ tentative 
suggestion about the examiners’ forbears, and gets told 
that any further mention of examiners will incur a fine. 
After half an hour, by which time each of us is in debt 
to the tune of some pounds, we declare a moratorium 
and go for a walk. By the river we reach the realms of 
higher mathematics, calculating how many medical 
students, tied end to end by weighted ropes, would choke 
the river as far as the next weir—and would anyone care 
anyway ? We then espy a “‘ medical ’”’ who looks happy, 
so we descend on him in a frontal and two outflanking 
movements. Just as he is about to descend gracefully 
into the bosom of the waters he tells us that the results 
are coming out at 4.30 instead of 5. We move off at the 
speed of Jesse Owen towards the lecture-room where 
generations have quaked and quavered; it must be 
filled with jelly-like thought-forms. Someone thinks 
it would pass the time to wash our hands, and we spend 
1434 minutes scrubbing them, for results have been post- 
poned till 4.45. We then take our seats and await our 
fates. A well-known voice says, ‘‘ The following 
candidates have been examined and approved,” and 
slowly names are read out. We are all there, and for 
ten minutes all seems rosy, but by then we have remem- 
bered that other exam in two months’ time. 


* ea ” 
To the psychiatrist, whose daily work consists in 
handling neurotic patients, a visit to the theatre or the 


cinema provokes reflections often remote from those 
intended by the author. The element of drama both 
on stage and screen is almost invariably a product of the 
reactions of characters who are either neurotic or 
psychopathic or both. The productions of Hollywood 
are nearly always suffused with the sickly tinge of 
hysteria. The personalities there presented show such 
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a blend of emotional immaturity, ruthless egoism covered 
by a superficial deference to standardised and sentimental 
ideals, and a preoccupation with conventional values 
which go no deeper than the- merest veneer of civilised 
life, that one is constantly reminded of the tantrums of 
one’s most tiresome patients. But even the works of 
more serious authors, with a far more profound grasp of 
the intricacies of human personality, show the same 
excessive preoccupation with the hysteric. A visit to 
Hedda » now playing at the Westminster, rein- 
forces this impression. ree of the five main characters 
are psychopaths, and two of them, Hedda herself and 
the unstable genius Eilert Lévborg, are gross hysterics. 
Why is it that the works of playwrights, far more than 
that of novelists, are so full this one psychopathic 
t ? Is not the paranoid fanatic, the rigid and meti- 
culous obsessional, the impulsive aggressive ‘‘ epilep- 
toid”” personality, the hypochondriac, the anxiety 
neurotic, each in his way just as capable of providing a 
conflict of situation and character, and of adding a spice 
of drama to the humdrum run of existence ? There is, 
however, another possibility to be taken into considera- 
tion. One is dependent for one’s appreciation of a 
character in a play on the interpretation given by an 
individual actor. I have heard that many actors, especi- 
-ally-the best ones, are hysterics. This is only to be 
expeeted, because so much hysterical behaviour consists 
in play-acting, and because only someone of a hysterical 
type will devote his best abilities into getting away from 
his own personality under the skin of another’s. It may 
be that the hysterical quality of so many. theatrical 
characters is not inherent in the part but is added by 
the actor who plays it. 
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EUROPEAN ASSOCIATION OF CLINICAL 
: PATHOLOGISTS 
In res 


ponse to the influentially signed letter in THz Lancet 
of March 20 (p. 382) there was an attendance of a score of 
medical men and women drawn from ten countries at the 
meeting held in the medical school of University College 
Hospital on April 3 to inaugurate the new association. 
Austria, Belgium, Czechoslovakia, France, Germany, Great 
Britain, Hungary, Italy, Poland and Russia were represented. 
The convener, Dr. F. Pick (Prague) said he had been impressed 
by the conception of clinical pathology current in this country> 
here and would like to see this method of approach to medicine 
developed on the Continent. Dr. 8. C. Dyke (Wolverhamp- 
ton), formerly secretary and president of the British Associa- 

tion of Clinical Pathologists, invited to the chair, said that 
clinical pathology although a special branch of medicine was 
within itself unspecialised, permeating all branches of medical 
practice. Meetings of the British Association had formed a 
happy ground for free interchange of views between practi- 

tioners of all kinds. Having been the stock from which the 

larger idea had sprung he believed the British Association 

would willingly become a branch of the European Association, 

whose formation he then moved. Prof. E. J. Briawoop 

(Brussels) seconding the motion spoke of the importance of 
establishing contacts between clinical medicine and the 

laboratory. Dr. M. Matzexrs (UCH) hoped that after the 

war it would be possible to interchange workers between 

clinical pathological laboratories here and on the. Continent. 

Dr. Dyke read a letter from Dr. A. F. S, SLADDEN (president, 

BACP) offering the hospitality of all its meetings and gather- 

ings to the members of the Euro Association. Dr. 

P. N. Panton (Lond. Hosp.) spoke of the need for a class of 

medical practitioners capable of taking charge of hospital 

laboratories ; laboratory workers from the Continent had 

— to a degree which made it difficult for them to do 

this. : , 

A committee was appointed consisting of B. L. Della Vida 
(Rome), 8. C. Dyke, M. Mandelbaum (Munich), F. Pick, 
F. Silberstein (Vienna), and J. Ungar (Prague), to draw 
up rules for the Euro association, to be submitted 
to a meeting to be held in London during May. Dr. Pick 
was appointed secretary and those interested should com- 
municate with him at the Department of Clinical Pathology, 
General Hospital, Walsall, Staffs. 


















































































































































































































































The 1943 price list of BAvyErR Propucts Ltd. can now be 
despatched on receipt. of a penny-stamp. 
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Parliament 
ON THE FLOOR OF THE HOUSE f 


MEDICUS MP 
THE Nurses Bill has passed through all its stages in 





the House of Commons and has already been read a. 


first time in the House of Lords. The committee stage 
began with a skirmish led by Mr. Hutchinson of Ilford 
who wanted the class of nurses now to be registered as 
‘‘ assistant nurses ”’ to be labelled ‘‘ nursing assistants.”’ 
The name “assistant nurse” is that suggested by 
the Athone Committee, but a minority of four state- 
registered nurses on the committee proposed “ registered 
invalid attendant,” a description that Mr. Hutchinson 
was not prepared to advocate in the House. This 
skirmish is a sign of the apprehension felt by some 
nurses that the addition of a large number of assistants 
to the register will lower the statis of the profession. 
The House evidently felt that this fear was unjustified 
and Miss Horsbrugh emphasised that the proposed 
descriptions, ‘‘ registered nurse ’’ and “ assistant nurse,”” 
were clear and precise. 

A revealing incident occurred in connexion with an 
amendment moved by Mr. Merser, who has specialist 
knowledge of nursing questions from the administrative 
point of view, to make certain that ‘‘ nursing teachers ”’ 
shall include men and women. Clause 13, to which this 
amendment was moved, had as a title ‘ Sister Tutors,’” 
an appellation which Mr. Merser thought could only with 
difficulty be applied to a male nurse. Miss Horsbrugh 
promptly retreated in face of this attack. The title of 
the clause was changed to ‘‘ Qualifications for the teach- 
ing of nursing’ and an unqualified assurance given of 
complete equality between’men and women teachers. 
The war has opened many occupations to women, but 
in this Nurses Bill the rights of man are championed by 
Act of Parliament, and men and women nurses are put 
on a common footing. This attitude was emphasised 
later, in the discussion on clause 15, which gives an 
opportunity for inclusion on a special list of qualified 
nurses who omitted to apply at the date specified in the 
earlier act. Here also men and women are to be treated 
alike. Miss Horsbrugh stated that men, who have served 
in the nursing services of the Army, Navy or Air Force 
will, if they take the requisite qualification, all be on the 
same footing as women. , 

This detailed bill, going through its committee stage 
in a cloud of technical. discussion, has improved -the 
position of the nursing profession, members were 
eager to pay tributes to our nurses. ne spoke of the 
bill as the stepping-stone to higher things, another as a 
foundation on which one could expand the profession, 
a third welcomed it as an advance in their status. 
Sir Geoffrey Shakespeare drew attention to the need of 
‘“‘ time off” for nurses and improvements in food and in 
living quarters and the Minister of Health wound up the 
discussion by saying that “ it is a happy thing that we 
should pass this bill in the e week as a national scale 
of salaries becomes effective for the first time.” 

It is of especial importance that these changes have 
been made now in view of the continuing discussions on a 
comprehensive national medical service. Mr. Brown 
gave notice, the day after the debate, of the setting up 
of an interdepartmental committee on dentistry under the 
presidency of Lord Teviot to consider the “‘ provision 
for an adequate and satisfactory dental service ’’ for 
the whole population. But why only one woman on a 
committee of nineteen? Mrs. Tate, who has won a 
notable victory for equal compensation for men and 
women for war injuries, may havesomething to say about 
it. What is clear is that more doctors, more dentists, 
more nurses‘and more medical auxiliaries will be needed 
after the war. More extensive social services will mean 
more attention to health questions and not less. But for 
the moment the war and after that the budget dominate 
the political scene. 


COMMITTEE ON. DENTISTRY 


In the House of Commons on April 8 Mr. ERNEST 
Brown, Minister of Health, announced that with the 
Secretary of State for Scotland he had set up an inter- 
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departmental committee on dentistry in connexion with 
the proposals for a comprehensive health service. 
The committee will consider and. report upon : 

(a) the: pregressive stages by which, having regard to the 
number-of practising dentists, provision for an uate and 
satisfactory dental service should be made available for the 
population : 

(b) the measures to be taken to secure an adequate number 
of entrants to the dental profession : 

(c) existing legislation dealing with the practise of den- 
tistry and the gqvernment of the dental profession : 

(d) measures for the encouragement and codrdination of 
research into the causation, prevention and treatment of 
dental diseases. 

Its members are— 


Lord Teviot (chairman) 
L. C. Attkins, LDS 
Ballard 


A. C. W. Hutchinson, DDS 
H. T. A. McKeag, BDS 


F. J. T. Rankin, LDS 
b. G. Bearn r Alderman W. Li. Raynes 
R. B, Bradlaw, MRCS, LDS. Andrew Shearer ~- : 


R. J. Brocklehurst, DM | Councillor John Stewart 
T. H, J. Douglas, LRCPE, LDS | Dame Gwendoline Trubshaw 
W. Kelsey ; MRCS, LDS | RR. Weaver, MD, LDS ‘ 
Major-General J. P. Helliwell, | Bryan Wood, LDS 

MRCS, LDS | A.C, T. Woodward 


QUESTION TIME 
Shortage of Nurses and Midwives 

In answer to a question Miss F. Horssprues said that 
according to the latest available information hospital authori- 
ties, both municipal and voluntary, required another 11,341 
nurses of all grades to make up present deficiencies. To 
make up the shortages in institutions 560 midwives were 
needed, and another 227 for domiciliary work. : 


. Nurses Legislation for Scotland 
Mr. I. C, Hannan asked the Secretary of State for Scotland 
when it was proposed to introduee a Nurses Bill for Scotland. 
Mr. T. Jonnston replied: The main purpose of such a bill 
would be to establish a roll of assistant nurses, a proposal 
which the Alness Committee reported ‘against in 1938, but in 
view of the altered conditions since that date I am having 
discussions with the Scottish nursing and other organisations 

coneerned and hope to make a statement shortly. 


Miners’ Medical Service 

Mr. T. J. Brooxs asked the Minister of Fuel and Power if 
the appointment of doctors for the miners’ medical services 
was yet completed.—Mr. Tom Smrrx replied: Appointments 
have been made to six of the eight regional posts and five of 
the medical officers have taken up duty. Appointments 
have also been made to the two headquarters posts, but the 
deputy chief medical officer will not be asguming duty for a 
few weeks. 

Dermatitis among Miners A 

Dr. H. B. Morecan asked the Minister whether, having 
regard to the in ing incidence.of dermatitis in the mining 
industry, any trial or tests had been made of skin barrier 
applications ; and whether any exchange of opinion on this 
medical preventive means had taken place between the 
medical factory inspectorate of the Ministry of Labour and 
his department and with what result.—Major G. Lioyp 
GEORGE replied: The subject of dermatitis among miners 
and the possibility of using barrier substances have been 
discussed by my chief medical officer of mines with the factory 
inspectorate and with the advisory panel on dermatitis, set 
up by the Minister of Labour and National Service. Gener- 
ally speaking, barrier substances are useful only in the case of 
certain processes and this factor governs their use to a great 
extent among miners. I regard this question, however, as 
one of great interest.-and certain collieries have-already been 
advised of the existence of these substances with a view to 
their experimental use. The results will be closely watched. 
by the mines medical officers. 


Medical Service for Merchant Seamen 


Replying to a question, the MrnisTeR or HEAtrtH said that 
he had seen a@ memorandum of the Glasgow medical officer 


of health, approved by the health committee of the corpora-. 


tion, urging the creation of a permanent health and medical 
service for merchant seamen at the major British ports, to 
include the setting up of a central i 
which would unify, or at least codrdinate, the minor functions 


now distributed over several administrations. He and the 





Seevretary of State for Scotland would keep the suggestion 
in mind in their consideration of the wider question of a 
comprehensive national health service. 


Medical Services in West Africa 

Sir Francis Fremantix asked the Secretary of State 
for the Colonies if he would consider the advisability and 
possibility of establishing a subordinate medical service in 
West Africa on the lines of that which had for many years 
done most useful work under the Indian Medical Service.— 
Colonel O, StanteEy replied : The whole question of medical 
services in West Africa is now under consideration in the 
Colonial Office and the provision of African medical auxiliaries 
of all grades, as well as fully qualified medical officers. has 
already made considerable progress and will undoubtedly be 
extensively developed as increased training facilities become 
available. 

Doctors’ Staffs 

Mr. R. DE ta BERE asked the Minister of Health whether 
he would confer with the appropriate departments with a 
view to ensuring that doctors who had lost members of their 
staffs through the call up and had recently lost further 
members of. their staffs, should be allowed to have those 
members recalled from the forces in cases where exceptional 
hardship was involved.—Mr. Brown replied: In view 
of the requirements of the forces, I am afraid that I should 
not be justified in asking for general arrangements to be made 
for this purpose beyond those applying to other cases. There 
are already arrangements for considering release in special 
cases. 


Public ‘Health 


Compulsory Pasteurisatton ‘Now 

PROPOSALS for a compromise policy on pasteurisation, 
to be introduced at once, are made in a memorandum 
sent to the Government from the People’s League of 
Health with impressive medical backing. It is now a 
dozen years since a committee of the League reported 
that the bovine bacillus is responsible for about 6 % of the 
mortality from tuberculosis, accounting for some 2000 
deaths each year in England and Wales—most of them 
in children. The memorandum points out that con- 
sumption of raw milk is also liable to cause undulant 
fever, scarlet fever and streptococcal throat, food- 
poisoning, diphtheria, ‘the enteric fevers, and dysentery. 
So-called clean milk, such as ‘“ accredited milk ’’ for 
which a fairly high standard of cleanliness is required, 
often contains tubercle bacilli in higher percentage than 
ungraded milk. Since 40% of dairy cattle in England 
and Wales are affected by tuberculosis, elimination of 

is disease from cows can only be a long-term policy. 

nm the other hand, pasteurisation will make milk safe 
to drink while retaining its nutritive properties. 

Opponents of pasteurisation sometimes say that the 
damage to health done by raw milk is insufficient to 
justify an upset of existing trade practice. The League 
replies that raw milk is a greater menace than diph- 
theria ; ‘‘ no-one argues that diphtheria immunisation 
is not .worth while because the average number of 
deaths is only about 2900 a year.”” Opponents say that 
pasteurisation can be ineffective ; to which the League 
replies that this is merely a matter of effective supervision. 
Opponents say that compulsory pasteurisation will 
interfere with the milk trade. The League replies that 
the process has the strong support of the larger milk 
distributors, and that the objection is now raised on 
behalf of the producer distributors only :— 

Undoubtedly any scheme of compulsory pasteurisation 
must cause some disturbances of existing practice but these 
need not. be such as to affect livelihood. It becomes simply 
a matter of the personal interests of a small body of traders 
against the health and safety of the community. The sug- 
gestion that such a scheme must put the producer-distributor 
out of business is.not borne out in practice in places such as 
Ontario (Canada) where pasteurisation is compulsory. The 
producer-retailer is at present in a specially favoured position 
in that he, unlike the ordinary trader, is not penalised if he 
sells a dangerous food. The very wide difference between the 


« price paid to the producer and that charged to the consumer 


can be justified only if the distributor who gets the enhanced 
price sells a safe milk distributed under satisfactory conditions. 
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To be required to take steps to meke his milk safe before he 
obtains the high price charged to the consumer is simple 
While the League would favour immediate pasteurisation 
of all milk-su Re to it regards this as impracticable and 
recommends the following compromises :— 


lL. That any compulsory pasteurisation order should for the 
present be limited to all urban areas over a certain popula.ion, 
such as 10,000, and also that during this period distributors 
who supply tuberculin-tested or milk from attested herds 
be not obliged to pasteurise their milk. The order not to be 
made operative until after at least six months to allow time 
for the required plant to be obtained and adequate supervision 
arranged. 

2. The smaller urban areas and rural areas to have the 
same powers after application to and approval by the Ministry 
of Health. 

3. That after a suitable period these compulsory pasteuri- 
sation requirements be extended to all milk-supplies. 


The memorandum is signed by Sir William Savage, 
MD, and is endorsed by Sir Lancelot Barrington-Ward, 
FRCS, Prof. J. Basil Buxton, FRCVS, Dr. R. Veitch 
Clark, Sir Henry Dale, MD, PRS, Prof. Stanley David- 
Pil FRCP, Lord Dawsan of Penn, FRCP, Sir Francis 

ng mcmey FRCP, MP, Sir gg Gauvain, FRCS, 
rnest Graham-Littie, FRCP, MP, Dr. C. O. Haw- 
ponds Lord Horder, FRCP, Prof. ‘i. D. Kay, Sir 
Walter Langdon-Brown, FRCP, Sir John Ledingham, 
MD, FRS, Sir Alexander Macgregor, MD, Prof. Louise 
Mecllroy, FRCOG, Prof. Leonard Parsons, FRCP, 
Sir Alfred Webb-Johnson, PRCS, Lord Moran of Manton, 
PRCP, and Miss Olga Nethersole of the League. 


4 
Infectious Disease in England and Wales 
WEEK ENDED APRIL 3 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2213; whooping-cough, 2078; diphtheria, 798 ; 

paratyphoid, 3;. typhoid, 15; measles (excluding 
rubella), 19,568; pneumonia (primary or influenzal), 


1494 ; puerperal pyrexia, 161 ; cerebrospinal fever, 108 ; 


poliomyelitis, 6; polio-encephalitis, 0; encephalitis 
lethargica, 3; dysentery, 109 ; ophthalmia neonatorum, 

- No ease of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 31 was 2454, including 
searlet fever, 590; diphtheria °229 ; measles, 793 ; ,.whooping- 
cough, 293 ; enteritis, 114 ; chickenpox, 53 ; erysipelas, 2; mumps, 

27; Poliomyelitis, gi dysentery, 31; cerebrospinal fever, 25: 
puerperal sepsis, 5 mes fevers, 7 ; ; german measles, 39; 
eneephalitis ag, ® 

Deaths.—In 126 antl towns there were no deaths 
from enteric fever, 1 (0) from scarlet fever, 22 (0) from 
measles, 11 (2) from whooping-cough,’17 (1) from, diph- 
theria, 56 (12) from diarrhoea and enteritis under two 
years, and 68 (9) from influenza. The figures in paren- 
theses are those for London itself. 

Sheffield reported 6 deaths from influenza, no other great town 
more than 3. There were 6 fatal cases of diarrhea at Birmingham 
and 5 at Manchester. 

The number of stillbirths notified during the week was 
219 (corresponding to a rate of 31 per thousand total 
rege: including 28 in London. ; 





Roya Soorety or Mepriormr.—The sections of odonto- 
logy and the united services. will hold a joint meeting on 
Monday, April 19, at 4.30 pm, when Brigadier Harold Stobie, 
Lps, Wi Commander H. I. Clapperton, ips, Surgeon 
Commander (D) E. R. Longhurst, Lps, and Squadron-Leader 
H. M. G. Williams, tps, will open a discussion on 
ulcerative gingivo-stomatitis. On April 20, at 5 pm, there 
will be a ral meeting of the fellows of the society. 
On April 21, at 2.30 Pm, at the section of comparative 
medicine, Sir John Ledingham, ¥Frs, Mr, T. M. Doyle, 
Frovs, Mr. J. T. Edwards, psc, and Mr. Norman Dobson, 
MRCVS, will be the opening speakers in a discussion, on im- 
munity to viruses. 

The house of the society will be closed over Easter from 
Friday, April 23, to Monday, April 26. 


‘ Letters fo the Editor 


RESPONSIBILITY IN HOSPITALS 


Sir,—I find it very difficult to understand why medical 
journals, particular y your own, paint the ition in 
voluntary hospitals in such roseate hues, while painting 
such a sombre canvas when depicting life in municipa! 
hospitals. Surely an approximation to the truth can 
be expected, even if prapaganda is the motive. The 
dominant position of voluntary hospitals is being chal- 
lenged because they are not supplying an effective and 
comprehensive service. A teaching hospital has its 
defects, but these pale into insignificance when compared 
with non-teaching voluntary hospitals. One would 
suppose, from your leader of April 3, that a junior . 
clinician at a teaching hospital obtained all that he 
needed in the way of beds and other facilities ; but it 
is true that one of the most famous gynecologists in 
London had not more than four beds in his own teaching 
hospital up to within a few years of his retirement. 

Your reference to municipal personnel (‘‘ A group of 
middle-aged men, none too well paid, look forward rather 
dubiously to their chances of medical superintendency ”’’) 
has no relationship to fact whatever when applied to the 
Middlesex county council hospitals. These hospitals 
have a bed capacity of 14,402, which I think.is at least 
equal to that of all the teaching hospitals in London, and 
herein can, be found some of the keenest clinicians within 
the Metropolitan area. This is proved by the fact that 
the. Middlesex County Medical Society has a larger 
regular medical attendance than that of any clinical 
society in London, and the standard of its clinical 
material and of the papers presented there is, in the 
opinion of many visitors, at least equal to that obtaining 
anywhere in England. Perhaps you would care to send 
a representative along occasionally to verify this 
statement. 

I am sure, too, that the society would welcome any 
clinicians in the London area who still cling to the 
delusion that municipal medicine has been dead for many 
years and that there is no hope of its future reviva 
I can only typify their attitude, and that_expressed by 
your leading article, as “‘ wishful thinking.”’ 


Central Middlesex County Hospital. HORACE JOULES. 


Str,—The vehement tone of your leader betrays more 
than a reasoned conviction that the voluntary hospital 
should be the model for all future development. Sober, 
well-founded belief does hot need such extreme terms, 
unsupported by proven facts. Ignoring the undoubted 
advances made by municipal hospitals between 1930 
and. 1939, an attack has been launched, for no apparent 
reason, upon these institutions and their methods of 
governance. One had imagined that the rapid growth 
of an efficient hospital system in the short space of nine 
years—unparalleled in this country—was well appre- 
ciated by the profession aS a whole but apparently it is 
not se. Nevertheless, to general practitioners, to vast 
numbers of patients and to those whose business it is to 
visit cap -up and down the country it is obvious 
that a great change has been effected in the standards 
of medical treatment, nursing care, and general amenities. 
With all modesty it may be claimed that the medical 
superintendents have played no minor part in this 
process of uplift. 

Those who are intimately acquainted with both types 
of hospital know that there is good and bad in each. It 
is therefore the endeavour of every progressive municipal 
hospital to rid itself of poor-law restrictions, and at the 
sam® time to avoid the worst mistakes of the voluntary 
hospitals. The aim is to produce a better hospital, 
adequate in size, well-staffed and efficient, avoiding 
unnecessary publicity. In some areas the better hospital 
has already been achieved: given another ten years it 
will be reached .by all. active local authorities in the 
country. 

The words ‘‘hierarchy’’ and “ parallelism’’ have 
been veneer freely during recent weeks. Like wed 
analogies they are plea of strict a a ion ag ag ; 
a er admits. Two points are to be noted here. 

t the senior clinical staff of the modern municipal 
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hospital have complete clinical autonomy and are not 
answerable to the medical superintendent in this respect. 
Second, there are teaching hospitals in this country 
where assistant physicians and surgeons have no com- 
plete clinical independence at'the age of 45. This may 
not apply to Lendon hospitals; but London is not 
angie why attock the hospitals wh 
why ai munici i when they are 
fruit ? -The Seventies has given no 
indication of any intention to interfere with the internal 
administration of the yoluntary hospitals, the governors 
of which will in course of time realise that they have 
something to learn from the other fellows. If each 
hospital system develops along its own lines for the 
next few years, while coéperating fully in each area, 
the public and the profession will be able to judge which 
gives the best results. It is obvious that the municipal 
hospitals have not yet had a fair chance to justify 
themselves in the — of the country, though public 
opinion is increasingly leaning towards them. 
W. A. Ramsay, 
Crampsall Hospital. Medical superintendent. 


Sir,—In your leading article of April 3 dealing with 
responsibility in hospitals the organisation of ‘the 
average raunicipal ‘institution cuts a poor figure. The 
marriage of clinician and inistrator in one person 
has no greater chance of success than the old poor-law 
system of appointing a married couple as miaster and 
matron of an institution. ~ 

Scotland is making progress along the right lines in 
the larger general hospitals, where the medical super- 
intendent devotes his whole time to administration. 
Parallel staffing by senior clinicians is well developed in 
Edinburgh and Glasgow, and increasing coéperation 
between the university and the municipal authority 
secures clnical teaching for undergraduates and elbow- 
room for research. In quality of teaching and -clinical 
work there is nothing to choose between the voluntary 
and the municipal hospitals in these cities. 

The special hospitals tell a different story. Many of 
them—mental, fever, tuberculosis—stand today in 
clinical isolation and suffer greatly in. consequence. 
It is to be hoped that regional grouping of hospitals 
will bring them into close touch with the general hospital 
services. 

Two remedies may be suggested for the present 
anomalies of administration: first, to give the clinician 
authority and freedom in his own field ; second, to make 
medical administration a career by offering a compre- 
hensive course of training and practical experience, and 
instituting a bob ae 4 diploma in this important 
subject. A trained medical administrator could readily 
take responsibility for a group of special hospitals, with 
the assistance of a lay officer in each unit. The ideal 
arrangement, however, is to create hospitals which are 
large enough to require the services of a whole-time 
administrative officer. 


Dept. of Public Health, 
Glasgow University. 


Str,—The following resolution was passed at the last 
meeting of the medica] council of St. Bartholomew’s 
Hospital. 

The Medical Council regards it as essential that freedom 
of expression in\ medical, matters, freedom of speech and 
freedom of medical practice in hospitals must be preserved 
in any postwar reconstruction ; and that a medical committee 
should be the advisory body to the governors of an institution 
on medical matters. 

This resolution has been considered by the treasurer and 
governors of the hospital who have expressed themselves 
in full agreement therewith. REGINALD M. Vick 
(chairman) 
Medical Council, F. C. W. Capps 
St. Bartholomew’s Hospital. (hon, secretary) 


SLEEP, DREAMS AND TERRORS _ 


Stk,—Your annotation of April 3 om Kleitman’s 
book Sleep and W. mess induces me to write on this 
subject in which I have been interested for a number of 
years. In the Journal of Mental Science (1935, 81, 317) 
I attempted to demonstrate the same type of approach 
to the understanding of the so-called diencephalic centres 


_ 


James M. MAcKINTOSH. 


, of hay-fever, as in other countries. 


of function (centres for sleep, feeling, &c.). It would 
seem that, in the developing paleencephalon (of the 
infant) these centres represent the highest reflex arc, 
the correlation centre synonymous with consciousness at 
that particular level of development. At these primitive 
levels the function of these centres is the main interest 
of the infant ‘and I assumed that, as the centre for 
this function and the centre for consciousness are the 
same—i.e., the highest level of functioning neural 
activity—these functions were consciously controlled, 
or, as in the case of the thalamus, that these sensations 
were actually those at that level of consciousness. 
From this I tulated that ‘‘ function ’’ was determined 
ontogenetically and not predetermined phylogenetically, 
as y assumed. Further, I attempted to show how 
disorders of affect in later life could be traced to faulty 
integration of these lower diencephalic centres with 
those of the later developing neopallium. 


Bishops Stortford. D. N. HARDCASTLE. 


POSTPARTUM HAMORRHAGE 


Sir,—I cannot possibly let your leader in last week’s 
issue on the avoidance of postpartum hzmorrhage pass 
unchallenged : it perpetuates many of the basic fallacies 
of obstetrics. You advocate the use of chloroform as 
an anesthetic for forceps delivery, although you qualify 
it as an induction agent only. Surely it has been proved 
beyond question that chloroform abolishes the uterine 
contractions. I regard chloroform as the greatest single 
cause of postpartum hemorrhage ; indeed I assert that 
the only use of chloroform in obstetrics is to avert 
threatened rupture of the uterus where a retraction ring 
has formed. The only possible anesthetic for a forceps 
delivery is gas-and-oxygen. 

You suggest an injection of pituitary extract so soon 
as the head has been delivered. This is Edwardian 
obstetrics. Pituitary extract has two dangers: one, 
sudden death from pituitary shock, a condition which 
any obstetrician of experience has seen at least once or 
twice; and two, that the pituitary extract will act 
mainly on the rdtracting segment, thus closing the cervix 
—and this is, in practice, a too common cause of retained 


place 


nta. 
liy, though in this case I cannot be so didactic, 
I disagree with preoperative blood-transfusion before 


cesarean section. I do not know the mechanism, but I 
do know full well clinically that preoperative transfusion 
predisposes to bowel paresis, leading even to paralytic 
ileus. The clinical associatiom here is too frequent to 
be disregarded.’ 
Wimpole Street, W.1. 


HAY FEVER IN THE TROPICS 


S1r,—In his letter in your issue of Sept. 12, 1942 (just 
received), Dr. Freeman repeats the fallacy that there is 
not much hay-fever in tropical and subtropical regions. 

is is by no means the case and indeed it would be 
surprising if it were. The rapid and luxuriant growth 
of vegetation in these régions, outside the desert zones 
such as North Africa, would surely lead one to expect 
more allergic reactions in predisposed individuals there 
resident. In this colony hay-fever and allergic rhinitis 
are exceedingly common, though they have never been 
reported in the. medical statistics. Thus it is that 
authorities such as Coca; Walzer and Thommen (Asthma 
and Hay Fever in Theory and Practice, London, 1931) 
state on the authority of the Secretary to the Government 
that no cases of hay-fever have occurred in the colony, 
or if they have the number must. be so limited that 
they are never reported. 

Bahama grass (Capriola dactylon), or as it is often 
called Bermuda grass, is widely distributed throughout 
the coastlands of the colony and is a very frequent cause 

(Andropogon panormitanus pertusis) is less widely 
Sistributed but is scarcely less important than Bahama 
grass. Rice and sugar-cane pollens must also take a 
share of the blame, for even though both are self- 
pollinated and the pollen is rather heavy the strong 
trade winds distribute large quantities in the immediate 
neighbourhood of plantations. Cane pollen is responsible 
for many cases of hay-fever, paro 1 rhinitis and 
asthma in consequence of its use as a filling for pillows 


M. P. REDDINGTON. 
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y of the working class. This by no means 


by man 
exhausts the list of allergic excitants ; there are probably. 


many-more of less importance still unknown. 
In tropical and subtropical countries hay-fever is 
- not seasonal in incidence as grasses pollinate at any time 
throughout the year after rainfall, but the clinical 
features are typical, skin tests to the pollens are positive 
"Raga of early cases by desensitisation satis- 
actory. ? 
I have seen patients from British Honduras, Trinidad 
and Barbadoes suffering from hay-fever and donot 
doubt that the condition in these countries is as common 
as it is here. Moreover I have seen sufferers from hay- 
fever who came to this country from the United States 
and Canada in the course of their rig eur A having 
been assured before leaving home that, hay-fever was 
unknown in the tropics but who developed typical 
attacks shortly after arrival. It should be added that 
these allergic conditions are not confined to immigrants 
of European stock but all races are equally affected. 


P. A. CLEARKIN, 
Government bacteriologist. 


“SPECIAL HOSPITALS FOR RHEUMATISM 


Sir,—My fellow members of the Heberden Society have 
done well in pointing out the omission of special centres 
for the treatment of rheumatism and allied disorders 
by Medical Planning Research. It is indeed disappoint- 
ing that though they were advocated, more particularly 
for rheumatoid disease, in the early 1920’s, and in spite 
of all that has been written and said since, little has been 
done and the need for them is not yet fully realised by 
our own profession. 

The position is, I feel, however, both brighter and 
simpler than the letter suggests. It is true that “‘ the 
standard of practice and research is lamentably low ”' 
but we know the reasons (the lack of special hospitals 
is not the only one), and they are remediable. Teaching 
in the schools on chronic disease and its prevention is 
very limited and that of physical medicine almost 
ignored. i is bulks largely in dealing with a group 
of conditions the limits and yey of which are vague, 
but over-busy doctors have not the time to investigate 
them. When these things have been put right not only 
will praetice improve. but interest be stimulated in 
this most interesting branch of medicine, for it touches 
all the others, and there will be no lack of research 
workers of quality. 

Obviously special hospitals would depend on this general 
raising of standards and would themselves raise them 
still further as the postgraduate schools in this subject 
and by the facilities they offer for research. The pro- 
vision of ‘‘ trained physicians ” for them will not be easy 
for some time; men with good experience of general 
medicine, a working knowledge of some aspetts of 
orthopedics, and special knowledge of certain methods 
of physical treatment—a type more common on the 
Continent than here. Last but not least, behind the 
demand for special facilities (hospitals, clinics and hostels) 
there are organised groups, like the Empire Rheumatism 
Council, Big Industry and the wage earners themselves. 

As to the selection of cases, after experience of rheu- 
matism centres in different countries, I do not think it is 
worth while at present trying to define their work closely, 
and I agree with Mr. Capener that they should not have 
to deal with conditions like those he mentions in his 
letter of April3. Although surprises are frequent among 
the cases referred to them, and although ‘they are quite 
varied enough to mag the physician’s diagnostic powers 
at top bent, they on the whole run along well-worn lines. 
Diagnosis is, indeed, an important part of the work of 
special clinics feeecialty in large centres of population) 
not merely inside the rheumatic group, but-in weeding 
out non-rheumatic cases from it. 


Georgetown, British Guiana. 


Members of the Heberden Society will agree with every ~ 


word Mr. Capener writes about the value and, I would 
add, the pleasure of codperation between orthopedists 
and. physicians interested in rheumatism. The main 
aims of physicians, however, are the finding of prime 


causes, prevention, and early treatment—in other words, 


they are trying to reduce the need for the orthopedist’s 
care ; there will always be plenty of common ground 
between them. 


SPECIAL HOSPITALS FOR RHEUMATISM 
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There is one of the chronic rheumatic group which cries 
loudly and urgently for i eg or zal ape rheu- 
matoid disease. It is to-say that we know enough 
about this terribly common ition to treat it with as 
much success as tuberculosis, if the diagnosis is made 
early. As things are this is seldom done ;_ facilities for 
treatment are usally lacking. 

With ‘ planning.’”’ and ‘‘ rehabilitation ’’ so much to 
the fore, the time has come to fit a pla for dealing with 
rheumatism into the schemes for our health services. 
On the material side some of. the many, hospital and 
office buildings put up during the war weuld make good 
treatment centres. 


Droitwich. A. R. NELIGAN. 


TEMPERATURE TAKING 

Str,—As Dr. McClean points out in your issue of 
April 3, the appellation ‘“‘'} min.’ or “1 min.’ to a 
clinical thermometer is erroneous and misleading. 
as the majority of such instruments require 3 minutes to 
give a correct record of mouth temperature. This fact, 
while known to many, deserves wider publicity, par- 
ticularly in the nursing profession. In the practical 
physiology class at Edinburgh, medical students are 
invited to find out for themselves how long an ordinary 
‘*4 min.” thermometer must be kept in the mouth in 
order to obtain a correct reading of the body tempera- 
ture. Analysing the results obtained in a class of 180 
students last year I find that the average time was 
2-6 min. and the shortest recorded time was 1-5 min. 
The ‘‘ } min.” thermometer kept in the mouth for half 
a minute gave readings at least 1° F. too low, I have 
myself had occasion to check temperatures recorded by 
nurses, both in hospital and in private, and haye found 
them in most cases } to 1° F. too low. I suggest that 
it would be wise to abolish the ‘ 4 min.’’ and “ 1 min.” 
labelling and to teach both medical students and nurses 
that 3 minutes is the minimum time. It would also help 
if the British Standards Institution were to provide a 
specification for a standard clinical thermometer. 


University of Edinburgh. O. A. TROWELL. 


Sir,—The only safe attitude to adopt is that taken u 
by the National Physical Laboratory—i.e., that wit. 
any given clinical. thermometer the time of registration 
of the true temperature will vary among different 
patients and even with the same patient at different 
times, due to variations in physical condition. When 
the specification for the ‘ British Standard Clinical 
Thermometer’ was being considered in 1935 by a 
committee representing the medical faculties, the NPL, 
the manufacturers and others it was unanimously agreed 
that it was misleading to engrave the time of registering 
on any clinical thermometer ; time of registration was 
accordingly omitted from the specification, only a 
maximum-sized registering bulb of quicksilver being 
stipulated. 

Unfortunately long-standing trade usage and the fact 
that clinical thermometers have always been sold to the 
medical profession and the general public as 2 min., 
1 min. or }min. patterns orth in the way of any change ; 
and while this system of marking is admittedly mis- 
leading it has served to differentiate between slow, 
medium and rapid registering varieties, and it is difficult 
to suggest a better alternative, bearing in mind that 
owing to technical reasons of material and manufacture 
it is not possible to make all clinical thermometers to a 
single time standard. i 

Fortunately, with any patient in a state of fever any 
clinical thermometer made to proper standard will 
— quickly and within the time stated on it; but 
with subnormal temperatures the time of registration 
varies considerably and may well exceed even the three 
mimutes regarded by Dr. McClean as sufficient. In any 
case the time of registration will be governed by the 
number of degrees through which the mercury has to be 
raised, or in other words the difference in temperature 
between the registering bulb and the mouth in which 
it is placed., Naturally this will vary between summer 
and winter, and depend upon whether the thermometer 
has been taken from the doctor’s warm pocket or from a 
drawer in a cold room. 

G. H. Zea Lop. 


London, 8.W.19. Manufacturers of Thermometers. 
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' PREFRONTAL LEUCOTOMY 


Sm,—In answer to Dr. Winnicott I should like to 
make my own position with regard to prefrontal leuco- 
tomy perfectly clear, and I think this can best be 
achieved by giving you one’of the terminal Layee oe ana 
ina paper which [I read before the Royal Medico- 
Psychological Association a few weeks =_ Having 
described my operative technique and physical 
results following operation I stated: ‘‘ I would su t, 
therefore, that operation, valuable as it may be in 


individual cases, should be poysetod still as an oper P 
able 


mental procedure, justifiable only when all other av 
methods of treatment have failed and when experienced 
psychiatric opinion is convinced that no hope of spon- 
taneous cure remains.” 
Harley Street, London, W.1. 


PREVENTION OF VENEREAL DISEASE 


Sir,—I subscribe fully to Professor Ryle’s long-term 
policy for the prevention of venereal disease. But can 
we not have a short-term policy too? It is a striking 
thought. that if during the next six months every man 
in the British Isles wore a condom for extramarital 
intercourse, syphilis as a communicable disease would 
disappear entirely. 

Edinburgh. 


WYLIE McKissocx. 


SHAKESPEAR COOKE. 


Obituary 


ERNEST WILLIAM GURNEY MASTERMAN 
MD DURH, FRCS, DPH 


Dr. Masterman, who died in Jerusalem on March 29, 
will be remembered for his work as medical missionary in 
Palestine and as medical superintendent of St. Giles 
Hospital in Camberwell. He was one of four brothers 
brought up at Rotherfield Hall, Sussex, each of whom 
made his mark in public life: J. H. B. Masterman, DD, 
as bishop and historian; A..T. Masterman, FRS, as 
fisheries expert at the Board of Agriculture; C. F..G. 
Masterman, PC, as belletrist and Liberal statesman. 
Dr. Masterman was educated at Clifton College and Monk- 
ton Combe School, Bath. He began medicine in 1884 
at Edinburgh where he was drawn to missionary work. 
Family difficulties interrupted his studies till 1887 when 
he was able to continue his course at Bart’s where~he 
held Brackenbury, Skynner and Lafrence scholarships. 
He qualified in 1891 and took his surgical fellowship the 
following year. After house-appointments at Bart’s, and 
the Belgrave Hospital for Children, and a studentship in 
pathology at St. John’s College, Cambridge, he went to 
Jerusalem as’ assistant to Dr. d’Erf Wheeler at the 
English Mission Hospital, and later succeeded him as 
superintendent. He described the scope and some of the 

ifficulties of medical work in Jerusalem in our columns 
(Lancet, 1918, i, 305). When the last war broke out he 
returned to this country and in 1916 was appointed to 


St. Giles Hospital. .O. W. R. writes: e Camber- 
well board o were among the progressive 
r. Master- 


members of the { gpeesied authorities, and in 
man they found an enthusiastic and capable medical 
is professional bias was surgical, and long 
before the passing of the boards of guardians in 1930 
the sd, ae reputation of St. Giles was firmly established 
in South-east London. But he had a balanced outlook 
and the other departments of the hospital were in turn 
brought up to date. The maternity unit’with its grow- 
ing antenatal and postnatal clinics was his special pride 
and when he retired a comprehensive outpatient depart- 
ment was rapidly materialising under the London 
County Council. Many nurses serving in all parts of 
the world will long remember Masterman’s lectures an@ 
practical advice. His interest in their social and 
religious life was characteristic and his Sunday evening 
family service was a regular institution in the nurses’ 
home. Masterman also supervised the medical work in 
the guardians’ institution at Gordon Road, and their 
many ‘scattered homes’ for children. His patients, 
working-class or local business magnates, regarded him 
as their medical friend and adviser, and he was. The 
local doctors found him a ready and able adviser, to 


whom they could look for help in any difficult or tricky 
case. To his own medical officers he was a tolerant 
and fatherly chief.’’ 

When he retired in 1933 Masterman’s interests 
inevitably drew him back to Palestine, for he was an 
Arabic scholar, learned in archzology and for a long time 
secretary to the Palestine Exploration. Fund. For 
several years he held a roving commission for the Church 
Missionary Society, freeing hospital superintendents at 
es Salt, Gaza and Hebron for well-earned leave. He was 
appointed medica! superintendent of. the former German 
Deaconesses Hospital after it was taken over at the 
beginning of this war, and when it became the 60th 
General Hospital he remained in charge. Its evacuation 
to India left him at last without a fixed job, but he had 
lately become medical-adviser for the Near East to the 
CMS. Il! health, however, intervened, and he spent 
three months in hospital after an operation. Last July, 
happily, he was well enough to visit the Lebanon 
Hospital for mental diseases at Asfuriyeh, of which he 
was for long chairman. 

Dr. Masterman married Johanna Zeller, daughter of 
the Swiss Bishop of Jerusalem, and of their large family 
Dr. E. B. Z. Masterman is serving with the RAMC in 
West Africa and Dr. Meta Masterman is RMO at Selly 
Oak Hospital, Birmingham. ; 





Notes and News 


A LESSON IN REGIONALISATION 


INVITED to address the annual meeting of one of the 
most conspicuous examples in our time of the success 
of the voluntary principle, Mr. E. Rock Carling set him- 
self the ungracious task of explaining how freedom should 
be free to forgo fractions of freedom when it is necessary 
for the public good. He was speaking last week at the 
Christie Hospital and Holt Radium Institute in Man- 
chester (and remarked that the word ‘‘ radium ”’ in the 
title was almost an anachronism, for the whole field of 
irradiation was now being covered). It wasstill possible, he 
said, for any doctor, with or without training, to hire or 
purchase radium and radon for the treatment of cancer. 
He was blaming no-one, for he had been an offender him- 
self. But the narrow margin of safety in dosage had led 
in the last few years to a realisation of the refinement of 
technique necessary for its use, and while it seemed a 
pity to stand in the way of people getting treatment 
conveniently near their homes, the use of irradiation in 
any form must now be discouraged except under the 
guidance of a team of experts and with adequate safe- 
guards for personnel. There was another fraction of 
freedom to be surrendered, this time by the Institute 
itself. In the past it had been a noble gesture to build a 
hospital, a theatre, or a department, and voluntary effort 
had done valiantly forthe acute sick, But in provision 
for the chronic sick, voluntary effort had been hopelessly 
inadequate ; it was strange that the benevolence which 
long ago founded almshouses had apparently lost sight 
of the chronically suffering and the infirm. Hospital 
planning must henceforth embrace all needs and cover 
an extensive area, for some purposes the whole country. 
Buildings for radiotherapy should not be sited far from 
the teaching hospitals and universities, for the radio- 
therapy of cancer must develop in close association 
with other departments of medicine and surgery and 
with the faculties of science. Manchester, he was glad 
to see, was doing its radiation work in a county hospital, 
and if that could be done for radiation it could be done 
for every other medical purpose. The service traversed 
the borders of 20 or more special authorities and the 
staff carried expert diagnostic skill to a score of hospitals. 
Little matter, he said, whether the clinic was in a muni- 
cipal or a voluntary os given the freedoms that 
are fundamental. And thefreedoms would be forthcoming. 





Medical Honour 


Thé DSC has been awarded to Prob./T/Surgeon Lieutenant 
J, A. Oddie, MRCS, RNVR, for “ bravery and skill in the 
hazardous operations in which the allied forces were landed in 
North Africa.” 
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BIRTHS, MARRIAGES AND DEATHS 


[APRin 17, 1943 





University of Sheffield 


‘At recent examinations the following ‘were successful : 
MD.—T. R. Forsythe. 
FINAL EXAMINATION FOR MB, CHB 


Parts II and ITI,—Yan Anderson, H. Ne ead e France, 
G. L. Hermitte, P. E. H. Howarth, R. A. McF: Men D D. Ss. Mall 

E. Peasegood, Ethel w. Ww. Sharvard, H . Whiteley, Joel 
Wilbush, and Elena Zadik 


University of Edinburgh 


At a graduation on April 5 the following degret’s were 
conferred : : 

MD—*G. R. Lunn. 

PhD—M. Y. Ansari. 

aan ee _ ud-din, *D. St. J. Bowie, I. A. Begoks, 

wee Pagitoos, , Roweenen. Me i M. nec Ry 
Hone, es <i Mackinn G. Maclean, J, M. @ 
r, R. Ww Pettigrew, T. M. Pole, Souk Rifkind, A. E. Smith, 

and Margaret M. Timpany. 

MD of the Polish School of Medicine—J. W. Czekalowski. 


<a ChB of the Polish School of Medicine—Ludwik Gelber 
Olewicz, Hanna Poznanska, Henryk Urich, and Pawel 


Woitsen. 
* In absentia. 


Royal College of Surgeons of England 


- At.a. meeting of the council of the college on April 8, 
with Sir Alfred Webb-Johnson the president, in the chair, 
the Jacksonian prize for 1942 was awarded to Mr. E. W. 
Riches for his essay on paralysis of the bladder following 
spinal injury and a Hunterian professorship for 1943 was 
offered to him. The subject for the Jacksonian prize for 
1944 will be the causation and treatment of delayed union 
of fractures of the long bones. The John Hunter medal and 
triennial prize was awarded to Captain Graham Weddell, 
RAMC, for his research work on the ultimate distribution of 
the sensory peripheral nerves. 

Dr. H. I. Shaheen Bey of the Kasr-el-Aini Hospital, Cairo, 
and Surgeon Captain W. J. Colborne, surgical specialist RN, 
were elected fellows under the charter which permits the 
council to elect annually to the fellowship, without examina- 
tion, two members of twenty years’ standing. 

Mr. A. C. Perry was elected a guaaliae. ‘of the court of 
examiners for a year and Mr. Eardley Holland was re-elected 
representative of the college on the Central Midwives Board. 

Diplomas in child health were granted jointly with the 
Royal College of Physicians to the following : 

Kurt Abcemae, 3 ive Mt. Cullum gid P. 
Asher ‘Pearlman, Pushpawati M. "Ehsoiland, Nani Nuala 
Marjorie Sméil. Ruth M. Stevenson, R. M. Todd, I. G. Wickes, 

and Williams. 


Royal Institute of Public Health and Hygiene 


~ The institute has awarded the Harben gold medal to Sir 
Henry Dale, PRS; Dr. James Fenton, MOH of Kensington, 
receives the Smith award. 


Medical Casualty 


Surgeon Lieutenant Ivan Jacklin, MB Lond, RNVR, has 
been posted as missing on active service during March. 


Doctor's Bravery 


In the Times of April 7 an Associated Press correspondent 
describes how Surgeon Lieutenant P. R. C. Evans, Lond, 
with both legs broken, attended more than 50 injured seamen 
for over 12 hours when the Canadian corvette Weyburn was 


Evans was the medical officer of a British destroyer which picked 
up most of the Weyburn’s survivors when yp ep pee tyes 
the M He was standing on the destroyer’s 
m the water and attending the 











attendants from 
came on board, and as the procession of stretchers yo ~% te move 
off the ship Evans called for another stretcher for himself. 


An Association of Physical Medicine 


It is‘proposed to form an association of physical medicine. 
With this object in view a meeting will be held at the Medical 
Society of London, 11, Chandos Street, London, W.1, at 
2.30 pm on W y, May 5, which all members of the 
profession who are interested are invited to attend. 


Medico-Legal Society 

A meeting of this:society will be held at 26, Portland Place, 
London, W.1, on April 21, at 5.30 pm, when Dr. J. C. M. 
Matheson and Dr. Denis Hill will read a paper on electro- 
encephalography in medico-legal problems. 


University of London 


The title of reader in medicine in the university has been 
conferred on Dr. Clifford Wilson in respect of the post held 
by him at the London Hospital medical college. 


Nurs&Es’ Register: Corrigendum.—We were inacctrate in 
saying (Lancet, April 3, p. 439) that the Nurses Bill ‘ contains 
a clause to enable trained nurses to. register now who could 
have registered under the Nurses Registration Act, 1919, but 
who failed to do so.”” The bill merely provides that a list of 
these nurses may be made and kept by the General Nursing 
Council, and that those affected shall be entitled to call 
themselves ‘‘ nurse.”’ 


Messrs. JOHN WYETH and Brother are moving their offices 
to ) Clifton House, Euston Road, London, N.W.1, on May 3. 


Aisipuiisconmmnts 





RAY, W. N., LASG.: medical referee for the sheriff-court 
district of Tonasek (Sheriffdom of Ross, Cromarty and Suther- 


) 
LANGLEY, G. F., CH M BRIST. feree for county- 
-_ court, ist riets of Ipswich, Wo -odeue ond Felixstowe (cir- 
c 
mo MB EDIN.: examining factory surgeon for Buckingham, 
icKS. 





Births, Marriages and Deaths 





BIRTHS 


BATEMANS—On April 3, at Gerrards Cross, the wife of Squadron- 
Leader — Bateman, FRCS, RAFVR, of Eton Avenue, 


Citentiaaiten "April 5, at Margaretting, the wife of Captain 
J. W. Campbell, RAaMC—a son 

FrRasER.—On April 6, at Bermuda, >. wie of Surgeon Lieut.- 
Commander Peter Fraser—a daught 

FRENcH.—On April 3, in India, the cave ‘of Lieut.-Colonel John 
French, IMs—a son 

Grace.—On April 4, at Beckenham, the wife of Major Michael 


HAMILTON. —On Apeil a: at Beckenham, the wife of Dr. John 
Hamilton—a son. 


HARROWES.—On py 6, in Edinburgh, the wife of Dr. W. M.. 


Harrowes—a son 

LEE-WooLFr.—On April 2,at Banbury, the wife of Dr. Basil Lee- 
Woolf—a daughte 

Scotrr.—On April 5, at Cardiff, the wife of Dr. W. Clifford M. Seott— 
@ son 


VARTAN. —On March 25, the wife of Mr. Keith Vartan, rrcs—a son. 


MARRIAGES 
ATEINSON—W EBB, —On April 7, at re oe. ee Esmond 
Allan Atkinson, MB, to Desirée Elizabeth W: 
FawssETT—HvUBBARD.—On April 3, in any ‘ies. Edward 
Leonard Fawssett, major RAMC, to Dorothy Grace Hubbard. 
McOane—Hatu.—On. April 3, at Weybridge, Harold Francis 
McCaBE, LRcPI, to Joan Hall, 


DEATHS 

Lyncu.—0On April 5, at teh ape Kent, Michael Francis Benet 
Lynch, MB LOND., 

SreapMan.—On April 11, Fronk & St. Jermain Steadman, mRcs, 
LDS, DPH. 

SrraTon.—tIn April, by enemy action, Agtee Arbuthnot Straton, 
MD LOND., FRCSE, of Newport, Isle of W 

SYDENBAM. —On April 5 5, ot ws Walsall L, Feglenick Wal William Sydenham, 

D EDIN,, FRCSE, of dgbasto adie genera 








The fact that goods made of raw 
to war conditions are advertised in this paper should 
as an indication that they are neccessarily’ noattable for for export. 
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FORMATION OF RED BLOOD CORPUSCLES 


FREDERIC DURAN-JORDA, M D BARCELONA 
DIRECTOR OF PATHOLOGY DEPARTMENT AT ANCOATS HOSPITAL ; 
LATE CHIEF OF THE BLOOD TRANSFUSION SERVICE OF THE 
SPANISH REPUBLICAN ARMY 

For several years I have had a strong conviction that 
the red blood corpuscle is not a prodtict of cellular 
evolution but is a product of cellular secretion. I have 
come to this conclusion because to me the commonly 
accepted explanation of its origin is unconvincing. 

For instance, if we accept the development of the red 
blood =. as being from a hematocytoblast, which 
becomes 8 an érythroblast and normoblast, 
and which then ly expels its nucleus, it is a strange 
fact that no investigation in any of the body has 
revealed the normoblast expelling the free nucleus. On 
the other hand, if we accept the theory that the nucleus 
is dissolved in the protoplasm, karyolysis of the nucleus 
has never been seen in any portion of the body. It is 
very hard to agree with the idea that a celi bursts its 
membrane and expels the nucleus, which is the directive 
part of the cell, membrane afterwards closing and 
the cell becoming a new. body. 

The different forms and sha of the red blood 
corpuscles and their different are puzzling and 
unexplained facts when one considers that all the cells 
come from one and the same ancestor. Another factor 
which has never been fully understood is the easy way 
in which blood is replaced after blood donation and 
severe anzemia, and this recovery is particularly striking 
when it is compared with the time taken to remake the 
same weight of any other tissue. There is also the. 
phenomenon of hemolysis in vivo and its different 
stiologies, and in vitro. Still another important pont 
is that although it is accepted that the hematocyto > 
normoblast and megalob have develéped from con- 
nective tissue, no case of a sarcoma of any of these cells 
has ever been reported. 

If we consider the evolution theory in animals we find 
that the scale of blood development follows an order 
which appears absolutely illogical. In the insects and 
invertebrata the blood. pigment is in solution in the circu- 
lating fluid and has no cells acting as pigment carriers. 
Going up in the animal scale to the fishes and birds, we 
find that these creatures have a nucleated red blood 
corpuscle which has the characteristics of a cell. Gener- 
ally epeeking, i g> the birds ang fishes akin very Heusen 
conditions of oxygen-supply as com wi ose on 
the nom: a of 2 — “ wer agg resent ‘aed —_— 
corpuscles function ectly. is res , then, 
to study the canaeine which have a non-nucleated red 
blood corpuscle—a en 5 fact seeing that these 
animals live under much ‘better conditions of oxygen- 
supply than the fishes and birds. Yet one mammalian 

ood corpuscle is thought to be produced by the 
evolution of one cell in about four stages, a process which 
sppents unnecessary in the light of the aforementioned 

As a part of her physiological make-up (e.g. in men- 
struation and parturition) the female mammal recur- 
rently loses blood; it is difficult to. understand why 


nature should dispose of this blood after the emmpomey, % 


complicated process undergone in its production. 
ry eg fact is the appearance of lactation. 

nature uses the blood of the mother to 

nourish the foetus. When this blood-food ceases at 
birth, lactation be: » and nature solves the vital 
problem of feeding undeveloped, newborn child with 

a fluid which is almost identical with the blood. The two 

fluids, blood and milk, have the following composition : 

BLoop MILK 

Blood corpuscles, without {| Fat corpuscles, without 

nucleus. | nucleus. 

Leucocytes, in order of | Leger. in order of 
Polymo’ le Mononu ‘ 
Soeeeeed, | Polymorphs. 

Blood and milk clot in the presence of ferments 
thrombokinase and rennet tively and in the 
presence of calcium, and in both cases the clot shrinks 
and expels a serum. ee ee eee and 
information gained from histological examinations, from 
some pathological processes and from the study of a long 
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series of bone-marrow investigations, I became con- 
vinced that the red blood corpuscle is not a cell. 

With this idea in mind I began to study embryology. 
Embryo slides proved to me that my conviction is 
correct and the problem was much simpler than I had 
imagined ; for by examining a 2-5 mm. embryo under oil 
immersion I found it easy to see that the nucleated red 
blood corpuscle is not a cell, as has been accepted, but a 
complex within a cell. The original cell, which is here 
termed the “stem cell,” contains a large amount of 


.protoplasm (fig. 1). In this protoplasm there is an 


Fig. I—Semischematic 
rawings of two blood- 
orming cells from a 

2-5 mm. human embryo. 





eccentric nucleus made up in a “‘ cart-wheel ” formation. 
Around the nucleus and along the sides of the membrane 
a small halo of lighter stained Le ogee can be easily 
distinguished. By focusing carefully it is possible to 
see inside the protoplasm a few spheroidal bodies, some 
of which are the same size as an ordi red blood 
corpuscle. By investigating other fields it can be seen 
that the stem cell bursts into two parts; one part 
consisting of some of the spheroidal bodies which have 
become free, the other part being the “ cart-wheel”’ 
(ie 2)" surrounded by a small quantity of protoplasm 

g. 2). 

When I found the stem cell I immediately began to 
understand the function of plasma cells all over the 
body because of their similarity to the immature stem 
cell. I knew already that some plasma cells contain 
similar spheroidal bodies, but as I then had no evidence 
of .blood secretion in the embryo I could not put the 
facts together. . 

This stem cell, which secretes the red blood corpuscle, 
has been seen by many observers, but the process has 
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been wrongly described as phagocytosis of the red blood 
corpuscle. Cells of this type are found without difficulty 
all over the body, and I have seen them in the spleen, 
in the liver blood-sinuses of a foetus, in the thymus, 
thyroid, and interstitial mucosa, in multiple patho- 
logical processes in which the plasma cell is evident, 
and also in the lymph ‘glands. 

I concluded that these cells should also be present in 
the bone-marrow ; but in a large number of investiga- 
tions of the bone-marrow I was unable to find them until 
I realised that the failure was possibly due to the defici- 
encies in the method and technique used for the study 
of the bone-marrow. There were three reasons for this 
failure :— 

1, In taking the bone-marrow, suction is made with the 
syringe which produces a negative pressure in the bone- 
marrow; as a logical consequence any mature stem cell 
present will burst. 

2. By the method of spreading a drop of marrow blood 
over a slide and drying, the spherical red blood corpusclés 
are flattened, and any opr stem cells are destroyed. 

* 3. It was also impossible to find the stem cell by the method 
used for a white cell count of the bone-marrow because for 
this count the diluting fluid used contains acetic acid which 
destroys all the red blood corpuscles. 

I therefore changed the method as follows :— 

I prepared a diluting and fixing fluid of saline solution with 
10% formalin, and added methylene-blue to some portions 
and eosin to others. I put 5 c.cm. of each solution in a differ- 
ent waxed test-tube, with 1 drop of 4% sodium citrate and 
0-1 c.cm. of blood obtained from the bone-marrow. 

I punctured the sternum with a paraffin-coated needle and 
collected in a capillary pipette 0-1 c.cm. of the blood which 
sometimes appears spontaneously after the first marrow blood 


R 


Fig. 2—A red blood corpuscle 
extruded from the stem cell 
(which retains the nucleus) ; 
drawn from a 2-5 mm. human 
embryo. 


Fig. 3—Red blood-cell from the 
liver sinuses of a feetus. 
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aa ihe acaleeah off. The fluid was first inauiad é at 47° C., 
as a further precaution to preserve the stem cells, and the 
examination was done on a wet chamber. 


I examined a large number of fields with a high magnifica- 
tion, and by this method I found the cell in the bone- 
marrow. It ap in two forms—unbroken and 
broken. The roken cell is shaped like a pear. In 
the head of the pear there is granulated protoplasm 
ing a aueiel. which if © stained with methylene- 
blue shows chromatin in a cart-wheel formation. In the 
fertapleamn some spheroids of hemoglobin can be seen. 
one observes the oF 7 encen of fragmentation or finds 

a recently broken ceil three parts become clear :— 


1. The pe a bodies, which contain hemoglobin and 
are the acce blood corpuscles. 

2. The small Pew of protoplasm from other parts “of 
the cell which have a granulated ap ce, some of which 
are floating around free and others st attached to the 
other bodies. 

3. The nucleus of the broken cell with its cart-wheel 
formation, surrounded by a small halo of protoplasm. 


When this became clear I immediately realised that 
fram the three components of the stem cell come :— 


iv ‘The red blood corpuscles. 
2. Protoplasmic granules which are the platelets. 


Fig. 4—(a) A 
plasma cell 
from subcu- 
taneous exud- 


‘The same 
from a 
different 


8. The cart-wheel nucleus which is the cell called the normo- 
blast and erythroblast, and which, in my opinion, eventually 
becomes the lymphocyte. 


The Sqemation of the red blood corpuscle as a secretion 
logi xplains their different sizes and shapes, and 
the different yd found in them, in different 
formation of the platelets from the 
‘Toa gives a logical 


up the pm 
which has surrounded the lymphocyte ; 3 the lympho- 
cate i See Dee meneaen has characteristics which are 
very difficult to classify as definitely a to either 
the normoblast or the yte grou: 

Moreover, the study of a Sait of the lympho- 
cyte in tissues all over the y suggests that this cell 
is another function besides merely staying in hiding. 

I think now, after studyi h-glands, that the 
yey ee say Bae a cycle of evolution in which it 
velops as = pl asma cell, afterwards becoming a stem 
cell which sahinbeyaanttly ‘bursts and throws out its pro- 
ducts, and finally becomes a yp bode pom Pais 
cycle "I have called the “ uni cycle; it 
seems a logical idea when one omer the secretion 
of the “blood eorpusce- orming cell vith the secretion 
of the Mga per cells in the . The gland secretes 
pps oes the product is ed from the cell, the 

back into repose again and accumulating fresh 
pa ey and making new secretion; but no-one has 
ever determined in any glandular cell the number of 
} neg ena cee gg apiece tampa pndang, ec de 
dies from a The ny aso a — hyper- 
trophic -glands suggests me only a part 
of the Jymph-gland works while the other remaims 
at _ (fig.5). I am also convinced that blood formation 
is not without the help of another cell—the 
eosino ape openreteenag we “ape ce npg neins 
discuss this fully at present, how 
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‘comas and Kaposi 
bleod 


(com 34, 1943 
hae a ion of the shave ipeustingtions I have axtived 
at the following conclusions :— 


1, The 7d Dood eoapaneia, 9 Sermon Gore. Ave pingee oll. 
As the plasma cell occurs all over the 
that the red blood corpuscle can be all ever the body 
and not only in the bone-marrow as is currently supposed. 


Plasma cell ’ 


Cas oe 
GO Lymphocyte 


® 
Normoblast eS. VU abies 


Fig. 5—Diagram of unicellular giand cycle, 


2. The red blood corpuscle is a secretion of the plasma cell 
and is formed when the plasma cell disintegrates. 

3. When the plasma cell disintegrates the nucleus is 
extruded with a small halo of protoplasm and this exists as 
an independent cell, corresponding to what is currently known 
as the normoblast. 

4. The red blood corpuscle is a simple droplet of colloidal 
nature and is in some respects similar to the fat globules in 
the milk. 

5. ‘The accepted lymphocyte is really a stage in the develop- 
ment of the normoblast. 

6. The platelets are really ag tek aon remnants of the 
original plasma cell which has broken up 


I suggest that this new conception of the evolution od 
bloed formation will help to explain some phenome: 
have puzzled hematologists for many 
Thus no-one has ever made a clear differentiation bebweer 
the myeloma cells and the plasma cells, and it is m 
opinion that the plasma cell forms the stem 
secreting the red blood and as the m: — 


leukemia seems to be a disease juced 
ween nuclear product of blood formation is unable 
- to-complete the cycle of evolution. The local infiltration 
lymphocytes as seen in chronic diseases is suggestive 
of local production and destraction of red blood cor- 
puseles. Gaucher’s disease and Niemann-Pick disease 
appear to be metabolic diseases of the stem cell which is 
incapable of carrying out its encore a Vascular 
tumours such as iomas, angiob osar- 
ive an Y aeanate focal 
uae AB gee own and accepted that 
tumours | mo connexion with the general 


"The red blood eorpuscle ali dine eg ego rs 


explained function the pigment 


, Carrier ; this is seggested by the local red blood corpuscle 


production under some ‘conditions 

We must consider that the red blood — obeys 
the general laws of colloidal t has been 
found that a corpuscle of 7-5” has the pd chance 
of survival; so that in bloed diseases where the red 
blood co rpuscles are smaller or larger than this, they are 
liable to a rapid destruction. As a consequence, all 
pe sey Ml p37 a theories concerning agglutination 
of red corpuscles should be revised on the basis of 
the laws of colloidal chemistry. 


I wish to thank Prof. F. Wood-Jones for his help and the 
loem-off slides f eesbapes + 2 Dr, T. E, Barlow for the drawings ; 
and my secretary, Miss Cadwallader. 


1. King, A. and Mukherjee, L. N. J. ‘Soc. chem. Ind. Lond. 1939, 
BS, 243; and 1940, 89, 185. 
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VITAMIN-C’ SATURATION TEST 
STANDARDISATION MEASUREMENTS AT 
GRADED LEVELS. OF INTAKE 


Lesnim, J. HARRIS, SC D CAMB, D SC MANO, FIC 


(Dunn Nutritional Laboratory, University of Cambridge and 
Medical Research Council) 

EARLIER papers. have defined the standards. used in - 
assessing the results of tests for vitamin-©. status. by the 
saturation. method. Loading, doses: of vitamin € are 
given daily under specified conditions and the number 
of days is counted. until the plateau of excretion, mae 
the attainment. of saturation, is sugpeeenen. 
criteria: aceepted were ne ae on. the following siaiee. 
tions. With a history of a dietary intake: of about 
30 mg. per day of ascorbic acid. (LoN standard of 
requirement), or an amount only slightly above it, the 

specified response is scen by the second day of test- 
dosing: with, lower intakes Tin of days meas 
the. response increases progressively in proportion, unti 
with cases. of developed scurvy about 7—10 days are 
needed. before saturation is attained (Harris 1942a). 
Preliminary data have Thani been published, in the 

r just. cited and elsewhere, in support of these 
eri . various levels of intake having been corre- 
lated with the corres graded responses to test 
doses. More extensive figures are now presented. Con- 
cordant results having been obtained in trials carried out 
o6 roo sip during the tt. few RR gare it felt 
t e standards proposed can regarded as 
established on, a sound lessee ma aaa basis. 


Technique of teat-dosing.—In the ts to be described, 
the: simplifiet procedure of Harris and Abbasy (1937) was 
employed as betewe ; it necessitates the collection of a single 
sample. only’ of urine each day. The test dose of aseorbice 
acid, 700 mg. per 10) stone of body-weight (approx. I] mg. 
per kilo), is given at 10.30 in the morning, the bladder emptied 
at. 2pm and’ a 24-hour speeimen of urine taken at 4.15—i.e., 
around) the fourtly andi GR house: efter tevt-dosing when the 
daily response’ is at its peak. The first day on which: the 
excretion reaches. 50 mg. or more 10 stone in the period 
of 2} hours is taken as: marking appreach to saturation 
(see: Harris 1940, 1942a), (In the event of the 

conditions being poenage as for example with a. longer period 
of collection: of urine each day, it is necessary to: determine 
afresh by separate observation what alternative: figure, in 
place: ef the 50 mg,, is: to be taken as, representing the lowpr 
limit. for the ere of saturation.) 


Plan © 9% .—The principal human material 
tested’ was group of about 3 dozen boys in the 
residential saree referred to in a paper just published 
(Harris and Olliver 1943). This paper may also be 
consulted for a, description of the aainod used for 
determining daily the amount. of vitamin C in the 
institutional diet. Saturation.tests were done on groups 
of boys: maintained on this-diet alone or after periods on 
various graded supplements of vitamin C, given as orange 
juice, synthetic ascorbic acid (*‘ Redoxon > or blackcurrant 
purée. In the earlier trials the entire group of boys 
were tested (a) on a prewar winter diet (spring 1938), 
(5) on the same plus an orange daily (spring 1939), and 
(c) on an unsupplemented wartime winter diet (spring 
1941). (At the same time incidental comparisons were 
instituted with working-class boys on poorer but less 
accurately known inta _ Dea es, and on research workers, 
medical students and women undergraduates.) This 
earlier work gave approximate criteria, and in two 
subsequent surveys a her refinement of the data has 
freeones In the ae eee boys were 
vi into three equal: groups, the first receiving 
the. basal diet ota ecel pai > hp th alone, the secend the 
same diet plus 15 mg. of ascorbic acid’ daily and the 
third the diet plus 25 mg. of ascorbic acid. After several 
months on these regimens saturation tests were done at 
the end of the summer of 1941. In the latest survey the 
were divided into three: groups, the first 

ans dk okene alone (winter season), the second the 

diet. 1% mg:. daily of ascorbic acid: in the form. of 
blackcurrant and the third. 25 mg. of ascorbic 
purée, the tests being, done in 
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(axe 24, 1943 §15 
the spring of 1942.* The tess im the control: gro’ 
received, in place of the added ascorbic acid or black 
currant purée, a placebo consisting of glucose tablets or 
artifici lemon-flavoured drink respectively. For details 
of the technique of chemical analysis of the urine and 
the method of i ing the calculations, reference 
may be made to an earlier (Harris 1942a). This 
also gives some account of the results of the earlier 
eee (spring: 1938-autumn 1941). It will be 

if we supply here the full numerical values only 
for the final experiment just referred to (spring 1942), 
and give summarised data for the earlier ones. 

Amount of vitamin C in basal diet.—During the 4 
months preceding the saturation tests of April, 1942, the 
daily intake of ascorbic acid in the institutional diet had 
varied from about 20 to 25 mg. per day (see values for 
monthly averages, Harris and Olliver 1943). Hence the 
total intakes per group were as follows: umsupple- 
mented grou Re ntegy mg.; group receiving additional 
15 mg., 35-4 group receiving additional 25 mg., 
45-50 mg. Similarty in the 2-3 months before the tests 
in the autumn of 1941 the intake in the basal diet was 
around 40-50' mg. per day; hence in the two supple- 
mented groups the total amounts received daily were 
55-65 and 70-80 mg. respectively. 


RESULTS 


The findings in the:saturation tests done in April, 1942, 
are entered in table 1. These should be compared with 





“TABLE I— I—EXCRBETIONS OF ASCORBIC ACID IN 2}-HOUR TEST 
PERIOD (mg. per 10 stone body-weight) 


Group a—Unsupplemented. basal diet 
Intake =. 20-25.mg. per day 
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f saturation, 
from aay hen as he had been at the Home onl 1 month. 
from sverage, part of eampte of urine lost 


* The interval of 6 months er more allowed between the qacpessive 
saturation tests has; been proved by past experience to be 
enough. to ensure that the-effect. of previous saturation 
the “reserves” has worn off. Vitamin C is not 
oeed bedy to the same extent as, for example, the fat- 
soluble vitamins. 
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the data for the responses at’ higher levels of intake in 
autumn 1941 (see fig. 3 and table 1, Harris 1942a). An 
analysis of the results in both sets of tests is given in 
table 1. The conclusion to be drawn is that past daily 


TABLE II—GRADED RESPONSES WITH VARIOUS GRADED PAST 
INTAKES. SUMMARY 


Previous intake, Total No. of boys approaching 
boysin} 





Detect mg. per day. __ Saturation on (days)— 
Av. (and limits) group | y6¢ | ¢nqj gra | ath | Sth | 6th 
Autumn | 75 (70-80) | 122 4/12} 0/)};0/0;0]0 
1941 60 (55-65) | 10 (10/0/10, 0 50,0 
45 (40-50) | 1 | 9} 1/010) 0/0 
April 47 (45-50) | 2 i13/0/}/0;0/]/010 
1942 37 (35-40) 11 | 5/6) 0,0/0/ 0 
23 (20-25) | 2 | 0;/5|7/0!0/0 
| ’ 
Spring | Various. Poor 29 | 1/4) 8/11 3| 2 
1941 working-class, } } | sy 
wartime diets ! } 
mostly <20 
_ Spr Wor -class | 35 (| 10 j11 9 | 5 0 
: Pose phn | for | | | 
aa _- comparison | 








intakes of the order of -75, 60, 50, 45 me. give first-day 
responses, in decreasing order of magnitude. With an 
intake of 35-40 mg.—i.e., slightly above the League of 
Nations’ standard of 30 mg.—first- and second-day 
responses result. With intakes slightly below the LoN 
standard—namely, 20-25 mg. per day—second- and third- 
day responses are seen. In keeping with this, earlier 
surveys showed that children with still lower intakes did 
not reach saturation until the fourth or fifth day or 
beyond. Thus, in confirmation of earlier conclusions, 
the dividing line, if the LoN value‘is accepted as 
standard, is a response after the second day. It is worth 
noting that relatively little “‘ scatter ’’ is seen in different 
subjects on the same intake—in other words, it cannot 
be argued that individual variation from one subject to 
another seriously influences the validity of the test. 


CONCLUSIONS AND COMMENTS 


Standards.—We can safely conclude from our findings 
that an intake corresponding with the LoN require- 
ment (30 mg. per day), or an amount not appreciably in 
excess of it, will suffice in virtually all subjects to give 
the specified response by the second day of test-dosing. 
With intakes appreciably below the LoN standard 
3 days and upwards are needed for saturation. The 
number of days taken, beyond the second, before the 
response is obtained gives the index of the extent of the 
deficit in the past intake as compared with the LoN 
standard. The extreme limit is reached in cases of 
developed scurvy when some 7-10 days are needed 
before saturation is attained. At the other end of the 
scale, with standards of intake above the LoN figure 
—e,g., the 50-75 .mg. day recommended by some 
American authorities—there is saturation on the first 
day of dosing (the excretion being almost maximal 
with 50 mg, and fully so with about 75 mg.). 

Individual variations ; conditioned deficiency.—It might 
have been supposed that subjects differ so much in their 
individual requirements for the vi in or in their 
response to test that the validity of the method would 
suffer. However, as has been mentioned above, the 
fact that there is little scatter in the responses of subjects 
in the same group indicates that the method can be used 
satisfactorily as an index of the level of peas intake. 
The occurrence of rare cases of conditio deficiency, 
due to faulty assimilation rather than to a low intake, 
does not affect the ay Coy the requirement of such 
subjects is raised and the test indicates it. Likewise in 
fever, the need for vitamin C appears to be increased ; 
this is reflected in saturation tests, a patient with an 
infectious disease (notably phthisis) giving a lower 
response than that of a normal subject on the same 
previous intake (Abbasy, Harris and Ellman 1937). 

Standards for ad 


; ‘or adults.—The tests recorded above were 
carried out on children of 8-14, and’ the question arises : 


How far are the standards d applicable to adults ? 
The answer seems to be , although admittedly no 
such extensive, or quite such precise, measurements 
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have yet been completed with adults, there is evidence 
that the same criteria hold with sufficient accuracy for 
codinery, . - Indeed, the o tion of a 7-10 
day deficit as characteristic of advanced vitamin defi- 
ciency {developed scurvy) rests mostly on observations 
on adults; and it can also be stated that the amount 
of vitamin C in a man’s past diet needed to bring him 
to saturation on the second day of dosing is inly 
not seriously in excess of 30 . per day (LoN 
standard), while an intake of around 50—75 mg. a 
means y saturation, again as with the children 
examined. The different absolute needs of infants, 
children and adults are allowed for with sufficient 
accuracy for most purposes by the procedure recom- 
mended—that is, by dosing in proportion to the body- 
weight and expressing the excretion on a similar basis 
(for further discussion of this point see Harris 1940, 
1942). We are not ruling out the possibility that an 
additional refinement of the standards for infants and 
adults may be reached as further standardisation work 
proceeds. For the time, however, it can be claimed 
that age differences are not of fundamental importance, 
and in any case comparative — of the number of 
days taken to saturate do indicate the relative degree of 
sat a or unsaturation of different groups under 
e ion. 

Significance of saturation-test resulits.—Much confusion 
has been caused by the unwarranted assumption made 
by some writers that the test is based on the pre- 
supposition that a state of saturation is physiologically 
desirable. Others seem to have been under the mis- 
apprehension that the sole object of the test is to detect 
a condition of clinical deficiency. I have made neither 
assumption, either here or in earlier publications. The 
purpose of the saturation test is to say whether the 
intake has been above or below some accepted standard 
of intake, and if below how much below. Whether 
saturation is ne - roe te is oe yore = is 
also sometimes argue ce such a proportion 
of subjects are found on test to be “ below standard ”’ 
and are yet in apparently good health there remains 
some doubt as to the value of the method. As indicated 
above, the fallacy here is to suppose that a substandard 
intake necessarily implies clinical evidence of deficiency. 
The purpose of the test is to tell the observer about the 
level of nutrituve of the subject. This can be roughly 

i in grades, as ‘‘ excellent” (daily intake of 
ascorbic acid > 50-75 mg. daily, USA optimum standard, 
marked by good first-day response); ‘satisfactory ”’ 
(30 mg. daily, LoN standard, marked by first- to 
second-day response); ‘below LoN standard” 
(<80 mg., marked by response later than second day, 
in portion to extent below); or “ very low ”’ (falling 
to limit of seventh- to tenth-day response in cases of 
established deficiency disease). What we can say 
therefore is that a subject who takes 5 or 6 rag al 
saturate is sly low and near the scurvy limit, 
cittactory intake fadged by the LON standard. Tt ie 
satisfactory intake j e . is 
of toutes admitted that ia tata less than the LoN 
standard is common and does not necessarily imply 
obvious ill health. This is not the same however as 
admitting that the standard of 30 mg. per day should be 
relaxed in the absence of an authoritative alternative. 

There is sufficient evidence of the reality of the “ sub- 
clinical,” or “‘ partial,” deficiency which results when the 
intake is enough to prevent deficiency disease but not 
enough for optimal health. Much evidence can be cited 
of the improved physique and lowered incidence of 
infection in apparently normal children given extra 
vitamin C (see, for example, papers quoted by Harris 
1942b). Incidentally,in our own tests the children receiv- 
ing the supplements of vitamin C have had less infectious 
disease, including dysentery,.than those on the ba: 
diet ; but with the relatively small numbers with which 
we have been concerned.a further continuation of these 
trials is needed before the differences can be expressed 


_in adequate statistical form. 


In a period of 13 months (November, 1941—-November, 1942, 
inclusive), 9 cases of infectious illness involving absence from 
school were recorded in the 12 boys on the institutional diet 
alone, 6 cases.in the 12 boys on 15 mg. of added ascorbic acid 


(blackcurrant juice) and only 3 cases in the 12 boys on 25 mg. 





2Sxgdg kro herd ew 


wo 


THE LANCET] 





T am informed that the chances aro about 24 to 1 against the 
difference noted between the first and the last having 
been due to random variation, There was also a similar 
decrease in the average duration of illness with the increasing 
eee. 


SUMMARY 
PMG Se (12-36 in each grou ) at a residential 
home were kept on a basal diet of known vitamin-C 
content and given in addition various graded supple- 
ments of vitamin C, natural and synthetic, over periods 


of 3-4 oe or longer, so that each boy in a group 


received the same intake. About twice a year, an 
interval found to be long enough to allow the effect on 
bese “reserves”? of any previous saturation test to 
mo magia, the boys were tested by the standard- 
ined procedure previously described, 700 Ys ascorbic 
acid per 10 stone bodyweight being given daily and the 
number of days counted until the approach of saturation 
(taken as an excretion of 50 mg. or more 10 stone in 
the 2}-hour specimen collected around the fourth and 
fifth hour after each test dose). 

Results were found to be graded as follows :—daily 
intakes of 75, 60, 50 and 45 mg. —— first-day 
responses of , Goorensing genenase.s 7 mg., first- to 
second-day re shy. = at to 'third-day 
responses, the * pane Sh : in the responses of subjects 
kept on the same level of intake being small. In earlier 
tests, children Knots still lower iglehen” had third-day to 
afth-da Similar graded results have n 

pens | wit ‘adults on varied intakes, patients with 
pc taking about 7-10 days to saturate. 

Asastandard of reference in ‘results of surveys, 
it is noted that an intake corre with the LoN 
rei com uirement (30 mg.), or an amoun not seriously in ——e 

suffices in virtually all subjects to give responses by the 
second day of dosing. The number of days beyond the 
second may be taken as an index of the relative deficit 
in the past intake. For high and low base lines, respec- 
tively, it is observed that with intakes of the order of 
50-75 mg. per day (the optimal standard recommended 
by some ican authorities) saturation is attained on 
the first day of dosing, whereas with intakes appreciably 
below the LoN standard 3 days and upward are 
needed, reaching a limit of some 7-10 days for cases of 
developed ea These criteria agree with those 


previousl 
The adbinaties ‘ast does not presuppose that satura- 
tion is nocsenarily physiologically Aesirable. ** Sub- 
standard ” is not synonymous with “ clinically deficient, ud 
and there are degrees of partial deficiency between 
optimum nutrition and frank avitaminosis. 


Mr, A. Ward has given skilled help with the titrations, 
and Dr. J. O. Irwin has kindly advised me on some statistical 
points, I am indebted to  Bvcaey Roche Products for the 
ascorbic acid and to Messrs. Chivers & Sons, Ltd., for the 
blackeurrant purée. ~ 
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SPONTANEOUS REDUCTION EN MASSE OF: 


AN INGUINAL HERNIA 


G. G. CROWE, MB sT. AND., FRCSE 
CAPTAIN RAMC; LATE SURGEON EMS 


REDUCTION en masse of a 8 ted hernia may be 
. oe ent the — yg 
strangulation. According 

Pearse (1081). in 60% of cases the condition is the 
result of attempts at reduction by the doctor or by a 
friend ond in % it is due to the manipulations of the 
patient (autoreduction en masse); in 5% the reduction 
is spontanéous. The following is an account of a case 
which recovered from the rarer type of taneous 
reduction en masse accompanied by perfo: m of the 
small intestine. 


CASE-REPORT 


A man of 39 had had a reducible left inguinal hernia for 
3 years. He was well-built and had not recently lost weight. 
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abdominal pain which was followed by pa hy The 
pain increased in intensity as the day went on. There was 
of bumping or of any strain of any kind, nor was 
any history of the rupture having been touched either 
the patient’s doctor or friends or by himself—his reply 
was, “I = it just happened.” After the 
pain he vomited frequently and passed neither 
$f Ra pte ee flatus. Next day he 
doctor and was treated by daily enemata 

i sduidens te Segiae a eed eae 
m his tongue was lightly coated. He com- 
of slight pain over the left external i ring. 
iver dullness was not increased. There was no abdominal 
nieiity and no palpable abdominal tumour but some ten- 
derness was present just above the left inguinal ligament, 
the left inguinal canal being empty. Borborygmi could 


inguinal ring 
and a coil of ileum was seen passing into the 
internal ring. The sac was in the common “ properiton: 
position. Its neck had become thrust into the peritoneal 
cavity, the sac itself being drawn upwards and inwards; in 
this way the constricting effect of the sac had been increased 
and strangulation had resulted. The strangulating agent 
was the neck of the sac. The abdominal wound was covered 
with a towel and a left inguinal incision was then made and 
the sac retrieved, aided by the assistant’s hand in the abdomen 
according to the procedure suggested by Hamilton Bailey 
(1936) ; this avoids spilling infected fluid into the peritoneal 
cavity. The sac was then dealt with as in an ordi stran- 
gulated hernia ; it was opened and the loop of bowel drawn 
down. Opposite the constricting site—i.e., the neck of the 
sac—was & gangrenous patch on the bowel about an inch 
in diameter which perforated during the manipulations. 
The ‘oration was sewn over, the gangrenous patch 
invaginated and the loop returned to the abdominal cavity. 
The abdominal wound was closed in layers. The hernial 
tole ln RANE: OE af Dateind capo rformed with the 
—- incision drained by rubber j te aay 
course.—Anti-gas-gangrene serum, 3000 units, 
on given, and a duodenal tube was passed for 48 hours and 
the intestinal contents aspirated, while continuous intravenous 
saline was administered. In all, 22 pints of glucose 
saline were given. <A course of sulphapyridine was given. 
On the 6th day the patient developed a cellulitis of ~~ 
scrotum which subsequently resolved: satisfactorily; the 
wound broke down and secondary suture was carried 
out later. He was discharged 4 weeks after admission. 
A year later he is perfectiy well, has put on weight and is 
doing his normal work at a munitions factory. 


DISCUSSION 


According to Romanis and Mitchiner (1937) hernial 
reduction “en masse”? should never occur because 
“it must entail considerable violence for its production.” 
This case, however, in a healthy man on his 
way to work and is an example of the rarer the 
spontaneous one—which according to Pearse (1931) 
occurs in only 5% of herniw strangulated en masse (7 
times in 138 cases). Thus in 95% of cases taxis is 
responsible for the reduction en masse, and this is one 
reason for the substitution of early operation for taxis 
in the treatment of strangulated hernia. In the case 
here gerne there had been no loss of weight, there 
— no ey samy laxity of the adbominal walls and no 
nm worn—all features of most of the recorded 
ae Pearse reviewed 193 cases and studied the 
pathological anatomy of 110 of them. In 93% the sac 
was displaced to the properitoneal position and in 
71% a false reduction took place by rupture of the 
sac and displacement of only the ted viscus. 
In each of these conditions two varieties occur. In 
roughly 5 out of 6 of the properitoneal type, the usual 
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reports of this condition. bp immer cotet 309 
diverticulum of an inguinal hernia is imp 
about reduction en masse; acco a Halstead 
qa ) the main factors causing this diverticulum are : 
ee ae, truss which closes 
éxternal ring but not the canal ; SS 
oe itinel efforts at reduction of an inguinal h 
which has a narrow neck ‘to its sac ; and (c) sshenaliod 
ied testicle, natrow external 
ring er congenital properitoneal diverticulum. 
Se I CORRS CEE Oe ae OE ae 
elapsing between the reduction and operation. 
case reported b Sueeed thn aeeeation oi saguer buss 
Seoul in com 


some reason 


Walsham (1901) reports a case in which a free interval 
of 2 months coauened before there was a return of 
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EFFECT OF 
EMOTIONAL SHOCK ON HORMONE RELEASE 
AND ENDOMETRIAL DEVELOPMENT 
ALFRED A. LOESER, MD BERLIN, LR CPE 


Histological examinations by. Pror. Emm Novak, Johns 
Hopkins University, Baltimore 


THE endometrium is the mirror in which are reflected 
all the hormonal happenings which take place in the 
anterior lobe of the hypophysis and in the ovary. Every 
healthy woman shows at a certain time of her menstrual 
cycle a certain endometrium. . But the monthly 
renewed birth, life and death of this mucous membrane, 
the tempo of. its development, is subject not only to 
hormonal factors but to every kind of psychic factor also. 
The fiable duri een to which b anaypr be are more than 
ever uring the war, can bring a’ ut changes in 
the building up of the endometrium by influencing, via 
the hypo us, the autonomous nervous eyetem 
and the release of gonadotropic hormones in the 


h 

Y 5 hr long been known that psychic trauma may alter 
the menstrual rh » but up 3 now no visible proof 
of this has’ been fo The following four cases 
seem to Beenquatenie emotions do sometimes 
produce amenorrhcea by disturbance of hormone release. 


< ’ CASE-RECORDS 
Four women ee are menstruated regularly, 
therwine healthy, had “A 
emotional shock ones ite pone oe bombardment of 
ong In he seltent poner ~ explosives burst pogo 
though ate Re - 
excited for days" efinr' the ‘shoe ; tated seaty “toe than 
usual and could not sleep. 


{[aprae 24, 1943 


Professor Novak, who who examined all the Pingo 4 


specimens of endometrium histologically, was each 
case unaware <i the dithen af the-tech nested andl wt the 
curettage. 


i woman, aged 30, whose last 
period began on Jan, 21, 1941. During the day 
of Jan. 31, the 10th my Be her menstrual cycle, a bomb 
exploded near her. She & menstrual le of about 32 
days. She her next period about tae nk tg 
was missed. e thought she might be pregnant and 

sulted me when menstruation was overdue, but a Friedman 
test was negative and the by eentyre yr os On March 1, 
after amenorrhea of about 10 #0 days, after the last 
menstruation and 28 days after the Waiodk. @ stroke curettage 
was performed. 

The specimen of endometrium was examined histologically 
by Professor Novak, who reported as follows. “The endo- 
metrial pattern ts a postmenstrual gl 
metrium corresponding to about the 6th or 7th day of the 

four-week cycle. The glands are y small 
and narrow with almost no tortuosity and the surface epithe- 
lium is very low so that it seems safe to assume that this 
endometrium was removed early in the cycle.” 

Since this patient’s cycle was 4 days longer than the 
ordinary one of 28 days, the shock occurred on what corre- 
sponded to the 6th day of an ordinary menstrual cycle. 

Mesa epee unmarried woman, 39, whose last 

ae ee began on April 27, 1941. The shock took 

place on night of May 10, the 13th day of her cycle. 
he had a 30 days menstrual ‘cycle. She thought she was 
pregnant when she missed her next period, but a Friedman 
test was negative. After 14 days of amenorrhm@a a stroke 
curettage was performed (June 7), t days after the last period. 

Professor Novak reported “that this endometrium cor- 

ds to what one finds at approximately the 12th day 
of the cycle. There is moderate tortuosity in some of the 
glands and the surface epithelium is of moderate height.” 
The patient’s cycle was 2 days longer than the ordinary, so 
that the shock occurred on what corresponded to the 11th day 
of an ordinary cycle. 

Case 3.—A married woman with one child, aged 28, 
regularly mens every 28 days, had her last wane 
during the night of May 10, the 18th day of her cycle ‘The 
during to 0, the 1 40, ° cycle, 

next menstrual period was missed. A Friedman test was 
Pa and after 11 days of amenorrhea, on the 39th day 
after the last menstruation, a stroke curettage was performed. 

Professor Novak found an endometrium “ ding 
to the picture to be somewhere between the 16th 
and the 18th days of cycle. The surface epithelium is 
quite tall, as would be ted at this time. Many of the 
gland epithelial cells show the typical subnuclear vacuoles 
which are so frequently seen at around the time of ovulation.” 


Cass 4.—An unmarried woman, aged 42, who on the 15th 
day of her menstrual cycle (28 days) forgot her contraceptive 
during intercourse and from this night on got nervous and had 
the idea that she had conceived. She had always had normal 
and regular periods, and when her period was overdue for 
2 days only her nervous tension became so great that she felt 
sick, and was so frightened of being pregnant that a Friedman 
test had to be done to convince her of her error. The uterus 
was small and firm. The test was negative and a stroke 
curettage was performed on the 38th day after the end-of the 
last menstrual 

Professor Novak reported as follows. ‘“‘ This endometrium 
would seem to correspond to about the 16th or 18th day of 
the cycle. Here again. the surface epithelium is fairly tall 
and there is quite a number of subnuclear secretory vacuoles 
as well as marked oedema of the stroma.” 

No hormone therapy wee vee in the first three 
cases, as I thought A seda would work better. 
Normal menstruation began after UF nero and 8 weeks in cases 
1 and 2; in case 3 menorr! 8 weeks after 
the last normal period. In the perth ease three! jections 
of prostigmine were given, the first 8 hours before the 
stroke curettage, and the second and third on the next 
2 davs. Menstruation followed 24 hours after the last 
injection. cu four patients menstruated normally and 


fessor Novak’s findi show that the normal 
development of the hep ium was arrested on the 
very day the emotional shock occurred. The emotional 


of endo- 


-shock must have had an effect via the autonomic nervous 
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system the release of the gonadotropic hormones— 
an aul gieesie  unseniianh Web base Danemibinied 


SUMMARY 


Four women who had always menstruated iy 
rca of besser Goedbioaas showed end 

an o- 

metrium at the stage of development it would normally 

patties: ached pad cor hefner ghey ree Bena 

the shock caused an immediate arrest of development 
by interruption of the release of the proper hormones. 


VOLKMANN’S ISCHAMIA OF THE LEG 


M. ALBERT W. R. D. MircHeEt. 
MB LOND, FRCS MB BELY, MCH (ORTH) LPOoL, 
SURGEON TO THE MINISTRY OF FRCSE 


PENSIONS HOSPITALS, LEEDS MAJOR RAMC: FORMERLY 
AND LIVERPOOL ORTHOPEDIO SURGEON, EMS 


SoME cases have come under our notice which suggest 
pre Tig oc pena E geste agence wat gaye 
anterior tibial com m rescogni as a 
definite clinical entity with striking sequele. 
CASE-HISTORIES 

Case 1—A man of 47 sustained a gunshot wound of the 
left thigh in the war of 1914-18, causing an injury to the 
femoral artery and vein. Both vessels were ligated in the 
adductor canal. After recovery, he was able to work as an 
engineer, but always complained of a painful dropped foot. 
In July, 1940, pain and swelling on the outer aspect of the 
leg were noticed, finally necessitating his admission to hospital. 
Several incisions were made over the affected area in February, 
1941, from which chalky masses and fluid resembling pus but 
sterile on culture were evacuated. After immobilisation in a 
plaster cast the wounds healed and he was able to return to 
work. In July, 1941, his general condition was good, he was 
apyrexial and there was no obvious focal sepsis. ~ The left 
lower limb showed healed scars over the adductor canal and 
the anterior tibial compartment. The anterior crural muscles 
(tibialis anticus, extensor digitorum communis and extensor 
hallucis longus) were not acting, their tendons standing out, 
fixed and cord-like. He dropped foot; the tendo 
achillis was tight, maintaining the deformity. Some power 
remained in the peronei. The first metatarsophalangeal 
joint was fixed in extreme dorsiflexion, with pain, tenderness 
and eallosity under the head of the first metatarsal. Cutaneous 
sensation was normal. Blood-calcium 9-8 mg., blood- 
phosphorus 4-17 mg. per 100 c.cm. X rays (fig. A) revealed 
a small caleified mass at the junction of the lower and middle 
thirds of the tibia and fibula, indepe 
this was all that remained after the second operation. 


healed completely without residual disablement. 

leg was very swollen for some days, but no external wound 
was present; he was left with a dropped foot and always 
complained of pain on the outside of the leg. aon ar 


by repeated aspirations of sterile pus.- X rays revealed extensive 
calcification in the anterior tibial compartment. In April, 1941, 
the swelling recurred. There was a diffuse tender swelling over 
the middle third of the anterior tibial com; , fluetuant 
at its centre, and with stony masses palpable under the skin. 
He had equinovarus with callosity on the outer margin of 





was excised. The wound was closed without drainage, and 
healed by first intention. The material removed at operation 
was necrotic tissue, sterile on culture. 

Case 3.—A man of 45, injured in an air-raid in May, 1941. 
The right leg was buried in debris for 9 hours to a level of 
3 in. above the knee. The skin was not lacerated, nor was 
there any fracture. When seen next day by a colleague, 
swelling was such, especially on the outer side, that gangrene 
was thought to be impending. Incisions made to relieve 
tension showed purplish congested muscle in the anterolateral 


‘ compartment of the leg. No hematoma was found, and only 


@ little bloodstaimed serous fluid exuded. Treatment con- 
sisted of rest in bed 
and simple dressings 
without linting. 
When we t saw 
him 3 months later, 
the muscles of the 
anterior tibial com- 


— swelling 
with slight overlying 
cedema ; re was 
dropped foot, all the 
muscles of the 
anterior compart- 
ment including the 
peronei being 
affected. No abnor- 
mality could be de. 
tected in the calf 
muscles. Slight sen- 
sory loss was ob- 
served over the sole 
and the outer part 
of the dorsum of the 
foot (i.e., in the area 
of the posterior tibial 
nerve); further 
observation has 
shown that this is 
rapidly recovering. 
The affected area 
was explored and no 
muscle could be seen 
with the naked eye : 
the appearance was that of newly formed, slightly edematous 
fibrous tissue, pale yellow and with very slight bleeding. 
Portions taken for histological examination consisted of 
dense collagenous fibrous tissue containing small blood-vessels. 
There was no trace of surviving normal muscle-fibres such as 
one might _o to find after a simple direct injury, nor of 
the wasted fibres found in paralytic replacement fibrosis. 
Radiography has not yet shown evidence of calcification. 





A==Case I, after operation. Residual calcification 
in anterior tibial compartment. 


B=: Case 2. Massive calcification in anterior tibial 
compartment. 


DISCUSSION 


The injuries sustained in these three cases were: in 
ease 1, gu wound of the thigh with ligature of 
femoral artery and vein; im cases 2 and 3, crush injury 
of the leg to the level of mid-thigh. The result common 
to all three was destruction of the muscles of the anterior 
tibial compartment and their replacement by fibrous 
tissue. It is therefore reasonable to inquire whether a 
common cause had been acting. The possibilities which 
suggest themselves are direct injury to the muscles, a 
peripheral nerve lesion or a vascular lesion. The 
evidence is against the first view, for in case 1 there was 
no direct injury to the muscles, while in the other two 
cases destruction of musele was complete, yet absolutely 
restricted to one particular group. Against the second 
view, it may be that im no case were any atrophic 
musele-fibres seen as might be expected if this was a 
paralytic replacement fibrosis, nor was there any 
eutaneous sensory change in the area supplied by the 
anterior tibial nerve ; in case 3 the rapidly recovering 
sensory loss was of posterior tibial distribution. We 
therefore put forward the view that the changes have 
been brought about by a vascular injury, and we shall 
attempt to show that injuries to the arterial blood-supply 
or to the venous draimage can produce irreversi 
coagulation of the muscle proteins and also an inflam- 
matory. reaction on the part of the connective tissues ; 
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and that these are the essential changes in Volkmann’s 
ischemia. 


Recent advances in physiology have shown that 
muscular activity is accompanied by several linked 
chemical reactions which may be represented as follows : 


B foi ee sore + glycogen -» adenylic acid + 
fructose diphospha 
2. —_ acid + eagieats — adenylpyrophosphate + 


3. Fractose diphosphate + creatine —-» phosphagen apn 


4. Bonen acid + oxygen -—» 4/5 reformed glycogen + 1/5 
carbon dioxide and water. 


Of these, the first three reactions are anaerobic. It has 
also been shown that irreversible gelation of the muscle- 
fibres (i.e., the changes of rigor mortis) can be produced, 
first, under conditions where the lactic acid concentration 
in the muscle rises above 0°5—0°65 %, and secondly, when 
phosphagen is completely broken down. And breakdown 
of glycogen to lactic acid goes on slowly even in resting 
muscle under anaerobic conditions. Thus it can be seen 
how interruption of the arterial blood-supply could 
eause tion of muscle protein by favouring the formation 
of lactic acid and breakdown of phosphagen. Again, under 
normal conditions, stimulation of a muscle produces an 
excess of lactic acid which is carried away by the venous 
circulation to the liver, where it is re-synthesised to 
glycogen (the Coricycle). Ifthe venous return is impeded 
the threshold value of lactic acid concentration is es 
reached ; and we have here the mechanism whereby 
venous obstruction can cause muscle coagulation. 

The clinical features of Volkmann’s ischemia as seen 
pe the upper’limb are well known. The lesion follows an 

to the elbow or forearm, usually a fracture. A 
few hours after injury the patient complains of numbness, 
swelling and inability to move the fingers, with stiffness 
of the flexor muscles and sometimes intense pain. 
Within a few days pain and swelling ey aggre the 
flexor muscles become hard as board and t typical 
‘ flexion deformity develops (flexion of the elbow, flexion 
and pronation of the wrist, dorsiflexion of the meta- 
carpophalangeal joints and flexion of the interphalangeal 
joints). Often there is loss of the radial pulse and 
pallor of the fingers at the onset, but-in ey cases the 
fingers are cold, livid, cyanotic and swollen. The syn- 
drome has sometimes developed before any treatment 
for the injury—such as acute flexion of the elbow, or 
the application of plaster or splints—has been pe P| 
out ; it must then be attributed to an intrinsic mechan- 
ism. Nerves may be damaged either at the original 
injury (the median or ulnar, for example, in supra- 
condylar fractures), or later, by getting involved in scar 
tissue. B er deformity can largely be prevented by 
early ye a. of fingers and wrist in extension, but the 
—ee ntary movement is not improved by this 
procedure. 

Investigators agree substantially about the histological 
findings. Leser, in 1884, described a case seen 6 weeks 
after onset, and noted that the muscle-fibres showed 
evidence of de neration, pon swollen and fragmented ; 
i infiltration with h of cellular connective 

tissue had completely rep a nite muscle in many 
areas. Powers (1907) described the a —— in a 
“= 16 months after the injury. great 
yperplasia of connective tissue‘around and pedi the 
de-dhenn and in some areas there was no muscle 
tissue at all; where any remained, the fibres were 
atrophic and fragmented or showed hyaline degeneration. 
There was some fatty infiltration of the fibrous tissue. 
Bristow’s (1923) case (reported on by Greenfield) showed 
similar changes. The muscle-fibres showed evidence of 
degeneration—cross-striation was accentuated, the fibres 
were swollen and fragmented. The nuclei of "the sarco- 
lemma Lgreey ow and surrounding leu were 
pac te: Bie muscle-fibres. The — was 
succinctly pon ban 4 by Greenfield in these words: 
‘*the dead muscle acts as a non-septic, non-irritating 
foreign body and is treated as such by thi e surrounding 


The most important tal studies are those of 
monstrated 


he collateral circulation was sufficient to restore con- 


ditions to normal, or sharply 
(affecting skin more than muscle) aye me om oe 
second set of experiments he induced temporary tieniio’ 
occlusion for 12-17 hours ; extensive necrosis of muscle- 
fibres followed, without inflammatory reaction, but if the 
tissues were examined 4 days later, after release of the 
obstruction, there was cedema and leucocytic infiltra- 
pose Ba.) in addition. We believe this represents an inflam- 
jm pee of the living tissues to restoration of 
blood supply d the ne th of dead ya al ng oe In 
a set of experimen e venous drainage alone of 
an isolated muscle was obstructed. This resulted in 
rapid onset of changes typical of Volkmann’s ischemia— 
early extravasation of blood in and around the muscle, 
necrosis of muscle-fibres, cedema, leu ic infiltration 
and later progressive fibrosis. Presuma ly increase in 
venous pressure raises the intracapillary pressure so that 
the local circulation comes to a standstill; there is 
anoxia and failure to remove metabolites—two condi- 
tions which have been shown above to favour muscle 
necrosis. The walls of the capillaries are damaged so 
that their permeability increases ; cedema develops with 
diapedesis of red blood cells. Leucocytes escape into the 
region of dead muscle-fibres and begin to pe og the 
fragments. The fixed connective-tissue cells also begin 
to proliferate, and when the dead tissue has been 
removed the process ends as a fibrosis. 

For a time the venous obstruction theory held the 
field, and was supported by many authorities. Murphy 
(1914) advised the Nroapnblien of subfascial hematomata 

ressing on the veins. “Sir Robert Jones (1928) stressed 
he importance of straightening the limb when hyper- 
flexion tof the elbow had F ang kinking and obstruc- 
tion of the veins, Mid eton (1928) pointed out that 
the venous trunks the muscles attached to the 
medial epicondyle collected into one main trunk in the 
antecubital fossa which could easily be obstructed. 
Jepson (1926) found that. the application of a tight 
Esmarch bandage to the thigh of a dog produced no 
a contracture, but that if the hasan vein had 
n first ligated the application of the bandage for 
12-14 hours caused a contracture. - 

More recently the arterial obstruction theory has 
returned to favour. It was supported by Roemer 4 of the 
earlier authorities including Volkmann himself, who 
th the lesion was due to ischemia of the muscles. 
Lai many workers (Leriche 1935, Griffiths 1938, 
Cues 1940-41) have described cases where, at operation, 
spasm, contusion or embolism of the brachial or femoral 
arteries has been demonstrated in association with the 
Volkmann syndrome in the forearm or calf muscles. 
In these cases, a useful clinical sign is loss of the radial or 
tibial pulse at the onset of symptoms. Arteriography 
may reveal peripheral arteriolar spasm. Treatment aims 
at relieving iospasm or eI Pe aR clot 
where this is present. Paravertebral block (in the upper 
limb) and — aneesthesia (lower limb) are sometimes 

successful. If these measures fail operation is under- 
taken. Often it is sufficient to remove thin clot from 
around the spastic or contused artery and bathe it in 
warm saline, when pulsation returns. Injection of 
—— into the blood-stream may relieve the spasm. 

iche recommends local periarterial sympathectomy 
or even arteriectomy. All observers agree that, to be 
successful, operation must be undertaken within 6 hours 
of the onset of sym 

Can we explain these facts in the light of the experi- 
mental evidence ? First it is essential to realise that 
arterial obstruction in these cases is temporary: the 
circulation is either re-established spontaneously after a 
lapse of time by the opening up of collaterals, or else os 
restored by operation. Seco » the arterial suppl 
not cut off long enough for massive gangrene to de bp. 
Thirdly, the degree of anoxia has been sufficient to kill 
the high’y specialised muscle-fibres, but insufficient to 
kill the iess differentiated connective tissue. Hence 


the presence of necrotic muscle by producing the ——— 
of inflammation—cedema, cellular infiltration and la 

fibrosis. And since the return of the circulation deter- 
mines the onset of the inflammatory reaction, tive 
intervention, to be of any value, must be un en 
early, and even then acts <a by limiting the amount 
of — necrosis during the 


period of anoxia. 
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ly contradictory vie can now be 

Wiaake siden ta bette tigen of the Volkmann 
—- one due to tempc arterial obstruction, 
on; and in both of them 

is followed by an inflammatory 

weg Mt me at aa ll pt 

luced a 
brosis and 

e believe, therefore, that gee were 

olkmann syndrome affecting the anterior 

— muscles and: produced by injury to their blood- 
supply. 

The deformity is brought about essentially by the 
contracture of the fibrous tissue which replaces the 
affected muscle-fibres ; its character depends on various 
factors. bear groniag Ceara the function of the upper 
te oe and that of the lower limb maintenance 
of the position. These postures are controlled 
reflexly, be tone of the muscles being determined by the 
discharge of impulses down the motor nerves alo: ye 
final common path, from the anterior horn ce 
the spinal cord. The afferent side of the arc aes 
‘“‘ stretch ” sensory endings in the antigravity muscles, 
pressure opines i the foot, touch endings in the hand 
and impulses the vestibular ap us and from 
the eyes. The centres in the cent nervous system 
which play an important part in the maintenance of 

muscular tone include the corpus striatum, red nucleus 
and Deiters’s nucleus. This is be gp well seen when, 
in lestons affecting the pyrami pathway from the 
cerebral cortex, the action of these centres is no longer 
subject to caetionl inhibition. In such a case the limbs 
take up characteristic positions of exaggerated tone : 
spasticity, with extension of the lower limbs and plantar 
flexion of the feet, and adduction of the arms with 
flexion of the elbows, wrists and fingers. Every move- 
ment begins and ends in a tonic osm in the lower 
limb the antigravity muscles (quadriceps and calf 
muscles) are the strong group, wh in the upper limb 
the flexors are the more 2 gpk have the higher 
level of tone. When Ties ischemia affects the 
muscles arising from the medial epicondyle the extensors 
are relatively weak and do not resist the tendency of the 
fibrous tissue to contract. Thus the elbow flexes, the 
wrist flexes and pronates and the rs flex. The 
st the mstasarpophalangea! of the promo ows ee 
a e me ) Oo occur. olk- 
mann’s ischaemia Seating Gis asl ubestion, as described 
by Griffiths (1938), tone in the powerful antigravity 
muscles is lost; the weak extensors cannot prevent 
contraction of the fibrous tissue and thus pes equinus 
develops. 

In our own cases the ischemia affected the muscles of 
the Ban my — a ae —e “yo ag reight of 
to luce p ‘oot: (1) gravity an weight o 
the bedclothes ped ie recumbent patient, as is seen in 
other conditions of muscular weakness (e.g., recumben 
in toxic states); (2) tone in the immensely powerful ca 
muscles is not a and is sufficient to overcome the 
tendency of the scar tissue to con! 
early stages can be easily stretched. 

It is also possible to account for the minor deformities 
in our cases. In case 1 the extensors alone were affected, 
therefore pes equinus alone developed. When the patient 
got up an , his dropped foot passively dorsiflexed 
the- great toe which became permanently fixed in this 
position. In case 2 the was more wii 
since in addition to the extensors the peronei were also 
involved. This resulted in a varus deformity as well as 
Foot as the he was walking on the outer side of his 

_ as ge callosity showed; thus fixed deformity of 

first metatarso: phalangeal joint did not develop. 
in” case 3, too, all the muscles of the anterior tibial 
porn cp were affected, and pes equinovarus 


For calcification tooccur,calciumand as intake 

must be adequate. Their absorption is modified 
the amount ingested ; the vitamin-D intake which aids 
absorption; and the pH of the intestinal contents, 
ity favours calcium a ion. Theskeleton 


scar in its 


Increase in 
excretion of the phosphate radicle in the urine, increase 


. itis formed by the osteoblasts. 


in calcium in the blood and decrease in calcium phos- 
phate in bone. The enzyme phosphatase changes 
ic to inorganic phosphate, which then precipitates 
with ¢ the caleium ion to form insoluble calcium phosphate. 
It is present chiefly in the alimentary mucosa (where 
phosphate is absorbed), ho growing bone (at the epi- 
physeal line and in the periosteal layer where phos- 
phate is utilised) and in the kidneys (where phosphate 
is excreted). The richest source is growing bone, where 
In dead and degenerating 
tissues lipoid : breakdown leads to the formation of fatty 
acids. hese are —. as calcium soaps, and 
are gradually converted to calcium phosphates and 
carbonates. On the basis of these facts it is reasonably 
easy to classify the conditions in which calcification or 
bone formation in abnormal situations occurs : 


(a) Heterotopic calcification. 

1. Hormonal.—In hyperparathyroidism calcification is seen 
in the kidneys, lungs and arteries owing to the high concen- 
tration of serum calcium and phosphate (Mandl 1936). 

2. In experimental hypervitaminosis D calcification is seen 
in arteries and kidneys owing to increase in serum calcium 
and phosphate. 

3. In sites of tissue degeneration and destruction—e.g., 
old hematomata, tuberculous abscesses, walls of blood-vessels 
(atheroma), and the pericardium. The cause here seems to 
be a breakdown of the lipoids leading to precipitation of 
calcium soaps and later change to calcium phosphates and 
carbonates. 

(6) Heterotopic ossification. 

4. Myositis ossificans circumscripta.—Bone is laid down 
in and around muscles, chiefly in the quadriceps and in the 
flexors of the elbow, usually after acute trauma, and in the 
adductors of the thigh, after repeated trauma (‘‘ rider’s bone,” 
Moore (1937)). The formation of the bone is thought in such 
cases to be due to the action of osteoblasts. In some instances 
they are actually liberated from the subperiosteal layer by 
avulsion of the periosteum (Davis and Hunnicutt 1915). In 
others there is metaplasia of mesenchymal connective tissue 
cells which begin to secrete phosphatase and hence become 
osteoblasts. 

5. teat “eo Ossi ang peg sg lea bone is formed in 
the myofasc over the body. There may be an 
hereditary aestbenis” whereby the undifferentiated mesen- 
chymal connective tissue cells take on an osteoblastic function 
as suggested by Virchow. 


. Leriche and Policard (1928) postulated three essential 
factors for calcification: an adequate local supply of 
calcium ; an ossifiable medium (mesenchymal connective 
tissue); and a relatively poor blood-supply. Each of 
these may be further analysed. Thus the adequate 
local supply of calcium depends on absorption, hormonal 
control and the presence of phosphatase. The nature of 
the ossifiable medium. s in osteoblastic activity 
directly, or through metaplasia from undifferentiated 
mesenchymal elements, And hyperemia washes away 
calcium and — radicle and also phosphatase as 
it is formed (Taylor 1935); conversely when the blood- 
supply is poor, the blood tide is not so effective and 
sclerosis follows. This hypothesis is therefore a useful 
shorthand but is oversimple. It serves however to draw 
attention to the importance of the blood-supply of bone 
in determining its mineral content. 

In cases 1 and 2 calcification was found in dead 
muscle. The most likely mechanism therefore seems to 
be the degenerative one : lipoid degeneration, formation 
of calcium soaps of fatty ‘das and later change to 
calcium carbonates and phosphates. The possibility of 
osteoblastic metaplasia in the fibrous tissue replacing the 
muscle cannot however be excluded. The factors con- 
cerned may also be translated into the language of 
Leriche and Policard (1928): there was a local source 
of calcium (dead muscle and neighbouring bone), an 
ossifiable medium (the replacement fibrosis) and direct 
evidence of diminished blood tide. Calcification in the 
leg is extremely rare ; in describing 25 cases of myositis 
ossificans circumscripta from the Johns Hopkins Hos- 
pital, Geschickter and Maseritz (1938) found none below 


The final fen.qpndin Seepenmdiion ta ates 5 nnd 3 wes 
chiefly responsible for bringing them under notice. It 
developed many years after the original injury, and 








ee 
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undoubtedly followed the calcification. In case 2 caleci- 
fication had been observed radiologically five years 
before ; and in case 1 the large chalky 
within a few days of the onset of pain and swelling— 
much too onde for the deposit to have been formed 
then. In neither case could any organism be grown on 
culture. It is, therefore, considered that this was a 
reaction to the presence of an inorganic irritant. 
We think these cases * are examples of as not 
described, the salient features of which are : 


skin-tight plaster cast after acute trauma ; indeed, it is 
ible that some of the — deformities following 
eetune to this condition. Barly Sim 


dorsalis pedis is not ing, a anesthetic should 
_.be . er ese ek 
fe: artery should be explored ; spasm or 


may be found. Often cleaning away ea aoseel anetion 
tiseue from around the site of the lesion and bathing the 


ough 
may not be regained, early splinting of the foot in right- 
angled flexion will prevent foot-drep. In the established 
case, necrotic or calcified tissue should be excised. The 
deformity may be benefited by a boot with a drop-foot 
stop and lateral iron and spring. The resultant 
deformity is much less disabling the corresponding 
one in the forearm. 
SUMMARY 


Three cases are described showing: vascular injury 
in the leg ; ischeemia of the muscles “bap the anterior tibial 
compartment ; resultant dropped foot ; ipeonng late 
calcification and abscess ‘format ion (in two cases 

The ischemia is thought to be of the Vollnmny, 
and the view is put forward that the onset of this 
is dependent on either temporary arterial obstruction ol 
‘venous occlusion, and that the nature of the resultant 
deformity depends chiefly on muscle tone in the affected 


The possible deleterious effect of the skin-tight plaster 
cast, and the importance of early surgical intervention in 
cases of the arterial type are noted. Adequate hgowen 
will prevent the onset of deformity but cannot. restore 
prance to the affected muscles ; in the established case 

a drop-foot shoe with spring and lateral iron gives a good 
functional result ; and the chalky deposits and abscesses 
of the late stage require removal. 

It is suggested that more of these cases may be seen 
under war conditions, and also that instances of 
calcification may pessibly be demonstrated in old- 
examples of Volkmann’s ischemia in the upper 


9 paper is published by kind a of the Director- 
of Medical Servic 


General Services, Ministry of Pensions. 
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OBSERVATIONS ON CTAB (CETAVLON) 
ITS USE IN SURGERY 


Reperr WILLIAMS BaRBaRA CLAYTON-COOPER 
MB, BSC LOND BSC BIRM 
MRC UNIT, BIRMINGHAM ACCIDENT HOSPITAL 


J. McK. Duncan ELien M. MiILes 


TH® surgical use of craB (cetyl trimethyl ammonium 
bromide) was first suggested by Barnes (1942) in his 
notes on the detergent and disinfectant properties of this 
substance. In this paper we record a number of investi- 
gations of craB which we made to confirm and extend 
Sent bate: Barnes and to determine its suitability for sur- 

inion mid as a disinfectant in gldveless 
comm oer. observations cover its general bactericidal 
rae. ama its value as a cleansing agent, and as a 
steriliser of the skin, both of patients and surgicai 
personnel, 


BACTERIOSTATIC AND BACTERICIDAL PROPERTIES OF CTAB 


The disinfectant powers were tested by seeding 
standard inocula, usually between 5000 and 20,000 viable 
organisms, into dilutions of cTAB made in nutrient broth 
for aerobes, and in thioglycollate broth for anaerobes. 
Bacteriostatic titres were judged by the absence of visible 
turbidity (inhibition of growth) after 18 hours’ incuba- 
tion. After this — it was found that within the 
limits of the 3-fold dilution series employed in the tests, 
the bacteriostatic and bactericidal titres were similar. 
The distinction between growth-inhibition and death in 
non-turbid cTaB-broth cultures was made by addi 
the mixtures to more broth, so that the craB was dilute 
well below its bacteriostatic concentration, and re-incu- 
bating. Table I shows the distribution of these titres 


TABLE I-—-MINIMUM CONCENTRATION OF CTAB IN BROTH, 
BACTERICIDAL FOR VARIOUS BACTERIA 








poy ng em | Organisms killed after 18 hours at 37° C. 

1: 300 Proteus vulgaris and morgani, Bact. paratypho- 
| sum B 

1: 900 .. | Bact. colt and aerogenes 

1: 2700 .. | Bact. typhosum 

:6100 =... | _ 

1: 24,300 Bact. flexneri 

1: 72,900 C. diphtheria mitis, B. subtilis, Cl. welchii 

1 


: 218,700 


h. au S. lutea, Cl. ede- 
ine ad spin sige” 


against various organisms. On the basis of these few 
tests, for the most part with single strains, it appears that 
the intestinal gram-negative bacteria are relatively 
insusceptible, though the two dysentery bacilli are 
Sirep. ue Sar aah tis nin cee nor eniaeens 
+ pyogenes, gas~ me 
are all killed by low concentrations of craB. The 
related detergent cetyl p ium bromide was tested 
im the same way, in with CTAB, upon these five 
organisms ; its bactericidal and bacteriostatic titres 
were precisely those of the cTaB. 

These relationships were borne out by a few tests made 
according to the technique of Baker et al. (1941) using 
saline or phosphate butter instead of broth. For our 

oses, the refinement of using washed cultures and 

in buffer was not necessary. Our broth 

hectanbeahadiie mixtures retained their initial pH of 7-0, 

and the deviating effect of the broth on disinfectant 
action was negligible. 

Effect of Organic Matter.—The effect of organic matter 
was measured by successive viable counts on disinfectant 
mixtures and by adding varying amounts of organic 
matter to the titration series described above. Garrod’s 
(1935) killed yeast s n Geo on. basis of dry —— 
made a 20-80 fold the: bactericidai titres o 
ctTaB for Staph. perma We te bee og aN nl 





Cekrageo FyPeES 





& 


SERREE 2TRPERSEES 


THE LANCET] 


DR. WILLIAMS AND OTHERS: SURGICAL USH. OF CTAB 


[apren 24, 1943 §23 





fold. Table 1 shows the effect of 5% 


ast on 1/10,000 
CTAB and Staph. aureus, and, 


» the ad dis- 
infectant action of craB-broth. Dead yeast cells have a 
marked affinity for craB ; for example, a concentration 
of 1/5000. ean be absorbed completely from a solution by 
phn ph mre ee The fiuid part of the yeast 
uspension, containing about 0-04% protein, has compara- 
aereitele effect. Ten per cent. horse serum produced 
OT told drop ta titne, tested on the two pyogenic cocei 
anil the three gas-gangrene anaerobes. 
For repeated ee of crude craB, the addition 
of emollient oils and aromatic essences may be desirable 
(see below). In view of the demonstration by Baker 
et al. (1941) that synthetic detergents like CTAB are 
i arachis oil and ‘Bouquet ’ 


4% essence reduced the disinfectant power of 1% crap 
for the two pyogenic cocci and the three gas-gangrene 
bacilli. ‘These oils, however, did not disperse readily in 


TABLE I—EFFECT OF 5% Y¥EAST-CELL SUSPENSION ON 
BACTERICIDAL POWER OF CTAB FOR Staph. aureus 


CTAB (conc.) 110,000 ‘1/10,000 
Yeast (conc.) 0 5% 


0 min,* 130,000 

Smin .. 12 
16mm... < 12 

4hours.. | < 12 


130,006 
68,200 
73,400 

143,700 


Viable 
counts 
of Slaph. 
aureus 


° Estimated from viable count of original inoculum. 


the craB solution. A “vanishing ’’ cream made of 
10% pene Hs oil and 5% lanette wax in a 1/320 dilution. 
inhibited 1/10,000 craB, but in a 1/10 dilution failed to 
inhibit 1/1000 cras. The oil and fat les, 1% 


dispersed 
deviate the craB to some extent. Nevertheless, 
cTaB in the full cream had a considerable activity, for 


(1000) the distance 


ae technique of Rose and 

to which cTaB diffused into the agar 
from the “‘ cup ” full of cream was at least half 
air te: tines a glniet enbation of 1%: etants diifenedl ta: 
similar circumstances. All the tests of.cream were 
made with the two pyogenic cocci. 

Insummary, 1% cTaBis an effective disinfectant against 
pyogenic coeci and the gas-gangrene organisms, but. 
variable in its action on mms. Ht is markedly 
affected by organic matter, especially dead cells. 


PRELIMINARY CLEANSING OF INDUSTRIAL ACCIDENT 
WOUNDS 

Wounds were cleansed with small gauze mops, moist- 
ened. with either 1% craB or spirit: soap; and the com- 
parative efficiency of the two agents compared by esti- 
mating the ratio of the number of mops required to clean 

a standard area of each type of wound. Each mop was 
we for 12-15. rubs. A series of 150 lacerations, 12 
abrasions and 29 burns, all seen within 4 hours of inftic- 
tion, were cleaned with craB. These were variously 
contaminated, with road dirt and blood, sump 
oil amd press grease, grime (steker’s, collier’s,: sand- 
blaster’s, caus and founder’s) or tar and pitch. 

With sump oil or’grease, CTAB is 6-7 times as efficient 
as prin, se tara ot — a is rarely needed, except on 

the palmar skin surface, where a nailbrush may be 

necessary. Mixtures of road dirt and congealed blood 
are easily removed. _cTAB readily removes grime, and is 
effective where spirit-coap altogether fails. Tar, the 
most persistent of all contaminants, is removed 4-5 
times as efficiently by craB, though hard rubbing may 
be required if the tar is matted by hair. Where the skin 
around the wound is very dirty, a gees soak of 
2-3 minutes in CTAB is a The preliminary soak 
is also essential for removing tar. 

Dirt ingrained in abrasions can be removed with craB 


logically controlled tests, the 


Second-degree burns were treated by the mist metited 

powder and. tullegras). CTAB. was used: 

the whole area. after removal. of. the blister. 

ts with bland after-dressings were satisfactory ; 

a an average, the burns, were healed and were covered 

epithelium im 911 days, varying from 5 da — 
ome tthe Seon, te 20 days for burns of the legs and fee 


BATHS. AND SURGICAL INSTRUMENTS 
We have confirmed the findings of Barnes (1942) that 


‘L% craB eleans: and sterilises baths and bowls that, after 


use by infected patients, are heavily contaminated with 
group A streptococci and “7 om aureus. In 14 baeterio- 
heavily contaminated 
grease-line was easily removed: by craB and the resulting: 
surface sterilised) by another application. Im 4 of the 
tests,. CTAB was compared with neat lysol, and 10%. 
hypochlorite solution. It was as efficient as the: lysol,. 
and about 10 times as efficient as the hypochlorite. 

instruments may be similarly cleaned and 
sterilised. cTAB appears to be asafe ~ sterilising 
agent for smooth, non-absorbent. surfaces t must be 
emphasised, in. view' of the ease with which organic 
matter inhibits its bactericidal action, that craB must 
be first applied as a detergent, and all organic matter 
rinsed away if the final antiseptic application is to be 
effective. The craB may be wiped off with sterile 
towelling without rinsing. Application of Staph. aureus 
to the wiped surfaces of instruments so treated showed 
that asmall butinhibitory concentration of crAB remained 
on the metal. 


DISINFECTION OF THE. SKIN: GLOVELESS SURGERY 

It appears from the skin sensitivity tests which we 
record below, and from a number of reports from persons 
who haive been handling craB for long periods, that sensi- 
tivity to the repeated. application of 1% craB is likely to 
declare itself after the first few applications, and that the 
percentage of skin-sensitive persons is small. We have 
therefore examined the disinfectant properties of cTraB 
in the light of its possible use by surgeons in gloveless 
—— 

The well-scrubbed hand, though no bacteria may be 
cultivable from its surface, is not sterile. Bacteria may 
be sweated from the deeper recesses of the skin (Devenish 
and Miles 1939, Gillespie et al. 1939, Vierthaler 1946). 
These bacteria are mainly saprophytes, but a small pro- 
portion of persons carry Staph. aureus in the deep recesses 
of the skin. Though in gloveless surgery there will be 
less sweating of the hands than there is inside a rubber 
glove, yet the temperature of the operating theatre 
may be high enough to induce a sweat that will wash 
the deeper bacteria out of the surgeon’s skin. The 
kmown deep skin carrier of Siaph. aureus should not 
engage in gloveless surgery. unless measures other than 
gloving the hand are proved te render him safe. The 
carrier state may be detected by a test along the lines 
suggested by Gillespie et al. (1939). But with any 
organism the carrier state is notoriously intermittent, and 
it may be that those who show no evidence of carriage at 
the test will at other times sweat Staph. aureus from the 
deeper recesses of the skin. The ideal skin-cleansing 
agent should therefore (a@) remove as far as possible the 
deeper-seated bacteria of the skin, including Staph. 
aureus; (b) kill those it cannot shift, and (ec) persist on 
the skin so as to provide an antiseptic defence against 
bacteria that later emerge from the inaccessible depths 
of the skin. We have tested cTraB in these respects in 
the following ways. 

Removal of Deep-seated Bacteria.—Volunteers scrubbed- 
up one hand for 5 minutes with soap and warm water, 
rinsed it well, and applied 70% industrial spirit to dry it. 
An area of about 2 sq. in. of skin was sampled bacterio- 
logically with a broth-wetted swab, and a sterile rubber 
glove put on. The other hand, which in the meantime 
had been protected by a rubber glove, was now scrubbed 
up with 1% craB for 5 minutes. After thorough rinsing 
to remove all the craB, the hand was dried on a sterile 
towel, sampled as above for bacteria, and covered with 
a sterile rubber glove. The volunteer was kept in a hot 
room until general sweating was evident, the interior of 
the gloves rinsed with a little broth, and press-plates 
(Devenish and Miles 1939) made of the palmar aspect of 
each glove. 
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Ge eS eae 
figure. r-sweat sampling by - is 
not so thorough as the pre-sweating pono so Teer tin 
number of colonies reco: above and below the line 
are not strictly comparable. Nevertheless, it is obvious 
that craB is much more ag ane the soap, and that 
far fewer bacteria are left in the deeper layers of the skin. 
The gross incapacity of soap and water to clean the hand 
may in certain cases have been due to poor scrubbing-up 
(some of the volunteers were laymen) ; but in other cases 
the volunteers were well-trained hospital nurses, and the 
results cast a doubt on the efficacy of this standard 
method. But in all cases the scrubbing of the other 
hand by craB would be equally thorough, so that com- 
parisons of the two met: are valid. 

It is noteworthy that 4 of the 30 volunteers sweated 
Staph. aureus from the deeper recesses in the skin, 2 of 
them in the craB-cleaned, and 2 in the soap-cleaned 
hand. The incidence is high com d with the 5% 
found in normal skins both by Gillespie et al. (1939) and 
Vierthaler (1941). The results confirm the value of CTAB 
as a skin steriliser found by Barnes (1942) and by Dr. 


_ Margaret MacKay (personal communication) who, in a 


test’6f many skin antiseptics, found that only 1/1250 


~ phetiyl mercuric nitrate and 1/100 craB could be relied 


NUMBER OF COLONIES 


upon to produce an apparent sterility of unwashed skin. 

Persistence of cTaB on the Skin.—crTaB persists in bac- 
teriostatic concentrations on the dry skin for several 
hours. Its presence was detected by applying to the dry, 
treated skin pastilles of nutrient agar, 1 em. in diameter 
and 2 mm. thick, cut from pour-plates in which varying 
numbers of viable Staph. aureus had been incorporated. 
After 5 minutes’ application the pastille was removed and 
incubated to determine the number of staphylococci that 
survived, as compared with control pastilles placed on 
soap-washed skin. The test is severe, for the moist sur- 
face of the agar has in 5 minutes to absorb enough cTaB 
to sterilise the whole pastille. Thirty tests on 8 persons 


showed that the greatest bacteriostatic concentrations 
of craB on the skin were produced by cleansing the skin 
with 1% crab, rinsing, and allowing a fresh application 


to dry on. For at least 4 hours after this treatment 

enough cTAB remained to sterilise pastilles containing 

200,000 Staph. aureus; some cTaB remained after 24 

RESULTS OF TESTS ON THE HANDS oF 30 VOLUNTEERS 
CTAB 


hours. © If the final ap 
with a sterile towel, the riostatic powers of skin 
were less evident after 4 hours, see pastilles contain- 
pes hy oes Staph. aureus were usually sterilised. Pro- 

d the film of craB is not washed away, the con- 
centration left on the skin after a 1% solution has dried 
on to be strong enough to kill small numbers of 
yo pre cen that might be sweated from the deeper 
recesses of the skin during operative procedures. Thus 
CTAB provides a relatively lasting ‘‘ antiseptic barrier ”’ 
on the skin, com ble with that produced by ap’ - 
tions of iodine and chloroxylenol solutions (Colebrook and 
Maxted 1933, Colebrook 1941). 


THE SENSITIVITY OF SKIN TO CTAB 

Repeated Applications.—Tests were made on.42 young 
adult volunteers, of whom two-thirds were female. A 
thrice-daily application of 1% crude craB in water was 
aimed at. This was not always achieved, particularly 
during the weekends ; and the average number of appli- 
cations per day in all groups was 2:6 per person. OTAB 
was applied by 5 volunteers for two weeks, by 18 for 

weeks and by 18 for four weeks. The solution was 
rubbed well into the hands for 2-3 minutes. Five 
volunteers in the second group rinsed off the craB after 
each application ; the remaining 37 volunteers allowed 
the fluid to dry on their hands. 

In the first group there were no ill effects ; inthesecond 
group 2 persons suffered from chapped hands some 5-10 
days after the last application of craB; this chapping 
cleared up rapidly with ordinary emollient cream. In 
the third group, 2 persons had slightly chappe d hands 
in the second week of application, but this cleared up 
rapidly, although the applications continued for 18 more 
days. The 42nd person complained of marked chapping 
of the hands after one day’s application of cTas, and did 
not continue with the test. 

In general, most of the volunteers found that crap 
made their skins softer and smoother. Some, however, 
complained of unwonted dryness of the hands. Our 
general impressions from these limited observations, and 
from our experience with cTAB in laboratories and hos- 
pitas, is that if a person is sensitive, the sensitivity will 
decllare itself after a very few applications, and that other 

persons may use CTAB with safety for repeated applica- 


ons. 
Patch Tests.—Further tests of natural skin sensitivity 
to CTAB were made on 144 young adult volunteers. 





BEFORE SWEATING 


AFTER SWEATING 











About 0-05 c.cm. of a 1% alcoholic solution of craB was 
allowed to dry over an area 4 mm. in diameter on 
adhesive plaster. The plaster was applied firmly te the 
skin of the upper arm or thigh, and reactions noted 
after 1 and 2 days. Positive reactions consisted of an 
area of erythema, sometimes with papular swellings, 
coincident with area of dry craB on the plaster. 
Parallel tests of cetyl pyridinium bromide (cPB) were 
made. Table m1shows the results of the 144 volunteers. 
One ar was sensitive to plaster so that no reading 
could be made ; 5 reacted definitely to craB, and 12 
doubtfully ; none reacted definitely to cps. The positive 
reaction does not necessarily indicate a ready sensitivity 
to a cleansing application or even repeated applications 
of a 1% aqueous solution. The skin of the volunteers 
was in contact with a thin film of solid craB, representing 
a much higher concentration than 1%. However, 
there is no statistically significant difference between 
the percentage of sensitive persons, 2-8, derived from 
this test and 2-4 from the repeated-application test in 
42 volunteers. A better estimate of the proportion of 
sensitive persons in the population must await more 
extensive use of the compound. A comparison of the 
CTAB and cps results suggests that the irritating 
power of cTaB resides in the trimethyl ammonium 


ue. 
Attempted sensitisation of the human subject.—Of the 
students negative to the patch test 39 were chosen at 
random, and 19 applied craB to their hands three 
times daily for 12 days. The whole group was then 
patch-tested again. one of the students was positive, 
showing that neither new oe pre tch test (in the 
control group) nor the re) application of the solu- 
tion in that time induced a sensitivity to crasB. 
The possible later development of sensitivity is under 
investigation. ‘ 
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TABLE IlI—SKIN REACTIONS OF 143 HUMAN VOLUNTEERS TO 


CONCLUSIONS 


None of the investigations of cTAB that we have 
reported is extensive ; our object in publication at this 
stage of our work is to advertise the possible advantages 
and drawbacks of cTaB as an aid to surgery, so that others 
may be induced to investigate them. 

cTaB kills bacteria, but its action is so limited in the 
presence of organic matter that it should not be con- 
sidered primarily as an antiseptic. It is, however, an 
excellent detergent, and a surface cleaned of gross organic 
matter by CTAB may be easily sterilised by a final applica- 
tion of the compound. It is a useful rapid emergency 
disinfectant of instruments and utensils ; as a detergent 
for dirty wounds and skin around wounds its advantages 
heavily outweigh the minor disadvantage of a possible 
reaction in a sensitive person. On greasy or tarry indus- 
trial wounds it is more effective than trilene, and far more 
antiseptic. For cleaning baths of infected grease, 1% 
CTAB is as effective as neat lysol, and much safer for the 
user. ‘ 

The cleansing and antiseptic powers of 1% cTaB on 
the skin are far greater than those of soap and water, and 
in this a it is an admirable fluid for repeated use 
on the hands ofsurgeonsand nurses. Its powerto remove 
bacteria in the weage 1 recesses of the skin and its el 
sistence on the dry skin are points in favour of its-employ- 
ment in gloveless surgery. A moderate “scrub-up ”’ 
with craB, followed by drying with a sterile towel, will 
ensure a high degree of bacterial cleanliness, which could 
be maintained easily, even during a wet operation, by an 
occasional rinse of the hands in CTAB. 

But with repeated application, miid erm nige toxicity 
for tissues may exert a cumulative effect; naturally 
sensitive persons may become more sensitive, and react 
severely; and the continued removal of the natural 
lipins of the skin, apart from sensitivity, may prejudice 
the health and the natural antibacterial powers of the 
skin. The weight that must be attached to these 


adverse considerations is to a large extent unknown, but: 


the bilities must not be overlooked. We have as 
yet few data on the increase of sensitivity with repeated 
application. Colebrook (1943) reports 3 instances of 
troublesome dermatitis in over 1100 patients treated for 


burns. In one of the three cases there were only two. 


applications of craB; dermatitis followed about a week 
after the second, and the skin was sensitive six weeks later. 
The two remaining patients were exposed continuously 
to @ cream containing craAB for several days; both 
reacted strongly in sensitivity tests. It is possible that 
sensitisation is more readily acquired through damaged 
skin than through unbroken skin. Lovelock, J. E., and 
van enaesan ; Sor eae comm a a ne 
pre experiments on guineapigs in which repea 
application of craB to skin round burns not only resulted 
in increasingly severe dermatitis, but, if the applications 
were withheld for a period of 7-12 days, resulted after 
further applications in an even greater reaction. In 
these circumstances CTAB appeared to have a cumulative 
and a sensitising effect. Miles (1943) found that 20-30% 
CTAB applied daily to the backs of mice for 30-60 days 
produced large inflammatory areas in which the super- 
ficial layers of the dermis were wholly destroyed. These 
considerations, especially in view of the successful use of 
cTaB by human subjects, are not necessarily contra- 
indications for its use ; for many commonly used anti- 
septics are toxic in high concentration or after repeated 
applications ; possibility of untoward effects 
must be borne in mind. 4 
The removal of natural oils and fats from the skin 
might be countered by the use of emollient oils, like 
arachis oil, either in craB or applied after it. However, 


the renewal of oly matter as such may not be sufficient, 
for Burtenshaw (1942) found that the streptococcicidal 
power of the human skin surface depended on its content 
of unsaturated fatty acids, and the continued removal 
of these natural fats might reduce resistance of the skin 
to infection. In 14 subjects:we have compared the 
effect, of scrubbing-up the palms of the hand with water, 

and warm water and with 1% oras, on the ease with 
which the streptococcicidal fats can be extracted with 
ether by Burtenshaw’s technique. In some cases there 
t increase, in others a slight decrease in the 
power of the extracts to kill Sir. pyogenes, but the 
changes were no greater than those observed in extracts 
of the normal skin of single individuals tested at different 
times, and much smaller than variations observed from 
person to person. CTAB does not therefore appear to 
have a significant effect on the readiness with which the 
fats can be extracted from the skin. 


SUMMARY 


One per cent. cTaB is an excellent agent for cleansing 
surfaces of organic matter, and has considerable anti- 
septic powers on already clean surfaces. It is recom- 
men for both the cleaning and sterilisation of utensils 
and instruments ; and for the cleaning of wounds and 
the skin surrounding wounds. 

It is also highly effective for removing dirt and bacteria 
from the hands of the surgeon and nurse, and far more 
effective than scrubbing with soap and water. In this 
respect it appears to be an admirable substance to apply 
to the hands of surgeons and nurses in gloveless surgery. 


. There are, however, certain drawbacks, notably skin 


reactions in a small percentage of sensitive persons, 
whose importance can best be determined by extensive 
trial in surgical practice. The chemically related deter- 
gent, cetyl pyridinium bromide, is less likely to induce 
highly sensitive reactions. 


We are indebted to Dr. Charles Scott of the biological 
department, Imperial Chemical (Pharmaceuticals) Ltd. for 
our supply of cras; to Dr. H Davis for pharmaceutical 
advice and help; to many volunteers in the Birmingham 
Accident Hospital and among students of Birmingham Uni- 
versity and of University College Hospital medical school for 
their codperation ; and to our surgical colleagues for their 
collaboration. One of us (E.M. M.) is in receipt of a grant 
from the Medical Research Council. 


Note.—Throughout the paper the recorded concentrations 
of cra refer to those of the crude product actually employed, 
which contains 79% of cetyl trimethyl ammonium bromide 
(Dr. Scott ; personal communication), These concentrations, 
to express them in terms of pure substance, should therefore 
be multiplied by the factor 0-79. Thus in table 1, the 
concentrations would be 1: 380, 1: 1140, 1: 3420, &c., and in 
table m, 1: 10,000 cras is equivalent in 1: 12,750 of the pure 
substance. 
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Two amendments to the NHI schedules make available 
as part of medical benefit hypodermic needles and syringes 
for the -self-administration of adrenaline, and add oiled 
artificial silk to the list of ‘‘ protectives.”’ 


Guaxo LasoratTorigs are introducing a new crude liver 
extract, ‘ Plexan,’ which retains the less well-defined con- 
stituents of liver thought to be important in the treatment 
of certain forms of macrocytic anemia, though protein and 
histamine-like substances likely to cause reactions have been 
removed. ‘This is not intended to replace the refined extracts 
for straightforward cases of pernicious anemia. 








DR. HILL AND OTHERS:: 


A CASE GF MATRICIDE [APRIL 24, 1943 





A CASE OF MATRICIDE 
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Av the Old Bailey recently, a young man accused of 
the murder of his mother was found guilty ‘but boar 
The authors of the following note gave evidence in his 
defence, and in view of certain interesting features ‘in the 
case have decided to publish their findings. 

The accused, who was 20 years of.age and lived alone in.a 
flat with his mother, killed her by stabbing with a kitchen 
knife, at 11.40 pm on Dec. 30. “Multiple wounds were inflicted. 
Sir Bernard Spilsbury stated at the trial that death was due 
to hemorrhage into a pleural cavity, and grazes on her chest 
wall suggested that many additional stabs had been attempted. 
The accused in subsequent statements described in detail the 
quarrel and the death of his mother. Five days before the 
-murder-his mother had opened a club for'‘Serviee men and he 
had assisted her energetically. His:meals had been irregular; 
every day he had gone without a formal’ breakfast and he had 
been foreed to snatch his meals when he could. Recently 
there had been some quarrelling between the accused and his 
mother over finance. On the morning of Dee. 30 he had 
nani @ very unusual thing, 
for which he had subsequently apologised. On that day ‘he 
had eaten very poorly, his last carbohydrate meal being at 
noon. In the evening he ate two small chops. Between 9 
and 10.30 pm he had drunk four pints of mild ale and had then 
returned home to go to bed. On his mother’s return at 11 Pm 
a@ quarrel developed over money. During this the accused 
was pushed out of his mother’s room, aleng a passage into 
his own room, when, despite the four pints of beer, he suddenly 
felt thirsty and went to the kitchen to fetch an opener for a 
lemonade bottle. There he saw a kitchen knife, and at this 
point, he said, “ something came over ”’ him—‘ I was like a 
homicidal maniac.” He attacked his mother with a knife and 
killed her, ‘He then realised what he had done, 
for fingerprints, washed and dressed, and left the house. 
For seven hours after this he developed amnesia. The next 
day he gave himself up to the police and made a full statement. 

Dr. Leo Rau, who had examined the accused in 1941 


an investigation 
of the BEG be made. te 1941 a arena egy 
wh & nearer a ( 1 

c.em. after en _— ae Olen ane knew ar ail a 
paternal uncle e Pat ilepsy and a maternal 
aunt from schizophrenia. He had i investigated also the 

severe bilateral nerve deafness and had formed the view, 
with ¥ which we have concurred, that the accused had an 
abnormal personality.! 


GENERAL EXAMINATION 


The accused was pale, of asthenic physique and poor 
nutrition, wei 114 db. the six weeks in 
Brixton Prison re his trial he gained 5 Ib. He had 
severe bilateral nerve deafness but could hear when 

spoken to loudly. His gait was cl and there was an 
equivocal plantar response on the ieft side. It was 
stated that until the age of 9 his movements were very 
ill-coérdinated and he often stumbled and fell. His 
secondary sex characters were normally developed and 
there was no evidence of endocrine disorder. 

His history showed that he had always been very 
nervous and apprehensive, not particularly aggressive, 
and had failed to adapt himself to o life, having 
become dependent on his mother. He been gener- 
ally unstable and unreliable, though there was no evidence 
of dishonesty. Emotional immaturity was the most 

so ty in his personality. His inte mce was 
He aed little self-reproach about the murder 
and very little real emotion when describing the details. 


SPECIAL — 
The following biochemical and electrical tests 
made during a period of four days. inall, Oh: Uhootboener 
estimations and over 30 HHG records were made. 


1. Insuli istamece curve. 

2. Colorimetric estimation -of 17-ketosteroitls in 24-hour 
specimen of urine. 

3. Sugar-tolerance curve. 

4. EEG with high, fasting:and normal blood-sugar levels. 

5. EEG during artificial lowering of blood-sugar level with 
insulin and observations on mental state during this ‘test 
(three occasions). 

6. Investigation af blood- levels after four pints of 
mild beer, and reactions of the EEG. Observation’of mental 
state after this alcohol. 

7. Some tests on impairment of consciousness associated 
with the abnormal electrical ‘potentials that appeared in the 
EEG during periods of voluntary deep breathing with low 
and high blood-sugar levels. 


1 and 2. Insulin resistance and 17-ketosteroids.—A 
normal insulin-resistance curve and 17-ketosteroids assay 
(12-6 mg.) (Fraser, Maclay and Mann 1938, Fraser and 





Smith 1941) eliminated pan-hypopituitarism and pan- 
rinsulinism. 


creatic hype 

3. Sugar tolerance.—In 1941, a fasting level of 78 mg. 

ag S ppc rose to 135 mg. after 30 g. of glucose and 
to 56 mg. after three hours. In our test, done after 

some weeks on Brixton Prison diet, a fasting level of 83 

mg. rose to 147 mg, in half an hour after 50 g. npg 

and fell to 72 mg. within two hours, remaining at 7 

for four hours. 

4. EEG at various bleod-sugar levels.—With blood- 
sugars above 100 mg. per 100 c.cm.—namely, 113 mg. 
and 159 mg.—the G showed very little abnormality, 
either at rest or after hyperventilation. Many EEGs were 
taken with the blood. below 100 mg. At all such 
levels the EEG was abnormal. These abnormalities 
eae cand tones of the monn the tw. 

uency er on the two 
hemispheres; (6) a 4-6 cycle apeunes rhythm, with a 
voltage equal to the dominant occurring paroxysmaily 
from the right frontal lobe ; (c) pathological instability 
on. hyperventilation, which elicited a 3-cycle high 


5. Observations with lowered blood sugar.—The EEG 
= examined after the intravenous injection of 50 units 

of insulin, and was subsequently checked after 25 and 
5 units. The blood-sugar was correlated with the EEG 
and mental changes which occurred. gy lg PL 
100.c,cem. the dominant frequency had fallen from 9 to 7, 
Sect ie: Sead mak Aes praeal 


greater of the record. 
88 mg. the pathological instabi y could be i 
two minutes’ hyperventilation; at 44 
menon. occurred after one minute. At.levels between 
mg. and .44 mg. he had feelings as if he had taken ‘‘ con- 
erable quantities of alcoholic liquid,’’ and at the low 
level he complained of great spank titan 
6. Observations after ale.—The accused was given:faur 
ee ene aaa e m 
and EEB were followed during and after this, the object 
to discover whether the malt sugar in the beer 
which he had drunk on the night of the murder would 
have been sufficient to inhabit abnormal h 
ventilation response. While the beer was 
the blood-sugar rose from 97 mg, per 100 c.cm. 
but fell to 104 mg, an hour after he had 
97 mg. an hour later. Fifteen 
finished the beer, the abnormad h 


blood. 

af one hour and th easily 
and progressively more readily as the blood-sugar 
He showed no signs or symptoms of clinical imtoxi- 
cation, 

7. Tests on impairment of i a 
period atuypactondation within high teatengen st 
no instability in the rhythms could be 
accused remembered phrases shouted in his ear. With a 
similar test with a low blood-sugar, when high vo 
tn or lp a aye en wg ar fosemenrine 
remember similar phrases, though he obeyed commands 
at the time. Subsequently, he said that he had been 
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CONCLUSIONS 
Prom the history and examination we concluded that 
the accused had an abnormal personality, associated 
with which was a yee physique, severe inner-ear deaf- 
ness, ee irth injury to the right hemisphere, and 
ce. He was not suffering from 
or eine acquired mental disease, _ 
wienaiet his blood-sugar was below — 100 mg. 
100 e.cm. the BEG was abnormal, and 
abnormal 


cortex, 

of judgment and some clouding of 

our opinion, from the history of his diet before the 
murder and the glucose-tolerance tests, it was practically 
certain that his was below 100 mg. per 100 
c.cm. at the time when he murdered his mother, and that 
bh : to the emotion aroused 


was guil 
returned peat of “ Guilty but Insane. 
DISCUSSION 

Th it is generally recognised that hb 
will Lee to suppress epileptic activity in the REG, the 
degree of i to hypogl in this case 
has not been previously recorded. In our own experi- 
a the ni EEG ny not. — ~ nen it oie slowing 
of dominant frequency at sugar levels a ve 50 
100 c.cm., and this is also the view of F. A. Gibbs (1042). 

this case, a well-marked change occurred between 
100c.cm.. The incidence of abnormal 
EEGs among dividuals of abnormal personality who 
commit acts of violence is known to be high ( and 
Watterson 1942) and also among psychopathic persons 
generally (Harty, Gibbs and Gibbs 1942). There can 
be no doubt, however, that the aggregate of abnormality 
on the psychological, neurological and metabolic levels 
of function, together with say unfortunate dietary insuf- 
ficiency, make the presen Pee Be rare and possibly 
a one. But it P putontes t the impulsive and 
apparently motiveless crime of violence is a problem for 
study by all the methods now available to Hag eno 
By such methods tests can be designed to be of such an 
objective nature that they were readily verifiable by any 
one concerned, and thus expressions of clinical opinion 
based on impressions without the support of objective 
data ean be avoided. . 

We came to the conclusion, after four days’ investi 
tion, that at the time the accused killed his mother 
— not in a psychiatric sense for his action. 

‘or, to be responsible, in our opinion, @ person must be 
in fall possession of his consciousness and so be able to 
pass judgment on and control his actions. The final 
evidence that this was not the case was startlingly 
revealed in court. A witness for the prosecution who 
lived in the flat below recorded that she had heard screams 
at 11.40 er ver The accused, who had twice given a 
of the mud, ant detailed account of his memory 

had not nares this, yet he had 

exactly the initial stage of the assault and the 

position af his mother on the floor after she had fallen. 

There was, in fact, in the accused’s cg the a 
of a march of events, & athe poor d 


of the 30th, then i fe further poor diet for that con dee 
leading up to the assault on death of his mother in 

the night, and followed by 6-7 hours’ amnesia. 
Since the McNaghten rules’ make no allowance for 
degrees of consciousness and bility, it was 
that the aceused’s ease could not be argued 


within their framework, and we made no eae gh to do 
so. We therefore stated in court the results of our 
investigations and the simple medical conclusions that 
could be drawn from them. 


‘We wish to thank Mr. J. Theabalds, electroencephslographic 
technical assistant, and Mr. R. Slater, pathological laboratory 
assistant, for their help in these investigations. 
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ANAESTHETIC EXPLOSION DUE TO STATIC 
ELECTRICITY 


Enva M. CHIVERS, MB CAPE TOWN, DA 
AN ASTHETIST TO THE WEST MIDDLESEX COUNTY HOSPITAL 


' Ar about 1f am on July 10, 1942, an anesthetic 
explosion oecurred in the as po ical theatre of the 
West Middlesex County ital. The anesthetic 
apparatus in use at the Sine was a Boyle’s machine 
consisting of a table with nitrous-oxide, oxygen and 
earbon-dioxide cylinders attached, a dry flowmeter, 
chloroform and ether bottles, and a Magill unit. No 
CO,-absorber was attached to this machine. 

One operation had been performed under a general 
anesthetic, and the second patient, a middle-aged woman, 
was about to undergo a minor gynzcological operation. 
After a quiet induction lasting about five minutes, 
during whieh she was given N,O-O, ether mixture, she 
was wheeled into the theatre together with the Bo = s 
machine; the face mask was kept on the whole 
She was then lifted on to the operating table, and the 
stretcher trolley was wheeled out of the theatre. After 
about two minutes, during which the anzsthetic mixture 
had not been changed, and without the slightest indica- 
tion of anything being wrong, there was a sudden 
deafening g report, and the anzsthetic table was enveloped 
in @ sheet hite flame. 

The mask was immediately removed from the patient’s 
face, the oxygen cylinders turned off and removed from 
the theatre, and the fire extinguished. Nothing further 
occurred, the whole explosion being over in about two 
seconds. The patient sustained a slight injury to one 
eyelid, caused by flying glass; the anaesthetist. had 
several small cuts, a black eye and was deafened. No- 
one else was inj 

There was no electrical apparatus or open flame of any 
kind in the theatre, and the anesthetic machine was 
earthed by a chain. 

After he explosion the remains of the Boyle’s machine 
were carefully examined. The oxygen and nitrous oxide 
reducing valves were found to be in perfect condition 
and quite free from vil. The chloroform and ether 
bottles, as well as the thick plate glass top of the table 
were completely shattered, the rebreathing bag was 
destroyed, and spare m masks and airways were burnt. 
The face-piece that had been used was intact, the ex- 
piratory valve half open, and the respiratory hose of the 
Magill unit was intact to within 2 in. of its attachment 
te the machine. At this spot it had obviously burst, 
and it was concluded that the initial explosion had 
occurred there, and passed backwards into the machine. 

In view of the absence of electrical apparatus or apen 
flame in the theatre, the most likely explanation of the 
explosion seemed to be that a static p Mrom2 had develo 
in the respiratory hose, at the spot where the tube 
burst, caused by the friction of the dry gases over the dry 
rubber, and as a highly explosive anzsthetic mixture 
was being used the static spark ignited the —*. 

fies cnt thats ws what Sines tea a I poneng 
points ou a static ma; eve any~ 
where within the apparatus by the ion of two bodies 
or substances against each | Prom but the commonést 
i Sates friction of be dry gas gases Fcndgyacne | priate oa the 

and respira’ e ints out 
that with complete rebreathing the humidity in the 
apparatus becomes so high that a static s is im- 
i In this instanee there was no CO,-absorber 

in use, so complete rebreathing did not take place. 
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Fete E Reviews él Books 


Thorpe’s Dictionary of Applied Chemistry 

(4th ed.) Vol. V: FEH-Glass. The late Sir Jocenyn 

Tuorre; M. A. Wuiretzy, DSc, FIC. (Longmans. 

Pp. 610. 70s.) 

A ciassic should have outward distinction to match 
its intrinsic worth and this edition . “Thorpe ”’ is 
bound in ‘ Monastic Fast Blue, BS,’ i 
came as a bolt from the azure to the dye 
in 1936, just in time to herald the modern trend of 
applied chemistry. For the previous editions, guided 
by Sir Edward Thorpe (who died in 1925), were limited 
rather strictly to the applications of chemistry to the 
arts and manufactures, whereas from the first his 
successor, Sir Jocelyn Thorpe rpe, also an FRS, 
that technology could not be divorced from pure science, 
even in the —— of a dictionary. And since Sir 
Jocelyn’s death two years ago his co-editor, Dr. Martha 
Whiteley, has continued to implement the wider scope 
which provides a general work of reference for all 
concerned with chemistry or chemical industry—with 
s attention from now on to the developments of 

yaical chemistry. The new editorial board comprises 

f. I. M. Heilbron (Imperial Co. , SK), chairman ; 
Dr. H. J. Emelius (Im College), of. H. W. Melville 
(Aberdeen) and Prof. R. Todd (Manchester); Dr. 
A. J. E. Welch dom Dp assistant editor and the current 
edition is - be completed with 8 further volumes, 
ap if pessible at yearly intervals. The volume 

ore m5 like its Peeressenet can enthrall the casual 
reader. The longest articles are on technological sub- 
jects—fuel, coal-gas, glass—but of particular interest to 
the bio: ogical "is the series on fermentation. The 
32- mono; hh on alcoholic fermentation by the 
late Sir Arthur en deals also with fermentation in 
muscle ; and a wide field is covered in articles on bac- 
terial fermentation > Dr. ae ad shige pg ee 
fermentation by Ret w. There is a mine 
of knowledge on pte a and preservatives, 
on fe rsand Baad. andongelatin. Anotherseries 
covers animal, vegetable and artificial fibres, and readers 
will find in the story of rayon an austere fascination. 
The terse and accurate writing cannot disguise the sheer 
romance of industry, which is continually breaking 
through, whether in the history of the commonplace gas- 
mantle, or of the glassblower’s practised art. 


Cytology, Genetics and Evolution 
By twelve authors. (Oxford University Press. Pp. 168, 12s.) 
THIS symposium is a reprint of papers read at the 
bicentennial conference of the University of Pennsyl- 
vania by twelve eminent American biologists. Demerec’s 
fascinating paper on the nature of the gene shows how 
far cytology and genetics in combination have progressed 
in Peco — saat agp to its samen lair. a is 
principally gian vary chromosomes 0 e 
—— which have made these minute studies possible. 
en rearrangements are induced by X rays, it has been 
shown how close a break must be to some of the loci 
in order to affect the cone of the gene; and how 
when a oro leng aire ted in this way it is affected by 
the nei rtions of chromosome in its new 
situation. oo has been shown that the locus of some 
genes can be identified with a length of chromosome 
comparable with the size of a molecule of thymonucleic 
acid. The speculation is advanced that the genes, known 
to be concentrated at the darkly staining bands visible 
in the salivary chromosome, correspond to discs one 
molecule thick. Another contribution, that of Duryee, 
on the chromosomes of the amphibian nucleus, shows 
how such genes may operate by manufacturing sub- 
stances essential for growth and development. Dob- 
zhansky links up chromosome studies with evolution, for 
he nk that in various species and races of droso- 
phila many inversions of chromosome segments have 
taken place in the past and that‘ the relative frequencies 





of these inversions not only show definite geographical - 


relationships, but that inversions move pewed a large 
pers in the evolution of species. The erences found 
pote. specs are also "+ bares them aan Oe 
cytogenetic studies confirm evolutionary view 
under certain conditions races become incipient species. 


Jennings, Diller and Sonneborn deal with the cytology 
and genetics of the protozoa; Henshaw with radiation 
and the cell nucleus. 


Aviation Medicine 

Ernst Joxt, MD, consultant in physical training to 

DGMS, South African Defence Force: (Unie-Volkspers 

Beperk. Pp. 213. 10s. 6d.) 

UNLIKE its predecessors on this subject by Bauer 
(1926) and yA sre rn (19389) this book aeons not live up 
to its title. Dr. Jokl’s subject, upon which he has 
written in Germany and South ca, is physical 
education ; he also "nies and is therefore interested in 
aviation, but. in setting out to write a comprehensive 
survey of recent advances in aviation medicine he has 
had to rely upon books published —— the war and the 
few articles which have appeared since. These sources 
are inadequate, since in countries at war only the less 
important and self-evident material relati 
is released for publication. The matter 
been selected somewhat uncritically and medical 
in the Air Forces will find little new to them. The more 
entertaining parts of the book—those dealing with history 
of aviation and with parachute descents—are not con- 
cerned with medicine, and the chapter on choosing pilots 
contains nothing constructive about selection, which 
has now a huge literature of its own. The pictures are 
well chosen and amusing and the copious references 
range from the Psalms to the Saturday Evening Post. 


Modern Psychology 


S. Myers; Frank M. Freeman ; aneunee 8. 

Viretrs. (Oxford University Press. Pp. 48. 38. 6d.) 

In the first of these three plorsentty written addresses 
Dr. Myers gives a brief, mildly critical co tus of the 
various schools that have arisen in psychology since 
Wundt. The second is by Frank Freeman, a Californian 
educationist, who examines the psychological problems 
of mental development i in childhood and youth, as they 
affect education; learning and individual differences 
receive special attention. 
some of the advances made by industrial psychology 
during the last ten years, showing that scientific 
tion of date ab seavaniol in the collection and interpreta- 
tion of data about factors influencing human adjustment 
in industry. i" 


First Aid in Civil Defence 


R. G. Winver, staff officer, Brighton casualty service. 

(Fountain Press, London. Pp. 63. 1s. 3d.) 

Tus booklet is yet another attempt to bridge the gap 
between classical ge ag: teaching and the needs of the 
blitz casualty service. ny a ae of saving the 
greatest possible pn of lives in a raid the 
judgment needed in treatment are emphasised, and the 
treatment advised is sound. The boo should be used 
in addition to a standard manual rather. than 
as a substitute for it, and so the anatomical chapters 
might have been omitted and the space given to more of 
the pra¢tical details indicated by experience. It is a 
compact and sound little guide in, the first-aid methods 
practicable under the conditions of civil defence. 





N ew Inventions 


MENISCOTOMY KNIFE 
THE meniscotomy knife, here illustrated, has been 
planned with a twofold object. It is used to separate 
the outer part of the cartilage from 


FULU the capsular structure, and after 
, SIZG the cartilage has so been freed and 
Si, “Di swung as far as possible into the 


middle of the joint the knife is used to divide the 
posterior attachment. It has been made as small as is 
consistent with 

The makers are Messrs. Down Bros., London. 


° ALEXANDER MrrcHELL, ChM Aberd. 





Professor Viteles summarises § 
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NONAD TULLE 


NON ADHERENT GAUZE NET 


VITAMINIZED AND STERILE 
a 


NONAD TULLE is a gauze with a mesh of 
2 millimetres and impregnated with 98 parts 
of soft paraffin, | of balsam of Peru, and | of 
halibut-liver oil, that rich source of vitamins 
A and 






































Dressings made with NONAD TULLE as their 
foundation are easily removed, without pain or 
bleeding. Through the wide mesh, secretions 
are, easily absorbed by the outer dressings : 
accordingly dangerous products do not accumu- 
late in the lesion, and it need not be dressed 
so often as usual. 

NONAD TULLE may be used on 
septic wounds, burns, gangrene, sloughs, 
varicose ulcers, indolent wounds, 

operation wounds, pruritic 

or infective eruptions, and 

solar or actinic dermatitis. 

In tins of 10 pieces, 4 in. x 4 in, 

Price 3/6 
NONAD TULLE 

contains BALSAM OF PERU 

and is STERILIZED. 
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to control failure of the circulation in 


SECONDARY SHOCK & TOXAMIA 


resulting from burns, trauma and surgical 


intervention 


~ PERCORTEN - 


DESOXYCORTICOSTERONE ACETATE CIBA 


In a Casualty Clearing Station a suprarenal cortical extract and 
Percorten proved thes value in the treatment of severe shock 
and toxaemia. 


“The synthetic corticosterone gave more striking results than the 
suprarenal extract and dosage was controlled by means of detailed 
charts showing hourly pulse, temperature and respiration readings, 
frequent blood pressure levels, and the clinical condition of the 
patients. The usual dose was 10 mg. four-hourly. Fluids and glucose 
were administered in large quantities by all available routes.” 


i Lancet, 1940, ii, 443. 
Literature on request. ° 


Telephone: Horswam 1234 Telegrams: Crpanans, HorsHam 
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ACCIDENT SERVICES 
Y¥uaRr by year the"wair.of prevantive and curatine 
services gets woven more closely. The idea that 
accident cases need treatment in special centres, at 
the hands of specially trained staff, has been gaining 
ground steadily sinoe the last war, and in some coun- 
tries eompetent and well-equipped centres have been 
established, though as yet no complete service has 
been founded anywhere. In a country as closely 
populated, as car-ridden (in the ordinary way) and as 
Leal industrialised as ours there are good reasons 
for such a service. The British Orthopedie Associa- 
tion has been looking to the future of coidonh services 
and at a special meeting, held in London on Feb. 27, 
approved a report? which is circulating as an 8-page 
memo.? This authoritative brochure (of which a 
summary appears on a later page) begins by recall- 
ing the memo published in 1936 by the British Medical 
Association on fracture services, and the proposals 
in 1939 of the interdepartmental committee on 
rehabilitation of persons injured by accidents, It is 
noteworthy that since that time opinion has veered 
towards a comprehensive traumatic service rather 
than a fracture service only. True the interdepart- 
mental committee ested that the fracture service 
should deal with such allied conditions as severe lacera- 
tions and sprains, and injuries of the hand and fingers ; 
but they held that it should exclude injuries to the 
head and abdomen. The BOA agrees that such 
injuries should be treated by surgeons expert in the 
regions concerned, but considers that this should be 
achieved by team work within the accident service. 
The four cardinal principles laid down by the BMA 
in 1935 still hold. These are: segregation of cases in 
a single department ; continuity of treatment from 
the time ef injury until recovery of working capacity 
as complete as can be achieved; unity of control ; 
and aftercare. The BOA recognises that segregation 
should not be carried to the lengths of providing 
separate accident hospitals. Only in the general 
hospital with its full complement of physicians, 
surgeons, radiologists, es ophthalmic 
and dental surgeons and others can the treatment of 
all injuries—whatever their site—be undertaken by 
experts. The end to be achieved is that of fitting the 
patient te do his old job, or—if that is impossible— 
to do some new job within his capacity. These two 
aspects of rehabilitation are given full weight. For 
minor injuries in those who were doing sedentary or 
light industrial work the hospital itself should be 
able to” adequate care; for more seriously 
injured patients accustomed to heavy work residence 
in a country rehabilitation centre will probably be 
needed. The results already achieved among injured 
soldiers in such special centres set a standard for those 
treating the casualties of time. 

So far most surgeons will probably be in substantial 
Bere with the views of the BOA ; but the memo 
Memorandum a. accident 

‘Associa~ 


- Bee Lancet, March 27, 410. 
2° British Orthopedic * Association : Memo 
services. from hon. secretary of the 
py Wingfield-Morris Orthopeedic Hospital, 





is on more controversial ground when it asserts that 
the service “ must be developed by surgeons who have 
been trained and qualified in every branch of the 
subject, are widely experienced in the deformities 
and diseases of the locomotor system, and are specific- 
ally trained in the problems of trauma ’’—for where 
are these to be found? Among the ortho- 
peedists, says the BOA. While it cannot be denied 
that orthopedic surgeons have a sound basic training 
for the directorship of an accident unit, it cannot be 
assumed that a om surgeon could not equally well 
qualify himself for the task. Both would have to 
enlarge their knowledge in order to be suitable. The 

indeed the memo points out—would 
have to study problems related to trauma, and the 
general surgeon the special features of surgery of 
moter system. The BOA is opposed to the develop- 
ment of specialists in “ traumatic surgery ”; and we 
agree that the trend of specialism is towards regions of 
the body rather than towards particular pathological 
processes. Nevertheless it must be admitted that 
accident surgery is essentially emergency work and is 
bound to disrupt any other surgical routine. The 


wide field of limb surgery will almost certainly absorb 
the full attention and capacity of those undertaking 
it; thus treatment of burns of the hands may take 
up the time which the orthopedist would normally 
devote to scoliosis while the general surgeon in an 
accident service will be likely to find his days 
occupied with intricate details of splintage, plaster- 


work and ph py. In learning and prac- 
tising these techniques the accident surgeon, what- 
ever his origins, will become the specially prepared 
surgeon of the memo, and perhaps in spite of 
himself a specialist in traumatic surgery. The memo 
has been circulated at the right time, and should 
help to reveal a basis of agreement. It is our fate 
and our fortune that we do not progress without 


ii : 
THE SAFE PERIOD 

Duxine part of the menstrual cycle conception is 
extremely unlikely, and by confining intercourse to 
this “safe period” contraception can be practised 
without chemical or mechanical aids. But is it 
possible to define a safe period of reasonable length, 
or to give advice that will cover individual variations 
in the cycle ? We know that conception can only take 
place after ovulation and that it requires a living 
ovum and a living spermatozoon. Hence the ques- 
tions needing answer are: (1) does ovulation always 
oceur at a given time in the menstrual period * (2) 
for how long after ovulation does the ovum remaim 
able to accept the spermatozoon? and (3) for how 
long after coitus is the spermatozoon capable of 
fertilising ? If the spermatozoon remains active 
for x days, then intercourse ++ 1 days before 
ovulation cannot be fruitful ; and if the ovum remains 
fertilisable for y days, then the “ safe period ” begins 
y + 1 days after ovulation. Unfortunately x and y 
remain unknowns—being variously put at a few hours 
or a few days—and determination of the precise time 
of ovulation also presents difficulties. 

The length of the menstrual cycle varies consider- 
ably. Haman, analysing data for 2460 cycles in 
150 married women who were free from any serious 
gynzcological abnormalities, finds that the mean 


1, Haman, J. O. Amer. J. Obstet. Gynec. 1942, 43, 870. 
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duration of all cycles was 28-4 days, the_average 
deviation 1-7 days, and the standard deviation 2-2 
days, giving a range of menstrual cycles of 26-2 to 
30-6 days. Though 68% of all cyeles fell within this 
range, only 15% of the women actually had a 28-day 
cycle ; 38%, had a cycle longer than 28-4 days, and 
44%, had one shorter. None was entirely regular, 
and Haman believes that if a woman appears to be 
regular at first, observation over a longer period will 
soon upset this idea. He concludes finally that the 
irregularity of the cycle “ necessitates caution in 
judging the applicability and merits of the so-called 
safe period as a means of birth control.” 

Obviously this is true, but Latz and Rerzr * have 
lately brought forward striking evidence that rules 
based on the views of Knaus and of Ocrno work well 
in practice. These rules are based on the hypothesis 
that ovulation occurs 14 days before menstruation, 
that the ovum is subject to fertilisation for only a few 
~ hoafs after its expulsion from the graafian follicle, 
and that the male sperm within the female genitalia 
cannot fertilise the ovum after 48 hours. Latz and 
RerIner’s material includes calendar records of 
11,249 menstrual cycles over 18 months, sent in by 
1000 women from all over the United States, who 
were using the safe period as a means of avoiding 
pregnancy. Of 49,356 intercourses charted none 
took place on the 15th day before the beginning of 
the next period (i.c., the day when ovulation was 
deemed most probable), and only 1 and 59 on the 
16th and 17th days, while the large majority were well 
outside the presumed fertile period. The fact that 
no pregnancies resulted in these women from nearly 
50,000 intercourses shows the general validity of the 
Ogino-Knaus. hypothesis. In observations over a 
number of years Latz and Rernzr have been informed 
of 26 cases of undesired pregnancy said to have 
followed cohabitation in the safe period, but in only 2 
of these have there been sati written records, 
and for the most part the evidence can be discounted. 
In one of the 2 probable cases the patient was under 
treatment for anemia, which may have deranged the 
normal cycle, while in the other case ovulation was 
possibly delayed by a severe cold, It must be recog- 
nised that the time of ovulation may be affected by 
any important disturbance in a woman’s life, ranging 
from a motor-accident to a change of altitude, an 
illness, a mental shock (as is illustrated by Mr. 
LoxSER’s paper on p. 518) or a long journey. If 
conception is to be avoided, any extraordinary event 
before the expected time of ovulation should be 
followed by abstinen¢e from intercourse until a new 
menstrual cycle begins. ‘“‘ The safe period,” Larz 
and REINER point out, .“‘ can be depended on only by 
the normal healthy woman and only under. accus- 
temed conditions.” 

Accepting this last reservation, the data now pro- 
vided go far to establish the safe period as a means of 
contraception, and in the investigators’ opinion the 
answers to the three essential questions are as follows : 
(1) ovulation must occur about 15 days before the 
onset of the next period ; (2) the time for fertilisation 
of the ovum is “ very short”; and (3) the life of the 

cell inside the female genitalia is less than 
48 hours. Whether these observations and deductions 
are accurate are matters of moment both for people 


2. Latz, L. J. and Reiner, E. Ibid, 1942, 43, 74. 





who do not want a child and for those who do. 
Unfortunately they are not entirely borne out by the 
experience of other workers, as reviewed by 
Dickinson,’ and it would be very interesting to have 
a carefully planned inquiry on similar lines in this 
country. Serious and continuous codperation would 
be needed from a large number of women who have 
already borne one or more children and are presumably 
capable of conceiving again. 


PEP 200 


THe two-hundredth issue of Planning, the fort- 
nightly broadsheet of Political and Economic Plan- 
ning, reviews the remarkable progress of that organisa- 
tion in its first twelve years. PEP has, in fact, 
devised a new technique in political and economic 
research. This type of research is inevitably more 
complex than in the natural sciences; the chain of 
causation is multiple and tangled, and the investigator 
is inside instead of outside his material. But, by 
patient fact-finding and the moulting of preconcep- 
tions, it can be done, as PEP has proved. In particular, 
they have brought the technique of group research 
to a high degree of perfection. Each group consists 
of from eight to twelve people—one or two non- 
experts, and the rest a judicious mixture of academic 
and practical workers in the field under discussion. 
The collator and coérdinator is a whole-time research 
secretary, whose interim and draft reports circulate 
not only inside the group but to many experts 
outside. One thing is essential: inside each group 
there must be personal harmony and faith in the fact- 
finding approach. And best results have been achieved 
where members have combined a mastery of their 
subjects with wide vision. From these groups have 
flowed the series of broadsheets, on the machinery 
of production and distribution, on the social services, 
and on international trade. Sometimes they have 
stood on theirown. Sometimes a group of broadsheets 
have been precursors of a major report, and each of 
these is now a standard book of reference. Medical 
readers will be most familiar with Britain’s Health 
Services, but there are as comprehensive works on the 
press, the coal, gas, and electrical industries, cotton, 
iron and steel, agriculture, and the social services. 





3. Dickinson, R. L. J. Contraception, 1938, 3, 219. 

Tue Students Representative Council of the University 
of Malta have written to the British Medical Students 
Association to say that they are seriously short of 
essential textbooks. They mention Gray’s Anatomy, 
Bigger’s Handbook of Bacteriology, Cushny’s Textbook of 
Pharmacology and Therapeutics, Clark’s Applied Pharma- 
cology, Price’s or Osler’s Medicine, Green’s Manual of 
Pathology and Morbid Anatomy and Kerr’s Textbook of 
Obstetrics and Gynecology. Most of the students at 
present have no books. The lucky ones have books 
dating from the time of Lister. Before the war Maltese 
students completed their training abroad; but the 
opening of a clinical teaching department and the 
shortage of shipping space have combined to produce 
the present situation. The Colonial Office has under- 
taken to give every possible help in getting books there, 
and the BMSA is prepared to collect them. Anyone 
who cares to give unwanted medical textbooks should 
send them to the Secretary, British Medical Students 
Association, BMA House, Tavistock Square, London, 
wel. 








DAMAGE OF Sanka DURING IRRADIATION OF THE UTERUS 





Annotations 


THOUGHTFUL AID 


Colonel Elliott.G. Cutler, of the United States Army, 
began his lecture at the Royal Naval Hospital, Chatham, 
on April 9 by quoting Ambroise Paré’s dictum: ‘‘ The 
person who first dresses the injured patient can save or 
mar that patient’s life.’ The three main principles of 
such dressing are, he said, the control of hemorrhage, 
of pain and of infection. The doctor called to a disaster 
should remember two others: treat the patient before 
the local condition, and treat the terror that surrounds 
all catastrophes. Familiarity with disaster should give 
the doctor an equanimity which will allow him to make 
wise decisions amid rs and horrors, and he should 
do his best to infect others with his serenity. Except in 
hemorrhage, where immediate attention should be 
instinctive, the watchword should be: ‘“ Think before 
you act.” The fractured tibia should not be dragged 
across the road to a more comfortable seat, and the open 
chest wound should not be rushed pick-a-back to the 
aid-post, for the rush may kill him. Dressings held 
ready for emergencies should be large, for a wound that 
needs but a small dressing can do with none at all. 
The British Army have learnt this fact and are replacing 
the tiny first-aid packet by the more adequate shell 
dressing. Every first-aid kit should contain artery 
forceps and ligatures, for a bleeding artery should be 
tied. If the bleeding vessel is inaccessible the doctor 
should be able to ligature it higher up—for example, 
any doctor dealing with wounded men should be capable 
of ligaturing the subclavian artery for hemorrhage from 
the axillary. Direct attention to the wound is what 
counts ; Colonel Cutler had his doubts about the value 
of the tourniquet, for when one is applied the limb is 
almost always lost, but he thought it justified its place 
in the first-aid kit. 

For the control of pain, Colonel Cutler urged that 





morphia should be given generously. Old people and 


young children, and those who are ill as well as injured, 
require only small doses, but the young and healthy man 
in pain must be given half a grain or more by mouth. 
Rapid action is needed, so morphia is better given intra- 
venously whenever possible. ‘ Pentothal Sodium’ has 
been found the best form of general anesthesia on the 
battlefield, though chloroform capsules have proved 
useful as a rapid form of anzsthesia when, for instance, 
a@ wounded man must be got out of a tank. Bomber 
crews carry morphia for injection inside their flying suits, 
so that the solution does not freeze. A slit in the suit, 
which can easily be pulled open, provides a suitable spot 
for the injection. Flying suits are massively constructed, 
and no small scissors will cut them open if access must 
be gained to the wounded part; a knife is now carried 
on each suit for ¢his purpose. In the bomber each 
member of the crew should have his first-aid kit on his 
person. The wounded man is often unable to open a 
heavily sprung first-aid box, and zipp fasteners for first- 
aid kit are apt to jam when most needed. At great 
heights it is difficult for the crew to attend to one 
another’s wounds, because their hands freeze the moment 
they remove their gloves. This is still an unsolved 
problem. It has been learnt, too, that it is no use 
having a beautifully designed first-aid box in a tank, 
for when a tank receives a penetrating hit, it usually 
catches alight, and when the crew escape they find 
themselves without first-aid dressing. Each man npw 
carries his own dressing and other needs. 

Experimenters are still trying to find the best way 
to control early infection. The American soldier carries 
5 grammes of sulphanilamide powder to dust over his 
wound, and 4 grammes of sulphadiazine to take by 
mouth when he is wounded. Controls are being care- 
= observed but in about 600 cases cold-blooded 
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figures have shown. that these measures make no differ- 
ence. Similar experiments have been going on for about 
@ year in America, and the last report on over a thousand 
cases concludes that sulphonamides do not greatly 
influence the incidence of infection, but may reduce the 
virulence of the infecting organisms. The soldier has 
great faith in these drugs and this confidence is not to 
be lightly dismissed. Altogether, Colonel Cutler had 
no doubt that the sulphonamides should be used. 
Of resuscitation methods, he said that plasma has been 
a great boon, but its use can be overdone. No wounded 
man needs blood or plasma unless he is in a state of 
shock, but then he needs at least a litre. Transfusions 
should not be needed after a “cold ’’ operation ; hzemo- 
stats are provided to prevent this. The surgeon who 
needs to give many transfusions in his routine work 
must be careless. Between batitles, the Army doctor 
should sort out his kit ; equipment is often too complex, 
and much junk is taken into battle unnecessarily. 
The doctor may spend some of his sleepless nights on 
plans to prevent wounds and wound infection. Thus 
Ascroft has found in head injuries that people with 
long hair get more infection; if hair was cropped as a 
routine before battle, perhaps another 5-10% of head 
wounds would be saved. To prevent infection from 
clothing bombing crews might wear sterile suits. It is 
easy to autoclave a flying suit, and an autoclave could be 
carried with the bomber crew’s equipment as they move 
from field to field. 


DAMAGE OF INTESTINE DURING 
OF THE UTERUS 

In the last 25 years much has been written about the 
technique and results of irradiation for uterine cancer, 
but comparatively little about its secondary effects on 
surrounding healthy tissues. It is known that in certain 
clinics where intracavitary radium treatment alone was 





IRRADIATION 


relied upon for the treatment of carcinoma of the cervix, 
and the usual precautions were taken, early intestinal 


reactions were very rarely encountered.’ In the great 
majority of cases there was no such complication and 
the general, as well as the local, condition of the patient 
improved steadily during treatment. On- the other 
hand, when deep X-ray therapy was combined with 
radium therapy, slight diarrhea lasting 2-3 days 
became not uncommon, and it seems highly probable 
that combined radium and X-ray treatment, when too 
intense or protracted, will cause a high incidence of 
injuries. Aldridge,* recording experiences at the Woman’s 
Hospital, New York, from 1937 to 1941. distinguishes 
three types of degrees of tissue reaction—namely, 
(1) an acute proctitis or proctosigmoiditis, (2) ulceration, 
and (3) formation of perirectal fibrous tissue. Symptoms 
may develop immediately after treatment or at any 
time upto years later. Abdominal pain, diarrhea, 
rectal tenesmus, and passage of blood and mucus are 
usual symptoms. Sometimes the initial symptoms are 
those of intestinal obstruction; they may be due to 
temporary partial obstruction caused by edema and 
spasm of the bowel at the site of an intestinal ulcer or 
to a true organic stricture by scar tissue. Aldridge 
reports that 31 out of 142 patients treated for carcinoma 
of the cervix developed post-irradiation intestinal 
injuries, including 23 intestinal strictures. He recognises 
shat this incidence is high compared with that recorded 
previously, but he attributes the apparently higher 
morbidity to the fact that he has reported every case of 
proved injury even when it showed only transient 
symptoms. 

Acute proctosigmoiditis is the mildest form of intestinal 
injury observed Characteristic intestinal symptoms, 
appearing during treatment or soon after its completion, 
give the first warning. Examination will reveal a local 


Hurdon, oY Cancer of ef. the Uterus. London, 1968, 
Py Aldridge, A. M. Amer. J. Obstet. Gyn. 1942, 44, 833. 
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inflammatory process involving the anterior wall of the 
rectum at about the level of the cervix; but with a 
bland diet and suitable palliative treatment these mild 
injuries heal spontaneously. When the damage to the 
bowel is greater, an ulcer may develop, again usually on 
the anterior wall of the reetum. Rectal examination 
shows the ulcer, some 1-2 cm. in diameter, covered with 
@ greyish slough and surrounded by an area of intense 
ia. In a small proportion of cases there is 
perforation of the bowel inte the peritoneal cavity, the 
vagina or the perirectal tissues. Ulcers tend to heal 
slowly with the formation of fibrous tissue. In some 
cases this increase of fibrous tissue reduces the lumen of 
the rectum, and symptoms of a partial or complete 
obstruction may develop. The third type of primary 
intestinal lesion is the extrinsic lesion, where the injury 
seems to have involved the perirectal tissues, leading to 
diffuse formation of fibrous tissue. It is difficult to 
differentiate this from the so-called frozen pelvis caused 
by massive invasion by mali + growth. As healing 
, the large bowel is likely to be disturbed by 
contracting fibrous tissue and by external pressure 
easing intestinal obstruction. By routine studies the 
existence and location of intestinal strictures can be 
determined. Decision as to whether palliative therapy 
should be considered or whether operation is necessary is 
usually based on the symptoms and on the results of 
X-ray studies. In a series of 38 cases of irradiation 
injuries 29 had intestinal strictures as proved by radio- 
graphy, and in 18 of the 29 cases with strictures, symp- 
toms were relieved or controlled by palliative means. 
Aldridge rightly points out that where intestinal 
injuries have followed combined radium and X-ray 
treatment it is often impossible to say whether they have 
been eaused by the radium or the X rays. Recalling 
the comparative freedom from such complications of 


numbers of cases treated with radium alone, itis . 


hard to avoid the conclusion that the introduction of the 
combined radium and X-ray technique has increased 
incidence of these injuries, and perhaps the most import- 
ant of several suggestions he puts forward to prevent 
them is that which advocates a reduction of intensity 
of irradiation—not only by using smaller amounts of 
radium and increasing duration of exposure, but also by 
decreasing the size of the fields of X-ray exposures and 
the amounts of X irradiation per treatment. 


THE HYPERMETROPIC MINER 

Dust and heat make it impossible for a miner to 
wear spectacles at the coal face. But his work requires 
a constant effort of accommodation. If the miner is 
emmetropic he will be capable of producing this effort 
until the age of 55 or over; but not so the hyper- 
metrope, who will experience symptoms of accommoda- 
tive asthenopia at an earlier age, depending on the 
degree of his refractive error. If he is myopic, no 
accommodative effort is required, and so the problem 
does not arise. Christie Reid+ has collected 20 cases 
in the past two years in which a moderate hypermetropic 
error brought a man out of the pit at an early age, 
because he was incapable of producing the necessary 
accommodative effort without getting headaches and 
eyestrain. Reid found that if the error was between 
2 and 4 dioptres the man would have to leave the pit 
at about the age of 37; if 4 dioptres or over few could 
go on beyond the age of 30, while with 6 dioptres no man 
shoukl go down the pit at ail. 

The problem becomes more serious if, as is not un- 
likely, the hypermetropia is associated with a squint, 
for this will mean that one eye will almost certainly be 
amblyopic; and should the sound eye be lost or damaged 
by injury the man will be rendered unfit for any work 
for which good sight is essential. Reid is of the opinion 


1, Reid, A. O. Brit. J. Ophthal, 1943, 27, 110. 





that all the symptoms cannot be attributed to an over- 
worked ciliary muscle, and suggests the conflict between 
a@ dilated pupil and a contracted ciliary muscle as a 
possible explanation, for this is the reverse of what is 


remedy 
seems to be in an eye examination for all miners before 
they- go down the pit. For this the routine pit-head 
examination is insufficient.: a competent authority 
must be called in. 


SKIN GRAFTING SIMPLIFIED 

Tue view that the best dressing for a wound which 
cannot be sutured is skin is not yet being applied as it 
should be, and one of the chief reasons is that consider- 
able experience is required to cut a satisfactory Thiersch 
graft. The surgeon who has not this experience and 
wants to do his best for the patient will find the cistting 
of thin and intermediate grafts much simplified if he uses 
the dermatome evelved after some years of attempts by 
Padgett? of Kansas City. Fifty of these dermatomes 
came as a gift from the American Red Cross early im 





Padgett Dermatome.—A, drum with roughened outer surface. B, 
mounting which allows drum to rotate freely on axle or to be fixed by pins 
(not shown) th holes in vertical pillars of frame and in mounting. 
c, . E, calibrating mechanism. F, milled screw for 
adjusting distance between blade and surface of drum, and hence thickness 

of graft; each “click ’’ represents 0°002 in. G, safety device for use when 
dermatome is being carried; nod can be pulled out to act as stop nst 
blade-holder and prevent drum rotating. H, frame. | and J, for 
holding biade during honing or when cutting razor grafts. 
the war and were distributed to EMS plastic units, 
orthopedic centres, &c. The principle of the derma- 
tome, a modified version of which is here illustrated, 
is that the skin of the donor area is held in contact 
with a semi-cylindrical drum by adhesive cement while 
a fixed knife-blade transects the skin at the desired 
depth as the drum revolves. The graft is left adhering 
to the drum and is removed with forceps and applied 
direct to the wound. The dermatome can be used for 
cutting grafts from the thigh, back or abdomen. Sheets 
of skin up to 4 x 8 inches in area (the size of the drum) 
and from 0-01 to 0-028 inch thick can be cut with ease, 
the thickness depending on the setting of two screws at 
the side of the drum. A high percentage of successful 
takes can be obtained in recent wounds provided that a 
thorough excision can be performed within a few hours 
of the injury and that the damage to the underlying 
muscle is not extensive. The dermatome is now made 
in England by Messrs. C. F. Thackray of Leeds... 


ARTIFICIAL LIMBS: FOR CHILDREN 
Since 1936 adult civilians have been able to get 
artificial limbs through Queen Mary’s Hospital, Roe- 
hampton, if they need them to follow useful employment, 
and from now on similar facilities will be available for 
children of school or preschool age. When a child 
requires amputation the local education authority will 


1, Padgett, E. C. Surg. Gynec. Obstet. 1939, 69, 779. 
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notify the regional commissioner of medical services of 
the Ministry 7 of Pensions, and where necessary the child 
will be transferred to one of the ministry’s hospitals, at 
which the operation will be performed and arrangements 
made for the construction and fitting of the artificial 
limb under the supervision of the ton limb 


surgeons. The period of inpatient treatment will be 
kept as short as possible, and as much as ean be of the 


P ion of the stump will be carried out in an out- 
patient department or limb-fitting centre. The average 
cost of standard types of limb is £13-£19 for a 
wooden and £22-£32 for a metal leg, and from £12 10s. to 
£30 for an artificial arm. Parents will have to make 
their own arrangements with the manufacturers for 
repairs and renewals. The experience of the Ministry 
of Pensions has preved the great importance from the 
mental, physical and economic aspects of fitting an 
artificial limb at the earliest possible age. It is a mistake 
to delay such fitting until a child has stopped growing. 


“ SUBJECT FOR DISCUSSION” 

A PEW months ago the Ministry of Information 
changed its film-making policy. Until then, it had been 
turning out a new five-minnte propaganda film every 
week. Many of these were highly successful, but the 
general level was uneven, and it was becoming increas- 
ingly difficult to eompress the Government’s messages 
into such short periods. So it was decided instead to 
preduce one fifteen-minute film a month. The fifth of 
this “ Into Battle” series, as it is called, is Subject for 
Diseussion, made for the Ministry of Health and the 
Central Council for Health Education. The story is laid 
in an ARP post, where a weekly discussion group is being 
run. The local doctor has been invited to qpen the 
discussion the following week, and the chief, warden, 
whose prototype may be seen every morning on the 
Lendon suburban trains, is horrified when the doctor 
wants to speak on venereal disease. Each member of the 
post, including the old lady who “does” for them, is 
brought i in as the doctor makes his case, and the story he 
has to tell is Hlustrated by a family infected with syphilis 
by the father. In the end, the chief warden is converted 
and the film ends with him chalking up: ‘“‘ Subject for 
next week’s discussion—Venereal Disease.” This little 
tale is acted superbly by Milton Rosmer, Cecil Bevan, 
Ann Davis and others, and the technical side is ably 
illustrated by the staff of Guy’s Hospital VD clinic. 
Its seript is clear, though it is a pity that the location 
of the chancre in syphilis is not stated ; there is no such 
unfortunate reticence in the case of gonorrhoea. An ex- 
soldier opens the sequence quite naturally with the words : 

‘‘ What about gonorrhea, doctor—clap as we used to call 
itinthe Army?” The dangers of playing to the gallery 
have been entirely avoided. As a piece of medical 
education for the people, the film should get full marks. 
The objections of the public to such a film are put into 
the mouth of the chief warden, and are answered by his 
peers. But one is left with an uncomfortable feeling. 
How many of us are prepared to give up our scanty spare 
time to opening a discussion in an ARP post? We 
recognise our duty to the sick, but our additional duty 
of educating the fit has net yet been as seriously accepted. 
Subject for Discussion has a lesson for doctors as well as 
for the public. Doctors who want to arrange for its 
local showing should get in touch’ with the films officer 
at the office of the Ministry of Information for their 
region. 

HEAD WOUNDS IN THE MIDDLE EAST 


SPEAKING to the section of neurology of the Royal 
Society of Medicine on April 15, Major P. B. Ascroft 
gave an account of 516 cases of gunshot wounds 
of the head treated by a neurosurgical unit in the Middle 
East. Of these, 85 had an injury of the scalp alone, 139 
a em ee ee 


been penetrated. Despite the difficulties arising from 
the terrain and long distances for evacuation, it was 
possible to operate on nearly half the cases at the base 
within 72 hours. The mortality in the series was 9-1°%— 

a remarkably low figure. Of the cases that recovered, 
71% returned to duty, and more than half to full duty. 
These figures call for congratulation to the team led by” 
Aseroft, and they demonstrate the value of a specialised 
unit. But our tribute must not be entirely one-sided, 
for the return to duty of 310 men must have been partly 
due to a high degree of fitness and morale in the soldiers 
themselves. 

The figures given brought out the importance of 
thorough operation. Results of cases primarily operated 
on by a neurosurgical unit equipped with suction, 
diathermy, and other special equipment were better than 
the results of cases operated on earlier in the forward 
areas. If there is reasonable prospect of evacuating 
the case within 72 hours of injury it is better 
to do nothing in the forward area except to dress 
the wound and give sulphonamide. Wounds with 
penetration of the dura elaimed the majority of 
deaths, meningitis or cerebral abscess being the com- 
monest fatal complication. In-driven fragments of 
the skull are the most potent source of infection, and 
every effort should be made to remove them and to 
clean the track they have made. The missile itself is of 
less importance, and should not be removed if it has 
penetrated deeply into the brain ; in Ascroft’s series the 
incidence of brain abscess did not seem to be higher when 
the missile was left in situ. The usual site for the 
development of an abscess is in the track superficial to 
the missile. An abscess developed in 75 cases, with a 
fatality-rate of 23%. There was no case of abscess where 
the dura was intact. The usual method of treatment was 
drainage of the abscess and the track leading to it ; 
tapping and aspiration were seldom used. Although 
foeal signs-:may be present even with scalp wounds, they 
are naturally commoner and more severe with penetrating 
injuries. A feature to which Ascroft drew attention is 
the remarkable degree of functional recovery that may be 
made by patients with extensive paralysis due to cerebral 
damage. Sulphadiazine was given as a routine both in the 
forward areas and at the base to all gunshot wounds of the 
head. In this series dehydration was not used in treat- 
ment; many of the patients were already dehydrated and 
indeed were in need of fluid by the time they reached the 
base. Drai by lumbar puncture was employed only 
in the treatment of fungus cerebri. 


Lord Moran has been re-elected President of the 
Royal College of Physicians of London. 

Sir Comyns BERKELEY has been re-elected chairman 
of the Central Midwives Board for the coming year. 

The Royal College of Surgeons of England has con- 
ferred its honorary fellowship on Madame Curanc 
Kal-SHEK in recognition of her work for the relief of 
suffering and for the advancement of medicine in China. 
It is hoped that if she is able to come to this country 
she will visit the college to receive the diploma. 





Vrramins FoR Exrzcrant Morsgrs.—QOn April 18 the 
distribution began of capsules and tablets made from specially 
concentrated fish-liver oils to expectant mothers. Each cap- 
sule contains 4000 international units of vitamin A and 800 
IU of vitamin D. Packets containing asix weeks’ supply may 
be obtained through welfare centres, clinics and food offices 
for 10d. in stamps, or free, according to income. 


Roya Soczery or Mzepronvn.—At the section of medicine 
of this society on Tuesday, April 27, at 4.30 rm, Captain Alfred 
Kendrew will speak on human adjustments to cold environ- 
ments in North Russia, and Dr. J. B. M. Green on Antarctic 
experiences in the royal research ship Discovery. On April 30, 
at 4 pm, cases will be shown at the section of ophthalmology 
and there will be a clinical meeting at 5 Pm. 
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‘Special Acticle 


ACCIDENT SERVICES AFTER THE WAR 


LiKE others, the British Orthopedic Association have 
a vision of a better organised.Britain, and have set out 
their ideas on a comprehensive accident service of the 
future. This they believe to be a natural development of 
fracture services 01 on the lines laid down by the 
British Medical Association and later by the Inter- 
departmental Committee on Rehabilitation, before the 
war. The principles enunciated then remain valid: 
that aftercare in the ent of fractures is no less 
important than primary treatment; that a special 
organisation is needed to cover surgical and remedial 
treatment from the time Soe | injury to the restoration of 
earning capacity ; and that continuity of inpatient and 
outpatient treatment in a single department by a single 
team is essential. 





SCOPE OF THE SERVICE 


: The association considers that the service should 
a cover. treatment not only of fractures but of soft-tissue 
injuries, infections of the hand, burns, tendon and 
nerve injuries—indeed, all injuries of the motor system. 
Injuries of other systems would not be excluded, but 
it is felt that injuries to the motor system are likely 
to predominate, and that the service should work jointly 
with the existing fracture services and d remain 
under the direction of orthopedic surgeons. These 
gn have been followed in some mili hospitals ; 

ut there has been little organisation of the kind for 
treating fractures in industry, and though many teach- 
ing and general hospitals now have fracture departments, 
few have special accident departments. The associa- 
tion point out that the casualty officer, often a junior ~ 
resident, has the responsibility of treating wounds, 


lacerations and soft-tissue injuries unguided by senior 


members of the staff. Inexperienced young surgeons who 
would hesitate to remove an appendix, or even to inject 
@ varicose .vein, are left to undertake the far ee 
difficult—and, for the patient, more critical—task of 
treating wounds of the hand and fingers and suturing 
ple oc nerves and Re sconeer opesnvee! a hospitals 
for ‘dressings, b ut progress is not closely supervised, 
activity is not graduated, and aftercare and rehabilita- 
tion are imperfect. 


THE UNIT AND ITS TEAM 


The casualty departments of existing hospitals should 
be replanned, the association su con if need be 
salvalii Accident cases should t in by a 
separate door from medical and sagen emergencies. 
The unit should have many cubicles where shocked 
patients can be prepared for necessary surgical care or 
treated for oat and there must be ready access to a 
a hic department and to emergency theatres 

equippe for the exéision of wounds. Beds must be 

ilable, and it is pro that in every ward one 
masseuse, ntirse or orderly should concentrate on early 
rehabilitation. Treatment must be continuous from the 
emergency operation, throughout inpatient treatment, 
outpatient supervision and rehabilitation. Secretaries 
should be employed to keep records of the clinical notes 
made at each stage, thus releasing almoners to carry on 
their proper function as social-service workers. Dicta- 
tion of clinical notes must begin when the patient is 
first examined in the casualty department and must be 
continued in the X-ray room, theatre, follow-up clinic 
— rehabilitation departments. Records should be 
filed and cross-indexed with the radiograms and clinical 
— hs. The almoner will have her hands full in 
Keeping touch uch with the general practitioner, work’s 
officer, employer, trade-union and with agencies 
concerned with compensation, relief of distress, the learn- 
who asa trades, and resumption of work. 
association believe that the service must be kept 
the hands of orthopedic because their 
pe E. is wide and based on a foundation of 
=e knowledge. They do not believe that a new 


specialising in the treatment of injuries 
eee te re me 9 his field would have to be too 


comprehensive, covering besides surgery of the motor 
system such things as » thoracic, faciomaxil- 
lary, ophthalmic dy cerebral surgery, most of which are 
better treated by those who have specialised in the region 
concerned. The director of the service in any region 
should be, they think, a man trained _— <r in 
general and orthopsedic eg op — in 

problems relating to trauma ; will collaboont te closely 
vith colleagues who accept responsibility for treatment 
of visceral or other special injuries, with physicians 
diagnosing and treating shock, and with bacteriologists 
investigating wound infection. 

The size of his staff must be measured by the work 
undertaken. Since the unit must give a 24-hour service 
the staff should include at least two'highly qualified, 
fully experienced first assistants, aid by resident 
surgical officers, house-surgeons and house-physicians. 
Expert anzsthetists must be available at all hours 
because shocked patients are so often bad risks. i 

It becomes evident from the proposed nature of the 
service that it will best be housed in a general hospital! 
rather than in a special accident hospital, eo it may 
well be in a se te unit of that hospital. Indeed, the 
association feel that “‘ provided that it is jointly staffed 
and in direct collaboration with a general hospital 
service, segregation of accident cases is desirable.” 
Hospitals with fully developed units must be associated 
with neighbouring country and cottage hospitals, so pon 
an injured patient admitted to such hospitals will ge 
the same standard of care as one admitted to the bod 
unit. That of course implies regionalisation. 

The unit must also maintain close touch with indus- 
trial medical — in the area it serves, and keep them 
informed of the pro of their patients. These 
MOs will have the of establishing the man afresh 
in his job when he returns to work. The nursing staff 
. at the factory should have been.trained at the accident 
unit. The surgeons at the unit should be familiar with 


ee in local industries, and there should be inter- 
staff, ambulances and medical services between 
the factory medical department and the accident unit. 


A strong liaison should also be maintained with general 
practitioners in the neighbourhood. 


REHABILITATION 

Injuries to seden workers and those in _ligh 
industry can be rehabilitated, the association suggest, 
by physiotherapy and recreational and ic 
treatment in the hospital to which the unit belongs ; 
and all phases of this treatment must be available for 
inpatients and outpatients of both sexes. There should 
be a gymnasium and treatment rooms, special equip- 
ment and trained staff. Sometimes basements, upper 
floors or outbuildings or part of a waiting-hall can be 
used for a gymnasium, and equipment should include 
medicine balls, light balls, nets for deck tennis and 
volley ball, skittles, pulleys and weights and the simpler 
types of occupational therapy ap tus. The s of 
masseuses, occupational therapists, medical gymnasts 
and physical training instructors should work as a team 
with the surgeon, assistants, nurses and secretaries to 
refit the patient for his life and work. 

More seriously injured patients who must return to 
heavy industry will need treatment in a country re- 
habilitation centre where residential treatment in an 

pe capes arses atmosphere can be combined with the use 
playing-fields and a swimming-pool. For many 
patients psychological treatment is an important part 
of rehabilitation and can best be given under residential 
conditions ; if weekend leave is granted and the centre 
has a happy atmosphere, patients are usually willing to 
attend voluntarily. 

At various stages in his treatment the patient may be 
transferred to the centre, then back to hospital for a 
time and then back to the centre. His cli record 
should accompany him, and the secretaries in both 
places should work in harmony. House-surgeons should 
spend part of their term of residence at the rehabilitation 
centre, and nurses and masseuses should take part of 
their training there. For the final stages of treatment, 
which may continue after work is resumed, the factory 
medical service t be 
could take his half- 
exercises without leaving 
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of patients will have to learn a new trade, and this calls 


for the close coéperation of the accident unit, rehabilita- . 


‘tion centre and almoner with the industrial medical 
officer and retraining workshops. Rehabilitation is part 
of treatment and must, in the view of the association, 
remain under medical control in all its phases. Treat- 
ment is complete when the patient regains confidence 
in his ability to work and knows work will be available. 


PALESTINE 


A NEW HOSPITAL 


THE first Palestinian hospital for tuberculous children 
was opened last year at Mekor Hakim, a suburb of 
J lem, where the Anti-tuberculosis League maintains 
a@ sanatorium for adult patients. The new children’s 
hospital contains 30 beds, but so far it has only been 
possible to open 10 of them owing to lack of funds. 


“ HEALTH MEASURES 


Last year in February the Health Dep meets under- 
took to drain the marshy area between and Acre 
which has long been a breeding-ground for malarial 
mosquitoes. In less than three months the sanitary 
engineers were able to declare the whole area free of 
these pests. The work entailed cutting a channel 
from the Kirdaneh = to the sea, 8 miles away, and 
an area measuring 1,000,000 sq. m. near Acre has been 
filed in. In all 2,500,000 sq. m. of land have been 
opened up for habitation and intensive cultivation, 
at a cost of about £P40,000. 

As in Great Britain, quinine has been reserved entirely 
for the treatment of malaria; and the sale of other 
important drugs has been controlled. These — 
insulin, neoarsphenamine and other arsenicals. 
reserves are being held by wholesale pharmacists Chena 
out the country and may only be sold when a special 
permit is ougecien Diabetic — can get insulin 
at reasona rices from the Health Department, on 
producing ¥ octor’s prescription. Free inoculation 
against typhoid has been offered by the department and 
thousands of citizens have made use of this tee typhotd 
with co uent lowering of the incidence of hoid 

tions. TAB vaccine is produc in 
sufficient to meet the country’s needs, by the 


group of 
quantities 


nieeneiaies of the department, which are also responsible 
for smallpox lymph and rabies prophylactic. 


— 


DOCTORS GATHER IN PALESTINE 


A preliminary meeting has been held to plan_ the 
establishment of a French medical association in Jeru- 
salem. General Catroux and Surgeon-General Guirriec, 
director-general of the Free French health services in the 
Levant, are on the committee. The new association will 
ee contacts between the many physicians with 

French training, now in the Middle Hast. Meetings are to 


be held regularly in Jerusalem and Beirut, and all doctors _ 


interested in French medicine are invited to attend. 

At the end of last year Polish doctors in Palestine 
arranged a conference at Tel-Aviv ; some 200 attended 
pena ty ome mee apegpirny yeaa Pete mega etter 
many them being tary refugee physicians 
Professor Mandl (Jerusalem) read a paper on wound 
healing hastened by tissue extracts ; Markus (Tel- 
Aviv) discussed functional disturbances of the viscera 
after external injury; and Dr. E. Wodak (Tel-Aviv) 
showed cases demonstrating the importance of facial 
surgery in war-time. The next day a meeting was held 
at. the Polish military camp where Dr. Laskiewicz, the 
chairman, discussed labyrinth operations and some 
examples of plastic surgery were shown, 


A NEW INSTITUTE 


The Jewish University has gone another step towards 
the founding of a medical faculty in the establishment 
of a Pharmacological Institute under the directorship. of 
Professor Wertheimer. It.is to be maintained funds 


‘Te Exglind Now 
A thoi Commentary by Peripatetic Correspondenis 


I HAD just arrived at the hospital and my junior was 
showing me round. ‘‘ Whatside are you on politically ?”’ 
he asked. ‘‘ I mention it because the superintendent 
is definitely Right Wing, and likes talking, and as most 
of us are Left there is a lot of argument in the common- 
room.” ‘* What side,’ quoth I in return, ‘‘ are you on 
in pathology?” “I ,am afraid I don’t understand, 
doctor.”” ‘‘ No, of course, because you can’t take sides 
about a science. Pathology is a great mass of accurate 
observation on from which one can by the 
application of strict scientific criteria make certain 
deductions. These may lead to beliefs which are 
correct or not, but you cannot properly take sides about 

2athology—unless. you become a chiropractor, or the 

e. y should I take sides politically ? Politics 
is a great mass of social pathology on which you can 
make observations in exactly the same scientific way 
if you have the‘ ability. The results will not be so 
accurate, for one is dealing in the main with even less 
commensurable data; and techniques for making the 
observations are sketchy. It is true there are three 
main and a host of subsidiary so-called parties which 
claim to represent systems of political thought. But it 
— to me that the systems are fortuitous groupings 
of unrelated ideas which ly overlap on the other 
groups, though thé different idioms in which the ideas 
are expressed prevent general recognition of this fact.”’ 
This pedantic broadside was too unexpected and there 
was no return fire for the length of award. ‘ But, Isay, 
I mean, we have to take sides about important subjects 
or we wouldn’t get anything clarified or settled.”’ 

I felt this action had to be decided once and for all. 
“The Chinese have a proverb: ‘ If every man confined 
his observations to subjects on which he was qualified 
to speak, there would be throughout the world an almost 
deathly silence.’ It is much more elegant in the original, 
but that conveys the sense. Now if politicians used 
only those terms they were one to define as pre- 
cisely and accurately as would be required in a disserta- 
tion on pathology, speeches would anyhow be briefer.”’ 
I felt I was not being exactly parsimonious of words 
myself, but no matter. The junior at last managed to 
interrupt, ‘‘ Take the Beveridge Plan... .” But two 
ean play at that game. ‘‘ Exactly, take the Beveridge 
Plan. How can one take sides about such a proposal. ? 
All men of goodwill desire betterment of social conditions. 
That is self-evident. Here is a plan which is designed 
to that end, but which is highly complicated and im- 
pinges on a number of quite separate aspects of the 
social structure. It is the most extensive plan yet put 
forward in detail. Though the principle behind it is 
accepted with hardly a single dissentient voice, the 
manner and extent in which it can be implemented are 
still unsettled. The detail is extremely technical and 
the administrative problems and their implications must 
be examined by experts working scientifically and dis- 
passionately. Admittedly, the plan itself is detailed, 
but it is exactly analogous to the blue print of a 
complicated chemical plant. Information about the 
anatomy of the plant is given, but the way in which it 
can be set up requires to be worked out, and this must 
be done before you can go further. Certainly you cannot 
take sides.” ‘“‘ But, you know, what you say strikes 
right at the roots of the system.” ‘“ Yes,” I said. 

The truth is, my political feeling is as strong as any- 
one’s, but conversations at the dinner table in the common- 
room are better restricted to Bach, or Wimsey v. Poirot, 
to ‘‘ when I was in Brazil,’”’ or cheese and horticulture. 
One would even admit shop and the story about the 
commercial traveller. Anyone may differ from me 
about Degas or Wordsworth, and my admiration for 
him will not abate one whit ; but in political argument 
there is too great a temptation to consider one’s vis-a-vis 
either foolish or are wit 


These days when cinthes coupons are short and ery 
suits grow shorter it is becoming ever more difficult to 
aPeeay respectable, and there comes a stage, if it has not 

arrived, when even “make do” tactics fail. 
Here is my remedy. I understand that Army Stores 
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have thousands of yards of tartan rendered immobile 
by the 51st Highland Division ——s to wear battle- 
dress—Gordon with its yellow s f the’ Seaforth with its 
white, the dark sombre green of the Black Watch, the 
green of the 
Patches,” 

to eke out the life of trouser knees, jacket elbows and 
other anatomical areas subject to undue wear and 
tear. All profits would go to the Chancellor of the 
Exchequer and help to win the war. We would take 
_— in appearing in public with the seat of our pants 
fire, and our elbows paying tribute to the 
peti rim Mackenzies. Our streets would be as gay as a 
Pea p flower bed and our hearts uplifted by this 
of sight as a military band uplifts bows with its 

blast of sound. B r 


I have had the privilege of living for several months 
in a seabeard town of one of the smaller and léss wealthy 
of the United States, with the opportunity of seeing at 
close quarters the way of life there, as well as the work 
in hospitals. We were greeted on arrival by a fine, 
warm day, with large red butterflies flitting about the 
quarterdeck a good two miles from shore. First im- 
pressions as we steamed slowly into harbour were of 
enormous space, a smokeless and clean dockyard, a 
characteristic smell and an atmosphere like that of a 
world exhibition, partly attributable to the little motor- 
bicycles and caterpillar-cars which had been taken over 
from the Chicago fair. It took us some time to get used 
to a dockyard equipped with a golf course, officers’ 
social club, @ swimming bath, a residential 
oe where p easant houses for officers and their 

stood among lawns and pine trees, and a modern 
Gamay te abetehdanrane: iamghiege ckaatinee ew 
y o cs and gynecology. 
different value here from that in our crowded little 
island ; an area of (say) twelve square miles for a dock- 
yard i is no sooner suggested than acquired. 

It did not take Saltee Suer Aas: ho. tek Gomadic te 
famous American hospitality. I was lucky enough to 
go about a hundred miles inland with a friend to stay 
with the superintendent, or as we would say an estate 
manager, of a large old plantation now used as a winter 
residence by a banker from Detroit. Here we had five 
grand ph pemanr - , fishing and riding. The shooting 
at that e of year was not very good—duck and quail 
were only just starting—but it was a pleasure to watch 
the best d I have ever seen at work. There were 
about six pointers, two Llewelyn setters and one English 
setter in the kennels, and we would go out with a pair, 
usually a pointer and a setter, and see if we could raise 


swamp, an enormous area of cypress fi 
tation and a large river, in which it was 
t for days. The negroes know this area 


and a hook. With wood-sawyers for bait and a bit of 
patience and skill in s @ large number of small 
bream could be caught for eal the old negro to fry 
for our lunch. Meantime Herbert was specialising in 

carp ; using the same tackle onk dubia. tiem bathe 


in these lakes with the bass. Fly casting 
as the lakes are small and the cypress trees very large 
and thick. 
The superintendent, his wife and family of five live 
@ simple eee life. ~s 

poe saan oe uring our stay 
thet did not come directly from ae beg wor But it 
was reminiscent of prewar England to realise that this 
was a sporting estate, and sad to see that most of the 
land, w receipt Legg emma ane Then vay art gg 
cotton, corn and rice, is now almost derelict with only 
pe try i ial field ‘of ‘corm and inferior, cotton om 
country is various 
oaks, large and colourful hickory trees, and cypress in 


“Casino. 


the low lying areas. The trees are all 

with long grey streamers of Spanish moss, w 

them, for me, a rather mournful appearance, Dat w 

for the native have a cheerful atmosphere of — I 
tasted my first wild n and wondered why this 
fruit is not cultivated, for it has a sweet, delicious 
flavour. The deer seem to like it too: the ground was 
thick with their Spoor. r 


The other day I received two letters from patients who 
had been transferred from my parent hospital to the 
EMS hospital where I now work. The first came with 
@ covering letter from a colleague sa: that the man 
was a very decent fellow and could I please do something 
to try and raise Nees ea PS me tone make it 
worthy of our old hospital. The a pesene® letter was full 
of complaints of neglect, and said that the place used to 
be a lunatic asylum and still lived up to its name. 
other things the radiogram went on all day and the 
nurses danced with each other, and it was simply like 
Bedlam. After reading the letter I guessed correctly 
that it had been written within 24 hours of the 
pelinee being admitted. On imquiry I found that he 

gone to a large ward on the ground floor; the 
windows had been 'y bricked up for rotection 
against blast, making it dark and gloomy, albeit safer. 
The ward was not full and the number of nurses was 
adequate. He had been put next to an old man with 
aphasia and had apparently sulked the whole day. The 
of the nurses was part of a New Year’s party 
given then because the ward had had to be kept quiet 
at Christmas time because a man had been very seriously 
iH, but had now recovered. The patient a week later 
was said by the sister to be a very nice man and useful 
ane Pode vend 5 mp sua ward. When inter- 
y the matron he could not speak highly enough 
of the treatment of the medical officers and the kindness 
of the nurses. He was horrified at the idea that the 
nurses might hear anything about his complaints. He 
explained that he had no idea that a ward party was 
being held on his first afternoon in 

The second letter came from a man who had been in 
a first-floor ward, with plenty of unblocked windows. 
It is, however, usually fuller than I like for the size of 
the kitchen and lavatory accommodation, and the 
nurses often ein — — or pyre He ae 

spontaneously r leaving hospital to say how m e 
appreciated the care and attention he had received. 
think that the conclusion which may fairly be drawn 
from these two letters is to pay no attention to a letter 
or the complaints of a patient who has been in hospi 
for 24 hours only, but to consider seriously ev 
taal Greeley 8 palbent Gee has Setis tn henpleah Ser 
several days since it may be er to improve the 
conditions.”” A ward built nearly 100 
years ago for mental patients cannot, of course, be any- 
thing like so suitable for EMS 
in the last 10 years ; but good n 
make up for ects. 3 ‘ 


ahd-ie aienethciney eibeduek: hie Giailte: aniteanidenm, ales 
inflexions of his voice and shoulders and the droop of 
his eyelids that reminds one of Maurice Chevalier—the 
Maurice Chevalier of the early twenties at the Paris 
His nonchalance in anteroom and mess, where 
ae ae ne aemane Sree Dot 
aecentuates the resemblance. His lectures pass all too 
He knows his subject and delivers it with 

i firing off references 


not to miss any of his cracks—and forget to take any 
notes. He is the only lecturer I know who can hold our 
interest for two consecutive hours and leave us looking for- 
ward tohisnextsession. He takes usouton the par 

us with every variety of gas, and sprays us with 
oil. He menue us into yess ay Li sage an avenue @ 


h in our resp’ 
NOO’s pelt us with fireworks, “At " ak the ond of three 
ronan wane te Se. pitch his circus in another 
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which are not comparable. The most striking example 
is that of estimations of hemoglobin levels, which have 
been made by a variety of maatyanaey some of which are 

means satisfactory. In ease the 
Medical Rese Research Council has a up a committee with 
the object of coérdinating surveys of hemoglobin levels 
and some other blood examinations. 

There remains, however, a wide field that is not 
covered by any existing tion. In view of the 
importance, at the present time, of a thoro know- 
ledge crcl: wartime usa Lead dregs” § e Nutri- 
tion Society has set up a committee, with Sir Joseph 
Barcroft as chairman, the terms of reference of which 
are the codrdination of nutrition surveys ——- on 
(a) clinical, physiological and biochemical examinations 


of human ‘subjects ; (6) examinations of food budgets; 

cllettr® meals) analyses of food and meals (including 
e meals). This 

ut investigators in touch with others who are 

working on the same lines or would coéperate ; it will 

suppl information, recommend methods and make 


summaries of the results of investigations. 
committee has pind support of the Ministries of 
Health and of Food and ane ce of the Ser- 
vices. I have been appointed serving under the 
committee, and all who are engaged on or unde 
investigations covered by the terms of reference are 
invited to communicate with. me. 
London Hospital, Whitechapel, B.1. J. BR. MARRAcK. 


EVALUATION OF GASTROSCOPY > 


paper. 
figure 
ulcers and did not include those situated 
in the duodenum : this incidence is essentially the same 
ss that found in other sores of Service dyspepsinc. 
49% of cases of gastritis includes cases 
hospitals transferred specifically for 


liminary recategorisation in hospital by medical board 
are posted to units by records. 

Brigadier Harold Edwards takes me to task for making 

a too frequent diagnosis of gastritis, but such were the 

Ose cer agen otagen ea mag py 

or other evidence, and finally confirmed 
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connhier Iepperteuphte guotettio sn ses, ainee, doz emmmple, 
oo te 


I very much agree with Se 
of atrophic gastritis and also in regar 


te those cases where more than one type of gastritis is 
found in the same patient, but, as he says, the division 
into is arbitrary and a reasonable one until our 

ge inereases. It was precisely because there are 
many who remain unconvinced of the value of gastro- 
scopy in the assessment of the Service dyspeptic that I 
attem; to enumerate the t: of case in which help 
could be obtained. To obtain the actual incidence of the 
various lesions would clearly require analysis of thousands 
of cases from many age-groups. 

In his article on dyspepsia in the army, Lieut.-Colonel 
L. ©. Hill rightly stresses the em ie ger Pam 
ae early decision as to disposal, and avoidance 
of repeated hospitalisation in the Service case, but his 
maim argument i the special centre, that the 
functional dyspeptic is made worse by contact with the 
ulcer case, is invalid if, as here, the centre has three 
divisions, as advocated by Sir Arthur Hurst. 

Newmarket. A. Morton GIL. 


Simm,—The introduction of X rays as a means of gastro- 
intestinal examination led to a striking increase in the 
number of cases where abdominal symptoms were 

ibuted to the presence of ‘ Gastroptosis 
and coloptosis joined the ranks of the ‘‘ dropped kidney 
and surgeons were called upon to correct. these ‘‘ abnor- 
malities ’ ; often with disastrous results. With greater 
how wide are the varia- 
and gt treatment on the 
above lines has largely fallen into disuse 

A new field has been opened up by the introduction 
of gastroscopy. It seems anne A that, here a 
the possible variations of the normal have not yet 
fully or understood by all gastroseopists. This 
would explain the extraordinary variation of results 
obtained in similar ant by different observers. The 
dangers of over-ent: are so great that caution 
in the interpretation of results cannot. be too strongly 
urged. It should be remembered’ that every patient 
in whom a diagnosis 
insufficient grounds has his 
diminished as the result of the investigation. 

Sevenoaks. JoHN VENABLES. 


AVOIDANCE OF POSTPARTUM HAZMORRHAGE 
Smr,—In your — article of April 10 you rightly 
pomt out That the manual 
removal of the placenta nearly all ha) 
patient has been allowed to lose too mu 
the operation is undertaken. When there is excessive 
bleeding with the placenta still in utero you recommend 
that an attempt be first made to <= the placenta 
by Oredé’s method—with which all will agree—but 
————, without anesthesia. In mamy cases this 
prove successful, but in not a few it will : fail because 
the operation cAnnot be properly carried out on account 
of the tightening of the abdomina] muscles occasioned 
by the and also on account of the develop- 
ment of a constriction ring. Where Credé’s method has 
been attempted and has failed, it is more than likely 
that a further bleeding will have been caused, amounting 
sometimes to quite a severe um hemorrhage. 
I would recommend, therefore, that in every case the 
patient be given a general anzsthetic. The time while 
narcosis is being ae could be usefully employed 
pec 4 up again and thoroughly cleansing the vulva, 
grasping the cord as close as possible to the 
aren with sterile pressure-forceps and cutting away the 
cord distal to it. ‘Oatheterisation should be carried out 
if the bladder is not already empty. A sterile towel 
ed on the abdomen, Oredé’s method may 
yed cap bow — prove quite easy in the great 
after expression of 
the placenta san can be ‘immediately and easily controlled 
compression of the uterus until the uterus 
aasdens i in response to rine given intravenously 
or intramuscularly ; this is much simpler and safer than 
employing a hot intra-uterine douche. In the few cases 
where Credé’s method fails the fact that the patient is 
already anesthetised and aseptic precautions have 
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already been taken allows one to proceed with manual 
removal of the nta without a moment’s delay, 
thus minimising blood loss. 

I am convinced that by always employing anzsthesia 
failure to express the placenta by Credé’s method and 
thus the necessity for manual removal of the placenta 
will be reduced to the absolute minimum. In the 
Aberdeen Maternity Hospital in the 5-year period 
1988-42 manual removal of the placenta was necessary 
in only 9 cases out of over 6000 booked cases. 

Aberdeen. J. F. B. WYPER. 


TEMPERATURE TAKING 


Sir,—Observations made in this hospital show that 
generally a maximum reading can only be assured when 
the thermometer is left in the mouth for at least six 
minutes, irrespective of the time stated on the thermo- 
meter or whether or not it is marked ‘“ NPL-tested.”’ 
Six-minute thermometry should be a routine practice 
in hospitals, though it may be difficult to institute at the 

resent time owing to the shortage of nursing staff. I 
lieve I am correct in stating that ten-minute thermo- 
metry has long been the custom in the more efficient 
~- sanatoria when the reading is taken in the mouth. 
are S. Locket, 
County Hospital, Pembury. Resident Medical Officer. 


GASTRO-ENTERITIS IN HOT CLIMATES AT SEA 
Sm,—Five years ago I published a paper on over a 
thousand cases of gastro-enteritis encountered in 
— mM ay 3 ge — (Lancet, a i, wt 

vi em into t yu ic cases ari 
on reaching a hot and humid climate (tropical diarrhcea) ; 
sporadic cases due to eating food or water 
ashore; and acute epidemics presumably due to infec- 
tion by the salmonella-dysentery group. It is with the 
first group that I-wish to deal now. Various p: - 
ing causes, such as chills, were su in my previous 
paper but were not thought to be the whole story, and 
all bacteriological investigations were negative. There 
was no article of food common to all patients and 
drinking-water could be acquitted of responsibility. 
Many authorities discussing tropical diarrhoea lay stress 
on the association of a high temperature with high relative 
humidity in causation. 

The same kind of outbreaks of acute gastro-enteritis 
occur in troop rts in war, but cases are more 
numerous, even allowing for the much numbers 
carried, and begin slightly earlier, proba owing to 
the higher internal temperature of the ship due to 
blackout and to crowding of the troopdecks. It is 

rising that I can find no reference to gastro-enteritis 
i e last war, either in the British 
medical histories. Observations 
on troops carried when the ship forms part of a convoy 
show that many, if not all, ships have troops affected in 
the same way to a greater or less extent, t the ships 
may have taken water at different ports and been 
viebualled by different owners, and that cases may occur 
before the first port’is reached. This seems to exclude 
food, water and a “‘ carrier ’’ food-handler. The possible 
immediate causes ap to be: (1) a virus, perhaps 
spread by droplet infection ; or (2) climatic conditions 
favouring the development of pathogenic intestinal 
organisms, causing saprophytic o i to become 
eevee een or lowering the patient’s resistance. The 
second view is supported by the iments of I. J. 
er (Trans. R. a . Med. Hyg. 29, 531) and 
of E. C. Robertson and C. B. Weld (Proc. Soc. exp. Biol. 
N.Y. 1932, 30, 33). ‘There are many tomes on land, 
reported by American, Canadian and British investiga- 
tors, where a virus was believed to be responsible, but 
so far no outbreak has been proved to be due to virus 
Tr tkepetiiinoe: Wake ebei dies to tetany ‘bonshepente 
e impo ce O con m in Pp 
is that morale is lowered and officers and men. get 
panicky thinking that dysentery or cholera has broken 
out, that a few cases go on to a catarrhal appendicitis 
(which I have seen orate), that men may be left with 
a chronic colitis and reach their units as lia ilities 


instead of assets, and that, should A outbreak be due ' 


to a dysentery ’ be distributed to 
rest-camps and units on arrival and form potential foci 
for widespread infections. I would like to make two 


suggestions. The first is that SMOs and OO troops 
of transports be advised to warn their troops that cases 
may be expected on reaching a hot humid climate, and 
that, although there is-nothing to be alarmed about, all 
cases should report to the MI room. The second is that 
a skilled bacteriologist be sent on a round voyage in a 
ship already equipped with incubator, media, micro- 
scope, &c. This would only entail allotting one officer 
berth, and the investigation might prove of great value. 
H. M. Royps Jongs, 
Surgeon, Orient Steam Navigation. 


MYTHOLOGY OF CANCER RESEARCH 
A REPLY TO PROFESSOR _KENNAWAY 


W. C. HvuEPER, MD KIEL 


(From the Warner Institute for Therapeutic Research, New 
York City) 


THE article with a challenging title by Prof. E. L. 
Kennaway in THe Lancet of Dec. 26, 1942, represents 
a critical dissection of some auxiliary evidence cited in 
my book (Hueper 1942) in ye of the ona 
properties of arsenic. Both. the substance as well as 
the interpretation and presentation of this evidence 
are the subject of attack. 

Dr. Kennaway’s first step in his mythological approach 
to the problem of arsenic cancer is an attempt to depict 
Dr. J. A. Paris as a sort of charlatan by quoting a few 
items from the index of his book Pairmessiegta, in which 
the first information on industrial arsenic cancer in 
man and animals was published in 1820. The book is 
declared as ‘‘ obsolete ”’ and the information contained 
in it as “‘ of little or no value.” In support of this cate- 
gorical assertion, some statements from an article of 


(Sir Henry) Butlin, who surveyed the situation in Corn- 


wall 70 years later and who was unable to find at that 
time any cases of scrotal cancer among the tin smelters 
of this region, are quoted. 


SCROTAL CANCER AMONG SMELTERS 
Now let us look at the actual record. Dr. Paris, who 
practised for several years in Cornwall, evidently gave 
an eye-witness account when he noted the occurrence 
of scrotal cancers among the smelters. He su 
the validity of his diagnosis, moreover, by the statement 
that these tumours are similar praca egy pare - 


tions, displays his familiarity with the kind of lesion 
described by comparing it with a well-recognised type 
of occupational cancer of the scrotum, and finally cites 
confirmatory circumstantial evidence by a second 
person. There is no obvious sound reason to doubt the 
correctness of his statements in this matter, even if his 
book contains other items which appear obsolete to our 


present generation. The intrinsic unfairness of such an 
approach to a man and his work is evident from the fact 
that with the same arbitrary reasoning the work of one 
of Paris’s famous contemporaries, Rokitansky, could be 
declared as valueless as that of Paris because he held 
some conceptions which are no longer acceptable. This 
aati ae of © ap ape cm perspective and humility 
display ¥. . Kennaway becomes erage ad 
obvious if one considers the recognition which Paris’s 
observation on arsenic cancer has found in general. 
Thus, Paris’s book is prominently mentioned and a 
verbatim quotation of his statement on the arsenic 
hazard in gas) in et Wales A Sy y- b 3 owl 
Haagensen paper en = ito: 
Important Books, Pa . and Memorabilia illustrating 
the Evolution of the wledge of Cancer.” 
Concerning the value of the evidence P ache by 
Butlin, who receives so much praise for his thorough and 
scientific efforts on behaif of arsenic cancer situation 
in Cornwall and Wales, the following remarks may be 
appropriate. Butlin records second-hand in- 
formation, which is obtained moreover long after the 
od of Paris when (as Butlin’s witnesses state) ‘* there 
but little arsenic now compared with what there was 
a few years ago”’ and “‘ the smelting of tin is not now 


-carried on to the same extent as formerly in that neigh- 


bourhood.”” This apparent reduction in the arsenic 
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hazard in more recent times is of great importance in 
judging the value of the statements made by, Butlin in 

to occurrence of scrotal cancer, as it is a well- 
known fact that the occurrence of neoplasms in industry 
and under e ental conditions depends to a great 
extent 5 <7 e mes wre, So Sr pene 4 to a carcinogenic 
agent. . not paid yA attention to 
this item in his argumentation against ’s claims. 

It may however be noted that, in spite of the a: t 
reduction in the activity of the smelters and the 
amount of arsenic released into the atmosphere, Butlin 
reports Dr. Mudge as remembering “‘ to have seen in 
past times eruptions and even rawness of the scrotum 
and insides of the thighs of the men exposed to the 
fumes of arsenic, but he had never seen a case of cancer 
of the scrotum, although he had seen several cases of 
cancer of the penis,” It is not mentioned whether or 
not the diagnosis of the scrotal and penile conditions was 
based on more than clinical diagnosis. This point is 
raised, because Dr. Kennaway stated that “ there is 
nothing to show the cancerous nature of the alleged 
tumours ”’ (reported by Dr. Paris)—i.e., there was no 
histological examination e. 

Thus, Butlin’s evidence establishes again the existence 
of an arsenic hazard from industrial fumes in the region 
of the tin smelters, and the occurrence of arsenical 
scrotal irritations of undetermined nature. If viewed 
without prejudice and perversion, the data of Paris and 
Butlin are not contradictory, as suggested by Dr. 
Kennaway, but are in many respects in harmony, while 
their differences are plausibly explained by the changes 
which took place in the operation of the smelters during 
more recent times. 

In commenting upon the observations of Paris in 
regard to scrotal cancer I stated in my book that “ Paris 
noticed the high incidence of cutaneous malignancy 
among the men employed in these factories.” Dr. 


* Kennaway calls this ‘‘ a somewhat highly coloured and 


extended version of Paris’s simple statement.” Inas- 
much as I placed a verbatim on of the statement 
of Paris on this subject di after my comment, it is 


a mt that there can be no — of colouring or 


© ing any evidence, as Dr. Kennaway insists. My 
comment is addressed to those readers who are less 
familiar with the subject of scrotal cancer than is Dr. 
Kennaway. It is a well-established fact that scrotal 
cancer is one of the rarer of malignancies found in 
the general population. may cite in support of this 
contention of Dr. Kennaway’s star-witnesses— 
Hutchinson, Butlin and i ‘who stated, according 
to Butlin, that they do not remember “‘ to have met with 
a case of cancer of the scrotum in the whole course of 
their experience ’’ (10 to 30 years). It is obvious that 
if Paris observed, during 4 to 5 years of practice in 
Cornwall, the occasional occurrence of scrotal cancer 
among the smelters he saw at least several cases among 
a relatively small group of specialised workers. The 
use of the term “high incidence” in a comparative 
sense appears to be justified in this connexion, as it is 
accepted usage when referring to the frequency of this 
type of neoplasm in re amy Pa tm mule spinners, 
pitch and tar workers. In these instances only a 
relatively small percentage of the members of the 
occupational groups mentioned acquire this neoplasia. 


* * * 

A similar tendency toward fault finding is revealed by 
Dr. Kennaway when he calls my description of the type 
of exposure which produced the manifestations of 
chronic arsenicism in horses and cows, noted by Paris, a 
“‘ picturesque addition about the of the meadows 
and the grazing animals ’’ which adds ‘“‘ nothing whatever 
to the very questionable value of Dr. Paris’s story.’ 

» this commentary was added for the benefit of 
‘those readers who are not acquainted with the toxico- 
logical aspects of arsenicism caused by contact with 
contaminated vegetation. Oral ingestion of arsenic 
is not only the prevalent mechanism through which 
arsenical imsecticid es and parasiticides act, but it.is also 
the most frequent type of arsenical introduction seen 
in connexion with be “pete: industrial and: environ- 
mental arsenic cancer. It may be granted that, under 
the conditions present in Cornwall, cutaneous and 
respiratory contact were simultaneously operative to 
only a limited degree as far as the animals were con- 


cerned. The mythological colouring .matter in this 
instance exists exclusively in the mind of Dr. Kennaway. 


bs ARSENIC CANCER IN DEER 


inst my abbreviated version of the paper of Prell 
on the occurrence of chronic arsenic among the 
wild animals in the forest of Tharandt and among the 
domestic animals of this region Dr. Kennaway offers 
the following continuation of his research in mythology. 
He contends that ‘‘ Prell makes no mention whatever 
of any hyperkeratoses in horses, cows, goats or pigs, 
nor of any ‘extraordinary mortality among insects’ 
other than bees, apart from a bare statement of a 
mortality among silkworms,’” which I had done, and 
that I chose ‘‘ to describe the warts in deer as ‘ pre- 
cancerous,’ ’’ while Prell was put down as not having 
said so. Dr. Kennaway then proceeds to assert that 
*‘ anyone who reads the actual pa of Prell and 
Hofmann must surely be struck by one view of the 
matter which is the reverse of that advocated by Hueper.”’ 
The accumulation of this long list of accusations must 
have taken a great deal of time and manipulation. In 
commenting on Prell’s r I mentioned a report of 
Dr. Baader, director of the Hospital for Occupational 
Diseases in Berlin, who discusses rather extensively in 
his paper on industrial cancer a presentation of Dr. li 
given before the Congress of German Naturalists and 
Physicians in Dresden in 1936 and dealing with the same 
material published later in the Archiv fur Gewerbe- 
hologie. It is obvious from the abstract furnished by 
r. Baader that a somewhat modified version of the 
published paper was given on that occasion. As the data 
contained in this abstract furnished a part of the con- 
densation contained in the book, I shall quote some 
parts of Baader’s report : 


“Die krebsigen Hufgeschwiire bei Pferden in Arsen- 
schmelzereien sind von jeher bekannt. Ausserordentlich 
bedeutsam aber sind die jiingst auf der Naturforscher- und 
Arztetagung Oktober 1936 in Dresden von Prof. Prell, dem 
Leiter des Zoologischen Instituts der Forsthochschule Thar- 
andt wiedergege Beobachtungen tiber umfangreichste 

i der Tierwelt durch Industriegbgase. .. . 
So haben die arsenhaltigen Fluggase der Abgassschwaden 
dieser Hiittenwerke iiber 2800 Bienenvélker vernichtet und 
zahlreiche akute und chronische Arsenvergift unter 
dem Wild, den Haustieren, Pferden, Kiihen, hweinen 
verursacht mit Haarverlust und Hyperkeratosen, in mehreren 
Fallen an den Laufen der Hirsche Arsenwarzen als prikan- 
zerése Stadien. . . . Im iibrigen zeigt dieses Massenexperi- 
ment am Tier in freier Wildbehn und beim Haustier, wie 
relative geringe Arsenmengen geniigen, um schwere Arsen- 
ree bzw. eke zu setzen -_ fihren zu 
ergleichen mit den bislang viel zu i teten geringen 
Pees » mit denen Siuiabiie Valbapeseenn in ihrem 
Beruf standig zu tun haben. . . .” 


I may add that Dr. Baader’s work and position bring 
him in close contact with hazards of this nature, and he 
must be regarded as a competent observer and authority 
in the field of industrial medicine. I am sure that a 
comparison of my version with that of Dr. Baader and 
the original one of Dr. Prell does not reveal any funda- 
mental discrepancies which can be ed as ‘‘ colour- 
ing the evidence of a first-hand observer.’’ Moreover, 
one is struck by the audacity of Dr. Kennaway to contend 
that the views of Drs. Prelland Hofmann are the reverse 
of my view. One must wonder if Dr. Kennaway has 
read the actual papers of these authors with the proper 
understanding freedom from prejudice. There is 
no doubt in the mind of Dr. Prell that the manifestations 
observed in the wild and domestic animals are attribut- 
able to arsenic ;' Dr. Hofmann emphasises the similarity 
of the anatomic lesions with those seen in the gastro- 
intestinal form of arsenic poisoning. While Dr. Hofmann 
does not make special mention that the cutaneous car- 
cinoma found in a deer is of arsenical genesis, the entire 
evidence presented by him and Dr. Prell leaves no 
reasonable doubt in this respect, unless one deliberately 
chooses to use standards of judgment not ordinarily 
applied in the recognition of tumours of environmental, 
occupational and medicinal nature. 

It seems that Dr. Kennaway’s conclusion was rather 
hasty when he states that the ‘‘ absence of malignant 
growths in cattle; and the yield of one single cancer from 
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the examination of 143 deer amd 27 hares ex to 
arsenic, amounts to evidence than 
for, the cordoqmene action of arsenic in these animals, 
of pain ay: presumabl 4 a few at any rate live Jong enough 


for the development of a growth.” 
the analogous conditions present 
in. thi Pag. pads renga tarenpe pugs torenetin er 
man. yar no notice, moreover, of a statement. of 


7 


. Prell that the publications of Haubner im 1878 and 

oF etek tn 4088 Gar oneteiner on the animals in 

the Frei district are either almost forgotten or that 

no practical consequences have been drawn from them. 

CARCINOMA OF THE. NASAL. MUCOUS MEMBRANE IN SHEEP 
yo thaloay te then proceeds with his third indulgence 

by me my version of Nieberle’s cid cel 

po rr tpn ocousrenge of emic papmncalin of the ethm 

> the same general region 

Prell re va ‘either ire. ag i 

or false in pre particular.”? The = are as 


2 “Nieberle was well aware that the estate on which the 
- Capeens: Semper: Tees Rept, won: Shanes Shn Gone. oF 
poténtial danger, ane he not only noted that it w 
sittiated in the remoter neighbourhood of the Freiberg 
ws < works, but he saw to it that the organs of the 
ange he ere. examined for arsenic. To contend, 
—— t the. phrase of Nieberle ‘‘ remoter nei; 
bourhood ” is non-commital, while mine ‘‘ within 
fume and dust zone ”’ is “ wholly misleading ” is at best 


- Thx saad judgment chosen apparently to fit the 
~~ 2. The chemical anal of the organs 
that an actual arsente heaard existed. That this 


hazard was inconsiderable, to the chemical 
data, is beside the point, and I = not made in the few 
words which I devote to Nieberle’s article any statement 
in this respect. It is, however, questionable whether 
such a “grapes can be drawn from a few chemical 


ends that the cause of the disease is connected 
with the and that arsenical injury 
be excluded. It is evident from the “relatively large 


ceecp-—tiai ext amend eitblangy ativeael cagiaates to 
an stiology appears su: ve 
him. My statement that “he suggested etree the 
condition was caused by the chronic mioduction of of 
arsenic . expresses therefore only in a modified 
phrase what Nieberle implied in his own words. 

» 4 Qn ¢ one point can Dr. ee 
be « m moan oy a mistake im transeribing one 
o8-the many h of abstract cards used in the 
preparation of the book the mention of the cattle in 

manifestations 


eonnexion with the 
was omitted and deplorable mistake a 
roduced. However, 


through this 
version of Nieberle’s 
am certain that such ed inaccuracies may 
occur even to the best: of authors when confronted with 
an almost ov number of abstracts. How 
such minor errors may creep in is demonstrated 

by the fact that Dr. Kennaway notes the occurrence of 
ethmoid cancers in ten within a few months, 


of the lung, ureter, bladder and urethra were recorded 
4b ee coma roan and Wilhelm (1940), Montgomery and 
‘aisman (1941) and Bridge (1941). 


(References at foot of next cohumn) 


Obituary 


SIDNEY FRANCIS ST. JERMAIN STEADMAN 
MRCS, EDS, DPE 


As senior dental surgeon at the Royal Dental Hospital 
and recognised teacher in dental oe yest in the hg wpe 
of London, Dr. Steadman, who died on April 11, had been 
for many years a contributor to his. science, and a.leader 
among his colleagues. 

He was born at Kingston-on-Thames in 1880, the son 
of a solicitor, Mr. Sidney St..J. Steadman. Educated at 
pee bs Sip al Dental Hospital and Charing 

wade ne ne a ied ae LDS in 1902, and took hi 

CP in 1907 and the DPH in 1911. From 1910 

to to 1914 he was dental surgeon to the Metropolitan 
osarae) cme. Sa: Won Hieennre eon ital for Children ; and 
he lectured in dental histology dental surgery at the 
National Dental Hospital unk 1 1914.. D the last 
E war he became a major in the RAM 
with @ 60th | division in France, Palestine and Salonika, 
and DADMS to the 20th Corps. Afterwards he returned 
to London, and from 1926 ts "1929 taught bacteriology 
at the university, where he was. a, member of the faculty 
ef medicine. He was also consulting dental surgeon 
to the West. London Hospital, and na eed in dental 
surgery at the tgraduate college. He examined in 
dental surgery 1930 to 1933 at “London. University, 
and in orthodontics from 1935 onwards, and he was 
also am examiner at. Bristel University for a time. His 
interest in orthodontics was keen, and he was pooenee 
of the British Society for the Study of Orthodontics 
1937. In 1939-40 he was a vice-president of the 
Royal Society of Medicine and he was president: of the 
section of odontology in the same wen, fg was a 
member of the representative Doone at the British 
Dental Association and pone “wae FA, the metropolitan 
branch in 1932, A Seek weltes 

Yaad anak Beasts Macon heccedecln balou. ip 
outbreak of the Great War in 1914 when we were candi- 
dates for appointment to the honorary staff of the Royal 

Dental Hospital. He was elected on that. oceasion and 
thus i remained unbroken, 
tanto for the war years, and furnished many oppor- 

for oe ae of a personality which, if only 

» Was very likely to be misjudged. 

Forceful ant and impetuous at times, he was, withal eourage- 

ous in upholding what he believed to be right, and when 

differences of opinion arose, as was inevitable with such a 

shove he never stooped to taking amy unfair advan- 

tage of his opponent, but on the contrary + oa age 
the means of bringing about a modification of 

own. views. oat wth we ws in the pro- 

the relationship between dental and general 

disease, and did much by hin. waldines: nae. tonnlene. $0 
see this aspect of Sentleien. Steadman’s serviee to 

was unstinted, and although his term of office 

a rag ay ene gel ae eg eee get i agg ere 

viees at the disposal of the board which 

saneman them. An enthusiastic and regular nn momen 

at. committees made him a potent factor in the yemet 
policy, and his help will be missed. 

of loss will be Bg, Sy el 

all over the world whose welfare he had so much at heart. 





dental students, and pyorrhoa alveolaris as a predispos- 
ing ¢ cause of cancer, and among his other mee works 


DR. HUEPER: REFERENCES 
ee * nt per es ee on oe Sen oe 


ten, Letpnig. 
ot ses a Wha F. ait: AYO ich. Derm. 


meee sa 6. . i, Gata) Sia Semen a 





and AHied Diseases, 


meateemey Hi. and Waisman, M. (1941) J. invest. Derm. 4, 365. 
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= are papers on the technique of surgical operations in the 
tho tongus, ta 1000 te toarsied Geact’ daughter of 
the e. e o 
F. W. Hamilton. ctiontas tase eaaeiates, 


Fiying-Officer Harorp Parrerson Hatt, LRCPE, 





was in a flying accident on March 12. He was 
twenty: La malaria _ qualified from the Uni- 
versity Rocha 40% After a house- 


appointment at. Cherry ha Mental Hospital he was 
appointed to a commission in the RAF ical Branch 
last year. At the time of his death he was medical 
officer to a fighter squadron. 


Pisliiniene? 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 
THE Budget statement has been made, no un 

burdens are imposed and the fear of possible 
increase in income tax has been removed. The total 
budget for 1943 is £5756 million and overseas disinvest- 
ment will provide £600 million. We have therefore to 
provide at home for a budget of £5156 million. 
estimated that personal savings will still further increase 
and reach £1300 million. and that domestic borrowing as 
a whole will reach £2250 million. S$ means an increase 
of taxation for the year to about £2900 million, of which 
£175 million is new, This sum is ly met by estim- 
ated increases on taxes duties, leaving about 
£100 million to be pro - ap sermon It is this 
£100 ‘million we ate eying for in increased beer, wine, 
spirits and tobacco duties, in the extra entertainment tax 
and luxury taxes now up to oe | Nee ae some 
remissions—certain utility goods are purchase 
tax and certain ~e capes for dependent 
relatives and 


the Chancellor of the 
hequer claimed, 
ship of state is not only, soundly and strongly 





itisa ut A rt even keel. Onur 
constituted 


and the air and the armies of the factory, the field and the 
home at s good standard of living and a high standard of 


Tt shoul not be forgotten, and the Chancellor gave it 


place 
have the backing The institu- 
tion of this system of international reciprocal aid by 
President Roosevelt is one of the most far-reaching acts 
of the war. It rests on the principle that in a common 
war all shall give all they can to the common cause 
without reckoning mutual financial indebtedness. 
pd the goods and services which the USA supplies to this 
antry, to Russia, China and other members of the 
United Nations, 80% are on lend-lease terms. We on 
our side are applying the lend-lease principle to all 
munitions and services, including shipping, which we 
furnish our allies. But the is not intended to lend 
itself to close accounting. ou cannot bring the victory 
of the convoy to Prec aw or 1% Marmansk or the pw esd 
and victory of S The 


a balance sheet. 
balance can only be a ood bale halsnes, and the Chancellor 
told us that great as was the help we were getting from 
to all our Allie ‘including th United States) 

are giving our es e 
without charge. 
Looking for a ing of rab toward the future with the 


immense rebuilding a world, 
Sir Robert Hamilton in 

grim ps Tow history in 1814: ‘‘ No exertion 
can be too age no pressure of increasing burthens is 
to be » no dread of exhausting our resources 
entertain 


NURSES BILL IN THE LORDS 
pg name gh pee toenerep Sear y tear a 


House ‘on 13, Lord HorpER assured the House 
the bill had the sympathetic ear of the medical profession. 
He had to say that the 


nursing profession 
would welcome its passage into law, together with the 
valuable economic adjustments recommended by the 


Rushcliffe Committee. These two things taken Saget 
would raise the status of nursing in this country as 
no hadsofardone. In framing the bill the Minister 
of Health had followed on broad lines the recommenda- 
tions of the Athlone Committee and of the nursing recon- 
struction committee under the sgis of the Royal College 
of Nursing, over which he had himself presided. But 
the Minister’s courage forsook him when = came to deal 
with one of that committee’s s stions for the protec- 
tion of the patient—namely, in the interest of the 
tient ata time when he was in no ples Fay to protect 
Pimcelt: and also of the nurse, it was reasonable that the 
profession should be closed to cei pune a Ay three 
grades of person: the State-registe nurse, the assist- 
ant nurse (enrolled as she must be) and the student 
nurse. _No woman or man outside those categories 
should be allowed to exploit the sick person. When the 
bill reached the committee stage he would move an 
amendment tightening up the bill in the public interest. 


QUESTION TIME 


Minister’s Statement of Health Proposals 


Mr. Sorensen asked the Minister of Health when his plans 
for a comprehensive medical and health service were likely 
to be brought before the House; whether he was receiving 
adviee and information and taking evidence in preparation 
for this; and whether it would include the mental hospital 
and mental deficiency services.—Mr. E. Brown replied : 
Preliminary discussions are now taking place with repre- 
sentatives of the medical profession, the local authorities and 
the volmtary hospitals. I contemplate publishing in 
advance of the introduction of legislation and, I hope, im 
the course of the next two or three months a general statement 
of my proposals ‘which will afford all concerned an oppor- 
tunity of considering and criticising them. The answer to 
the last part of the question is No. 


Supply of Penicillin 


Replying to a question the Minister of Supply said that 
the first meeting of the committee set up to report on penicillin 
and to conduct clinical trials thereon was held on Oct. 13, 
1942. The object of the committee was to secure that all 
available information clinical and chemical trials 
and methods of production wes collected and exchanged and 
an trong” gy dian peta = + uaa ae Amen dy 
development. The following were the members: 
Arthur Mortimer, deputy director of medical supplies, 
Ministry of Supply (chairman'; Prof. Alexander Fleming, 
St. Mary's Hospital; Prof. H. W. Florey, school of ology, 
University of Oxford; Prof. Harold Raistrick, ion School 
of Hygiene; Sir Robert Robinson, DSc, ScD, Dyson Perrins 
Laboratory, University of Oxford; Prof. C. R. Harington, 
= a Dr. A. N. x Medical Research Council; 

. Allison, Ministry of Health; Prof. I. M. Heilbron, 
Die, V'Guivorsing of Cambridge ; Lieut.-Colonel Sir Russell 
Wilkinson, military medical adviser, Ministry of Supply; 
— with representatives of firms engaged in production 
of penicillin. 


Allocation of Nurses and Midwives 


Sir A. Bam asked the Minister of Labour whether he 
would ensure that newly qualified nurses who were also 
qualified midwives should be free to practise either general 
nursing or midwifery at their option and should not be 
directed into midwifery against their will.—Mr. E. Bevin 
replied : I can give nosuch assurance, since it is essential that 
nurses and midwives should be employed where they are most 
needed. In taking action to meet the problem of distribution, 
I propose to obtain the advice of the National Advisory 
Council, in which nurses and midwives are adequately repre- 
sented. I would naturally wish to consider the desire of any 
individual nurse or midwife. 


“Appointments 


Poutzy, 8. F., mmocs, Da: resident anssthetist at Kingston County 
Hospital. 


pias ge & VIENNA, DPM: temp. psychia 

trigt to the > berby child child guidance clinic and Chesterfield 
dren’s centre 

Ware E. D. M., ‘Me EDIN, DPH: examining factory surgeon for 
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Notes and News 


HOME-MADE INSULIN 


Lives of diabetics in an invaded state may eres Ba on 
the courtesy of the occup army. When the Ja 
took Shanghai they seized all stocks which seem 
to be useful, leaving the supply of insulin dangerously 
low for the 500 or so diabetics who were depending on it. 
A abigere A chemist, Mr. A. N. Walker, whose own work 

ngs ‘iene (he was a member of the ICI staff in 
China) offered his help to the public health department 
of the Shanghai municipal council. It was clear that 
the manufacture of inediiin was the first problem: and 
the responsibility for providing it was given to Walker. 
The technical difficulties were formidable, and there was 
a chance that if the Japanese found out what was going 
on a might punish the workers. Moreover, are 
he held a first-c honours degree in chemistry, he had 
specialised for six years in the finishing of textiles and 
Sothee, and he had had no experience at all of the branch 
of biochemistry he was now to attempt. The work had 
to be done in the public analyst’s laboratory without 
centrifuges or ene gee (he used muslin bags like a 
hoysewife making je. jelly), without vacuum pans (he used 
big glass bottles), with no help other than that of 
Chinese coolies. But after studying volume 10 of 
Reports of Connaught Laboratories, Toronto (where there 
was an article by Scott, yomrees and Best) he set to work. 

a bribed the Chinese meat inspector to divert several 

ands of ox mf ene to him daily ; that was dangerous, 

use the ese had commandeered nearly all the 
beef. The aleabalte extract from 70 lb. of pancreas had 
to be concentrated from 80 litres down to 7, keeping the 
temperature below 25° C. to.avoid decomposition of the 
i . Since the alcohol came from stocks known to 
the Japanese it had to be recovered efficiently, and to 
prevent it from carrying over as vapour, the vacuum 
pumps had to be strip several times a wr cleaned 
thoroughly and ch with fresh oil. After he and his 
coolies had worked for ten hours a day for ten weeks, his 
alcoholic concentrate was ready ; but in order to precipi- 
tate the.aetive insulin the solution had to be adjusted to 
pH 65, the iso-electric point, and this required a potentio- 
meter. British and American equipment having 
been commandeered, he ap: ed to the German medical 
school and the Herr Direktor lent him one. Walker 
finished the job, and saw insulin crystals of his own 

under the microscope. 

He sent a sterile solution to a biologist for agueovet 
and standardisation. All had gone well: his work had 
pet 25,000 international units of insulin. But the 

iologist, a Korean with Japanese sympathies, carried the 
story to the enemy; and an anxious time followed for 
the adventurous workers in the public analyst’s lab. 
The Japanese, after consulting Tokio about the odd 
affair, ly gave permission for the manufacture of 
insulin to proceed provided they got a large proportion 
of all fature rock g Then Walker, collaborating with 
the municipal enginéers, designed i og rovements “y 3 his 
Heath-Robinson plant; and before he was repatriated 
from Shanghai he was satisfied that the future manu- 
facture of insulin will be sufficient to meet all local needs 
as long as the war lasts. 


PROSPECTS OF THE DISTRICT NURSE 


adel peeps mse to by inquiries Bes those roe tee » 
ct nursing, and more especially as a contribution 

Medical P Research, a group of secretaries of 
District itiesing ‘Associations have prepared a booklet? 
reviewing this subject and the kindred topics of the 
midwifery and health visitor services. An appendix 
compares the English system with that practised in 
Canada. This analysis presents objectively the facts 
about the training, prospects and life of district nurses. 
Their duties make t calls on their tact, skill, and 
resource; their is long and often so poorly 
subsidised that they must work for several years on 
bare et-money and pledge themselves to serve in 
one p for a time after q pros- 
pects are meagre and pensions are not freely Ghee. 


1. The Domi Fees for the Qregn's 
Fnstitute of Distsct lor and Bloxham Ltd a 
+» Plus postage. 





Nursing by Ta 


changeable between authorities. Hours are long and 
responsibility considerable. 

The Queen’s Institute nurse ee her general state- 
registration certificate and must in addition take a 
six-months’ training in public health nursing at a home 
approved by the institute, If she is to work in an area 
where midwifery is undertaken she must also hold the 
CMB certificate ; and many Queen’s nurses hold a health 
visitor’s certificate as well. Such women are among the 
most highly qualified in nursing today, and may have 
spent as much as 5} years in training. Their rewards 
are r not only because nursing has always been poorly 
paid (and even the Rushcliffe report has not brought it 
into i ranks of well-paid occupations), but because 
the finances of the district nursing service are pre- 
cariously 7 y partly on voluntary support, partly 
on fees paid b by local authorities for services rendered 
(which vary widely in different districts); and partly 
on patients’ provident and contributory schemes. 

e authors of the booklet t that a national 
body should be set up under the QIDNA to formulate 
a contributory scheme which would provide uniform 
district nursing care for the whole country. The book- 
let is intended primarily for private circulation but its 
interest should command a wide public among those 
somone to see the nursing profession set soundly on its 

ee 





Infectious Disease in England and Wales 
WEEK ENDED APRIL 10 


Notifications.—The following cases of mega 534 disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1993 ; whooping-cough, 1954 ; diphtheria, 729 ; 
paratyphoid, 3; typhoid, 6; m es (excluding 
rubella), 18,056; .pneumonia (primary or influenzal), 
1290 ; puerperal pyrexia, 173; cerebrospinal fever, 92 ; 
fanenca tT 4 3; polio-encephalitis, 2; encephalitis 

._ - 1; dysentery, 116; ophthalmia neonatorum, 
No case of chalen, plague or typhus fever was 
votified during the week. 

Deaths.—In 126 great peels there were 1 (1) death 
from an enteric fever, 2 (1) from scarlet fever, 21 (2) from 
measles, 19 (5) from whooping-cough, 13 (0) from: diph- 
theria, 58 (11) from diarrhoea and enteritis under two 
years,-and 62 (4) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham had 6 fatal cases of diarrhea. Sheffield reported 
4 deaths from influenza. 

The number of stillbirths notified during the week was 
236 (corresponding to a rate of 34 per thousand total 
births), including 23 in London. 


Births, Marriages and Deaths 


BIRTHS 
Sear oe April 5, at Egremont, Cumberland, the wife 
Captain Edward Braithwai ite, RAMC—a daughter. 
Onan —On = 13, at Bognor, the wife of Captain E. P. Clarke, 


RAMC—2 80 

Mich avare: in April. 12, at Blackpool, the wife of Captain 
W.A beg em RAMCO—a daughter. 

THOMSON.—On A 3, at Manchester, the wife of Dr. M. L. 
Thomson—a oe 


MARRIAGES 
Day—EpDMUNDSON.—On A 13, at Oxford, George Harold Day, 
MD, lieutenant RAMO, of the Mundesley Sanatorium, to Phyllis 

Eveline Edmundson. 
GREENFIELD-DUANE.—On April 3, at Chalfont St. Linge sk Archibald 
David Mant ——— MB, to Margaret Duane, 
N-MACKAY. April 6, Clifford A. Leeson, MRCS, ote D. Jean 


Ln aag O 
ey ve ICE :.—On April 8, at Oxford, James Alan Ritchie, BM, 


Ee .—On April 10, at Monchestat, Donald Macalister 
Titcombe, surgeon lieutenant ulia Robson Beith, ats. 
W11son—Woops.—On; Mareh 3, at Baik ch pind, Robert Baird 
. Wilson, captain RAMO, to Barbara Alexander ‘Woods, CSMMG. 


DEATHS 
Croty.—On A 13, William ee Croly, tkor1, of Burnham, 
Bucks, and Rathfarnham. 


HAWEINS.—On April 10 Freaerick Daly Cesar Hawkins, MRCS, 
leut-colonel 1acs, retd., 0 bourne. 
MIDDLETON.—On April 1i, _~* ineieanne Lucas Alfred Middleton, 


LRCPI. 
a very Aba at Bexhill-on-Sea, Andrew Murdoch, 
MB GLASG., aged 8' 
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MORTALITY OF MEN 
BETWEEN THE AGES OF 50 AND 65 


Percy STOcKs, MD cAMB, DP H e 
MEDICAL STATISTICAL OFFICER IN THE GENERAL REGISTER OFFICE 


IN a recent paper on the war and the problem of ageing 
Korenchevsky* has pointed out. that, since the pro- 
fessional man does not in most instances reach a position 
of high responsibility, or one in which his abilities are 
given full scope, before the age of 50, the physiology and 
pathology of ageing in mid-life may be an important 
factor in total war. It will be shown below that this 
conclusion finds support from a study of the death-rates 
of men between the ages of 50 and 65, which have pre- 
sented some unsatisfactory features in recent years. 
Much attention is being devoted, and rightly, to the 
health of children and young people, but there is a danger 
of forgetting that considerable burdens are being carried 
by men over 50 and that the maintenance of their health 
is also a vital factor in winning the war and the peace to 
follow it. The accumulated experience of a professional 
man or administrator is a national asset which cannot 
be replaced quickly, and at present men between 50 and 
65 form a substantial proportion of the workers in many 
essential industries. 

It was pointed out in the Registrar-General’s Statistical 
Review for 1937 * that the improvement in death-rates 
of men over 45 was not keeping pace with that of women 
of the same ages, and the rates in the review for 1939 * 
again showed that at the age-group 55-65 among men 
little or no progress was being made. Perbaps the 
simplest way to draw attention to this is to compare the 
recent trends in the expectations of dying: (a) before 
50 for a man aged 25; (b) before 65 for a man aged 50 ; 
and (c) before 65 for a woman aged 50. Table I is based 
on the death-rates at various dates since 1891-1900. 


TABLE I ” 


a, amt oe tee 
attaining the first Fall (since 
age, who were a . | Rate 
expected to : wdteay i of fall 
——_————| deaths ex- Papas we 
| Survive |Die before pected out ° YE ) 
tosecond| second of 1000 - 


Years on whose death- 
rates the expectation is | 
based 


1891-1900 
1901-1910 
1910-1912 
1920-1922 
1930-1932 
1937-1939 


| 
r. 





50 


(a) Males 
25- 


1901-1910 
1910-1912 
1920-1922 
1930-1932 
1937-1939 


1891-1900 
1901-1910 
1910-1912 
1920-1922 
1930-1932 5 
1937-1939, H 16 


(b) Males 
50-65 


(c) Females 
50-65 





_During the 20 years before 1911 the expectation at 
25 of dying’ before 50 was falling for men at the rate of 
about 10% every five years; and the expectation at 50 
of dying before 65 was falling-at the rate of about 5% 
every five years. During the next two decades the rate 
of fall in the mortality expectation at 25 was reduced 
to 7% every five years, but during the period before the 
war it increased again to 10% every five years. In 
contrast with this, the expectation at 50 of dying before 
65, for men, fell more slowly after 1922 and did not 
change at all in the period from 1930-32 to 1937-39, 
being slightly over 1 in 4 at both dates. For women 
attaining 50 the expectation of dying before 65 fell at 
the rate of about 7% every five years during the period 
before 1922, and was still falling by 6% per five years 
between 1930-32 and 1937-39. 

1. Korenc ‘ , an « 1942, 11, 315. 
borne Ta da huge Come 02 tt a0 

3. Part I, table 5. 
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The death-rates of males and of females at ages 50-55 
and 55-65 per 100,000 living, from all causes except 
civilian war casualties, are given below for the periods 
1921-23, 1930-32, and each year from 1938 to 1941. 


1940 1941 
1447 .. 1257 
2747 .. 2429 
901 .. 805 
1704 .. 1489 


1921-23 1930-32 
50-55 .. 1352 .. 1308 .. 1254... 
55-65 |. 2489 1.2355 1, 2308 ¢: 

{ 50-55 .. 1051... 831 .. 
Females } 55-65 || 1871 .. 1550 :. 


1938 1939 
1283... 
2426... 
845... 
1574 .. 


Males 
948... 
1724 .. 

The year 1940 was unfavourable at most ages, owing 
to the severe winter and other causes, and comparison 


can best be made by expressing 1939 and 1941 mortality 
in terms of the 1930-32 level taken as 100, which gives i. 


Males { 50-55 .. _ 98, 96 


55-65 .. 103, 103 

The question arises, what were the causes of death 
responsible for the failure of the male death-rates to 
improve between 1931 and 1941 in conformity with those 
of females at the same ages and of both sexes at younger 
ages ? Remembering editorial criticisms of the civil 
servant’s passion for tabular statements, I will endeavour 
to answer this without resort to a table of death-rates 
by giving at each age-group and for each of the important 
causes the rates in the six periods used above—namely, 
1921-23, 1930-32, 1938, 1939, 1940 and 1941, all cor- 
rected to conform with the classification in force since 
1940 

Ages 50-55.—Tuberculosis 160, 149, 127, 129, 141, 136; 
syphilis and its sequele 40, 37, 29, 29, 27,25; cancer 216, 206, 
209, 217, 218, 217 ; respiratory disease and influenza 352, 291, . 
254, 234, 345, 236; cerebral vascular lesions and arterio- 
sclerosis 104, 75, 80, 86, 82, 77; nephritis 69, 67, 51, 48, 46, 41; 
heart diseases 157, 198, 231, 256, 278, 238; digestive diseases 
91, 98, 101, 92, 97, 87; accidents 58, 53, 49, 67, 76, 73; other 
causes except war injuries 105, 134, 123, 125, 137, 126. 

Ages 55-65.—Tuberculosis 149, 121, 114, 124, 136, 132; 
syphilis and its sequele 46, 48, 42, 41, 38, 39; cancer 474, 461, 
461, 456, 465, 464; respiratory disease and influenza 657, 
443, 366, 387, 606, 435; cerebral vascular lesions and arterio- 
sclerosis 300, 240, 235, 256, 263, 238; nephritis 122, 118, 85, 
80, 84, 78; heart diseases 355, 462, 549, 597, 648, 571; diges- 
tive diseases 139, 141, 138, 139, 146, 140; accidents 74, 70, 
62, 91, 104, 99; other causes except war injuries 177, 251, 
256, 255, 257, 231. 

Tuberculosis-rates were falling until 1938, retrogressed 
in the next two years but began to recover in 1941, 
although the recovery was only sufficient in that year to 
bring back the rate at 55-65 to the level of about 15 
years before. Syphilis- and nephritis-rates have con- 
tinued to improve almost undisturbed by the war. The 
cancer-rate increased slightly between 1931 and 1939 at 
50-55 but remained almost stationary at ages 55-65. 
Respiratory disease and influenza-rates declined in the 
prewar period, rose sharply in 1940 but recovered com- 
pletely (50-55) or almost completely (55-65) in 1941. 
Cerebral hemorrhage and arteriosclerosis-rates changed 
little from 1931 to 1938, rose temporarily in 1939-40 and 
recovered in 1941. Digestive disease mortality has 
changed little since 1931. Accident fatalities rose con- 
siderably in 1939 and again in 1940. 

For heart diseases, however, the total death-rate 
showed a steady increase from 1921 to 1940 in each age- 
group, followed by recovery almost to 1938 levels in 1941. 
Analysing the group into four components and comparing . 
with the aggregate of all causes other than heart disease, 
accidents and war injuries, the trend of rates has been 
as shown in table m. 

The increase has been confined to eoronary disease, 
angina pectoris and diseases of the myocardium, the 
combined rate for these having risen among men of 
50-65 by about 70% from 1930-32 to 1939. Among 
women of the same ages the corresponding increase in 
this period was 30%. Chronic valvular and other heart 
disease declined in both sexes as certified Causes of death, 
as did nephritis, and it is probable that changing fashions 
in death-certification have produced some transfer of 
deaths from these causes to the degenerative heart- 
disease groups. But even if as much as two-thirds of 
the decrease in valvular, other heart-disease and nephritis 
death-rates has been due to such transfer (which would 
account for the whole of the 30% increase in the degenera- 


s 


50-55 .. 
55-65 .. 


89, 85 


Females { 91° 86 
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TABLE Il 





| 1921-28 | 1930-32 1938 1939) 1940, 1941 





} bene 





Ages 50-55 . } } 
Chronic valvular affections. . 80 50} 57) 60) 52 
Coronary disease, angina .. | 9 d | 70 87] 89, 81 
Diseases of myocardium ../| 31: | ; 94) 95) 109) 89 
Other heart iilscase Ke aa | ST |} 17 17) 20; 16 
All causes except heart disease,| | } 
accident and war .. -- | 1137 | O74 


| | 
95| 103) 91 
| 161) 186, 186) 176 
262| 282| 323) 273 


Ages 55-65 
Chronic valvular affections. . | 
Coronary disease, angina .. | 
Diseases of myocardium... 79 
Other heart disease .. Bk, | 35) 34 36 31 
All causes e t heart disease, | | 
* accident and war .. -. | 2060 8607 1738/1995 1759 


167 | 91 
20 








tive group among women), there still remains a 50% 
increase since 1930-32 in the degenerative heart-disease 
rates among men aged 50-65, or an excess of about 3300 
deaths annually. e size of the problem is similar, there- 
fore, to those of diphtheria, tuberculosis, prematurity 
and road accidents, which are receiving special attention 
at the present time. 

We do not know what classes of men are most affected, 
but it was shown in the Registrar-General’s Occupational 
Mortality Report for 1930-32 * that while coronary disease 
and angina pectoris were much more often certified as 
causes of death among men in professional and sedentary 
occupations and myocardial disease more often among 
men in manual occupations, the combined death-rate 
did not at that time vary greatly with social class amon 

-men, the standardised ratios at 35-65 in social classes I~ 
being 118, 106, 95, 95, 108. 

The purpose of this note is to call attention to the facts 
rather than to suggest underlying causes, but it may be 
pertinent to recall that men of the ages concerned in 1939 
were between the ages of 25 and 44 during the war of 
1914-18 and that many of them were then exposed to 
considerable hardships. 


IMPETIGO CONTAGIOSA 
ITS CAUSE AND TREATMENT 


JOSEPH W. BIGGER GEOFFREY A. HopGson 
MD, SCD DUBL, FRCPI, MRCP M D OXFD 
LIEUT.-COLONEL RAMC MAJOR RAMC 


THE name impetigo contagiosa has been applied to a 
variety of skin diseases. We accept Sutton’s definition 
of it as a “‘ disease characterised by the occurrence of 
discrete thin-walled vesicles and bullze which dry to form 
yellowish adherent crusts and heal without scar.’’ 


Infectious eczematoid dermatitis and dermatitis which. 


has undergone impetiginisation should not in our 
opinion be called impetigo, contagiosa, and no examples 
of these conditions were included in our series, although 
some of our cases of impetigo contagiosa became com- 
plicated by a spreading infection of the skin and ter- 
minated as eczematoid dezmatitis. In the rest of this 
paper the term impetigo refers to impetigo contagiosa. 

e paper records the results of an investigation of the 
bacteriology of 130 cases of impetigo in Service per- 
sonnel (96% men and 4% women), and the treatment of 
the majority of them. As a rule the vesicular stage had 
been succeeded by the crusted before the patients 
presented themselves. Nevertheless it is believed that 
all were cases of impetigo as defined above. 

Cases were classified according to their extent as mild 
(+), medium (++) and severe (+++).. The distribution 
was: 

Extent 
+ 
++ 
+++ 


me BACTERIOLOGY 


One culture was made before treatment, and in some 
eases two, Often one or more cultures were made during 
treatment. 

When the lesion was crusted, crusts were removed mechanic- 
ally and the selected site was washed with sterile saline on 


4. ee Seer Decennial Supplement, 1931, Part Ila, 
p. 60. 
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sterile cotton-wool. Exudate was collected on a sterile swab 
and was immediately cultured on a plate of blood-agar and on 
one of gentian violet blood-agar, This method of preparing 
the skin could not, however, be used when vesicles were 
present, owing to their fragility ; and in such cases the skin 
was washed with acetone, dropped on it from a pipette. 
Vesicle fluid was aspirated into a fine capillary pipette and 
cultures were made as above. Plates were incubated aerobic- 
ally for 24 hours at 37° C. 

Cultures were made from 230 lesions on 130 patients. 
Every effort was made to isolate hemolytic streptococci 
and even wher. only a single colony was found, the 
r3) ism was investigated and recorded. 

m the 230 lesions examined, 85 strains of heme- 
lytic streptococci were isolated. but 5 of these were 
tested and were found to fall into the following groups : 


A os &  6@ {Cc PER. | 


B iy .. © | NotA,BorC .. 8 


Since 86% of the streptococci which were grouped 
belonged to Lar A, the assumption that the 5 which 
were not grouped were of group A can involve at the 
most a very small error, and we propose to make this 
assumption. Streptococci of this group may be termed 
Streptococcus pyogenes. we arrive at the following 
simpler statement of our findings : 


Str. pyogenes .. a is ar out Se 
Other hemolytic streptococci ea ares 8 | 


Staphylococci were present in cultures from 216 lesions. 
Of these 216 strains, 173 were found to be coagulose- 
positive and may therefore be termed Staph. pyogenes. 
Some of the remainder were not isolated, owing to the 
presence of proteus or other spreading organisms ;, some 
were accidentally discarded before being tested; and 
some were tested with batches of plasma which were 
later found to be unreliable. The last 71 strains of 
staphylococci which were isolated from 30 patients 
yielded only one coagulose-negative organism. It is 
not, therefore, unreasonable to assume that more than 
95% of the staphylococci present were Staph. pyogenes. 

None of the other bacteria found, which included non- 
hemolytic streptococci, neisserie, diphtheroid bacilli, 
proteus and aerobic sporing bacilli, occurred more than 
infrequently. The presence of these, as also of hzmo- 
lytic streptococci other than Str. pyogenes, which were 
both few in number and of various groups, will be 
disregarded on the assumption that they were mere 
contaminants and played no part in causing the disease 
although they may have delayed its cure. 

The findings in the 230 cultures from the 130 patients 
are summarised in table 1 in which only Str. pyogenes and 
staphylococci (almost all Staph. pyogenes) are considered. 


TABLE I 
INCIDENCE OF STAPHYLOCOCCI AND STREPTOCOCCUS PYOGENES 
‘ PATIENTS No. 


Staphylococci only in all cultures chs Fr 79 
Str. pyogenes + staphylococci in all cultures... 35 
Str. secounes + staphylococci in some but not all 

ures .. oa inc on aie ie 
Str. pyogenes only in all cultures .. Ma a 
Str. poresace only in some but not all cultures .. 1 
Neither Str. pyogenes nor staphylococci .. “f 1 


130 


Totals 
i Str. in r 
Sreummeocved only or + Str. pyogenes any iva 
50 
No. 
Staphylococci only .. ad oe ys -. 154 
= pyogenes +- staphylococci at SF ee 3 
'. 0 oe ee ee os oe 
Neither Str. ppnemnes nor staphylococci .. ba 2 
Totals 230 
Staphylococci onl Str. pyogenes 223 
pgp femanoeg walt or 3 oak ococci 74 
It was possible to obtain cultures from only 10 patients 
in ,the vesicular stage of the disease. Six patients 
yielded 1 vesicle each, three 2 vesicles each and one 5 
vesicles. The total number of vesicles cultured was 17. 
In every case the fluid gave a pure culture of a coagulose- 
positive staphylococcus (Staph. pyogenes). 


Str. pyogenes “only” or + staphylococci. ‘in any 
CULTURES 
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Two or more cultures were made from each of 53 
patients. In the case of 42 see ge all cultures yielded 
the same organism or © The findings im the 
1l eases*in which successive cultures gave different 
results are shown in table 1. 


II—CASES YIELDING DIFFERENT 
SURSEQVERT C1 CCR 


TABLE ORGANISMS AT 


Patient no, 





“neither 
Sp. Sp. | sp. } 
+8 | +8 | 8 
Sp. 8 | Sp. | Sp. | | sp. 
+s | +6! +8} +8 








~ = Str. pyogenes. s = staphylococci. 


We wish to emphasise particularly the following points: 

1. Staphylococci (almost all Staph. pyogenes) were present 
in 223 (97-0%) of the cultures. They were isolated from some 
or all of the cultures made from 124 (95-4%) of the patients. 

2. Str. pyogenes was present in 74 (32-2%) of the cultures. 
It was isolated from some or all of the cultures made from 50 
(38-5%) of the patients. 

3. Staphylococci were present without Str. pyogenes in 154 
(67-0%) of the cultures. 

4. Str. pyogenes was present without staphylococci in 5 
(2-1%) of the cultures. Four of these cultures were the only 
ones made from each of 4 patients. The fifth-culture was 


made from a patient whose lesions had been cultured twice * 


previously. The first culture yielded staphylococci only, the 
second Str. pyogenes + staphylococci and the third Str. 
pyogenes only. 

5. Str. pyogenes and staphylococci were both present in 69 
(30-0%) of the cultures: 

6. In successive cultures from the same patient, Str. 

pyogenes may either appear or disappear. It appeared more 

commonly than it disappeared. 

7. Fluid from 17 vesicles from 10 patients yielded pure 


cultures of Staph. pyogenes. 


8. No morphological differences were observed in the 
disease in cases the cultures from which yielded Str. ne 
and in those in which they did not. 


We were at first rather disappointed at the oy pro- 
portion of cultures which yielded Sir. pyogenes, although 
our figures are on the whole similar to those of other 
workers when allowance is made for the fact that the 
majorit Ad these did not group the hemolytic strepto- 
cocci which they isolated. We were inclined to believe, 
as has been suggested by others, that the low proportion 
of cases yielding Str. pyogenes might be explained by the 
long period which usually elapsed between the onset 
of the disease and our examination. To test this we 
compared the percentage of cultures positive for Sfr. 
pyogenes with the duration of the disease. en the 
first culture was made within 15 days of the onset, the 
percentage with Str. pyogenes was 21:5. When the 
interval between onset and examination-was 16-30 days, 
the percentage positive was 50-0. In cases which had 
existed for over 30 days, 85-7% of the cultures yielded 
Str. pyogenes. 


TABLE III—INCIDENCE OF STREPTOCOCCUS PYOGENES IN 
RELATION TO DURATION OF DISEASE 


| 





Str. pyogenes 
Peary | No. of cultures | é 
vs) | | No. positive % positive 


' 








i 





Table 11 shows the results with all cultures (230), 
‘including those made during treatment. The figure shows 
graphically how the percentage of cultures positive for 


- Fs mm rises week by eameles Sut as with wounds 


ante was suggested that we had failed to-isolate Sir. 
pyogenes from early lesions because of the presence in the 
vesicle fluid of some 
substance inimical to .90 
the growth of this 5 
$ 80 
cc 
wi 70 





organism. . We found 
that the fluid from 
two vesicles which, 
on culture, yielded a 
pure growth of Staph. 
yogenes h no in- 
hibitory effect on the 
growth of two strains 
of Str. pyogenes iso- 
lated from cases of 
tigo. 
he relation 
between the extent 
of the disease and the 
Str. pyogenes rate is 
shown in table Iv. 
The proportion .of 
lesions in which Sir. 
pyogenes was found 
was higher in exten- 
sive lesions than in 
those which were small. Since large lesions were usually 
older than small ones, this was what might be expected. 
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TABLE IV-—-INCIDENCE OF STREPTOCOCUS PYOGENES IN 
RELATION TO SIZE OF LESIONS 





"Str. pyogenes 


Extent of disease | 
| % positive 


No. of cases a 
No. positive 





‘results in the 100 cases will be considered first. 


+ 26 8 31 
++ 86 33 38 
18 9 50 


TREATMENT 


The investigation was originally planned to compare 
the effects of various methods of using sulphonamides in 
100 cases. Later 30 other cases were added to the series, 
but as their treatment was essentially different, the 
Most of 
them had received some form of treatment before being 
seen by us. 

Internal sulphonamide medication was not employed. 
The sulphonamides were applied locally and to facilitate 
their application, a Lassar’s paste was used, as follows : 


Pulv. zinci oxid. 

Pulv. amyli 44 2 drachms 
Adipis lane hyd. 

Paraffini mollis 44 2 drachms 


Six methods of treatment were tested. In all cases 
crusts were removed mechanically twice a day. In one 
group sulphapyridine was. powdered on to the raw 
oozing surface of the lesion and was sealed in place with 
- _ Another group was treated in the same way 

t that sulphanilamide was used instead of sulpha- 
en Three groups were treated with sulphanil- 
amide y Rommel. in the paste in concentrations of 
20%, 10% and 5%. Patients in the sixth group, which 
acted as a control, were treated with the paste alone. In 
all cases the paste was applied to the lesions and the 
unaffected skin was kept free from it. Shaving was 
forbidden. 

Table v, which gives the results, shows that the mean 
duration of treatment in the 89 cases which were cured 
was 8*3 days. The mean duration in each group varied 
little from this and, owing to the small number of cases 
in the groups the differences are probably not statistically 
significant. All groups, except the 5% sulphanilamide 
paste, contained cases which were uncontrolled by the 
treatment used. The high proportion of cases in the 
“* paste alone ’’ group transferred to other treatments is 
explained by the fact that, when this treatment was not 
successful within ten days, an alternative was adopted. 
There is little doubt that, if the original treatment had 
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been —< in for a few more days, almost all would 
have n cured by it. 


TABLE V— RESULTS OF TREATMENT IN 100 CASES 





% with | | Duepaion ofl Cases 
| Cases | ‘Str Cases | treatment which 
treated pyogenes | cured | incured did not 
| cases (days) respond 


Treatment 





Seageritine 
Powder + 


te a 6-7 
Sulphanilamide 
powder + 
paste ‘ 14 9-1 
20% sulphanil- 
mide paste 18 9-8 
10% ee. 
amide 22 7:3 
5% culphanil. 
amide paste 16 8-8 
Paste alone .. 19 76 


100 eo ee oe 11 





Of the 11 cases “which failed to RET to treatment 

8 (73%) yielded Str. pyogenes as compared with 39 per 

_ cent. positive for Str. pyogenes in the 89 cases which were 
curéd by the original treatment. 


One of the resistant cases (treated with sulphanilamide 
powder) and another (treated with 20% sulphanilamide 
paste) were cured with brilliant green in 7 and 16 days respec- 
tively. Four cases, originally treated with paste only, were 
cured in from 6 to 13 days with 10% sulphanilamide paste. 
One patient, treated with 10% sulphanilamide paste, was 
lost sight of. In four patients (one treated with sulpha- 
pyridine powder, two with 10% sulphanilamide paste and 
one with paste only) the disease was complicated by spreading 


eczematoid dermatitis. These were cured in about three . 


weeks by bathing with 1/3000 hy . perchlor. lotion and 
the application of calamine lotion with 2% of sulphur in the 
early stage and of paste in the resolving stage. 


The following figures show how the extent of the disease 
affected the duration of treatment : 


Extent oe HF oe eH Ok OSH 
Duration of treatment (days) re i ee os 10°5 


The relation between the time required for cure and 
the previous duration of the disease (treated or untreated) 
is as follows : 

Duration of disease 

(days) rr 1-7... 8-14..15-21 ., 21-28. 29+ 
Mean duration of treat- 

ment (days) oe OE oe ee i TR: SS. Bb. 8 
The fact that the disease has existed for a long time is not 
a bar to its rapid successful treatment. 

When it was decided to increase the scgpe of the 
investigation by the addition of a further 30 cases, every 
effort was made, by appealing to medical officers, to 
secure cases in an early stage of the disease. The 
limitations of hospital accommodation permitted the 
admission of only 14 of these cases, and those admitted 
were selected on a basis of short duration of the disease, 
presence of vesicles and accommodation available when 
they first attended hospital. The mean duration of the 
disease in these 14 cases when first seen was 6:2 days; 4 
of them were seen as early as the second day of the 
disease ; 6 of them presented vesicles. Only 3 (none of 
them in the vesicular stage) yielded Str. pyogenes. 
Several of the cases with vesicles had not been treated at 
all before admission to hospital. 

The treatment adopted was suggested by the compara- 
tive success of treatment by paste alone. It consisted 
in mechanical removal of crusts once a day, the raw areas 
exposed being covered with dry sterile dressings. No 
local medication was employed until the areas were dry 
and covered-by loosely adherent scabs, indicating healing, 
Lassar’s paste was then applied for.one or two days to 
complete the cosmetic effect. By this method all these 
[Sap were cured in from 5 to 17 days (mean 9-8 days). 

confluent and progressive lesions, oozing usually 
oe for 4 or 5 days and but rarely for as long as 8 
ays. 
EXPERIMENTAL 


Many attempts to transmit impetigo were made. The 
materials which it was hoped would convey the infection 


were crusts, fluid from oozing lesions, fluid from un- 
opened vesicles and suspensions of Staph. pyogenes 
isolated from cases of impetigo. The sites selected were 
the arms and legs of unaffected persons and the un- 
affected skin of the faces and necks of persons suffering 
from the disease. 

The: following experiments were performed—most of 
them several times. 


1, Crusts were applied to the skin and kept in contact with 
it for three days with ‘ Elastoplast.’ 

2. Fluid from oozing lesions was allowed to dry on the skin 
which was left uncovered. 

3. The skin was treated overnight with 10% KOH; gauze 
moistened with fluid from an oozing lesion was applied to 
the treated skin and kept in contact with it for three days with 
elastoplast. 

4. The skin was scrubbed with gauze moistened with ace- 
tone. Vesicle fluid was then vigorously rubbed on the 
treated area which was either left uncovered or was covered 
with gauze held in place with elastoplast. 

5. Similar to 4 but using a suspension of Staph. pyogenes in 
broth. 


None of these methods of inoculation produced any 
lesions. The following materials were then inocalated 
by scratch, the inoculation site being either left un- 
covered or being covered with a sterile dressing kept in 
place with elastoplast : 


6. Fluid from oozing lesion. 
7. Vesicle fluid. 
8. Suspension of Staph. pyogenes. 


The same three materials were inoculated by scarifica- 
tion, the inoculation site being covered with a sterile 
dressing kept in place with elastoplast (9, 10, 11), and 
by multiple puncture, the wounds being dressed as 
before (12, 13, 14). Finally, the following materials 
were inoculated intradermally, the inoculation site heing 
left uncovered : 


15. Vesicle fluid. 
16. Suspension of Staph. pyogenes. 


Inoculation by methods 6 to 14 often gave rise only to 
a reaction similar to that following the same trauma 
inflicted with sterile instruments. In some cases, how- 
ever—and invariably with methods 15 and 16—the site 
of inoculation showed marked local reaction with 
erythema followed by loss of the superficial epithelium 
of an area of skin extending for some distance around the 
wound. Oozing occurred and, in some cases, persisted 
for two or three days. Exceptionally, minute vesicles 
developed which later became pustules. In a few cases 
where two adjacent areas of skin were inoculated, one 
with vesicle fluid and the other with a suspension of 
Staph. pyogenes, the resulting lesions were indistinguish- 
able from one another. Serial transfers from person to 
person were carried out in a few cases without any altera- 
tion in the type of lesion produced being observed. We 
were surprised’ at the rarity with which definitely 
purulent lesions resulted from inoculation with suspen- 
sions of Staph. pyogenes or with morbid fluid containing 
the same organism. 

The lesions produced were of considerable interest : 
in some cases they presented points of resemblance to 
those of impetigo, but we were not satisfied that any 
could be called impetigo. 


DISCUSSION 
When we commenced this investigation we were still 


‘under the influence of various authorities who have 


stated that impetigo is caused by a streptococcus. 
Several papers in recent years have given accounts of 
failures to isolate streptococci from the lesions of the 
majority of patients suffering from impetigo and we 
wished to see whether we could not be more successful 
than the authors in isolating what we then had no doubt 


_ was the Causative organism. 


Our results show that we were no niore successful than 
others in isolating streptococci from impetigo lesions. 
Using methods which we have convinced ourselves will 
reveal the presence of streptococci even when they are 
enormously outnumbered by other bacteria, we have not 
found these organisms present in the majority of our 
cases. The most common streptococcus found was Sir. 
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pyogenes, and we believe that the others may be dis- 
regarded. It may be contended that Str. pyogenes was 
not isolated from thé majority of our cases because we 
examined chiefly late lesions in which the causative 
organism had been replaced by the commoner staphylo- 
coccus. Our reply is that we have shown an increase in 
the proportion of cases yielding Str. pyogenes as time 
progressed, and that the earliest lesions studied (the 
vesicles) yielded not a single streptococcus. 

A legitimate criticism of our experimental work is that 
we did not inoculate cultures of Str. pyogenes. We did 
not consider it justifiable to risk the serious consequences 
which have so commonly followed accidental inoculation 
with this organism. Furthermore, even if impetigo had 
resulted from inoculation with Str. pyogenes, this would 
have proved only that this streptococcus may cause 
impetigo: it would not have proved that it is exclusively 
or even commonly responsible for the disease. ° 

In view of our results, the theory that impetigo is due 
solely to streptococci must be abandoned. We are 
prepared to go further and say that streptococci are 
seldom, if ever, the cause of impetigo. A very much 
better case can be made out for Staph. pyogenes as the 
cause of the disease. It is almost always present in the 
lesions, failure to isolate it not being more common than 
failure to isolate C. diphtherie in cases of diphtheria. 
Most convincing of all is the finding of the organism in 
pure condition in 17 intact vesicles. 

The postulates usually attributed to Koch require 
more than the demonstration of the presence of a particu- 
lar organism in the lesions of a disease. To establish 
its etiological réle they require its cultivation for several 
generations outside the y, reproduction of the disease 
when it is introduced into the body of an animal (or 
man), and its isolation from the lesions so produced. 
We have demonstrated the almost constant presence of 
Staph. pyogenes in impetigo lesions and have cultivated 
the organism outside the body, but we have not repro- 
duced the disease by any of the methods of ingculation 
of the organism which we have practised. 

At first sight this failure would appear to rule out 
Staph. pyogenes as the cause of impetigo ; but we have 
equally failed to produce impetigo by similar methods of 
inoculation using exudate from cases of the disease 
which should contain the causative organism or organ- 
isms. The explanation of our failure to reproduce the 
disease by inoculation may be that our inoculations-were 
performed mainly on the arms, whereas impetigo occurs 
much more commonly on the face. It should be re- 
corded, however, in this connexion that in some instances 
inoculation of the face of an actual case failed at a time 
when new lesions continued to appear elsewhere on the 
face of the same person. We can but express our 
surprise at our failure to reproduce a disease which is 
always held to be contagious. 

It is possible that impetigo is caused by Staph. pyogenes 
introduced by some method of inoculation completely 
different from those we used in our attempts to produce 
the disease experimentally. 

The hypothesis which appeals to us is that impetigo is 
due to the combined action-of Staph. pyogenes and «x 
where z is an unknown factor, animate or inanimate, 
physical or chemical. The nature of the disease, 
especially in its early stages, suggests that 2 might be a 
virus, and the virus theory should not be lightly aban- 
doned ; but if it were true one would expect the virus to be 
present in the vesicle fluid with the staphylococcus and 
that the inoculation of the two would produce impetigo. 
' We prefer to suggest that x is inanimate and is distributed 
generally throughout the body, or at least the skin, of 
certain persons and that impetigo is produced when 
Staph. pyogenes is inoculated into the skin of a person 
with z. It would not be profitable to speculate further 
as to the nature of this hypothetical x than to suggest 
the possibility of it being a particular degree of suscepti- 

ility or immunity, the presence of some unusual meta- 
bolite or the absence of some essential food substance. 

In such a sea of doubt and difficulty we can but restate 
our beliefs which we summarise in two statements : 

1. Streptococci, whether hemolytic or non-hemolytic, are 
rarely, if ever, the cause of impetigo. 

2. Staph. pyogenes is either the causative organism of all or 
of the majority of cases of impetigo or plays an important 
part in the etiology of the disease. 


“drugs there have 


The failure of sulphonamides, in the majority of our 
cases, to reduce materially the time required to cure the 
disease is an additional argument against Str. pyogenes 
being the cause of impetigo. Provided that crusts are 
regularly removed, extraneous infection prevented and 

tating medication avoided, most cases cure themselves 
in 10 days or less., Since in many late cases the lesions 
become infected with Sir. pyogenes we believe that one 
of the sulphonamides applied locally (or, if preferred, 
administered orally) is useful against the complications 
of the disease rather than against the disease itself. 
Our preference is for a method of treatment not described 
in this paper—mechanical clearing of crusts and liberal 
dusting of the affected parts with sulphanilamide powder, 
applied without a covering of paste. 


SUMMARY 


(1) From the lesions of 130 patients suffering from 
impetigo contagiosa, 230 cultures were made. Of these 
97% yielded staphylococci (almost all Staph. pyogenes) 
and 32% Str. pyogenes. Staphylococci were present 
without Str. pyogenes in 67% of the cultures, while Sir. 
pyogenes was present without staphylococci in only 2%. 
Cultures from 17 unopened vesicles from 10 patients 
yielded only Staph. pyogenes. The longer the disease 
had existed, the higher was the proportion of cases 
yielding Str. pyogenes. 

(2) All attempts to produce 
experimentally failed. 

(3) It is believed that impetigo contagiosa is rarely, if 
ever, caused by streptococci of any type. Most, if not 
all, cases are due to Staph. pyogenes acting either alone or 
in conjunction with a hypothetical factor, the possible 
nature of which is discussed. 

(4) The great majority of cases can be cured within 
10 days by local treatment. The essentials are removal 
of crusts, prevention of extraneous infection and avoid- 
ance of irritating medication. Sulphonamides applied 
locally help to prevent or cure secondary infection. 


impetigo contagiosa 


IMPETIGO 
‘ETIOLOGY AND TREATMENT 
H. L. SHEEHAN 


MD, DSC MANC, MRCP 
LIEUT.-COLONEL RAMC 


A. GIRDWOOD FERGUSSON 
MD GLASG, FRFPS 
MAJOR RAMC 


SrncE the introduction of the sulphonamide group .of 
been several investigations of their 
value in the treatment of impetigo contagiosa, often 
based on the view that the etiological agent of the 
disease is a hemolytic streptococcus. <A bibliography is 
given by Cohen (1942). The present study is an attempt 
to obtain some further evidence on the matter. 

The patients investigated were 97 soldiers with active 
impetiginous lesions in an uncomplicated state. Most 
had had no previous treatment, though a few had had 
some treatment which had obviously been without effect. 
They were all sufficiently severe to have required admis- 
sion to hospital. The cases studied were of all the usual 
clinical types, and included 7 cases of circinate impetigo. 
Lymphadenitis and paronychia were present in a few 
instances. The bacteriological findings on film and on 
culture were in the main similar to those reported by 
most previous investigators, and only the more salient 
points need be noted. “$s 

Staphylococcus aureus was always coagulase-positive ; 
hemolysin production was variable and soon lost on 
subculture ; pigment production was considerable in 
strains isolated from circinate lesions; coagulation of 
litmus milk was most rapid in strains which were slow 
mannite-fermenters. Staph. albus was of various types, 
a few of which were coagulase-positive. Streptococcus 
hemolyticus gave the usual cultural characters. Grouping 
was only carried out with two of the strains, both of 
which were group A. Various other organisms were 
found, but not sufficiently often to merit consideration 
here. 

Table 1 shows that Staph. aureus was present in nearly 
every case, that streptococci were not isolated in this 
particular series as often as has been reported by some 
investigators (Cruickshank 1941) and that there was a 
relatively low incidence of these organisms in fluid from 
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TABLE I—BACTERIOLOGY OF IMPETIGO LESIONS 





_ Organisms cultured 
yh aigece h. Staph. 
cases | apr. aureus a: aureus 

pure and streps. | haemoltin 





Source of 
fluid 





Blister o* 22. | 20 1 
Under crusts.. | 81 


| 


58 7 


fresh blisters as compared with that in fluid from under 
crusts. As has been pointed out by Lewandowsky 
(1922) and many writers subsequently, cases with heavy 
streptococcal involvement usually show certain charac- 
teristics by which the bacteriological diagnosis can be 
made on clinical grounds with a fairly high degree of 
accuracy when the patient is first seen. The evidences 
of streptococcal infection in the present cases were as 
follows: an erythematous zone around the lesions ; 
a tendency for the crusts to be very large and yellow ; 
a white sodden appearance of the base of the lesion after 
the crust is picked off. This contrasts with the clean 
red base oozing clear serum which is usually seen in 
a undomplicated staphylococcal infections. 


INOCULATION EXPERIMENTS 


With a view to ascertaining which .organism is 
responsible for impetigo, a series of inoculations of 
human skin was carried out with various organisms 
cultured from impetigo lesions and also with the fluid 
taken directly from such lesions. The subjects were all 
male adults. Some of the inoculations were made on a 
healthy man; others were made on patients with spon- 
taneous impetigo. The site of inoculation in these latter 
cases was always at least 5 cm. away from any impetigo 
lesions, in order to avoid accidental contamination as far 
as possible. In some cases the patient was inoculated 
with organisms from his own lesions, in other cases with 
organisms from a different patient. In 15 of the early 
attempts, the inoculum was rubbed on to normal 
undamaged skin, but the results with all organisms were 
negative and these experiments need no further con- 
sideration. In all subsequent cases the skin was 
thoroughly scarified by cross-hatching with a needle 
over an area about 1 cm. diameter (this was usually 
sufficiently deep near one corner to produce a slight 
oozing of blood) and the inoculum was then rubbed very 


vigorously into the area for about a minute. Apart. 


from gentle washing, no previois sterilisation of the skin 
surface was done. The amount of inoculum used was 
a very large loopful of a fresh 24-hour culture of the 
organisms on blood-agar (primary or first subculture) or 
a large loopful of fluid from a freshly opened blister or 
from under a crust. The sites of inoculation were skin 
of forehead, forearm and anterior chest wall. After 
inoculation, ‘the sites were covered by 4 large metal cap 
held in position by plaster so that no extraneous infection 
would be liable to occur. 


TABLE 1I—RESULTS OF INOCULATIONS OF SCARIFIED SKIN 


<td 
| Staph. 
‘Impetigo, Staph. | Staph. Strep. | atreus 
fluid | aureus | albus | lyticus heemo- 
lyticus 


hemo- andStrep. 








Total inoculations | eee) ae 1 





Lesions: 
Aborting vesicle 
Crusting vesicle | 
Full impetigo . . 
Other lesions .. | 
Negative .s | | 





The results of the inoculations are shown in table um. 
The descriptions of the lesions produced require a little 
explanation. An “aborting vesicle ’’ appeared in one day, 
was bigger the next day, and then resolved without crust- 


ing in the next two or three days. A ‘crusting vesicle ” 
was like the previous one until about the third day when 
a crust formed which remained for another three or four 
days and left a small red-brown mark when it fell off. 
Small lesions of this sort were like miniature impetigo 
spots; the larger ones could be classed as almost 
ordinary impetigo lesions. ‘ Full impetigo” was a 
larger vesicle for two days with gross honey-crust forma- 
tion on the third day; the crust came off at about the 
eighth day leaving a red-brown mark. The lesion was 
clinically . a Hf otane impetigo. In the Staph. aureus 
inoculations, it was followed by one or more daughter- 
lesions of similar type on the surrounding skin, but, for 
some unknown reason, these did not develop around 
lesions produced by inoculation of blister fluid. The 
‘‘ other lesions ’”’ of the streptococcus inoculations were 
aborting papules which developed within a day, and then 
subsided in the next two days without vesiculation or 
scabbing. The ‘other lesions ”’ of the staphylococcus 
inoculations were oozing areas of desquamation which 
became covered about the fourth day with a thin varnish- 
like scab which remained adherent for four or five days 
more. This did not resemble true impetigo. 
The important points arising from this table are :— 


(a) The difficulty of reproducing full impetigo, even with 
inoculations of fiuid from fresh lesions. The fluids from a 
blister and from the raw surface under the crust are both 
infectious ; true impetigo was produced with each of these 
fluids. 

(b) The similarity between the results of inoculations with 


“fresh fluid from impetigo lesions and of those with Staph. aureus 


cultured from impetigo lesions. 

(c) The lack of pathogenicity of all strains of Staph. hi, 
though 3 of those used were coagulase-positive, 

(a) The failure to produce lesions in any way suggestive of 
impetigo by the inoculation of Strep. hemolyticus cultured 
from impetigo lesions. Small transient papules without 
crusting were the only results obtained. 

(e) The fact that a combination of Staph. aureus and 
Strep. hemolyticus produced a lesion similar to that caused 
by Staph. aureus alone. This was, however, only a single 
isolated experiment. ° 

(f) There is no evidence in favour of the view that the 
organism of impetigo may have been lying dormant in the 
areas of skin inoculated, and that it may then have been lit 
up by the scarifieation. The negative results with Staph. 
albus are controls which militate against such an explanation, 
though Flehme (1920) has produced results in favour of it. 


If these results were taken by themselves, they would 
provide presumptive evidence that Staph. aureus is the 
etiological agent of impetigo, but their significance is 
definitely reduced. when they are considered in relation 
to the previous studies on these lines. Numerous workers 
have attempted to produce impetigo on human skin by 
inoculation of fluid or crusts from the spontaneous 
lesions and also with staphylococci and streptococci 
cultured from these lesions. There is fairly general 
agreement that success is obtained only in about 10-25% 
of inoculations. Here the agreement ends. One series 
of workers have produced apparently satisfactory proof 
that impetigo can be transmitted by staphylococci but 
not by streptococci, and another series of equally careful 
workers find that-it can be transmitted by streptococci 
but not by staphylococci. Clues to published work will 
be found in the papers of Miiller (1927), Jessner (1934), 
Tachau (1938), Epstein (1940) and Hope-Simpson (1941). 
The present unsatisfactory state of what should theoretic- 
ally be an easily solved problem is that the evidence in 
favour of each of the contradictory answers appears to 
be equally convincing. However, for the purpose of 
discussing the main factors in these inoculations, it will 
be assumed that the present results are valid, 

It is difficult to accept the theory that spontaneous 
impetigo org develop only on skin which has recently 
been subjecte minor invisible traumata caused by 
some aaouen hypothetical agent. Nevertheless every 
attempt to reproduce impetigo by inoculation of 
undamaged skin was unsuccessful, Success was obtained 
when the skin was vigorously scarified. No intradermal 
or subcutaneous injections were done as it, did not 
nen that these would be in any way similar to the 

manner of infection, though some workers 
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claim to have produced ecthyma by this method of 
inoculation. A 

From the ordinary incidence of spontaneous impetigo 
it would be expected that a higher incidence of successful 
inoculations would be obtained in children than in 
adults. This matter could not be tested under present 
conditions, nor was it practicable in this investigation to 
inoculate on the lower part of the face, which is the area 
usually involved in spontaneous impetigo. The areas 
of skin inoculated were forehead, thorax and forearm. 
The first of these sites is sometimes involved in spon- 
taneous impetigo; the second two are only rarely 
affected. It might perhaps have been expected that 
inoculations would have. been more successful on the 
forehead, but, in point of fact, there was no significant 
difference between the incidence of takes on any of the 
sites. Spreading impetigo was produced both on forearm 
and thorax, so that these are not immune areas of skin. 
In these experiments no relationship could be established 
between the results of inoculations with various 
organisms and the type of organism present in the 
spontaneous lesions ; there was no clue to any variation 
of susceptibility to infection among different patients, 
apart from the actual results of the inoculations. 

The ordinary lesions of impetigo develop on areas of 
skin which are exposed to light, soap and water, and 
minor traumata. As will be shown/flater, impetigo 
lesions have a tendency to heal spontaneously if covered 
by a metal cap. The inoculated areas were kept covered 
by metal caps, and the possibility arises that these caps 
might have interfered with the development of lesions 
under them. To check this point, inoculations with 
blister fluid were made on three areas of skin on 2 
patients. One area was left undisturbed as a control, 
one was exposed daily to the light and rescarified each 
day, and one was rubbed daily with soap and water. 
These treatments did not cause any obvious differences 
in the lesions. Furthermore, full impetigo was produced 
in several cases where the metal shields were left 
undisturbed for a few days after the inoculation. 

In only 2 instances were cultures taken from inocula- 
tion lesions. These were both from spreading impetigo 
which had been produced by inoculation of Staph. aureus 
about nine days previously. Fluid from an unruptured 
blister gave a pure growth of Staph. aureus. Fluid from 
beneath a crust which had become surrounded by a zone 
of congestion gave a mixed growth of Staph. aureus and 
Strep. hemolyticus, both in large numbers... These 
findings are in agreement with those which have been 
made in spontaneous impetigo, and show that the 
inoculation lesions are bacteriologically, as well as 
clinically, similar to those of ordinary impetigo. 


TREATMENT 


Impetigo is a condition subject to spontaneous healing 
and also to spontaneous exacerbations. In order to have 
controls covering this matter, and also to try to avoid 
the general effects due to possible absorption of various 
agents applied locally, the lesions on each patient were 
divided into three or four areas and each area was given 
a different treatment. The treatments were assigned to 
the different areas on a chance system to avoid any 
personal element in such allocation ; lesions of ears and 
eyebrows are known to be more difficult to cure than 
lesions on other parts of the face. As a further control, 
a few lesions were left untreated, apart from either 
covering with a metal cap or light dusting with starch 
powder, These lesions were always single ones well 
isolated from the main ups of lesions and, as a result, 
had possibly less tendency to extend; \ they healed 
however with striking rapidity. It was not found 


‘possible to extend this series to 25 as with other lines of 


treatment. Apart from the treatments detailed below, 
the only instructions given to the patients were to omit 
washing and shaving until they were cured. No internal 
administration of drugs was employed. 


Compound paste——Remove crusts daily and rub in the 
following paste :— 
Zine oxide 
Starch powder 
Soft paraffin .. 


+ 02. 
+ oz. 
1 oz. 


* 


Compound powder.—Do not remove crusts. Dust lesions 
every day thickly with the following powder :— 
Sulphathiazole .-10 tablets, powdered 
Zine oxide .. Uz ee co Oe. 
Starch powder 





$ oz. 


Sulphathiazole ointment.—Remove crusts daily and rub in 
sulphathiazole, 10°, in Mumford base. , 

Gentian-violet and zinc paste.—Do not remove crusts ; paint 
daily over surface of, lesions and surrounding skin with 2% 
aqueous gentian-violet solution, and when dry cover with 
zine paste. 

Alibour paste.—Do not remove crusts ; apply the following 
paste daily over the lesions and surrounding skin :— 

Conner sulphate we s,,/ More Zinc oxide 

¢ sulpha’ so. BR ! : 

Precipitated sulphur gr. 10 Starch powder dr. 24 

Spirits of camphor min. 5 | Soft paraffin. . dr. 2¢ 

Sulphanilamide ointment.—Remove crusts daily and rub in 
the following ointment :— 

Sulphanilamide 
Oleic acid .. 10% 
Lanoline 60 % 

Sulphanilamide cream.—Remove crusts daily 

the following cream :— 
Sulphanilamide 
Oleic acid .. 
Cod-liver oil 

Zine paste-—Do not remove crusts ; 

paste daily over the affected areas :— 
Zinc oxide .. 
Starch powder 
Soft paraffin 3 dr. 4 

Gentian-violet—Do not remove crusts. Paint the affected 
areas daily with 2°%, gentian-violet in aqueous solution. 

Ammoniated mercury ointment.—Remove crusts daily and 
rub in ung. hyd. ammon. (BP). 

No treatment.—Do not remove crusts; cover with a metal 
cap held down by adhesive plaster, or powder daily with 
starch powder. 

Modified paste.—Remove crusts daily and rub in a mixture 
of 0-5°% gentian-violet in compound paste. 


The results of the different lines of treatment are 
shown in table m1. The numbers indicate the progressive 


dr. 24 


30 % 


and apply | 


apply the following 


dr. 2 
dr. 2 


TABLE III—EFFECT OF VARIOUS TREATMENTS 
(25 CASES OF EACH IN LONGER SERIES) 
Progressive total of cases 
completely healed on 
each day 


| Not 
healed 
by 9th 

day 


Treatment 


Longer series | 
Compound paste .. «> | 
Compound powder oe 
Sulphathiazole ointment . . 
GV and zinc paste sé 
Alibour paste os noes 
Sulphanilamide ointment | 
Sulphanilamide crea: 
~~ paste .. sy 





| 


DOr OPO 6o Or wa DO 
WOM AWN 
et et et pret pet et pet pet 
SRN OOO 
| tt et at pt pt et DN 
oP i ee On 100 me 
| at et bet het DS DO OO OO 
© DO mm Ors DO DO 


‘Ung. hyd. ammon.— 
Shorter series 

No treatment (9 cases) .. 

Modified paste (7 cases) .. | 


ol 
aon 
an 





| 
total of complete cures by each day. 
complete cure was that the skin over the whole area 
treated was soundly healed. With certain lines of treat- ° 


ment not. involving daily removal of crusts there were 
sometimes old crusts remaining lightly adherent to the 


The criterion of 


underlying skin surface; these were removed when 
apparent healing had occurred and the area was passed 
as satisfactory if the skin beneath every lesion was dry 
and sound. In all cases the healed area was watched 
for at least two days more to make certain that no 
recurrence was developing. Cases with recurrence are 
classed as not healed even though apparently soundly 
healed before the recurrence. Cases not healed in nine 
days are grouped together in the table. Some of these 
healed on the same treatment within a further two or 
“three days ; in other cases the treatment was abandoned 
at nine days because the lesion was obviously becoming 
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worse. No treatment was given up, however, before the 
ninth day except when the area was healed, The results 
varied not only between one line of treatment and 
another but also between one patient and another. In 
some patients all the. lesions healed, presumably spon- 
taneously, in three or four days irrespective of the 
treatment, but in other patients the lesions under 
the unsatisfactory treatments were stationary or became 
worse while other lesions under better treatments were 
healing rapidly. These latter patients provide the 
essential test. 

The main conclusions from these results of treatment 
are as follows :— 


' (a) Sulphathiazole appears to have a definite curative effect. 
This is in agreement with the findings of Steigman (1942). 

(6) Sulphanilamide when mixed with oleic acid and lanoline 
or cod-liver oil does not appear to be of any value as 
compared with non-specific treatments. 

(c) Zine paste has an adjuvant action (as is seen with 
sulphathiazole, alibour and gentian-violet) but has no direct 
action on impetigo. 

(d) Ung. hyd. ammon. gives relatively poor results. In 
addition, it may be noted that 3 of the 25 cases treated with 
. this ointment developed adenitis of the glands draining the 
area-and pyrexia for a few days. 

¢e)-Gentian-violet alone is also an unsatisfactory treatment 
despite its antiseptic effect on cocci. 


The compound paste which is given first place in the 
table produces the most satisfactory results and could 
well be the yardstick for comparative studies of other 
treatments. Both the compound paste and the com- 
pound powder produced steady progressive healing from 
the first day of application; the cases taking over four 
days had their actual impetigo cured by about this day 
but were not fully epithelialised. There was never any 
flaring-up of lesions such as_ was liable to occur with all 
the other methods of treatment, and never the slightest 
recurrence. 
were of all types, many with gross confluent lesions 
involving the ears. The compound paste is the better 
for lesions near the angles of the mouth, where fissuring 
is liable to occur when only the powder is used ; and it 
is quite as good as (or better than) the powder in other 
sites. The relative importance of the various ingredients 
in the compound paste has not yet been investigated. 
The paste is certainly better than sulphathiazole oint- 
ment, alibour or zine paste separately, but it would be of 
interest to omit each ingredient in turn to find which are 
significant. As far as was seen in the short additional 
series, the modified paste made by incorporating gentian- 
violet does not present any particular advantages. 

Two further points may be mentioned. First, the 
response to the various treatments did not appear to 
depend in any way on the bacteriological findings or the 
clinical types. Circinate impetigo healed as well as 
ordinary impetigo with each treatment. Cases with 
hemolytic streptococcal infection healed in the same 
average time as cases with pure staphylococcal infection, 
the time varying only with the type of treatment. 
Secondly, nothing degmatic can be said on the question 
of whether to remove crusts (so as to allow antiseptics 
to act on the underlying lesions) or to leave the crusts 
as a natural protective dressing. With the introduction 
of a specific antiseptic such as sulphathiazole there is 
probably something to be said for removing the crusts, 
at any rate at the beginning of treatment; but the 
matter has not' been studied with adequate controls in 
the present investigation. The partial control of com- 
pound paste versus compound powder does not however 
suggest that the matter is of great importance. 


SUMMARY 

Staph. aureus is present in nearly all impetigo lesions 
from the earliest stages, whereas Strep. hemolyticus is 
common only after the initial blister has become crusted. 

Inoculations of human skin with Staph. aureus repro- 
duced impetigo with about the same frequency as 
inoculations with fluid from spontaneous impetigo 
lesions. Inoculations with Strep. hemolyticus and with 
Staph. albus did not produce any lesions of this type. 

The spontaneous lesions on each patient were divided. 
into three or four areas, each of which was treated by 
a different method. These comparisons indicate that 


The cases treated by these two methods” 


sulphathiazole is of definite value in the treatment of 
impetigo. A compound pgste is described which, in a 
series of 25 cases, cured most within five days and all 
within eight days. 
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A sTupDy of the survival time of normal blood in the 
circulation of recipients affected with familial hemolytic 
anemia should’ provide important evidence as to the 
mechanism of the hemolytic process in this disease. 
Nevertheless, very few attempts have been made to 
estimate the survival time of transfused blood in such 
cases. This is undoubtedly due to the fact that the 
differential agglutination technique for estimating sur- 
vival has only lately started to commend itself to workers 
as a valuable and reliable method of investigation. 

A method of estimating the survival of transfused 
erythrocytes by means of differential agglutination was 
first applied to man by Ashby (1919). She showed that 
after transfusing blood of group O to a recipient of 
another group, say A, the recipient’s cells could be 
agglutinated with anti-A sera and the unagglutinated 
group O cells (of the donor) could then be counted. 
Wiener (1934), who used differences in‘MN type between 
donor and recipient as a basis for differential agglutine- 
tion, claimed that consistent results eould be obtained 
with the method and stated that after transfusion (pre- 
sumably to ‘‘ normal”’’ recipients) the donor erythro- 
cytes are steadily eliminated from the recipient’s circula- 
tion over a period of 80-120 days. Mollison and Young 
(1942) in agreement with Wiener also found that the 
donor erythrocytes were eliminated from the recipient’s 
circulation at an approximately constant rate after 
transfusion and observed that in a up of 15 cases 
elimination was not complete before the end of 109 days 
(on the average). 

The survival of transfused blood has been estimated in 
isolated cases of hemolytic anemia by Ashby (1921), 
Placeo (1928) and Dekkers (1939). Insufficient data are 
published, however, to establish beyond doubt the 
diagnosis in these cases. Dedichen (1932), on the con- 
trary, studied 2 patients in whom the diagnosis of 
familial hemolytic anemia appeared to have been fully 
established. In both cases rapid disappearance of 
transfused blood was observed, within approximately 4 
and 7 days of transfusion. Unfortunately these observa- 
tions are marred by his admission of technical difficulties. 

Lloyd (1941) endeavoured to estimate the survival of 
transfused blood in 2 patients affected with familial 
hemolytic anemia by studying the cell-diameter distribu- 
tion curves after transfusion. In one case the transfused 
cells seemed to have disappeared by the fourth week and 
in the second case it was concluded that they survived 
for at least 17 days after transfusion. Using the same 
method of estimating survival, Lloyd found that most 
of the cells transfused from a splenectomised patient 
with familial hemolytic anemia into a hydrocephalic 
infant had disap by the tenth day, and in a second 
experiment blood from an active case disappeared rather 
more rapidly. This last experiment was repeated by 
Lloyd using a healthy adult as recipient with similar 
results. In cases in which the donor cells are of normal 
diameter and those of the pe ang exhibit a wide 
variation in diameter, as in familial hemolytic anzmia, 
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it seems difficult to study by this method the survival of 
the normal cells with any accuracy after a substantial 
proportion of them has disappeared. Ashby’s technique 
being independent of morphological differences does no 
suffer from tifis disadvantage. ' 

In the present paper are recorded the results of 
estimating survival by the Ashby method in 6 cases of 
familial hemolytic anemia. In 5 patients a family 
history of the disease was obtained and hematological 
investigation confirmed that at least one relative was 
also affected. The sixth patient (case 1) was an infant ; 
there was no obvious familial history but examination 
of the mother’s blood revealed a definite if slight increase 
in fragility. In all 6 cases the classical features of spleno- 
megaly, ansmia, spherocytosis, increased fragility, 
reticulocytosis and hyperbilirubinemia were present. In 
5 of the patients (cases 2, 3, 4, 5 and 6, aged 72, 45, 43, 41 
and 9 years) there was a history of anemia and jaundice 
extending over many years. In case 1 (the infant, 
aged 1 year) the disease had been manifest since the age 
of 2 months. 

As a subsidiary experiment, blood was taken from one 
of the patients, both before and after splenectomy, and 
transfused to patients affected with mild secondary 
angemias. } 


U METHODS 


In all 6 cases group O blood was used for transfusion ; 
in 5 cases the recipient belonged to group A; in case 3 the 
recipient belonged to group O and differential agglutination 
was carried out by means of an anti-M test serum kindly 
supplied by Dr. G. L. Taylor. 

In cases 2-6, a concentrated cell suspension was used for 
transfusion. This was prepared from two or more bottles 
of blood stored in citrate-glucose for a few days, whose survival 
in healthy subjects should therefore be normal (Mollison and 
Young 1942). In case 1 defibrinated blood, previously stored 
for 24 hours, was used. 

Blood gamples were withdrawn from the recipient before 
the transfusion, immediately after the transfusion, on the 
following day and then at intervals (usually every 14 days) 
until the experiments were terminated. 


The use of large amounts of blood for transfusion 

igre increases the accuracy of the Ashby method. 
n the present experiments, an initial concentration of 
between 800,000 and 2,200,000 donor cells per c.mm. 
was produced in the recipient’s circulation. In all the 
cases the blood was taken from donors who appeared to be 
in good health. 

In the subsidiary experiments, blood was first obtained 
from case 4 (group A, type N) and transfused within 2 
hours of taking to a second patient (group A, type M) 
suspected of suffering from a carcinoma of the rectum. 
Immediately after this transfusion a second transfusion 
of blood (group O; type MN) from a normal donor was 
given to the recipient so that its survival could be 
estimated asa control. The survival of both bloods in 
the recipient’s circulation was followed by the method 
suggested by Moliison and Young (1940), which makes 
use of anti-A (or -B) sera, as well as anti-M (or -N) sera. 
Blood was obtained from case 4 a year after splenectomy 
and the above experiment repeated. In this case, 
however, no control transfusion was given simultaneously 
since the recipient was only affected with a mild post- 
hemorrhagic anzemia. 


TECHNIQUE 


Accurate results with the Ashby technique can only 
be obtained when agglutination of the recipient’s erythro- 
cytes is virtually complete. This necessitates the use 
of very potent agglutinating sera with titre approxim- 
ately 1000 or more as estimated by a technique in which 
the end-point is read microscopically, and clumps of 
3-5 cells are taken as the least evidence of agglutination 
(Taylor and Ikin 1939). It may be nec to test 
a very large panel of donors before suitable sera are 
obtained. Even with high titre sera, Ashby’s original 
technique has not been found to be satisfac tory and 
various modifications can be employed with advantage 
(Mollison and Young 1940). 

It has since been found that the time necessary for 
full agglutination can be considerably shortened and 
agglutination often er cv without impairing the 
accuracy of the method, by centrifuging the mixture of 
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cellsandserum. The technique used is therefore described 
in detail. . 

A 1 in 51 suspension of the recipient’s blood is prepared 
by taking 20 c.mm. into 1 c.cm. of saline in a small test-tube. 
Preferably, venous samples of blood are used, and in that 
case the dilution error may be reduced by using a large volume 
of blood (say 0-1 c.cm. in 5 c.cm. saline). If necessary, how- 
ever, the 20 c.mm. or 0-1 c.cm, of blood may be taken directly 
from an ear puncture. 

One volume of this suspension is added to an equal volume 
of serum in a small test-tube (56 em. x 1 cm.). In order to 
obtain efficient mixing, it is desirable to work with as large 
volumes as possible, but supplies of serum usually limit the 
amount tolc.cm, The mixture of cell suspension and serum 
is corked, mixed and left to stand at room temperature for 
not less than 60 min. At the end of that time the suspensions 
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DAYS AFTER TRANSFUSION 


Survival of blood from normal donors after transfusion to 6 patients with 
familial hemolytic anemia. Although not shown in the figure, survival in 
cases 2 and 5 was followed to completion and found to exceed 100 days in each 
case. The dotted lines indicate the limits of survival in a group of normal 
recipients (Mollison ; unpublished data). 





are centrifuged at approximately 1500 revolutions per minute. 
for one minute and the tubes are then agitated to break up 
the sediment and free the unagglutinated cells. The tubes 
are then centrifuged again, and again shaken. A certain 
amount of practice is necessary to learn the amount of shaking 
required, but providing moderation is used, shaking will not 
increase the amount of free cells above a certain constant 
figure. In every case, the tests must be initially controlled 
by agglutinating a sample taken from the patient before 
transfusion. With this technique there will often be less than 
10,000 unagglutinated cells per c.mm. in the pretransfusion 
sample and the number of free cells rarely exceeds 50,000 per 
e.mm. A further control is provided by demonstrating at 
the termination of the experiment that the number of free 
cells has réturned to the pretransfusion figure. 

With anti-M and anti-N sera, centrifugation cannot be 
employed because it usually causes some non-specific agglu- 
tination unless the sera have been more fully absorbed than 
usual. In such cases the mixtures of. cells and serum are 
allowed to stand for 2 hours in small flat-bottomed bottles 
of such a size that the mixtures are spread out in a thin layer. 

When counting the number of free cells the sample should 
be taken from the upper layers of the mixture of free and 
agglutinated cells so as to minimise the number of agglutinates 
withdrawn. 

RESULTS 


(1) Survival of normal erythrocytes in patients with 
familial hemolytic anemia.—In 5 out of the 6 patients, 
the rate of disappearance of the donor cells was normal 
and the total survival time was between 100 and 130 
days. In case 3 destruction was more rapid and was 
complete in about 60 days. : wk 

(2) Survival of erythrocytes from a patient with familial 
hemolytic anemia in a normal recipient.—Blood taken 
from case 4 before splenectomy was completely elimin- 
ated within 14 days of transfusion. The survival time 
may have been less than 14 days but no intermediate 
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observations were made. Normal blood given to the 
same recipient at the same time survived normally. 

Blood taken from case 4 a year after splenectomy 
again rapidly disappeared from the circulation of a 
normal recipient after transfusion. Only 32% of the 
donor cells were present at the end of 8 days and destruc- 
tion:was complete within 19 days. 


‘ DISCUSSION 

In these experiments it was found that the rate of dis- 
appearance of normal cells after transfusion into 5 out 
of 6 patients affected with active typical familial hemo- 
lytic anemia was no greater than in the normal subject, 
whereas the cells of one of these patients taken both 
before and after splenectomy were eliminated from the 
circulation of a normal recipient at a rapid rate. These 
observations support the hypothesis that the basic 
abnormality in familial hemolytic anzmia is the forma- 
tion of erythrocytes with an increased tendency to 
hemolysis and cannot be reconciled with any theory 
which assigns a major réle to abnormal destructive 
mechanisms. All authors who have studied the histo- 
-pathology of the: spleen (Turnbull 1936, Klemperer 

1938, and others) agree that congestion with blood is the 
~most-striking, if not the only, abnormality and it has 
beerrassumed that the circulation through the spleen is 
abnormally slow (Gripwell 1938, Fahraeus 1939). The 
normal survival of healthy cells may indicate (a) that 
the blood in the spleen is not unduly stagnant despite 
congestion, or (6) that stagnation is not a factor in cell 
destruction, despite the views advanced by Ham and 
Castle (1940) in a preliminary communication. In 
fairness to Ham and Castle it must be pointed out that 
they consider that intravascular stasis of a ‘‘ normal 
degree ’’ acting upon abnormal cells is sufficient to account 
for the increased blood destruction in familial heemolytic 
anzemia. Nevertheless, their thesis is that intravascular 
stasis is an important factor initiating cell destruction 
in both the normal and abnormal spleen; and since, 
as mentioned above, histological studies suggest that 
stagnation does occur to an abnormal extent in familial 
hemolytic anzmia, it is at first sight difficult to see how 
our findings can be reconciled with Ham and Castle’s 
views. A possible solution of the difficulty is given by 
the hypothesis that stagnation is selective ; while normal 
discoidal cells have no difficulty in traversing the spleen, 
spherocytes, possibly because of their spheroidal shape 
(Whipple 1941) are trapped within the splenic pulp. 

The possibility that the spherocytes in familial 
hemolytic anemia are produced in some way by the 
action of a hemolysin or abnormal metabolite upon 
normal cells (Dameshek 1942) appears unlikely in view 
of the results of our experiments, unless it is considered 
that the hypothetical hemolytic agent is strictly specific 
for the patient’s own cells. 

In view of the results in 5 patients in whom a normal 
survival time of normal blood was found, the impaired 
survival found in case 3 was unexpected, especially as 
this patient was the daughter of case 2. Further study, 
however, revealed that this patient was Rh-negative 
(whereas the other five patients were Rh-positive) ; 
moreover the donor blood was Rb-positive and ‘following 
its disappearance from this patient’s circulation, anti-Rh 
agglutinins appeared inthe serum. Since the publication 
of the work of Wiener and Peters (1940) it has been 
recognised that Rh-negative persons are liable to produce 
antibodies against Rh-positive blood and thus to eliminate 
it abnormally rapidly. 

The normal survival time found in 5 cases of familial 
hemolytic anemia is in strong contrast to that observed 
in a control series of cases of hemolytic anemia of varied 
types in which cell destruction was always rapid and 
usually complete within 20 days of transfusion. f 

An interesting parallel to the finding of a normal 
survival of transfused blood in patients with familial 
hemolytic anemia is provided by some recent observa- 
tions made on a pasion’ with chronic hemolytic anemia 
with nocturnal hemoglobinuria (Marchiafava-Micheli’s 
disease). In this patient a strictly normal survival of 
transfused erythrocytes was also observed, despite the 
pases naemasierf increased rate of destruction of the patient’s 


t+ This small series includes 5 cases of eeenes anzmia of unknown 
origin and le associated 


single cases ney, ea 
tuberculosis and sulphonamide ietesioaiion” (Molliso m, un- 
published observations). 





own ‘cells. The finding of a normal survival time of 
normal blood in this disorder supports the generally 
accepted view that the increased rate of cell destruction, 
which is characteristic of the disease, due to an 
abnormality of the patient’s own etitivens 


SUMMARY 

The survival of normal blood transfused into 6 
patients with familial hemolytic anemia has been 
studied by a modification of Ashby’s technique. In 
5 patients survival was normal ; in one (case 3), who was 
Rh-negative, somewhat diminished. 

Blood taken from a patient with familial hemolytic 
anzmia, both before and after splenectomy, disappeared 
rapidly when transfused into a normal recipient. 


The patients were investigated through the courtesy of 
Dr. Terence East, Dr. Douglas Firth, Dr. Maurice Pappworth, 
Dr. Robert Schneider and Dr. Mary J. Wilmers. 
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MESENTERIC VENOUS THROMBOSIS 
TREATMENT WITH HEPARIN 


JosEPHUS C. LUKE, MD McGILL, FRCS 
MAJOR RCAMC; ASSOCIATE SURGEON TO THE ROYAL VICTORIA 
HOSPITAL, MONTREAL; SURGEON TO A CANADIAN CASUALTY 
CLEARING STATION IN ENGLAND 

MESENTERIC thrombosis is undoubtedly the most 
lethal of the causes of bowel obstruction, so that any 
new plan which holds out a promise -of reducing its 
death-rate seems worthy of consideration. The reported 
series show that the chance of survival is’ almost nil 
without operation. Cokkinis! records 40 cases where 
surgery was not carried out, with 39 deaths. He believes 
that resection is possible in 80% of cases operated on 
within 12 hours, but in only 15% operated on later. 
For resection the operative mortality averages about 
50%. This high rate depends on many factors, which § 
include the original causes behind the disease, such as 
cirrhosis of the liver and portal obstruction of any type, 
portal sepsis, blood diseases and splenectomy, However, 
the main factor is a continuation of the thrombotic 
process beyond the limits of the resected bowel. It is 
here that the experience with heparin is encouraging. 
Murray * describes 6 cases of mesenteric vascular occlu- 
sion requiring resection of from 45 to 210 cm. of bowel, 
with recovery in 4 cases; 2 died of late complications, 
autopsy revealing no extension of thrombosis in the 
mesenteric vessels. A similar case I operated on pre- 
viously, where 4 ft. 2 in. (127 cm.) of bowel was resected, was 
given eparin postoperssinnny The patient died 48 hours 
after operation, probably from the associated severe 
liver cirrhosis, and autopsy revealed a healthy anasto- 
mosis with no evidence of extension of the thrombosis. 

It occurred to me that in the early cases of mesenteric 
venous thrombosis, where it could be shown that the 
involved bowel was still viable, heparin alone would be a 
logical method of treatment, and this plan was adopted 
in the case reported here. 

Laufman * has produced mesenteric venous thrombosis 
in. dogs by injecting 0°5 c.cm. of a 2% solution of sodium 
ricinoleate into the superior mesenteric vein proximal to 
its junction with the splenic vein and distal to a rubber- 
guarded clamp. Thrombosis occurred which extended 
and caused death in 24-48 hours. Autopsy showed 
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massive hemorrhagic infarction of the small bowel due , 
to thrombosis of the superior mesenteric and portal 
veins. In 3 of 5 such animals where heparinisation was 
maintained for 5-7 days thrombosis was circumvented, 
and they lived ; 2 others died of hemorrhagic infarction, 
and another 2, in which heparin was stopped after 
24 hours, died shortly afterwards from infarction. 
Laufman also showed that postoperative treatment with 
heparin resulted in the survival of dogs where the extra- 
mural blood-supply to 10-12 cm. of intestine had been 
cut off. The control animals not treated with heparin 
all died. In strangulation obstruction, on the other 
hand, heparin appears to hasten death, because of the 
tendency to continued bleeding in a bowel which shows 
petechial hemorrhages, and because of the loss of blood 
and blood elements into the bowel lumen and peritoneal 
cavity. _He therefore concludes that ‘it is unsafe to 
administer heparin after operation in cases of impaired 
circulation of the intestine where resection is not per- 
formed. Although it appears that heparin enhances the 
chance of recovery of short devascularized segments, in 
cases of mesenteric vascular occlusion or strangulation 
it should be reserved only for those cases in which 
resection is performed.” 

Many patients with mesenteric venous thrombosis 
are seen at an earlier stage than that produced in these 
experiments. In these cases the bowel is definitely still 
viable and shows only the earliest stage of infarction, 
with no petechiw and no bloody extravasation into the 
bowel lumen or peritoneal cavity. It is in this type of 
case that the mortality seems most likely to be lowered 
by heparinisation without resection, but this view is \ 
based on only one proven case. Further trials in a group 
of cases at a similar early stage must be carried out 
before a definite decision can be reached. > 


CASE-REPORT 

A Jewish private in the Canadian Army, aged 42, began 
to have mild crampy epigastric distress about 2 pm on Nov. 20, 
1942, but it was not until 7 pm, while in a cinema,~that he 
was seized with generalised abdominal pain which rapidly 
became severe. He had to leave the theatre, and vomited 
copiously shortly afterwards. _Another spasm of severe 
vomiting took place before admission to hospital at 8.45 pM. 
The bowels had moved normally in the morning, but not 
since. No flatus had been passed since the onset of the acute 
stage. There were no urinary symptoms. 

There was no history of previous indigestion or attacks of 
abdominal pain. He had never been in hospital before, and 
this was the first time he had reported sick in the 24 years 
since he joined the army. 

The patient was writhing about in bed holding his abdomen 
and groaning, and it was difficult to get him to lie still for 
proper examination. ._He did not appear shocked. Temp. 
97-4° F.; pulse-rate 84, respirations 26 per min.; BP 124/94 
mm. Hg. The abdomen showed free respiratory excursion 
without aggravating his pain and no definite rigidity but 
definite voluntary guarding. Tenderness was generalised, 
but maximum at the level of the umbilicus on both sides. 
There was no rebound pain and auscultation revealed a quiet 
abdomen. Percussion note was dull, and no enlarged organs 
or masses were palpable; no hernie. Rectal examination 
negative. Positive physical findings included a right septal 
deviation and a somewhat reddened throat with enlarged 
tonsils. There was no lead line, and the reflexes were normal. 
White cells 5800 per c.mm, Urine normal. The history and 
physical findings suggested an early small-bowel obstruction, 
and this was confirmed by X rays, which showed a distended 
small-bowel loop on the film taken lying down and several 
well-marked fluid levels in the upright one. 

Operation —At 10.30 pm on Nov. 20. ‘ Pontocaine’ spinal 
anesthetic. Right paramedian incision. On opening the 
peritoneum an abnormal amount of straw-coloured peritoneal 
fluid was found. Purplish distended coils of small bowel 
presented. Collapsed normal ileum was found at the ileo- 
cxcal junction and traced proximally. About 6 ft. from the 
duodeno-jejunal junction a transition from normal to dis- 
tended bowel gradually took place. The involved segment 
was about 4} ft. long and faded again to normal jejunum 
which then extended for 18 in. to the termina] duodenum. 
No internal “hernia was present. The affected intestine was 
purple and distended to a diameter of 2-3 in., its peritoneal 
sheen was intact, and no petechize were present. The bowel 
wall was cdematous, the lacteals well marked and the 


mesentery thickened, No peristalsis was seen. Arterial 
pulsation was present, but the veins in the edge of the 
1aesentery were dark purple and felt firm, indicating a definite 
thrombosis. The superior mesenteric vein was not palpable. 
Inspection and palpation of the liver revealed no abnormality, 
the spleen was not enlarged, and the appendix, though 
fibrotic, was not grossly diseased. Early mesenteric venous 
thrombosis was diagnosed, and the abdomen was closed with 
the plan of treating this case by heparin alone. 

Postoperative course——The pulse-rate was taken hourly for 
the first 4 days, being 80 immediately after operation and not 
rising above 88 at any time during treatment. This was 
thought the best guide to any extension of the thrombosis. 
Intravenous heparin was started at 3.30 am on Nov. 21, 
10 c.cm, (10,000 units) of the Toronto (Connaught Labora- 
tories) product in 1000 c.cm, of normal saline being given by 
the drip method. The drip was inadvertently allowed to run 
too quickly, and when the blood-coagulation-time was first 
estimatec at 8 am, it was found to be at the alarming figure 
of 87 min. Blood had soaked into the wound dressing, and it 
was evident that a wound hematoma had collected, but tl ere 
was no other evidence of internal or external bleeding. There- 
after a drip of 25-30 drops per min. was found to give the 
best figures, although it was almost impossible to keep the 
coagulation-time at the optimum 15 min. Determinations 
were made by the capillary-tube method every 6 hours for 
the next 104 days, and these varied between 8 and 34 min., 
the majority being between 15 and 20 min. Total heparin 
given during this period was 210 c.cm. (210,000 units) in 
21,000 c.cm. of saline. The temperature at no time rose 
above 100° F., but reached 99° F. on numerous occasions up 
to the 15th postoperative day. The second stool passed after 
operation was strongly positive for blood; the subsequent 
three stools showed a decreasing amount. The blood 
Wassermann reaction was negative. The patient was out of 
bed on the 14th day, and was discharged on the 17th. 


SUMMARY 

A case of mesenteric venous thrombosis proved by 
laparotomy was treated with intravenous heparin with- 
out resection. It is suggested that early cases of this 
condition seen before serious intestinal infarction has 
taken place and where the bowel is dé@finitely viable 
should be treated by heparin alone. It is believed that 
such a plan would reduce the present high mortality. 


PFEIFFER’S BACILLUS MENINGITIS 
RESPONSE TO CHEMOTHERAPY , 


J. N. P. DAVIES, MB BRIST 


LATE ASSISTANT MEDICAL OFFICER AT HAM GREEN FEVER HOSPITAL, 
BRISTOL 


Mutch (1941) has reviewed the general features of 
Pfeiffer’s bacillus meningitis as seen in Great Britain, 
and has emphasised its maximum incidence in children 
under 2 years, its extremely high mortality, and the 
tendency for localised collections of pus to accumulate 
in the subarachnoid space. The fatality under the age of 
2 years is almost 100% ; over this age it varies in different 
reports from 92 to 97%. Thus Neal, Jackson and 
Appelbaum (1934) reported 4 recoveries in 111 cases, but 
only one was a child—aged 24 years. The advent of the 
sulphonamides was followed by séveral isolated case- 
reports of recovery after the administration of one or 
other of these drugs (Roche and Caughey 1939, Sakula 
1940). In spite of an adverse report by Mackenzie and 
his colleagues (1940) high hopes were roused ; but they 
have not been fulfilled, for Aleman (1940) reviewed 90 
cases, mostly taken from published reports, treated with 
sulphonamides, and concluded that these drugs had little 
if any favourable effect. The present series of 24 cases 
confirms her view. 

The series includes all proved cases of inflienzal 
meningitis admitted to Bristol hospitals since 1936 ; thus 
it covers the period during which the sulphonamides 
came into common use. Results of any method of 
treatment are best evaluated by assessing the reduction 
in mortality under the age of 2 years because of the 
increasing tendency to recovery above this age. Only 
one adult was affected, a man of 54, who made a complete 
recovery after repeated spinal drainage and intravenous 
injections of colloidal silver (Watson- Williams 1937) ;' his 
case is not further considered. All the rest were children, 
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13 males and 11 females; 17 under the age of 2 years . conclusion the initial high polynucleosis was maintained 
died,.some with and some without chemotherapy ; of 7 orincreased. The possible prognostic significance of this 
over that age, 4 recovered, one without chemotherapy. was not realised and the cases are so few that little posi- 
tive importance can be attached to this change. No 
CLINICAL FINDINGS blood-cultures were performed and blood-counts showed 
There was a regular incidence throughout the year no changes of note. 
with a slight winter peak in January and February. TREATMENT 
Pfeiffer’s bacillus meningitis was the commonest type of 2 
primary purulent meningitis among children in the years Chemotherapy was not used in 4 cases ; 2 (cases 21 and 
when there was no epidemic meningococcal meningitis. 22) died on the third day of disease, shortly after admis- 
The onset was usually insidious, a few cases starting with sion to hospital ; 1 (case 23) died on the eighteenth day 
slight drowsiness and few signs of any intracranial Of disease ; and 1 (case 24) recovered after a stormy ill- 
infection, so that the disease was not suspected till late. "&SS- He was treated by repeated spinal drainage and 
The common mode of onset was with drowsiness and the injection of a Pfeiffer’s bacillus vaccine. 
vomiting, to which irritability, screaming attacks and The remaining 20 patients were treated by chemo- 
meningism were added in a few hours. Meningism as the therapy, either with a single drug or a combination. 
presenting symptom was only seen in 6 patients, early Sulphapyridine was given alone to 10 cases, combined 
meningeal symptoms were definite in 18, but were with sulphanilamide to 2 others, and with sulphathiazole 
absent or very slight in 6, even just before death. The © 2 more. Sulphanilamide or one of its derivatives was 
presenting symptoms were: vomiting 15 cases ; drowsi- used alone for 6 patients. All cases had the usual 
ness 10; convulsions 7; screaming attacks 6; mening- adjuvant treatment, almost all had repeated spinal 
ism 6; irritability 3. Convulsive attacks were a drainage and 2 received intravenous serum, one meningo- 
common early feature and it was these attacks, when coccal and one streptococ 2 
associated with neck-rigidity and slight head-retraction, The assessment of response to chemotherapy is 
that led to the diagnosis of intracranial infection. 2°toriously difficult because of the number of variable 
~Kerfif@’s sign and the signs of Brudzinski were absent or factors ; the table shows the details of treatment in each 
“indeffiite in so many cases that they were of little help ase. It was noted that the cases that recovered and 
in diagnosis. The meningitis appeared to be primary those which showed the most clinical improvement were 
in 19 cases but in the remaining 5 it may have been those who received high dosages very early in the illness. 
secondary : to a lung infection in 2; to otitis media in This suggests that the only hope of successful sulphon- 
2; and in 1 to suppurative mastoiditis. amide medication depends on very high dosage given 
Complications and sequele were: lung infection 7 / eatly, preferably on the first day. “‘ Adequate chemo- 
cases; stomatitis (oral thrush in 1 case) 3; Bacterium therapy ”’ is difficult to assess, but the dosage capable of 
paratyphosum B infection 1; severe rickets 3; blood- causing some response in meningococcal meningitis may 
stained nasal discharge 2; herpes labialis, scabies, be used as a rough yardstick. Viewed in this way all 
conjunctivitis, whooping cough, epicranial abscess and 
suppurative arthritis, 1 case each. The epicranial RESULTS OF SULPHONAMIDE TREATMENT IN_ 20 CASES OF 
abscess was due to Pfeiffer’s bacillus but arose during PFEIFFER’S BACILLUS MENINGITIS 
treatment, thus differing from those reported by Dowds ~— Sat gi : 
(1940) which preceded the meningitis. ‘The purulent 
infection developed in the elbow-joint of a convalescent 
child who had been treated by chemotherapy, and the 
pus was sterile on culture. Death in all the fatal cases 
except fern er to wn yee =p ; the exception ee Ea | cit DEBE: nea iiyd 3h 2 
case.17, a baby who, while under treatment in hospital , \ x et \ 
for Pfeiffer’s bacillus meningitis, contracted paratyphoid © } 14™@* SN B. At 3:6; | Down ipedoanate 
fever and died from it after making a clinical and patho- 2; 9M* PS 3-5 . 2-5 Ac. hydroceph. 
logical recovery from the meningitis. 3|seFr| SN 3-6 16-5 


FINDINGS IN THE CEREBROSPINAL FLUID 4\28M* SN 4-8, 11-14 | 1 45 

The CSF showed the changes to be expected in a puru- 
lent meningitis. Thus the fluid in the acute stages was 
turbid, often opalescent, milky white with none of the ; 
greenish-yellow tint seen in meningococcal or pneumo- 6, 4M* SN 5-25 . DF oe Loculation + + 
coccal meningitis ; twice this milkiness enabled a tenta- oP ot 35-09 2 
tive diagnosis of Pfeiffer’s bacillus meningitis to be made 7/15M > SN | 12-15 : 3 
at. once. Protein and globulin were raised, glucose | | SP } 2-9 14 
figures were very low and the chlorides were much de- 8 6M* | gas 12 
creased. Mutch (1941) stated that, though American ST | 16-19 
workers sapesees large numbers of organisms in the CSF, | : 
in England they tended to be scanty. Findings in this 9% 19M*) SP bis, 3 & 
series support the Americans, for in most cases the fluid 10 5F*! SP 253 . 3 
withdrawn swarmed with organisms and diagnosis was : 
pout from a gram-stained smear of ‘is dopeath as oe 20F | SP | 2-14 

othergill (1937) suggested. In almost every case the 12 oF | | agg ge 24 
organisms grew well on culture on the appropriate media, | 
even when sulphonamides had previously been admini- 13 11 F | SP 2-14 6 
stered in doses. This is in striking contrast to the 44)15mM*\ SP | 8-32 . Improved, 
behaviour of meningococci, and in itself suggests a less | relapsed 
effective action on the bacilli. They exhibited that 15 7M | SP 3-11, 15-19; 9 
| eg ee g which is so characteristic of Pfeiffer’s 1¢)1gm* sP 3-6 4 

and long filamentous forms were we 17] 4 F | sp ou 20-22 04 ole tes 


l aa 

| 

Initial Total 
given d dose 
(days) : (g.) 


Case 
Age | 
(months) 
and sex 
Death (day 
of illness) 





—_ - 
ant ao © 


5| 35 F | PR 3-6 “4 Improved, 
a se oe 12-25 | Large relapsed 


reported, especially in the later stages of the disease | re ; : 
change from the cocco-bacillary to the filamentous form es ar: foal: 
has been remarked on before (Lindsay et al. 1940), and 18|35F SP...) 1-8, . 15) Dramatic 
the presence of such filamentous forms does not justify a POOONYET, 
osis of atypical Pfeiffer’s bacillus infection. No j9!94mM\ sP | .. 1-10 . Recovery 
special cultural tests or typing were carried out in this } 
series. Although lumbar puncture was repeated in 20/54M)/ SN |.. | 10-21 3 36 Recovery 
nearly all cases, examinations of the CSF were repeated in 
only afew cases. In these it was noted that ifthe disease ‘*Autopsydone, § PR, prontosilrubrum; SN, sulphanilamide ; 
remitted the initial high polymorphonuclear nse fell SP,sulphapyridine; 8ST, sulphathiazole ; ;__ PS, proseptasine. 
and the number of mononuclear cells rose s y; but ‘ Progeptasin B), ‘ Sulphonamide P ’ (Richter), ‘ Prontosil 
if the disease marched steadily to an unfavourable *" anne Prontocll Rw ram * * (Bayer) were he drags used. 
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might have been expected to respond in-some measure 
except for case 1, in which the drug was used so timidly 
that it could not be expected to be effective. ’ 

Of the 19 cases in which chemotherapy might have 
been expected to show some results, 4 (cases 17-20) 
showed some response, one of them (case 18), aged 35 
months, responding to treatment just like a meningo- 
coccal meningitis with a rapid defervescence, dramatic 
subsidence of symptoms and edy convalescence. 
Case 17,.aged. 14 months, responded slowly to sulpha- 
thiazole after. sulphapyridine had been ineffective, the 
CSF becoming sterile ; unfortunately this child died of 
paratyphoid. Cases 19 and 20 recovered but in neither 
could recovery be attributed decisively to chemotherapy, 
since its administration. was not directly followed by 
clinical improvement. Thus ease 19, aged 2 years, had 
22 g. of sulphapyridine by the eleventh day of disease ; 
it was then discontinued because of‘lack of improvement 
and he did not improve until the 37th day. Case 20, 
aged 4} years, who had meningitis with mastoiditis, was 
given 36 g. of sulphanilamide between the 10th and 21st 
days of disease (mastoidectomy on the 10th day); 
but again no clinical improvement or defervescence was 
observed till the 32nd day. Thus in only one patient 
(case 18) could it be claimed that chemotherapy was 
really effective, with the patient responding in the 
dramatic way seen in meningococcal or streptococcal 
meningitis. Such response has been observed by Jacoby 
(1941) in a child only a year old, but this girl was aged 
almost 3 years. Repeated spinal drainage was not carried 
out in these 4 patients, and with the exception of case 18 
there seemed to be little difference in the clinical course 
between those who received sulphonamides and case 24 
which recovered without any. 

Of the remaining 15 patients (cases 2-16) who died 
in spite of adequate dosage of sulphonamides, sulpha- 
pyridine alone was given to 8 (cases 9-16), sulphapyridine 
combined with sulphanilamide to 2 (cases 6 and 7) and 
sulphapyridine with sulphathiazole to -1 (case 8). All 
these were under the age of 2 years. The remaining 
4 (cases 2—5) received sulphanilamide alone, and except 
for case 2 were over the age of 2 years; of these, case 5 
showed slight clinical improvement but relapsed in spite 
of intensive and sustained dosage and was taken home 
moribund by her parents. The other 3 showed no re- 
sponse. Cases 6 and 7, who received sulphapyridine and 
sulphanilamide, had a slight fall in temperature after 
sulphapyridine but since they showed no clinical improve- 
ment sulphanilamide was substituted and proved 
ineffective. One baby (case 8) did not respond to sulpha- 
pyridine and its substitution by sulphathiazole effected 
no improvement. 

Of the 8 patients who received sulphapyridine alone, 2 
(cases 9 and 10) died within 36 hours of admission to 
hospital (3rd day of disease), showing no response ; 
5 more (cases 11, 12, 13, 15 and 16) died without response 
to longer treatment ; and the last (case 14) showed a 
slight initial response, partial defervescence with slight 
clinical improvement, but deteriorated again and died 
despite intensive treatment. Thus the effects were 
disappointingly slight and not comparable to those seen 
in other forms of purulent meningitis. 


AUTOPSY FINDINGS 


Mutch (1941) pointed out that meningeal loculation 
of pus was a common finding in meningeal infection with 
Pfeiffer’s bacillus, and that when this happened it was 
impossible to relieve the high intracranial pressure by 
lumbar or cisternal pyncture. Loculation was a striki 
feature in the cases treated by Fothergill and W.: 
(1932) who used a trephine to try to drain the meninges. 
The sulphonamides are notoriously ineffective in the 
presence of abscess formation, and so was the specific 
antiserum used by Fothergill and Ward; loculation 
might explain the failure of chemotherapy in their cases. 
Neal and her coll (1934) however deny that exten- 
sive adhesions and loculation are more common in 
Pfeiffer’s bacillus meningitis than in other forms. 

Autopsy. was performed on 2 of the patients who 
received no chemotherapy: one was found to have an 
extensive hemo ic bronchopneumonia, but the 
report on the brain unfortunately been lost; the 
other had an extensive bronchopneumonia and the brain 
was. covered from vertex to base with a purulent exudate 
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but there were no adhésions or loculation. Case 1, 
which received inadequate chemotherapy, was found to 
have a purulent exudate over vertex and base with 
extensive adhesions between brain and dura, but no 
extracranial lesions. 

Of the 15 adequately treated, 8 came to autopsy ; 
3 (cases 4, 9 and 16) showed no lesions other than a 
non-loculated purulent exudate over the surface of the 
brain. Case 14 presented a similar picture but there were 
petechial hemorrhages throughout the brain with patchy 
areas of bronchopneumonia in the left lung. Case 10 
had, in addition to the purulent exudate, extensive cedema 
and congestion of the brain with bilateral basal hypo- 
static congestion of the lungs. The remaining 3 cases 
all had an acute internal hydrocephalus, case 8 with clear 
fluid in the ventricles, cases 2 and 6 with pus; purulent 
exudate stretched from vertex to base in each brain. 
Case 8 had no other lesions; case 2 had pneumonic 
patches in the lungs but no other lesions and no loculation 
in the meninges save the ventricles. Case 6, however, 
showed extensive loculation. He had had a ventricular 
puncture 5 days before death on the 37th day of disease, 
and there was an epicranial abscess with pus in the needle 
track leading to a large collection of pus in the subdural 
space, walled off by thick fibrinous adhesions. There 
were three other separate loculi of pus, with thrombosis 
of the transverse and longitudinal sinuses, and a large 
hemorrhagic and cedematous mass of brain tissue, 
resembling a glioma, in the region of the left optic 
thalamus. There were no extracranial lesions. 

Thus in all cases coming to autopsy the causes of death 
lay in the cranial cavity, and only in the minority were 
there loculations of pus that would be uninfluenced by 
chemotherapeutic attack. In the cases which did not 
come to autopsy, there was no clinical evidence to suggest 
that they would differ much from those described. The 
number of extracranial lesions is unusually small and 
suggests that chemotherapy, ineffective against the 
meningitis, may have kept at bay the secondary invaders. 
Chemotherapy was clearly unable to clear up the 
intracranial infection. 


DISCUSSION 


The failure of chemotherapy in these cases may be 
explained either on the grounds that the organisms were 
insusceptible or on mechanical grounds. The mechanical 
factor was the main cause of failure of the intrathecal 
injections of specific antiserum in the early cases treated 
by Fothergill and Ward (1932), for all the cases seen at 
autopsy had collections of pus localised by fibrinous 
barriers through which the antibodies could not pene- 
trate. Similar findings would have explained the inactivity 
of the sulphonamides, but in this series loculation was 
not a common pathological finding, nor was it suspected 
clinically. The explanation seems to be that the 
sulphonamides used had no direct or indirect lethal action 
on Pfeiffer’s bacillus. The evidence here presented goes 
to show that sulphanilamide, sulphapyridine and sulpha- 
thiazole were quite ineffective, most of the patients show- 
ing no clinical or pathological response to them; and 
there is nothing to suggest that they played a decisive 
réle in the cases that recovered. Though they were 
given early, in adequate dosage and with the proper 
ancillary treatment, save that complement and antiserum 
were not available, they did not affect the fatality in the 
children under the age of 2 years. On one occasion 
organisms were grown from the CSF of a child who had 
had chemotherapy for 3 days and whose CSF concentra- 
tion of sulphapyridine was 12-5 mg. per 100 ml. 

An organism known to be so capricious in its nutritional 
requirements as Pfeiffer’s bacillus should be vulnerable 
to chemothc. apeutic attack, but for the present the main 
bulwark of treatment must still be repeated spinal 
drainage. Though Banks (1988) has questioned its 
advisability in meningococcal meningitis and cases of 
Pfeiffer’s bacillus meningitis are recorded as recovering 
without it ((Jacoby 1941), and though it was not used 
in the cases which recovered in this series, it remains 
true that the only common feature in most of the 
reported cases of recovery is repeated drainage of the 
meninges. 

Some success is reported after the use of specific anti- 
serum and complement (Fothergill 1937) given intra- 
thecally. The antiserum is not available in this country, 
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so there remains the possibility of using intrathecal 
complement in conjunction with chemotherapy. Com- 
plement is normally absent from the CSF and is always 
absent in influenzal meningitis but is present in other 
forms of purulent meningitis ; its administration, either 
alone or with chemotherapy, seems to be useless since 
there is no diminution in the mortality figures (Aleman 
1940). It may well be that when an efficient agent is 
found its mode of action may differ from that of the 
sulphonamides. There is some evidence that, unlike other 
forms of meningitis, Pfeiffer’s bacillus meningitis resolves 
—when it does—by bacteriolysis. 


SUMMARY 


A series of 24 cases of meningitis due to Pfeiffer’s 
bacillus are reported, 20 receiving sulphanilamide, 
sulphapyridine or sulphathiazole, or a combination of 
these drugs. 

The fatality under the age of 2 years was 100%; in 
3 of the 4 children over that age who recovered, the 
recovery did not seem to be due to the chemotherapy. 


I wish to thank Prof. C. Bruce Perry for his help; Dr. 
B. A, Peters and Dr. R. H. Parry for permission to quote the 
cases from Ham Green Hospital; and Dr. Martin Skelton 
for his advice. 
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RESPONSE OF PFEIFFER’S BACILLUS 


MENINGITIS TO SULPHAPYRIDINE 


RayMonpd A, Morr, M B LOND 
RESIDENT MEDICAL OFFICER AT KING’S COLLEGE HOSPITAL 


In view of the discussions on the effect of sulpha- 
pyridine on the course of Pfeiffer’s bacillus meningitis, 
the following 4 cases may be of interest. 


Casz 1.—A girl of 3 years had been restless during the 
night before admission and had developed head-retraction. 
Temperature 100-4° F., pulse-rate 132; respirations 30. She 
was restless and semiconscious, with head-retraction, neck- 
rigidity, staring eyes, and bilateral positive Kernig’s sign. 
There was neither photophobia nor rash. Lumbar puncture 
—- a rather turbid fluid under increased pressure : 
cells per c.mm., chiefly lymphocytes; gram-negative 
bacilli seen in the direct smear, but ig grew only jacamnstee 
cocci and diphtheroids which were probably a contaminant. 
Lumbar puncture was repeated 3 days later and produced 
@ very turbid fluid under increased pressure, containing 
4000 cells; neutrophils 60%, lymphocytes 40%. Many 
gram-negative bacilli were seen in the. direct smear and 
culture produced a heavy growth of Pfeiffer’s bacillus, 
Hemophilus influenze. Treatment: free fluids by mouth; 
sulphapyridine, 3 g. given on first day; then 4-5 g. daily for 
three days, followed by 3 g. daily for three days, 4-5 g. daily for 
eighteen days, 7-5 g. for one day and 4-5 g. daily for eight 
days. Finally, 6 g. of sulphapyridine was given daily for 
fifteen days, making a total of 245 g. in forty-nine days. 

_ After the first ten days there seemed to be some clinical 
improvement, but this was only partially maintained, since 
the cervical rigidity and pyrexia persisted though the CSF 
became sterile. Four days later lumbar puncture was 
repeated one intervertebral space higher up and this produced 
& positive culture. For the next twenty-five days her condi- 
tion remained stationary, the pyrexia becoming irregular, 
but with a persistently high pulse-rate. During this time 
she developed a swelling the size of a man’s fist at the site 
of the first. lumbar punctures. The fluid aspirated from this 
grew Pfpiffer’s bacillus. A blood-transfusion of 290 c.cm. 
was given but the patient’s condition deteriorated, the 


\ 


temperature became subnormal, and she died ten days 
later. J 


CasE 2.—A boy, aged 8 years, was admitted with a history 
of lassitude and evening temperature for three days and 
headache and vomiting for one day. Temperature 101° F., 
pulse-rate 144; respirations 28. He was irritable and semi- 
comatose. Cervical rigidity was present and a bilateral 
positive Kernig’s sign. Lumbar puncture produced a turbid 
fluid at a pressure of over 300 mm. of water, and containing 
12,900 cells per c.mm., of which 90% were polymorphs ; protein 
240.mg. and chlorides 690 mg. per 100 c.cm. ; no reduction 
of Fehling’s solution; very few gram-negative bacilli were 
seen in the direct smear, but culture produced a growth of 
Pfeiffer’s bacillus. Treatment: intravenous saline; an 
average of 2-2} pints in 24 hours was given by drip and 
supplemented by fluids by mouth. Sulphapyridine, 1-5 g., 
was given intravenously in the saline drip, followed by 0-75 g. 
4-hourly, making a total of 27 g. in 7 days. The patient 
gradually improved and the signs of meningitis disappeared. 
A second lumbar puncture, 7 days after the first, produced 
a colourless almost clear fluid at a pressure of 90 mm. of water ; 
cell-count 45 per c.mm., lymphocytes 92% ; protein 40 mg., 
chlorides 695 mg. per 100 c.cm.; Fehling’s solution poorly 
reduced ; no organisms seen; culture sterile. The child 
was discharged three weeks later completely recovered. 


CasE 3.—A boy, aged 44 years, was admitted with one day’s 
history of headache and vomiting. Temperature 104° F., 
pulse-rate 140 and respirations 30. He was semi-comatose, 
delirious and very restless, with some head-retraction and 
much photophobia. Neck very rigid; bilateral positive 
Kernig’s sign and positive Brudzinski’s sign; knee-jerks 
and ankle-jerks absent. Plantar reflex flexor, and discs 
normal. Lumbar puncture produced a clear fluid at a 
pressure of over 300 mm. of water; cells 380 per c.mm. ; 
numerous gram-negative bacilli seen in direct smear ; culture 
produced a profuse growth of Pfeiffer’s bacillus. Treatment : 
free fluids by mouth; sulphapyridine, 1 g., was given at 
once, and then 0-75 g. 4-hourly. The child was extremely 
restless next day and lumbar puncture was again pérformed ; 
fluid turbid at a pressure of 150 mm. of water ; 2500 cells per 
c.mm.; numerous bacilli seen in direct smear. The discs 
became very engorged, and restlessness and delirium con- 
tmued despite a further lumbar puncture and the intra- 
muscular injection of phenobarbitone gr. 4. He died the 
same day. : 

At autopsy a large plaque of pus was found over both 
cerebral hemispheres, very little being seen at the base. 
The brain was much engorged. Two small areas of necrosis 
were present in the liver. 


Casz 4.—A boy, aged 10 months, had been irritable for 
four days, having had one convulsion, after. which he became 
sleepy, resenting movement. The mother had noticed that 
his neck was becoming stiff; he had not vomited. On 
admission, on Dec. 15, 1941, the temperature was 104° F. ; 
pulse-rate 152; respirations 72. His fontanelle was bulging 
and he was quiet and drowsy, with an occasional meningitic 
cry. There was considerable neck-rigidity and bilateral 
positive Kernig’s sign. Lumbar puncture was performed at 
once ; the fluid was turbid at a pressure of 110 mm. of water ; 
cells 1800, 79% polymorphs; protein content 125 mg. per 
100 c.cm.; no sugar. Pfeiffer’s bacillus grown from the 
fluid. Treatment: free fluids by mouth; sulphapyridine, 
0-5 g., 4-hourly. The child improved rapidly. Next day 
the cerebrospinal fluid showed no change. On Dec. 19, the 
temperature was 100° F., pulse-rate 160, respirations 56. 
Sulphapyridine reduced to 0-375 g. 4-hourly for two days and 
then 0-25 g. 4-hourly. The child began to vomit, so sulpha- 
thiazole was given; this change checked the vomiting. A 
throat swab on Dec. 20 grew many pneumococci but. no 
Pfeiffer’s: bacilli: On Dec. 23, lumbar puncture: pressure 
100 mm. of water ; cells 290,:82% polymorphs ; no organisms 
seen ; culture sterile. On Dec. 24 the child was clinically well ; 
temperature 99-6° F.; pulse-rate 140; respirations 30. Two 
days later there was a sudden rise of temperature to 104-6° F., 
the fontanelle was slightly full, but no meningitic signs were 
apparent. Lumbar puncture produced a turbid fluid at a 
pressure of 105 mm. of water; cells 3300, polymorphs 60% ; 
many gram-negative bacilli seen; culture grew. Pfeiffer’s 
bacillus. Sulphapyridine, 0-5 g., given 4-hourly for three 
days; then changed to thiazole 0-25 g. 4-hourly. 
On Jan. 1, 1942, the child was quite well ; temperature 98° F.; 
pulse-rate 112; respirations 28. Lumbar puncture was at- 
tempted twice but was unsuccessful. On Jan. 14 sulphon- 
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amides were discontinued. The Child was discharged on 


Feb. 6, when he was quite healthy and gaining weight. 


DISCUSSION 


With the high dosage used in these cases the danger 
that crystals of the sulphonamide’ will be precipitated 
in the renal tract is considerable ; ; fluids were therefore 
pushed. In the case given drip therapy (case 2) the 
fluid requirements were estimated on the basis of 24 oz. 
per Ib, of body-weight. Sodium bicarbonate, gr. 10, 
given with each dose of sulphapyridine, helps to prev ent 
vomiting, and should in theory help to prevent the 
precipitation of acetyl crystals in the urine. 

The t case is interesting in view of the unusually 
protracted course of the disease. ether or not this 
was due to the intensive sulphapyridine therapy is 
impossible to say. The temperature was never any 
guide to the child’s condition, since it often fell to 
normal only to rise a day or two later. The pulse-rate 
was high throughout and seems to be a more reliable 
guide to prognosis ; this was borne out in case 4, where 
the pulse-rate remained high, despite the drop in tem- 
perature, returning to normal only after the ‘og ove 
when the child made an uninterrupted recovery 
development of an abscess at the site of the lumbar 
puncture is unusual and may perhaps be considered 
another risk of too often repeated lumbar puncturés. 
The second case, although interesting in view of the 
rapid recovery, does not conclusively indicate the 
value of sulphapyridine, since the infection, judged by 
the scanty bacilli in the CSF’, was in any case not severe. 
Recovery might therefore have been spontaneous 
although Fothergill and Sweet in a series of 78 cases 
found only one case of spontaneous recovery. The 
third case was obviously a severe infection from the 
start, and the absence of somatic resistance, shown by 
the low cell-count in the CSF at the first lumbar puncture, 
might well have accounted for the failure to respond to 
treatment. The fourth case produces definite evidence 
that sulphapyridine has a favourable effect~on the 
course of the disease. Spontaneous recovery in a child 
under a year is unknown, and the rapid recovery in this 
case was striking. The cause of the relapse is obscure, 
particularly after the CSF had become sterile. Further, 
infection from the naso seems. to have been 
to the breaking down 
of a loculus which flooded the cerebrospinal system with 
pus. It is suggestive that it should have occurred a 
day after stopping the sulphapyridine. The rapid 
recovery after further sulphapyridine therapy is 
significant. 

The number of cases described is too small for any 
precise conclusions to be drawn, but from this brief 
experience the best form of treatment seems to be: (1) 
Diagnostic lumbar puncture, to be repeated only 
if restlessness and irritability become uncontrollable 
by any other means or when the fluid might be expected 
to be sterile (i.e . when the clinical condition has much 
improved ). The concentration of the sulphapyridine 
in the CSF should be as high as possible, and repeated 
lumbar puncture can only serve to reduce the con- 
centration. (2) Large doses of sulphapyridine should 
be given—never less than 3 g. in 24 hours—and reduced 
doses should be given for at least a fortnight after 
meningitic symptoms have disappeared. (3) Fluids 
should be pressed in order to prevent renal complica- 
tions. Dehydration and vomiting are best combated 
by intravenous drip salines and this provides a con- 
venient method for the administration of sulpha- 
pyridine. 

SUMMARY 


Four cases of influenzal meningitis are described, 

2 = Bom calthera in a child aged 10 months—recovering. 

ulphapyridine seems to be worth a trial in all cases, 
chien avourable effects on the course of the disease were 
noticed in 2 cases out of 4. 

The dose should be large and should be continued 
after all meningitic signs have disappeared; fluids 
should be pressed. 

I wish to thank Dr. Wilfrid Sheldon and Dr. Philip Evans 
for permission to publish these cases. 


1, Fothergill, L. D. and Sweet, L. K. J. Pediat. 1933, 2, 696. 





TETANUS IN THE IMMUNISED SUBJECT 


H. Baruurst NORMAN, GM, DM ox¥FD, MROP 
MAJOR RAMC 


TETANUS in men who have received active immunisa- 
tion sheds some light on the degree of protection which , 
such immunisation gives. There can be no doubt that 
a very high immunity is achieved by the routine ad- 
ministration of 1 c.cm. of tetanus toxoid on two occasions 
at an interval of 6 weeks, as was practised in the early 
part of the present war. Perry (1940) reported no single 
case of tetanus among wounded personnel in France ; 
Smith (1941) in a large series of casualties, a number of 
whom had returned from Dunkirk, did not see a case of 
tetanus. According to Bensted (1940) only 8 cases 
were reported from the British Expe ditionary Force in 
France during the period 1939-40, all in men who had 
not been actively immunised. Boyd and Maclennan 
(1942), who have reviewed the incidence of tetanus 
during the first two years of war in the Middle Hast, 
record 5 cases in actively immunised subjects. In 2 
of these the infection was fulminating and associated 
with the presence of much necrotic tissue in wounds ; 
in the remaining 3 cases there was apparent lack of 
response to immunisation with the two routine doses of 
formol toxoid.. They emphasise the value of a third 
or ‘ boosting ’’ dose given at an interval of twelve 
months after the second inoculation. This procedure 
has now been adopted as the routine practice in the 
British Army ; but at the present time the proportion 
of men inoculated with the more recently introduced 
third dose is small. ‘ Evidence of the need for a boosting 
dose is provided by the following case. 


CASE-HISTORY 


A soldier aged 27 was admitted to hospital on Nov. 13, 
1942. He had been complaining of increasing pain and 
stiffness in the back for 4 days. There had been septic sores 
on both legs for 14 days before admission, several of which 
had ‘scabbed over. He had been inéculated with 1 c.cm. 
tetanus toxoid prophylactically on Nov, 18, 1940, and again 
on Jan. 13, 1941. Pain began in the lumbar region, at first 
in spasmodic attacks. The attacks gradually increased in 
frequency and intensity until spasm was tonic and the pain 
severe and continuous. His back became arched and could 
not be straightened. Occasionally more intense spasms were 
superimposed upon the tonic contraction. No stiffness of 
the jaw or face muscles had been noticed. 

On admission there was considerable opisthotorus with 
spasm of the erector’ spinz muscles, more definite ‘on 
the left side than the right. The abdominal muscles were 
rigid. Alltendon reflexes were much increased and a positive 
jaw-jerk was elicited. There was some fibrillary twitching 
of the muscles of both thighs. Occasional reflex spasms were 
observed during the first 3 days of the illness. Neither 
trismus nor dysphagia was noted. The temperature and 
pulse were elevated during the 3 days after admission, the 
temperature reaching 100° F. on thesecondday. There were 
@ number of septic skin lesions on both legs, some of which 
yielded a sanious discharge while others had healed with 
scab formation. 

He was given 200,000 units intravenously of antitetanic 
serum immediately after admission. The reflex spasms were 
readily controlled by the administration of gr. 15 each of 


“chloral hydrate and potassium bromide, given 4 times daily. 


The septic areas on the legs were treated by hypertonic saJine 
dressings and later the application of gentian-violet 1%. No 
further antitetanic serum was given after the initial dose. 
Apart from the appearance of an urticarial rash on Nov. 21, 
1942, which persisted for 2 days, recovery was uneventful. 
COMMENT 

Cole (1942) has pointed out that with the widespread 
use of antitoxic serum the type of wound that causes 
tetanus has been profoundly modified. The infection 
is now seldom seen after an obvious wound. It is more 
likely to appear after minor wounds or abrasions which 
are not sufficiently serious to demand medical attention, 
so that prophylactic antitetanic serum is not given. 
Active protection by means of tetanus toxoid should 
prevent the development of these cases associated with 
insignificant trauma. 

A case of tetanus in a soldier who had earlier received 
two injections of protective toxoid emphasises the 
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wisdom of giving renewal doses at twelve-monthly 
intervals which is the procedure recommended in the 
Army. 

I wish to thank Colonel A. D. Stirling for permission to 
publish this case. 
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Reviews of Books 


Statistical Analysis in Biology 


K. Matuer, DSc, PhD, head of the genetics department. 
John Innes Horticultural Institution, London. (Methuen, 
Pp. 247. 16s.) 


THis exposition of modern statistical methods is not 
easy reading but should prove useful to workers who are 
not daunted by algebraic manipulation and elementary 
differential calculus. In short, starting with simple 


problems in probability and the characteristics of 


_frequency distributions it deals with the various tests 
of significance used by the statistician, with degrees of 
freedom and the analysis of variance, the factorial 
design of experiments (and other methods), linear and 
polynomial regression, correlation pprwncs bet and methods 
of estimation. A great deal is, therefore, compressed 
into a relatively short space. The book is well illustrated 
by examples, naturally drawn mainly from the field of 
genetics, and as the author emphasises in his preface it is 
only by working through these that most readers will 
learn what is being done, how it is being done and why, 
and be ready to apply the methods to their own material. 
There is no short cut to understanding and using them 
but plenty of hard work aided by such a guide as this. 


Hemorrhagic Diseases and Physiology of Hemostasis 


Armand J. Quick, PhD, MD, associate professor of 
pharmacology. Marquette University, Wis. (Bailliére. 
Pp. 340. 27s. 6d.) , 


THIS comprehensive monograph gives a clear account 
of the physiology of the coagulation of the blood and 
of current ideas on the primary hemorrhagic diseases. 
The author adopts Morawitz’s classical theory of coagula- 
tion—even though it leaves many problems unsolyed— 
because it is the best ‘‘ skeleton framework ”’ for the 
known facts ; and having done this he does not try the 
reader’s patience by detailing all the other theories and 
discussing their shortcomings. This physiological section, 
occupying a third of the book, is illumined by reference 
to the history of the subject and by some interesting 
comparisons with clotting mechanisms in other forms of 
life. Quick is best known for his work on prothrombin 
and his methods for estimating prothrombin in blood. 
He gives his own work its proper place—but no more— 
and presents a convincing defence of his relatively simple 
one-stage techniqué, producing good evidence for its 
retention in place of the very elaborate two-stage method 


that is said to be more accurate. He also points out- 


that modifications in which snake venom and lecithin 
aré used only achieve the same object as his method 
by a roundabout way. The section on pathology gives 
excellent clinical pictures with a full account of the 
growth of our knowledge of each disease, its mechanism 
jor the theories about its mechanism) and its treatment. 
The purpuras, the hereditary hzmorrhagic diatheses, 
‘* afibrinogenemia,’’ and hzemorrhage in avitaminosis 
K are discussed. In a useful account, ‘ pseudo- 
hzmophilia ’’—a definitely hereditary syndrome affecting 
females as well as males—is defined and put in its proper 
place. Hemophilia itself is given a comprehensive separate 
chapter. The book ends with a classification, a dis- 
cussion of differential diagnosis, and an appendix on 
In spite of the fact that so much ground is 
covered, and that published work is thoroughly quoted, 
this balanced account of a somewhat confused subject 
is relatively short and Dr. Quick has succeeded in making 
it readable. 


Introduction to Industrial Mycology 


(2nd ed.) GEorcr Smiru, MSc, AIC, research demonstrator, 
department of biochemistry, London School of Hygiene 
and Tropical Medicine. (Arnold. Pp. 260.. 20s.) 


THE control and prevention of mould growth is 
important in industry because moulds spoil almost all 
organic materials. ather, textiles and wood are 
attacked as well as foodstuffs, and in the laboratory the 
effect of moulds on museum specimens and on culture 
media is well known. But moulds have also great 
powers of synthesis and many of them have _ been 
harnessed for useful purposes. Thus, citric acid can be 
obtained commercially as a fermentation product of 
some species of aspergillus, while gluconic and gallic acid, 
glycerol and fats may all. be formed in considerable 
quantities by moulds. These and many more little- 
known properties of the moulds are discussed in this 
book which is already justly popular. The author first 
describes each of the species of mould used in industry 
and follows with chapters on laboratory technique, the 
physiology of fungi and the control of mould growth. 
Beginners will appreciate his systematic classification 
and his simple language. This edition includes a new 
chapter devoted to the true and non-sporing yeasts 
and a new key for the hyphomycetes. Paper shortage 
has made it necessary to print the 136 beautiful photo- 
micrographs on both sides of the page. The book is 
addressed primarily to those who meet problems con- 
nected with moulds in industry, but it may be read 
with pleasure by anyone interested in biology. 


Synopsis of Allergy 


Harry L, ALEXANDER, MD, professor of clinical medicine, 
Washington University, St. Louis, Mo. (Kimpton. Pp. 246. 
15s.) 


To those struggling with the continual increase of 
publications and observations on allergy, and the 
growing size of volumes on the subject, a small handbook 
such as this will come as a relief. The -editor of the 
Journal of Allergy has lucidly summarised his subject 
and outlined modern trends. A quarter of the book is 
devoted to a general consideration of allergy, the rest to 
individual manifestations, especially bronchial asthma, 
hay-fever and the allergic dermatoses. An appendix 
deals with the preparation of extracts, the: methods of 
skin-testing, the pathological investigations necessary 
in allergic cases, together with recipes for elimination 
diets, and even a list of household materials and foods 
and the allergens they may contain. The less common 
allergies, such as the gastro-intestinal upsets and 
headaches, are perhaps dealt with a little too briefly. 
The subject matter is presented more for the practitioner 
than the specialist, and sets out modern views ably. 


Mass Miniature Radiography 


Wing-Commander R. R. Tram, MD Aberd., FRCP; 

Squadron-Leader H. J. TrENcHARD, MB Birm., MRCP ; 

Flying-Officer J. A. Kennepy, MB Lond. (Churchill. 

Pp. 96. 88. 6d.) 

THis little book has appeared at a propitious time for 
those about to undertake mass radiography for civilians. 
The authors’ experience of the method is based on an 
examination of some 150,000 cases in the Royal Air 
Force. They describe clearly and in sufficient detail 
their meth of conducting a large-scale chest.survey, 
but the results are not dealt with in this volume. The 
first few chapters cover administration, staff, building 
and technical equipment. Then follows a description 
of the procedure from the moment the subject enters the 
door until his final dossier is complete. The final 
chapters deal with interpretation of miniature films and 
the von ipsam of suspect cases. Different and more com- 
plica problems will arise in the disposal of suspect 
civilian. cases, but this chapter will prove a useful guide 
even there. The chapter on interpretation contains 
some useful tips on the identification of radiographic 
features which are exaggerated or minimised on the 
smali film. One small error needs correction. The 
impression is given that one ] appears more translu- 
cent than the other in the miniature film. This effect 
is due to the type of grid used and is by no means an 
inherent feature of the miniature film. 
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For “‘Athlete’s Foot” 


ce general experience of dermatologists that infections 

such as “athlete’s foot,” “‘swimmer’s itch,” etc., due to 
Epidermophyton rubrum and Trichophyton interdigitale, are 
difficult to cure prompted an investigation into the fungicidal 
and fungiostatic properties of numerous drugs in the section 
of the Parke, Davis & Co. Laboratories devoted to the study 
of mycology. The practical outcome of this investigation was 
the introduction of MYCOZOL OINTMENT, which contains 
salicylic acid, mercury salicylate, and Chloretone, and 
produces rapid maceration and separation of the horny 
layers of the epidermis, thus exposing the fungus to its 
inhibitive fungicidal action. 

LIQUID MYCOZOL,. which contains salicylic acid, benzoic 
acid, malachite green, and Chloretone in a liquid base, may 


be used as an alternative to the ointment. When applied to 
the skin it dries rapidly, forming a tenacious film containing 
the keratolytic and fungicidal ingredients. 


MYCOZOL DUSTING POWDER, containing the same 
ingredients as the ointment, is suitable for the moist type 
of lesion, such as those occurring in the interdigital 

spaces of the toes. : 


Mycozol Ointment is issued in small jars and 
1 Ib. tins, Liquid Mycozol in 50 c.c. bottles, 
and Mycozol Dusting Powder in tins. 


~ 


FURTHER DETAILS WILL BE FURNISHED ON REQUEST 


PARKE, DAVIS & COMPANY 


50, BEAK STREET : LONDON, W.lI 
Ine. U.S.A., Liability Ltd. 
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University College Hospital, etc. ; 


Vol. I. 
Vol. II. 
Vol. II. 


ROYAL NORTHERN OPERATIVE SURGERY 
By the Surgical Staff of the Royal Northern Hospital. 
by Sir LANCELOT BARRINGTON-WARD, K.C.V.0., M.B., 
F.R.C.S. With 463 Illustrations (some coloured). Super Roy al 8vo. 
42s, net. 


~ ORBITAL’ TUMOURS , 
“* Results following the Transcranial Operative Attack 
By WALTER E. DANDY, M.D. 100 Illustrations. 
25s. net; postage 7d. 


UROLOGY IN GENERAL PRACTICE 
By ALEX. E. ROCHE, M.D., M.Ch.Camb., F.R.C.S. Eng. 
Demy 8vo. With 3 Coloured Plates and 40 Text Illustrations. 
17s. 6d. net; postage 7d. (General Practice Series.) 


Pp. xii + 596. 
Pp. xii + 456. 
Pp. xiv + 800. 


Edited | 


Royal 8vo. | 


A TEXTBOOK OF X-RAY DIAGNOSIS 


BY BRITISH AUTHORS 


Edited by S. COCHRANE SHANKS, M.D., F.R.C.P., F.F.R., Honorary Director, X-Ray Diagnostic Department, 
PETER KERLEY, M.D., M.R.C.P., F.F.R., D.M.R.E.; and 
the late E. W. TWINING, M.R.C.S., F.F.R., D.M.R.E. 


(Reprinted) 


398 Illustrations. 
307 Illustrations. 
710 Illustrations. 


COMMON SKIN DISEASES 


By A. C. ROXBURGH, M.D., F.R.C.P. Sixth Edition. With 
8 Coloured Plates and 179 Illustrations in the Text. Demy 8vo. 
16s. net; postage 7d. | 


| VENEREAL DISEASES 


By E. T. BURKE, D.S.0., 
6 Coloured Plates. Demy 8vo. 


63s. net. 
50s. net. 
76s. net. 


M.B., Ch.B. With 133 Illustrations and 
35s. net ; postage 9d. 
(Reprint nearly ready.) 


ANATOMY OF THE EYE AND ORBIT 
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IMPETIGO 

Ir is customary to recognise two kinds of impetigo, 
the bullous impetigo of infancy and the impetigo 
contagiosa of Tinpury Fox. Bullous impetigo is 
now generally accepted as a staphylococcal infection ; 
it is highly contagious and has lately been more than 
ordinarily prevalent in nurseries, fortunately in a 
mild form. Although AtmQuist recognised distinc- 
tive cultural characters in the causal staphylococcus, 
recent work has failed to confirm his claims, and it 
seems that the usual source of infection is a 
staphylococcal skin lesion in mother or attendant. 
The cause of impetigo contagiosa, which is commonest 
at school age, is more doubtful. A mixed infection 
with hemolytic streptococci and staphylococci is a 
common finding in the crusting lesions of some days’ 
duration ; and bacteriological opinion has on the 
whole favoured Streptococcus pyogenes as the primary 
infecting organism. 

Since the outbreak of war impetigo has been 
troublesome among troops, and interest has again 
been focused on its etiology and treatment. In our 
present issue two independent groups of Army 
investigators give reasons for concluding that im- 
petigo in the adult is due to Staphylococcus aureus. 
This organism was recovered from the lesions of 
about 95°% of their cases, whereas Str. pyogenes was 
present in only 25 to 38%. Even more significant 
was the almost constant occurrence of Staph. aureus 
in pure culture in the fluid of the primary blister, 
while the hemolytic streptococcus, very rare in the 
early bulla, showed a rising incidence in the older 
crusting lesions. As BiaeER and Hopson remark, 
the increase in streptococcal infection with advancing 
age of the lesion was strikingly similar to that seen in 
burns or open wounds, and there seems to be little 
doubt that in their cases the streptococcus was a 
secondary invader. These workers largely failed to 
reproduce typical impetigo by inoculation of vesicle 
fluid or staphylococcal culture on the skin of volun- 
teers. SHEEHAN and Ferreusson, however, were 
more successful, the best results—varying from an 
aborting vesicle to full impetigo—being secured by 
rubbing vesicle fluid into scarified areas of skin. 
Similar lesions were obtained, though less constantly, 
with cultures of Staph. aureus, but inoculation of 
Str. pyogenes and Staph. albus did not reproduce the 
disease. Strains of Staph. aureus other than those 
isolated from cases of impetigo were not tested. 

These findings afford pretty conclusive proof of the 
staphylococcal origin of impetigo as seen in adults, 
and are apparently at variance with the evidence in 
favour of a primary streptococcal infection. A 
possible solution to this conflict is offered by Epstery,* 
who learned in the clinic of Lzewanpowsky and 
JaDASSOHN in Breslau that there are two varieties 
of impetigo, which with a little experience can usually 
be differentiated. Streptococcal impetigo, he says, 
is characterised by an evanescent vesicular stage 
followed by thick stuck-on honey-coloured crusts 


Zhe 1. Epstein, 8. Arch. Derm. Syph. 1940, 42, 840. 








with an erythematous sodden zone around the 
lesion; it is mostly seen in children and has its 
maximum incidence in the autumn. Staphylococcal 
impetigo is primarily, and more persistently, bullous, 
with, later, thin flat varnish-like crusts and a clean 
base ; but the staphylococcal lesion may by secondary 
infection assume more of the characters of strepto- 
coccal impetigo. It is commonest in adults and older 
children, and prefers the heat of summer. Obviously, 
more data are needed to show how far this reconcilia- 
tion of conflicting bacteriological findings fits the facts. 
Among predisposing factors, irritation by exposure 
to the sun and abrasions of the skin (as from shaving) 
are probably important ; but we still know too little 
about this, or about the contagiousness of the 
infection. 

On the treatment side, most workers agree that 
impetigo is a self-limiting disease and that the lesions, 
if protected and rested, will heal spontaneously in 
7-10 days. SHEEHAN et al., using different remedies 
for similar lesions in the same patient, decided that a 
compound sulphathiazole paste was the best means of 
accelerating healing, and that sulphanilamide (in 
ointment or cream), gentian-violet, and ung. hydrarg. 
ammon. were much less effective. The results seemed 
to be the same whatever kind of organism was present. 
Other workers have testified to the superiority of 
sulphathiazole, no matter what the excipient. Indeed 
HaRRIs,” using a drop or two of a 20% suspension of 
the new “ microcrystalline ” sulphathiazole on a gauze 
dressing, claims cure of the lesion in 24 hours. Such 
accelerated healing would be a great help to the. 
Services. Unfortunately the possibility of inducing 
hypersensitivity to the drug cannot be ignored.* 


SEA-WATER AND BLOOD 


Tue famous doctrine of McCaLiuM*‘ that the blood of 
higher vertebratesistheevolutionary descendant of sea- 
water is, within narrow limits,a truism. Lifedepends 
on the existence of a menstruum or ground-fluid 
not.very different from sea-water either in ionic com- 
position (Na*, Cl-, K*, Ca**, Mg**) or in gross ionic 
proportions (high Na*, Cl- ; lower K* ; Ca**, Mg*” 
lower still). Protoplasm without, for example, cal- 
cium, “is unthinkable’ *; “ if a marine composition 
of the internal medium in this restricted sense did not 
exist, then it would seem necessary for the organism 
to invent it.’’* It is fherefore profitless to read an 
esoteric significance into the affinity between sea- 
watez and blood ; biologists are better occupied in 
finding out more and more reasons why the composi- 


‘tion of the body-fluids cannot, in fact, be much differ- 


ent from what it is.? It was HENDERSON ® who first 
led us to this bald pragmatic solution of the problem 
of “ fitness’ and adaptation, and who showed, by 
reasoning similar to this, that the sea is just as for- 
tunately “adapted” to the vital workings of the 
organism as the organism is to the sea. 

McCaLLuM maintained that, primitively, the body- 
fluids of marine animals were in equilibrium with 
sea-water, and that the present composition of 
mammalian blood is closely similar to that of the 
Harris, T. N. J. Amer. med. Ass. Feb. 6, 1943, p. 403. 

Tid, pp. 406, 408 and 411. 

Physiol. Rev. 1926, 6, 316. 

. Pantin, 0. F. A. Biol, Rev. 1931, 6, 459. 

. Conway, E. J. Proc. R. Irish Acad. B, 1943, 48, 161. 


cf. Hogben, L. Nature of Living Matter, London, 1930. 
. Fitness of the Environment, New York, 1913. 
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Paleozoic sea when the vertebrates left it and their 
blood became, in a physicochemical sense, shut off 
from it. Brilliant and stimulating as it is, his theory 
has not been accepted by either biologists * or geo- 
chemists.* In the first. place, even the body-fluids of 
the majority of marine invertebrates are not in 
passive equilibrium with sea-water—the concentration 
of H* and K* is higher than in the sea, and that of 
Mg** and SO,-~ lower. Still less is it true of verte- 
brates—the fresh-water teleost has to work to prevent 
itself swelling up and bursting, the marine teleost 
to prevent itself being desiccated. ‘True, the cartila- 
ginous fish have bloods isotonic with sea-water, but 
the greater part of their osmotic debt is paid in 
organic currency—urea. There is no evidence that 
the blood of vertebrates was ever in passive equili- 
brium with sea-water. Given a working excretory 
mechanism constantly depleting the internal medium, 
PantTIN ? believes that the essential difference between 
the ionic proportions of blood and sea-water (the 
~ reketively high K* and low Mg**) can be explained by 
thet differences in the mobilities of the ions and the 
rate at which they therefore pass across natural 
membranes from the outside. These differences in 
mobility will be exaggerated by the negative charge 
carried by most natural membranes.® 

The geochemical evidence is no more reassuring. 
The essential feature of McCaLium’s theory is that in 
Ordovician times or thereabouts the sea had the salt 
concentration of present-day mammalian blood and 
that it has been getting steadily salter since (the salt 
being of volcanic origin, or being carried into the sea 
by the rivers as a result of rock erosion). In fact, 
however, large salt deposits are known in strata 


dating from Cambrian, Permian-Trias and Miocene 
times, and there is nothing to suggest that they are 
the products of the drying up of different types of sea. 
Conway * has tried to calculate the salt concentration 
of the Paleozoic sea on the grounds of two extreme 
hypotheses : (a) constant ocean-volume and chloride 
content ; (b) constant ocean-volume with chloride of 


volcanic origin. The estimates for the Cambrian- 
Ordovician epochs do not differ greatly: the salt 
concentration is still. about three times that of 
mammalian blood, and the concentration of magnesium 
is higher than that of potassium. He is, in short, led 
to dismiss McCaLLum’s views as “ superficial evolu- 
tionism.”’ Sea-water and the blood of mammals are 
fundamentally simiJar because that’s the way things 
are ; we must betome sophisticated enough to realise 


that this inferpretation is not nearly as silly as it 


sounds. 


VITAMIN B, AND SHOCK 


THE war has led to the study of vitamins from new 
angles. For example, vitamin C has been shown to 
decrease the mortality of guineapigs subjected to a 
trauma,” and to prolong the life of cats which have 
been bled—possibly by increasing the availability of 
oxygen to the tissues." Vitamin B, also has been shown 
by Govigr and GREER ™ to prolong the life of ex- 
sanguinated animals, and to diminish the disturbances 
in carbohydrate metabolism following hemorrhage. 
In their first experiments they removed rapidly about 





9. cf. Baldwin, E. Comparative Biochemistry, Cambridge, 1940. 
10. Ungar, G. Lancet, 1943, i, 421. 

11, Stewart, C. P., Learmonth, J. R., Pollock,G.A. Lancet, 1941,i, 818. 
12. Govier, W. M., Greer, C. M. J. Pharmacol. 1941, 72, 317. 


a third of the circulating blood from dogs anesthetised 
with ether. The animals, which received intravenous 
and intramuscular injections of vitamin B, immedi- 
ately after bleeding, survived on the average for 8 
hours, whereas those that were not treated with the 
vitamin, died after some 3} hours. This difference 
was shown to be statistically significant, but the 
figures show that the control group was bled to a some- 
what greater extent than the vitamin-treated group. 

In a second paper,™ Govier and GRKER reported 
that administration of vitamin B, lowers the level of 
keto-acids, sugar and lactic acid in the blood of dogs 
which have been bled. As these observations were 
made in animals locally anzsthetised, they concluded 
that the beneficial effects reported in their previous 
paper could not be due to the complete or partial 
annulment by the vitamin of the harmful effects of the 
ether. The rise in lactic acid seen after hemorrhage 
is not of significance; but the importance of the 
increased quantities of keto-acids is more difficult to 
assess. It is not clear why there should be a need for 
vitamin B, after hemorrhage in a healthy well-fed 
dog : GOvIER and GREER suggested that bleeding may 
lower in some way the thiamin level of the tissues 
generally. More recently GoviER “ has described his 
studies on the relationship between the plasma level 
of vitamin B, and the resistance to shock after 
hemorrhage. He found that to produce a perman- 
ently lowered blood-pressure dogs having a high 
plasma-thiamin (4y per 100 c.cm. and above}must be 
bled some 45° more than those in which the plasma- 
thiamin is low (0-27). When dogs were fortified with 
vitamin B, before bleeding, their blood-pressure 
tended to return to normal after hemorrhage, whereas 
animals deficient in vitamin B, developed persistent 
hypotension s6on after the loss of small amounts of 
blood. The incidence of intestinal hemorrhage after 
bleeding was much greater in animals deficient in B, 
than in those with high plasma-thiamin levels ; and, 
finally, the plasma-thiamin rose as the blood-pressure 
fell. These experiments seem to show that vitamin 
B, increases the resistance of animals to the effects of 
hemorrhage, and GOvIER discusses some possible 
explanations. Hepatic glycogenolysis and hyper- 
glycemia after hemorrhage will increase the quanti- 
ties of keto-acids produced in the intermediary stages 
of carbohydrate metabolism, for the complete 
oxidation of which increased quantities of vitamin B, 
will be needed. In their absence the metabolism of 
the predominantly carbohydrate-burning tissues may 
be interrupted, resulting in impairment of function. 
The intestinal hemorrhage may be due to constriction 
of the hepatic veins, or to swelling of the polygonal 
cells of the liver.“ Against constriction of the hepatic 
veins, vitamin B, might be of benefit by reinforcing 
acetylcholine—if indeed this has a dilator action on 
them. Or it might have some protective influence on 
the liver cells. ¢ 

Before the true value of vitamin B, in shock can be 
assessed the work of GovieR and GREER will need 
confirmation. At best, vitamin B, can be only an 
adjuvant to transfusion, and before its general use is 
contemplated answers must be found to several 
questions. Why is there a greater need for vitamin B, 





‘ 13. J. Pharmacol. 1941, 72, 321. 


14. Govier, W. M. Ibid, 1943, 77, 40. 
15, Lamson, P. Ibid, 1920, 16, 125. 
16. Bainbridge, F. A. and Trevan, J. W. J. Physiol. 1917, 16, 460. 
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after hemorrhage, and how does it exert its beneficial 
effect ?. Does it have this effect in shock other than 
that following hemorrhage ? Does it have the same 
beneficial effect in man as in animals? Are the 
reserves of vitamin B, in the well-nourished normal 
person insufficient to meet the needs of the body after 
hemorrhage ? 





Annotations 


SULPHONAMIDES BY UNFREQUENTED ROUTES 
In the early days of sulphonamide therapy, a saturated 
solution of sulphanilamide (0-8% at body temperature) 
was given subcutaneously and intrathecally in the 
treatment of several small series of meningococcal 
meningitis.‘ This method soon fell into abeyance when 
it was shown both experimentally? and in humans * 
that administration by mouth was equally effective. 
Parenteral administration of the sulphonamides is 
difficult because of their low solubility in water. An 
effective dose requires large volumes of solution ; thus 
in order to administer 1 g. of. sulphanilamide about 125 
c.em. of the solution must be given. The sodium salts 
of sulphapyridine, sulphathiazole and sulphadiazine are 
more soluble, but their extreme alkalinity makes them 
so irritating that they too must be highly diluted if they 
are to be injected into subcutaneous tissues. Recently, 
however, there has been a tendency to revert to the 
subeutaneous route, particularly as a postoperative 
measure, using a very dilute solution. This method has 
now been investigated in 160 cases by Taplin and his 
colleagues,‘ and in 19 cases blood-concentration curves 
have been followed up for 50-79 hours after the initial ad- 
ministration. The solutions found most useful were made 
by adding to 1000 c.cm. of sterile normal saline 5-7 g. 
of sodium sulphapyridine, 7-5-8 g. of sodium sulpha- 
thiazole, or 5 g. of sodium sulphadiazine. The pH values 
of these solutions were about 10-0, 9-5 and 9-2, but in spite 
of their decided alkalinity they caused nolocal reactions 
when injected under the skin. The solutions were 
injected into both thighs by continuous drip over periods 
of from two to five hours—a procedure sometimes 
called hypodermoclysis. This would only be possible 
in, adult patients with a reasonably good circulation. 
When sulphapyridine was employed the maximum blood 
concentration was reached six hours after the first clysis 
was started ; with sulphathiazole the peak was at five 


to eight hours, and with sulphadiazine at four to eight 


hours. The maximal values reached showed decided 
variations, from about 4 to about 16 mg. per 100 c.cm. 
They were, on the whole, lowest for sulphathiazole and 
highest for sulphadiazine, a finding to be expected from 
the known rates of absorption and excretion of these 
two drugs. In order to prevent the blood concentrations 
from falling to a dangerously low level, it was necessary 
to repeat the clysis not later than sixteen hours after 
the first subcutaneous dose in the case of sulphapyridine 
and sulphathiazole, and after about twenty hours in the 
case of sulphadiazine. Since the blood-concentration 
values are not predictable, it is thought necessary to 
estimate them between four and eight hours and again 
between fourteen and eighteen hours after treatment has 
been started. This makes the method rather cumber- 
some, and for routine work it cannot compete with the 
oral method, but it might usefully be employed, for 
example, when the patient cannot or will not codperate, 
where there is persistent vomiting, and after operations, 
particularly pee on the mouth. A —— 


danger is the iprodustion ot denna of the lungs, and in 
its present form the method should not therefore be 
applied in pneumonia. 

Other novel routes of administration of sulphonamides 
are now being proposed, following on the method 
developed by Chambers and his associates ° for producing 
‘* micro-crystals ’’ of the drugs. It is possible to prepare 
a stable, neutral, aqueous suspension, resembling cream 
of magnesia in physical properties, which can be injected 
through fine hypodermic needles, poured into the 
interstices of wounds, of sprayed to form a sulphonamide 
‘fog’? in the air. Thus Harris and others*® have 
administered a sulphathiazole mist by inhalation to 
infected mice and obtained therapeutic results compar- 
able with those obtained with oral administration. 
Satisfactory blood levels were easily obtained, and 
absorption was considered to be from the lung rather 
than from the stomach, since very low amounts of the 
drug were afterwards found in the lungs. The dry 
microcrystals have also been insufflated into nasal 
and oral cavities as “smoke.” Arnett’? has incor- 
porated 0-3 g. of sulphadiazine in a plug of paraffin 
wax, and noted the salivary sulphadiazine levels in 11 
subjects who used this as a chewing-gum. At the end 
of two hours the levels were 33-96 mg. per 100 c.cm. of 
saliva, at the end of three hours they averaged 56-7 mg. 
and at the end of four hours 20-25 mg. per 100 c.cm. 
On this basis he considers a trial of the method justified 
in tonsillitis, pharyngitis and the like. Two or three 
chews per minute are sufficient, and the material may be 
left in the mouth throughout the night, for it is harmless 
if swallowed. 


BEST USE OF AMPUTATION STUMP 

THE idea of harnessing the muscles of an amputation 
stump to implement an artificial limb came to Giuliano 
Vanghette of Turin during the Abyssinian campaign of 
1896. His enthusiasm was greater than his opportunity 
but his fellow countryman, Prof. V. Putti of Bologna, 
worked at what he called kinematisation during the 
war of 1915-18 and addressed ® the Royal Society of 
Medicine on his results. About the same time F. 
Sauerbruch perfected a technique of his own in Germany 
and Tuffier reported * to the Paris Academy of Medicine. 
In this country some 30 such operations were done 
by Pearce Gould, Fitzmaurice-Kelly and others. After 
1921, the method fell into disuse in the old world ; 
but in a little book” just published Nissen and Bergmann 
show that some interest has been maintained in America. 
The principle, in these operations, is to fix the stump 
muscles by plastic surgery in such a way that they can 
be used to activate an artificial limb or mechanical ° 
hand. Thus the arms are designed to transmit finger- 
and thumb-grip to the hand; and the clear text and 
beautiful illustrations in this book show how it can be 
done. But it must be borne in mind that a pull power 
of 24 lb. developed at the level of muscle transfixion 
becomes only about 6 lb. at the hand, and even this 
cannot be sustained. Thus, as Nissen and Bergmann 
agree, only light occupations are open to such patients 
and the operation determines in advance the limitations 
to which he will be subjected. 

In this country attention has been directed less to 
plastic surgery than to the design and perfection of 
appliances, activated in some cases from the shoulder. 
These limbs can undertake all the movements, both fine 
and coarse, achieved by the mechanical hand, and have 
a wider range of service; thus patients can at will 
change from light clerical work to heavy manual labour 
without a a fresh operation or a change of limb. 








x ene F., Gelman, 8S. ~~ Long, P. H. mer. med. 
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2. Progen i G. B. Lancet, ‘ass, i, 987. 
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The tests of the value of any operation on a stump are 
its ability to stand up to the strain of limb-wearing 
without further surgical treatment, coupled with its 
functional capacity when fitted with a limb. In 
these two respects the ascendancy of the appliance 
over the mechanical hand has remained unchallenged 
for 20 years. In view of the arguments put forward 
in this book in favour of the mechanical hand it 
would be interesting to compare the work of a group 
of patients using the stump achieved by cineplastic 
surgery and the mechanical hand, with that of a 
group fitted with appliances designed for all types of 
work such as are used in this country. It is also worth 
noting that patients and their relatives often dislike 
the look of a stump which has been subjected to cine- 
plastic procedures. But the fact that surgeons continue 
to experiment in attempts to improve the functional 
ability of the amputation stump is encouraging, and the 
experience of Nissen and Bergmann that the surgeon 
and the limb-maker must work in close coéperation is 
shared by all who have to do with patients who have 
lost a limb. 


REHABILITATION OF THE TUBERCULOUS IN 
RUSSIA 

Ir is being increasingly realised that the skilful 
rehabilitation of the disabled and unfit on an individual 
basis well repays the study and effort it requires, and 
two Russian reports show that pulmonary tuberculosis 
is no exception in this respect. Schreiberg + emphasises 
that fitness for employment depends not only on the 
clinical type of the disease but also on the sanitary and 
technical conditions of employment, distance from 
residence to place of work, and family circumstances. 
In assessing fitness for work he has found dyspnea, 
tachycardia, hemoptysis, temperature, pain, and cough 
important signs and symptoms. Thus, dyspnea does 
not necessarily preclude suitable employment, whereas 
a persistent tachycardia associated with an unstable 
temperature carries an unfavourable clinical and indus- 
trial prognosis; pain implies that light work would 
be more appropriate than heavy manual labour; while 
troublesome cough precludes participation in chemical 
or dusty trades. Berenzon? followed up 63. patients 
who had previously had unsuitable jobs and ‘ were 
retained in a sanatorium for an additional 6 months for 
training in the new trade of.metal turner. Of this 
number, 60 were rendered fit for work with an earning 
capacity usually above what it had been in their old 
occupations. Berenzon concludes that the following 
,types of disease are suitable for this prolonged sana- 
torium treatment. with change of trade: infiltration in 
the process of absorption and induration ; a limited area 
of fibrosis; discrete dissemination of nodules; slight 
and moderately diffused fibrosis with no cardiovascular 
/ symptoms ; 
The industrial factors which preclude the employment 
of tuberculous workers include heavy physical exertion, 
rapidly changing meteorological conditions, high tem- 
peratures, high atmospheric pressure, harmful gases and 
chemical substances, dusts, and the necessity to adopt 
strenuous postures while at work. He suggests that 
trades best suited for the purposes of re-training should 
not require longer than 8-12 months to learn, should not 
be too elaborate technically and should involve none of 
these contra-indicating factors, and herecommends, among 
others, that of turner, planer, mould-maker, cap-maker, 
knitting-machinist, sewing-machinist, draughtsman and 
accountant as being satisfactory for re-education. The 
detailed findings of these Russian investigations are less 
important in their application to our own country than 
the principle underlying them : that the just assessment 
of barr capacity demands an intimate knowledge _ 


. Schreiberg, L G. Probl. tuberk., Moscow, 1941, no. 4, | 91. 
. Berenzon, '¥. EB: Ibid, 1941, no. 2, 103. 


and after successful collapse therapy. , 


of the patient, his type of disease and aptitudes, and also 
a detailed insight into what his job entails. Those 
responsible for the rehabilitation of the tuberculous 
should not rely on “light work ’’ as a convenient and 
comprehensive classification, but by delving deeper 
try to form a clear picture of the worker’s environment. 


EVACUATION OF WOUNDED BY AIR 

REFERENCES have lately been made in the press to 
‘dual purpose ” air ambulances used by United States 
forces in this country. These are cargo-carrying Douglas 
planes fitted with removable racks to hold 18 stretchers. 
In a combatant zone these aircraft will be employed to 
take troops or supplies to the forward areas, where they 
will be loaded with casualties needing evacuation. In 
this country, besides the crew of 5, they carry a sergeant 
of the medical department and a medical officer if 
required. The system is excellent and has been fully 
justified in the campaigns of the British Eighth Army, 
where transport planes have been adapted in the same 
way to take 18 stretchers on their return empty to the 
base.1. On the other hand it is not always easy—if 
indeed possible—for forward medical units to release 
orderlies or NCOs, let alone officers, to travel back with 
the wounded ; for it may be long before they are able to 
rejoin. 

For the wounded there is all the difference in the world 
between a few hours’ flying, on the one hand, and a long 
and perilous journey across country on the other: air 
transport can save many lives in these campaigns far 
from the base. Even air travel however has its stresses 
and physiological dangers: thus Lovelace and Har- 
greaves ? point out that any tendency to anoxzmia (from 
shock, heart-failure, anemia, head injury,or even massive 
sulphonamide therapy) is at once exaggerated by low 
atmospheric pressures, and high altitudes also lead to 
expansion of gases in a pneumothorax or in the intestines 
which may be risky. Rapid deterioration has been 
noticed particularly in patients who have recently been 
operated on.t For these reasons, unless a pressure cabin 
can be used, air ambulances are best flown below 3000 
feet. 

IF TYPHUS COMES 

LOUSE-BORNE typhus is a concomitant and aftermath 
of great wars, especially those which, like this one, involve 
the endemic centres of Eastern Europe. Our public 
health authorities have therefore to be prepared for an 
epidemic among civilians, even though the stringent 
preventive measures of the Services and the vigilance 
maintained at our seaports and airports have so far been 
as successful during this war as throughout the last. 
Many of the major public health authorities have 
laid their plans, varying in detail with the character and 
size of the communities they serve and the resources 
available. The control of louse-borne typhus is essenti- 
ally the control of the body- or head-louse infected with 
Ricketisia prowazeki, the causal agent of the disease, and 
the measures include the prompt diagnosis or provisional 
diagnosis of the disease, followed by the removal by 
special ambulance, isolation and lousing of the patient, 
the search for and lousing of his immediate contacts, and 
the disinfestation of premises vacated by the patient or 
inhabited by his contacts. For each of these purposes a 
specially trained and protected medical, nursing and 
sanitary personnel is essential. Admission to hospital 
may provide a major difficulty which turns mainly on 
facilities for disinfestation, since no patient may be 
admitted to the typhus ward until efficiently loused ; and 
all clothing and bedding must be steam-disinfested by 
plant specially reserved for the purpose. Several 
authorities have provided one of their larger isolation 
sone with its own cleansing eet disinfestation 
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station and have arranged that if an outbreak starts the 
hospital should be evacuated and used solely for typhus 
patients. The selection of nursing, ambulance and 
sanitary personnel is made more difficult just now by 


shortage of staff. Ideally, all engaged in anti-typhus 
work should be young healthy volunteers, for the fatality 
increases with age and the chances of infection are con- 
siderable. The chairman of one county public-health 
department has suggested that anti-typhus personnel 
should be on the same footing for compensation as other 
people engaged in civil defence. Nevertheless there is no 
lack of volunteers, though they may have to be drawn 
from older age-groups. In fairness to themselves and 
to the community anti-typhus personnel must be ade- 
quately instructed about the character of the-disease, its 
nursing and the available measures of control. Nor 
must personal precautions be neglected. These consist 
in the wearing of adequate protective clothing by doctors, 
nurses and sanitary staff, together with facilities for 
change of clothing and washing. Vaccine prophylaxis 
is available and should always be offered, with the 
proviso that it is purely an accesssory measure in no way 
alternative to the wearing of proper garments ; experi- . 
ence with vaccine prophylaxis in the field is not yet 
sufficient to allow us to judge its efficacy: In many 
parts of the country, volunteer mobile typhus-squads 
have been formed and are ready for duty in any part of 
their district if disinfestation of premises is required. 
Meanwhile, a concerted attack on the Pediculus humanus 
among the civil population would lessen the chances of 
this organisation being put into action, for any measure 
which reduces the louse population also reduces the 
likelihood of an epidemic of typhus—few lice, little 
typhus ; no lice, no typhus. 


PHYSIC AND PHYSICS i 
gtos=the nature of a person or thing,—i.e. the 
natural form or constitution, as resulting from 
growth (Liddell & Scott). 
gvowxy=the knowledge of nature (OED). 


THE British Association of Physical Medicine is to be 
born again next Wednesday. A society with this name 
was inaugurated in London on Jan. 27, 1938, with the 
primary object of coérdinating under one control the 
-various branches of physical medicine. The aim was 
good but apparently not well-timed. It.has now been 
revived (see p. 572), with a different emphasis and 
the urge of the time behind it. For the object of 
the new association is to implement a concept which 
includes the achievement and maintenancé of physical 
fitness,.the selection and training of recruits for the 
battle of life, the reinstatement of those who drop out, 
with a special leaning towards the relief of such crippling 
disabilities as those of rheumatism. Of this larger view 
physiotherapy, as heretofore understood, is an essential 
part, but only a part. The ever-growing call on man- 
power has led to the development of methods—social, 
educational, industrial, preventive \and corrective— 
beyond anything regarded before as feasible, and which 
must survive the stimulus which prompted them, unless 
medicine has descended to- the réle of time-server. No 
matter that physical medicine has hitherto eluded exact 
definition ; in this respect it resembles orthopedics. 
(After enumerating the objects of the association one 
of the resolutions prudently adds “ without excluding 
matters not herein set forth.”) In both cases the 
latitude promotes the sense of adventure that has always 
been the spring and the reward of the pioneer, and leaves 
no ground for the unqualified adventurer to occupy. 
And the physician cannot complain of the invasion of his 
territory by outsiders, for it is his own fault if his physic 
is no longer synonymous with the knowledge of 
nature. 


See Lancet, 1938, i, 345. 








RELIEF OF COLOUR BLINDNESS 
It comes as something of a shock to read reports from 

America of improvement in colour blindness after 
vitamin therapy, for this condition is regarded as a 
congenital defect which is beyond treatment. Many 
cases are hereditary, and the legacy has proved a serious 
handicap to those young people who have thereby been 
prevented from entering their chosen profession— 
notably the Royal Navy. The exact mechanism of 
colour-vision is not understood, but Cadan'! of Brooklyn 
has argued that since ordinary vision is associated with a 
photochemical substance—rhodopsin—colour vision is 
probably linked with another. He concluded that this 

hypothetical substance might, like visual purple, be 

influenced by deficiency of vitamin A, and therefore 
treated colour blindness by giving 75,000 IU of vitamin A 

daily by mouth. He supplemented this with vitamin-B 

complex to assist nerve-tissue metabolism, iodine to 

stimulate general metabolism and for its antisclerotic 

effect, electrical stimulation of the eye, and intensive 

study of colours and colour patterns. Of 45 men with 

mild red-green blindness so treated for variable periods, 

35 passed colour-vision tests for military service for 

which they had previously been rejected. The men 

chosen for treatment could distinguish between the 

primary colours but not between shades of those colours 
—they were deficient not so much in colour vision as in 
colour education—and their improvement seems more 
likely to have come from re-education than from the 
vitamin therapy. Cadan admits that his treatment is 
empirical ; but his aim was to get these men into the 
Services rather than to advance knowledge of colour 
vision. 

CANCER RESEARCH CONTINUES 
On Thursday the Imperial Cancer Research Fund 

presented its fortieth annual report. This year Dr. 
W. E. Gye has nothing spectacular to report; he has 
not even given us one of his illuminating surveys of the 
infiltration of the cancer position by scientific probing ; 
but he is able to assure us that work is continuing in 
the various branches of research described in previous 
reports. Heartening too is the fact that more money 
has been spent than last year, and that more still was 
available if needed. It is not generally realised how 
much patience is needed to observe results. Each exferi- 
ment of Dr. R. J. Ludford’s on mammary cancer in the 
mouse lasts about two years, and some strains of tumour 
cells have now been transplanted through innumerable 
hosts over a period of thirty years or more. But royal 
colleges take long views and the work of Bashford and 
Murray, now carried on by Gye without a break, trans- 

cends such fortuities as world wars. Kesearch dies only 
with the death of the questing mind and there is, happily, 

no sign of that. Dr. B. D. Pullinger has been finding an 
explanation of Deelman’s riddle about the appearance of 
tumours in sears and healing wounds. It seems the 
trauma alone does not promote malignancy : it does no 
more than enhznce the action of some specific carcinogen. 
Mr. H. G. Crabtree has thrown further light on how cer- 
tain halogen compounds, like bromo-benzene, check the 
formation of induced tumours. They do so apparently 
by their affinity for the sulphydryl group, which is then 
eliminated as a harmless mercapturate. Watch the 
sulphur metabolism of the body is the lesson of many 
recent observations. 


1. Cadan, H. “Mea. Ree. 1943, 156, 21. 


AssociaTion or SuRGEONS oF Great BRITAIN AND IRE- 
LAND.—A meeting of this society is to be held on Thursday, 
July 22, at the Royal College of Surgeons, Lincoln’s Inn Fields, 
London, W.C.2, when there will be discussions on the treat- 
ment of burns in the field and in hospital, and on the use and 
abuse of sulphonamide in war. 








564 THE LANCET] 


Special Articles 


THORACIC SURGERY 


A MEETING of the Society of Thoracic Surgeons of 
Great Britain and Ireland was held in London on April 
14 and 15 under the presidency of Mr. Tupor Epwarps, 
The discussions were attended by many officers of the 
fighting services, both of this country and the Allied 
Nations, who contributed valuable information on 
methods and views current here and abroad. 


First-aid Treatment of Chest Wounds 


Colonel J. Hotst (Norway) said that with early and 
efficient treatment of a thoracic injury good results could 
be anticipated ; delay in bringing the patient from the 
front line to an operating unit was probably responsible 
for the high mortality of chest injuries as a whole. If 
the patient reached a regimental aid-post alive his 
chances of survival were good, so long as obvious errors 
in his respiratory function were remedied there. Open 
pneumothorax or sucking wounds required closure, 
tension hemo- or pneumo-thorax had to be relieved, and 

so op, Aid-post treatment had to be guided largely by 
-circymstance, but three groups of cases had to be 
considered :— 

1. Those in which expectant treatment may suffice. 

2. Those requiring immediate intervention—for closure 
of sucking chest wounds, for ligature of intercostal or 
internal mammary arteries, for the relief of tension 
pneumothorax and for the aspiration of hemotborax or 
heemopericardium. 

3. Those in which immediate operation is desirable 
but not practicable under local conditions. 

Sucking wounds with open pneumothorax formed a 
most important group, but only a proportion of these 
reached an aid-post. Large doses of morphia (up to 
20 mg., or $ grain) were invaluable in relieving pain and 
anxiety, so letting the patient breathe quietly while being 
moved. The fear of suppressing the cough reflex unduly 
by morphia was groundless. Closure of small sucking 
wounds with a pad and strapping should be undertaken 
as early as possible, and for cases with large defects in the 
chest wall Colonel Holst described a rubber plate and ring 
which could be strapped over the deficiency to make it 
airtight and could be held in place during the possibly 
long period of return to base units. The question of 
inserting a leak valve needle or a small tube in 
addjtion should always be considered. An intercostal 
tube with a water seal drainage would be ideal but might 
not be available or convenient in transport. Oxygen 
administered by the BLB or some similar mask was of 
undoubted value in chest cases, and the other factors 
in resuscitation, such as transfusion and warmth, must 
not be forgotten. 

Colonel Holst felt that he could not make a definite 
decision between- doing major surgery in a forward post 
with imperfect equipment and waiting until the patient 
reached a propér chest centre. On the whole he inclined 
to the latter course if rapid transport (as by air) was avail- 
able. However, the real problem for the future was to 
reduce the mortality between thefront line and regimental 
aid-post. Many more lives could be saved if conservative 
but effective treatment could be applied at this stage. | 


In the discussion that followed, Service members with 
experience in the field gave their views especially on the 
closure of open or sucking wounds. The relative defects 
of pad, packs and sutures were pointed out. Packs leave 
the wound still open when finally removed, and stitches 
may cut through, as well as giving a false impression (if 
records go astray) that complete revision of the wound 
has been done. Excessive interference, by needling, 
during transport down the line is to be discouraged. 

Mr. VERNON THOMPSON referred to the position of the 
patient during transport, and showed if the patient lies 
on the injured side the shift of the mediastinum to that 
side reduces the volume of the injured hemithorax. 
Lying this way the patient tends to keep the wound 
closed ; his position allows full function of the upper lung 
and reduces the risk of aspirating blood or secretions 
into the uninjured lung. 
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The PRESIDENT said that the injuries needing early 
treatment must include lacerated wounds, with and 
without a pneumothorax, and tension pneumothorax. 
How an open wound should be closed was not so import- 
ant as the fact that it must be effectively sealed, and 
circumstances must govern each case. 


The General Surgeon and Chest Wounds in 
Forward Areas 


Mr. C. PricE THomaAs defined the forward area, from 
the surgical point of view, as any unit that contained 
an average operating team and equipment. Apart from 
shock and hemorrhage, the basic cause of death at this 
stage was interference with the cardiorespiratory reserve. 
A patient who survived the first 48 hours and yet ultim- 
ately died was more likely to-do so from sepsis. The 
degree of shock.encountered was variable ; it should be 
remembered that damage of the chest wall might produce 
severe shock which might mask respiratory distress. 
Early transfusion and oxygen therapy were essential, 
and even if there was little evidence of shock the patient 
should always be kept quiet. If radiography was avail- 
able it should be used, provided the patient could be 
moved carefully. At operation it was important not to 
put fingers or instruments into the wound, but to excise 
first skin and then muscle and then inspect the opening 
into the chest. The amount of rib damage should be 
visualised, and a-clean resection performed beyond the 
area of damage. Blood and obvious foreign bodies 
could be removed from the pleural cavity before suturing 
muscle and skin over the opening in the chest wall. 
Temporary pleural drainage with a closed water seal 
should be used for 48 to 72 hours. An exception to the 
complete revision as described might be made in cases 
with large defects of the chest wall, when suture of 
muscle that was lacerated might be required to close 
the opening. Continual watch must be kept for tension 
phenomena, and when these were recognised a needle 
must be passed in through the front of the upper part 
of the chest. 

The treatment of the stoved-in chest in which a piece of 
the chest wall was practically floating in the soft tissue 
constituted a definite problem in fixation. Strapping 
was not really effective and cardboard painted over with 
plaster-of-paris and gauze in layers might afford better 
support. A window cut in this splint allowéd access to 
the chest for aspiration. Additional complications of 
chest injuries might result from the patient’s inability 
to cough, owing to the severe pain caused by coughing. 
The passage of an intratracheal tube with suction of 
secretions might be valuable. Acute dilatation of the 
stomach was a possibility to be considered. In aspirating 
a hemothorax Mr. Price Thomas held that although air 
replacement makes the procedure easier this luxury 
should be dispensed with. If later infection supervened, 
and particularly if seemingly benign anaerobic organisms 
were present, repeated aspiration should be persisted 
with as long as possible before drainage. wi 


In the discusssion Service members gave figures from 
their experiences in Libya, but it was felt in general that 
the call eaibe obtained there, and the low incidence of 
infection, should not be taken as a standard for casualties 
in future theatres of war. Climate and soil conditions 
may be to some extent responsible and Brigadier W. 
ANDERSON emphasised this point in connexion with the 
severe type of infections seen during the last war. 

Mr, J. E.‘H. RoBERTs said that selection of cases for 
operation was almost the most difficult part of the work. 
Senior and experienced surgeons should, in times of rush, 
do the selection, particularly if available surgical person- 
nel was not adequate to deal efficiently with a sudden 
influx of casualties. As regards abdomino-thoracic 
injuries, ifthe wounds had occurred in the transverse. 
plane the symptoms might be referred to the abdomen ; 
but in operating it was better to go through the chest and 
repair upper abdominal injuries through the diaphragm. 
If on the other hand the wound track was oblique then 
it was probably wiser to open the abdomen first. 

Mr. R. C. Brock spoke of the danger of adopting too 
conservative an attitude towards all types of chest injury. 
During the air-raid period in this country the type of 
chest injury seen was often more severe than that encoun- 
tered in the field. Major surgery could be very beneticial 





THE LANCET] 


in mere | normal physiology, one Mr. Brock deseribed 
methods of pulling ing wounds together or filling them 
in with rotated annals foes. 

The RRESIDENT mentioned the possibility of basal lung 


ex occluding the usual posterior closed-drainage 
tube and leaving a pocket of fluid or pus elsewhere. 
Drainage through a sutured wound was to be deprecated. 
When abdomino-thoracic injuries were suspected, the 
surface of the diaphragm should be inspected through 
the excised chest wound. Also whereas rightsided 
diaphragmatic injuries had the reputation of being 
harmless, an adjoining wound of liver might lead to 
persistent bleeding as the chest movements pumped 
blood from the liver into the pleura. 


Among other points made in the discussion the danger 
of injury to cartilage was mentioned : damaged cartilage 
requires early excision. Subcutaneous emphysema can 
be alarming but usually depends on 
tension pneumothorax ; relief of this results in subsidence 
of the emphysema. Finally it should be remembered 
that many simple wounds can be more or less left 
aca | A om intervention being intended, primarily to 
save life. 


Early and Late Treatment of Retained Foreign Bodies 


Mr. ROBERTS pointed out that foreign bodies were not 
always metallic, and that in the last war clothing was a, 
more important source of infection than metal. As 
regards the immediate treatment of foreign bodies all 
fragments encountered during wound revision should be 
carefully removed, though clearly the surgeon inexperi- 
enced in chest work would be ill-advised to make 
prolonged search for a suspected foreign body within the 
thorax. Small clean punctured wounds with a retained 
missile could be left alone for the time being. After the 
initial stages the question of removal of a retained missile 
would depend on a variety of circumstances. Broadly 
speaking anything over 0-75 cm. in diameter, and bullets, 
should be taken out, also fragments lying against the 
pericardium or in the mediastinum. g 

When a long period had elapsed from the time of injury 
treatment depended on symptoms. The symptomless 
case could be left alone, but if there was hemoptysis, pain 
or sputum the case uired careful investigation. The 
coexistence of a oe alee or bronchiectasis had to be 
checked and treatment planned accordingly. The actual 
operative removal was usually quite simple; exact 
radiological localisation preceded excision of a short 
length of rib over the foreign body which was then 
recognised by insertion of a needle. If the pleural cavity 
was free the operation might have to be done entirely 
under the X-ray screen, since it might be impossible to 
palpate the foreign body through spongy lung tissue. 
Infective changes in the lung would naturally lead to 
different methods being adopted. 

Mr. Hotmges SELLORS gave the figures for intrapulmon- 
ary foreign bodies encountered at Harefield Chest Unit 
during this war. In a series of 52 cases, the missile was 
removed at immediate operation in 15 (of whom 4 died 
as a result of coexistent injuries), it was removed at a 
later date without incident in 14, and it was left alone 
in 23. The production of a pericardial effusion and 
proximity to great vessels was regarded as an indication 
for removal. A number of extracted foreign bodies had 
pen cultured, and a large proportion had been found 
sterile. 

Mr. RONALD Epwarps described the closed method of 
removing foreign bodies which he had practised in a few 
cases. A long pair of forceps introduced intercostally 
through a small incision is guided under the fluorescent 
screen on to the foreign body, using the method of 
parallax to obtain orientation. 

Mr. H..MorRIston Davtiss felt that the closed method, 

now revived after an interval of 20-odd years, should be 
judiciously considered ; but in any case, when dealing 
with retained missiles, operation of any sort should be 
delayed for 6-8 weeks so that the lung had a chance of 
settling down. 
_ Other speakers pointed out that a conservative tend- 
ency had Seek as regards removing foreign bodies. 
They suggested that closed removal had never really 
caught on and might even be dangerous if used in cases 
of long standing. , : 
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Treatment of Pleural Empyema 

Mr. P. R. ALLISON said that the essential part of the 
treatment of empyema was drainage, but it must be 
undertaken only when pus was adequately localised. 
In resecting a rib the piece cemoved should be long 
enough to allow proper inspection of the cavity, which 
could be cleaned out before inserting a wide tube for 
drainage. The main principles of drainage should never 
be forgotten, and attention centred round apparatus 
should not distract the surgeon from the empyema cavity 
itself. Bad drainage might be due to obstruction to the 
tube, or to the tube being outside the pleural cavity, or 
too far in, or too narrow or kinked ; or there might be 
dependent and undrained pockets, or loculation. Radio- 
logical control during healing was important, and many 
details must be considered until the cavity was nothing 
more than a narrow track from which the tube could be 
omitted. Physiotherapy from the earliest stages was an 
essential part of treatment. 

Mr. Hotmes SELLORS pointed out that treatment 
started from the moment the diagnostic aspirating needle 
was inserted. If thin pus was obtained at this stage 
repeated and frequent aspirations were necessary until 
the pus became thick, indicating that the empyema was 
localising. In the earlier stages of drainage too frequent 
changing of the tube often led to trouble, because an 
adequate wide bore tube was often replaced by pro- 
gressively smaller tubes. 

Mr. Morriston Davies discussed infected hamo- 
thorax, which he said required very careful watching 
because infection might light up very easily and sud- 
denly. Anincrease of serum as a result of pleuritis might 
lead to a rise of temperature. 

Mr. N. R. BARRETT considered the special difficulties 
of war-time empyema. Anaerobic infections were not 
always due to the Cl. welchii group, and there was a 
tendency for these collections to loculate. Many 
empyemata were total, as a possible sequel to atelectasis 
or lung hematoma, and in these the base often expanded 
more quickly than the apex. “However, they would 
usually close in the end even if the lung took over a year 
to expand, as it did in one case. 

Mr. Price THOMAS gave a warning against indiscrimin- 
ate use of needles before an empyema was clinically 
diagnosed. Pleural infections had often been produced 
by injuring underlying infected lung. He also recalled 
the dangers of draining an empyema too early. 

Mr. RoBerts stressed the dangers and disability of 
chronic empyema. Current teaching in textbooks was 
often responsible for too early removal of tubes, which 
itself was a potent source of future trouble. As long as 
there was a cavity in the chest there was need for a tube. 
He felt that the first thing to do with a chronic case 
was to re-drain, to remove a piece of pleura for biopsy, 
and to start breathing exercises from the beginning 
again. Well over half the cases healed without much 
trouble, but when re-expansion had reached its limit 
something further had to be done. Small cavities could 
be closed with pedicle muscle grafts. With larger spaces 
the pleural-flap operation designed by the speaker could 
be used. This involved removal of ribs and cutting the 
thick parietal pleural roof free on three sides. The 
fourth side acted as a hinge from which the flap was 
pressed down into the bed of the cavity, where it was held 
in place with a pack. As the patient was often very 
debilitated the procedure might have to be undertaken 
as ‘‘ one operation in several stages.”’ 


The question of protein-loss and cedema in empyema 
was discussed particularly by Mr. RonaLD EDWARDs and 
Captain Dumont. The blood-protein figures are often 
low as might be expected from the prolonged drain of 
pus. Serum albumin may fall unduly, and as this is an 
essential osmotic agent its reduction may be responsible 
for cedema. Small and repeated transfusions should to 
some extent balance the anzemia, and with a high-protein 
diet the low blood-protein figures will be restored. 





Infectious disease figures for the Reich in the week ended 
Feb. 20, the latest available, were as follows. Diphtheria 
4915 cases, 244 deaths; respiratory tuberculosis 2628 cases, 
75 deaths ; tuberculosis of other organs 318 cases, 100 deaths ; 
typhoid 347 cases, 24 deaths ; paratyphoid 73 cases, 0 deaths ; 
dysentery 67 cases, 4 deaths. 
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In England Now : 


A Running Commentary by Peripatetic Covveniaiitaaie 

Dawson’s speech in the Lords on the medical aspects 
of the Beveridge proposals (Lancet, March 6, p. 319) made 
good reading. We all want to bring preventive and 
curative medicine together, but we shall have to be 
watchful about the care of the patient. Medicine is 
getting more and more into the hands of the honours 
physiology schools and the hygienists. We can control 
epidemics and use specific therapy vastly better than 
when I entered the profession, but our symptomatic 
treatment of the diseases which have no specific remedy 
is much worse. I do not want to see the patient over- 
whelmed with-science ; medicine is still an art. Dawson 
himself quoted, “There are no diseases, there are only 
sick people.”’ 

Self-determination will be much more difficult for us 
to attain than for the Bar or the Church. The Bar can 
fall back on nearly a thousand years of authority, and the 
Church on conscience. I can see High Anglicans and 
Catholics, Free Churchmen and Quakers going to prison 
for their religious views, but somehow I cannot see 
doctors going there for the sake of their scientific views 

~or their professional organisation. I have an uneasy 

~feelirg that we are going to fail in this demand for 
self-determination. The one thing that would save us 
would be a very high standard of intellect and character. 
If we could convince the general ye that we really 
were big men they might accept self-determination, but I 
fear they will not accept that nowadays. We have lost, 
thank goodness, the old authoritarian position but have 
put nothing in its place. We are laughed at good tem- 
peredly for the twaddle we talk at annual meetings or 
scolded for our commercial proclivities, but we are not 
taken seriously as outstanding citizens who dominate by 
our intellect and can be trusted to run our own show in 
such a vital matter as the nation’s health. 

Another point which I feel needs emphasis is size of 
scheme—preventive or curative. On all sides now one 
hears of demands for grouping and _ regrouping, 
codéperation and codrdination, always into larger and 
larger units. . Is there not a danger that we shall thereby 
lose a great deal of ‘‘ geist’? If we are to retain 
individuality in medicine, and if on the social side we are 
to retain it in citizenship, I hope the units will not be too 
large. We all know the pushful man who forces his way 
to the top in the large scheme, who knows what he wants 
and cares little how he gets it. We also know the value 
of the thoughtful introvert who can only adequately 
express himself in the small group, and is inarticulate in 
the large. For this reason I am all in favour of the 
voluntary hospitals remaining small. Their raison- 
d’étre is their personality and individuality. In all this 
I find myself moving towards one conclusion in the 
reconstruction of our profession—a far greater emphasis 
on character in our training in the medical schools. 
There will have to be some selection of entrants to get the 
right type of recruit, and I should like to see this done on 
the lines of the Rhodes Trust, with full consideration 
given to character and capacity to lead, on all the factors 
of a good school record and a broad background. I am 
terrified of the bright youth who can answer examination 
questions in his sleep but is a sheer nonentity with his 
fellow students. In the old go-as-you-please days it did 
not matter much—he could be left declaiming at -the 
street corners or in the hospital common-room—but it is 
going to be very different when we have thrust on us the 
responsibilities of Beveridge reports and national health, 
when we are all pensionable civil servants, and when the 
incentive to strive is no longer the necessity of making a 
living but the demands of good and faithful citizenship. 
Fortunately, these good and faithful servants of the state 
are not all i in one camp; there are as many on the right 
as the left, in the voluntary as in the state organisations. 
I think they will be _ to asin —— 


When I listen to ‘srveaiie at meal-times I am 


struck by the fact that most 
and ideas grou te indivisible constellations. Type 
A, for example, approves of cricket, God, corporal 
punishment, and Gilbert and Sullivan ; whereas ¢: ype B 
praises the Beveridge report, a second front, the ballet, 


or have their beliefs 


and Kari Marx. Type A dislikes Jews, chamber-music, 
state medicine, long-haired men, and the New Statesman 
and Nation ; ’ B abominates voluntary hospitals, 
jazz music, public schools, and changing for dinner. 
Personally I enjoy both chamber-music and jazz ; 
I cannot understand Marx, and [I dislike the ballet ; i 
am agnostic, but dislike long-haired men, and though I 
enjoy the New Statesman and approve of the Beveridge 
report, I like to change for dinner although I believe in a 
state medical service. 

Anyone not subscribing entirely to the orthodox 
dogma of type A or B has a hard lot. He is a double- 
dissenter, prone to be labelled both “red’’ and “ re- 
actionary,’’ and accused of ing with the hare and 
hunting with the hounds. Yet whatcanIdo? MustI 
either accept all the tenets of orthodox religion, or a 
to understand Karl Marx? It can’t be done. 
admiration for Gilbert and Sullivan imply that I sana 
take an interest in cricket? I hope not. All this 
clotted thinking is an abomination. Can the average 
citizen only digest ideas in certain set mixtures? Must 
our beliefs be chosen from a few huge made-up dishes 
without any allowance for a-la-carte ? This is the 
system of party politics, the polemic equivalent of the 
“* all-or-none law.’’ I hope that medicine will never be 
invaded by this thought-agglutination, or rational 
thinking will be at an end, and those who believe that 
\human erythropoiesis is extravascular will perforce be 
enjoined to defend the placental theory of pregnancy 
toxemia and advocate the surgical treatment of all 
heematemeses. 

* + * 

In the course of my work for the coroner I travel over a 
good many miles of country, and the other day I was 
sent to an early Victorian workhouse, standing in the 
open fields miles from anywhere. The board-room with 
its polished table and severely utilitarian appointments 
is reminiseent of other days. The mortuary, however, 
is more modern. It consists of two compartments, one 
containing metal racks, and the other, used as a post- 
mortem room or a viewing chamber as required, opens 
by a french window on to a garden, arid is provided with 
a small oak prie-dieu. On this I noticed a venerable 
looking volume bound in ancient calf, which the mortuary 
keeper told me he had found in the library and had 
brought down as he thought it would look well. It wasa 
copy of John Wesley’s Hymns for the use of the people 
called Methodists, dated 1797.. Turning over the pages I 
found a funeral hymn, the first verse of which expressed 
sentiments I thought particularly appropriate to the 
coroner’s pathologist : 


“Ah! Lovely appearance of Death 
What sight upon Earth is so fair, 

Not all the Gay Pageants that breathe 
Can with a dead body compare. 

With Solemn delight I survey 

The Corpse, when the Spirit is fled, 

In love with the beautiful clay 

And longing to lie in its stead.” 


And since John Wesley in his preface states that in these 
hymns there is no doggerel, no feeble expletives, no 
botches, nothing turgid or bombast, no cant expressions 
or words without meaning, and that they show in the 
purity, strength and elegance of the English language 
the true spirit of poetry which must be the gift of Nature, 
I suppose I am right in assuming that these sentiments 
are true. 
* om * 

The naval hospital of the maritime American com- 
munity in which I am staying is a fine new building in 
the Spanish style and mostly single-storied. It is kept 

tlessly clean with various complicated machines 
that suck and blow and brush and spin round in circles. 
The food is excellent when you have allowed for the 
national sport of taking all the nourishment out of wheat, 
giving it a shot of artificial chemicals and vitamins and 
serving it up as bread or cereal. The galley would be 
a credit to J. Lyons and I think even he would have 
something to learn about cold storage and deep freezing. 
Their X-ray eLeay is very modern and produces 
the best pictures I, in my small experience, have ever seen. 
The orthopedic table is so complicated that even the 
mechanically-minded orthopods cannot put it together. 
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Twice a week I go down to the hospital in town— 
an old-fashioned building with medical school attached, 
where there is no air-conditioning to remove the 
ammoniacal smell from the urogenital ward, and where 
chromium plate has not entirely displaced the Fence 
white enamel. In such an atmosphere I think most 
British doctors would feel at home. The hospital treats 
coloured and whites in about equal proportions and the 
two are kept separate in wards and clinics. I attend 
the children’s clinic mostly, where the patients are 
about 90% coloured. This is the home of the ‘‘ zoot 
(suit) with the repe (pleat) ’’ and peg trousers are all the 
mode. The babies wear shark-bone necklaces to help 
them cut their teeth and the mothers sprinkle salt on 
their hair to cure worms. The coloured babies make 
excellent patients. They all have protuberant navels 
containing easily reducible herniz, and divarication of 
the recti is almost normal. The common diseases in 


the clinic are the usual respiratory infections with a good 


sp —s of pneumonias, rick: infectious diarrhoea, 
sickle-cell anzemia, congenital syphilis, acute encephalitis 
and poliomyelitis. I have seen three cases of tetanus, 
one of typhus, and one of syphilitic hemoglobinuria 
brought on by cold. The Sister Kenny treatment is 
popular and thought to be an advance, though it is a 
mystery to me why the patients do not all get rheuma- 
tism. Congenital syphilis is treated with arsenic by 
mouth in the form of acetarsol, starting at gr. 1/30 per Ib. 
body-weight daily for the first week and working up in 
four weeks to gr. 1/7 per lb. daily, which is given for 18 
months. Bismuth sodium tartrate is given concurrently. 

I can only hope that American service doctors in 
England are made to feel as welcome and are shown as 
much work as has —_ my fortune over here. 

* * 

Lord Leathers who banlobe on asking: “ Is your journey 
really necessary ? ’’ might find food for thought in the 
addresses of private patients in the London hospitals. 
Two main causes have tended lately to increase their 
number—the closing of nursing-homes and the difficul- 
ties of travelling for the medical staff. But primarily, 
as in peace-time, it is the lure of London ewig accounts 
for this demand combined with the loyalty of medical 
students to their hospital and their former teachers. 
The latter reason may have particular force now, when 
the younger man believes that his senior is more in need 
of the fees, even if they are a bit reduced to meet war 
conditions. Nevertheless, unless the family doctor 
adopts some kind of regionalisation in the distribution of 
bis private patients it may be necessary for Lord Leathers 
to zone them like fish and sweets. 


* * * 

In his Inquiries into the Human Faculty Galton pub- 
lished some fascinating work with superimposed photo- 
graphs. By producing a composite picture from the 
portraits of sundry c he hoped to record the 
average face ot a wrong-doer. Certainly the effect of 
seeing these desperadoes literally cheek by jowl is 
impressive ; the union of their assorted beards, mous- 
taches and jaws into one hairy blur gives a particularly 
villainous appearance to the result. There is undoubt- 
edly a typical facies for professions other than criminal, 
and perhaps even for the subdivisions of our own. 
Do physicians, surgeons and otorhinologists each have 
characteristic features ? Certainly most of us have a 
mental picture of the average types, based probably on 
~ chiefs at our teaching hospitals. 

I think of a typical physician as having a rather sad 
yet distinguished face, sober and scholarly. He would 
have a predilection for well-cut grey suits. Surgeons are 
handsome ; more boisterous than the physicians, their 
features are less composed, reflecting either elation or 
irritability. They move about restlessly in black coats 
and striped trousers, or pace along theatre corridors in 
vests and rubber aprons looking annoyed. Ear, nose 
and throat men are big jolly fellows, rubicund and 
emphysematous, with hair sprouting from the back of 
their hands. They have expensive cars and laugh rather 
loudly. Gynecologists are very smooth indeed. Be- 
cause they have to listen so often to woeful and sordid 
symptoms they develop an expression of refinement and 
sympathy. But there is no hard and fast rule. and 
even a crude hairy buffoon may become a physician if he 
practises expressions in front of his looking-glass. 


RENAL UNITS 
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RENAL UNITS 

Sm,—Impending decisions on the reorganisation of 
the medical services demand that attention be drawn to 
the need for more adequate facilities for the treatment 
of patients suffering from Bright’s disease. The term 
is used here in its usual sense to include not only all forms 
of nephritis, nephrosis, nephrosclerosis and the chronic 
myocardial sequele of renal disease but also the renal 
complications of other conditions such as pregnancy and 
diabetes as well as amyloid disease of the kidneys, renal 
dwarfism and so forth. Recent work on renin suggests 
that most instances of essential hypertension should 
also be included. Bright’s disease, thus defined, is, 
after heart disease, the most common cause of death in 
this country, and its morbidity is much greater than the 
recorded mortality. Its investigation and treatment, 
therefore, is one of the most important medical problems 
of the day. Yet, apart from a small, though notable 
band of more or less independent research workers, and 
one or two clinics run by individuals with a special 
interest in the subject, there is practically no special 
provision for tackling on an adequate scale a disease 
which causes more deaths than either cancer or tuber- 
culosis. Perhaps the most important reason for this 
neglect is that. the lack of any direct or specific remedy 
has surrounded the whole subject with an atmosphere of 
gloom and defeatism, Bright's disease is still regarded 
by most in much the same light as was pulmonary 
tuberculosis fifty years ago—as a more or less hopeless 
condition. In the interval between the last and the 
oe resent war, however, knowledge of the prognosis in 

right’s disease has increased enormously; the now 
considerable literature shows that in some forms of the 
disease the outlook is often not unfavourable, and 
some writers of experience (with whom I agree) stress the 
value of early and thorough treatment. At present this 
more optimistic note is only sounded in respect of certain 
types of Bright’s disease ; but it is surely significant. 

roadly speaking, treatment in Bright’s disease con- 
sists of the application of two essential measures— 
rest and diet. Some (including myself) would add a 
third—drug therapy. The question is whether these 
measures are being used so as to secure the best results. 
After specialising for some twenty years in this branch 
of medicine [ have no hesitation in stating that usually 
they are not. Too often it is considered sufficient for the 
patient to linger in bed either at home or in the wards of 
an hospital, amidst a miscellany of diseases requiring 
other methods of treatment, while various remedies are 
tried in turn in a more or less haphazard and perfunctory 
manner, often by those with little interest in, or experi- 
ence of, the speeial needs of those suffering from Bright’s 
disease. Alternatively, after a few weeks in bed, patients 
are sent home to get along as best they may, in the belief 
that nothing further can be done. 

Much more than this is required. The degree and 
duration of rest, the necessary modifications in the diet, 
assessment of the fluid balance, and the prescription of 
drugs, cannot be satisfactorily regulated by the appear- 
anee or subjective sensations of the patient, rather 
crude measurements of fluid intake, output and body- 
weight, supplemented at infrequent and irregular 
intervals by estimations of blood-pressure and blood- 
urea, and occasional qualitative examinations of the 
urinary sediment. To get the best results from the 
available measures the patient must be under continu- 
ous expert supervision, not only while in hospital but 
after his discharge, and throughout the course of the 
disease all relevant data must be obtained at frequent, 
and above all at regular, intervals. Further, such data 
must be systematically graphed as part of the treatment. 
It is mainly from a study of graphs that minor fluctua- 
tions in the course of the disease are revealed in time to 
effect necessary readjustments in treatment. 

A patient undergoing treatment for Bright’s disease is 
a member of a team working for a common object—the 
cure or amelioration of his disease. The other members 
of the team are the hospital physician, sisters and nurses, 
thé general practitioner, and the staffs of the hospital 
laboratory and outpatient clinic. His chances of 
recovery, or at least of securing the maximum relief, will 
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surely be enhanced if these other members of the team 
are specially trained and skilled in their work, and can 
give the whole of their time to it. Nothing has im- 
pressed me more in treating these patients than the 
importance of apparently insignificant details, and no- 
one but the specialist has the time to give these due 
consideration. 

I believe that the urgent need for higher standards of 
efficiency in the investigation, nursing, treatment and 
aftercare of patients suffering from the medical diseases 
of the kidneys can only be met by the establishment 
throughout the country of 4 sufficient number of Renal 
Units staffed by specialist doctors and nurses. A begin- 
ning has already been made on these lines, for it has been 
decided to create such a renal unit at the County 
Hospital, Pembury. If the medical services are to be 
organised on a regional basis, it is to be hoped that at 
least one similar unit will be provided in each region. 


A. OSMAN. 


. 
JAUNDICE IN SYPHILITICS UNDER TREATMENT 
S1r,—I was much interested in Lieut.-Colonel Bigger’s 
ingenious theory that jaundice in syphilitics under 
treatment may arise from the transfer of a virus from 
~patient to patient, and this may well be a factor. The 
~clinie- whose figures form the basis of these comments 
comes, I am afraid, into his category of ‘‘ much more 
perfunctory ”’ and as such may interest him as a control. 
The incidence of jaundice—9-3% in 1941 and 20-4% in 
1942—-seem at first sight to strengthen his argument, but 
the big rise in 1942 which he also experienced may in 
part be due to the large amount of catarrhal jaundice 
about in the latter part of the year. On the other hand, 
I would like him to consider, first, that jaundice usually 
appears early in the treatment (68-7% of our cases 
occurred towards the end of the first course or at the 
beginning of the second) ; secondly, that 80-5% occurred 
during treatment with ‘ Stabilarsan’ (this is probably 
quitefortuitous and due to our habit of giving stabilarsan 
for the second course); and thirdly, the fact that although 
our technique has not altered the incidence of jaundice 
has almost doubled. 
Harley Street, W.1. 


BREAST ABSCESS AND THE STAPHYLOCOCCAL 
NURSERY 

Str,—-I was somewhat surprised that Macpherson, in 
his paper cited in your leading article of March 13, had 
taken so little account of the bacteriological aspect of 
breast abscess, or of the relationship between puerperal 
mastitis and other manifestations~ of staphylococcal 
infection, such as pemphigus, conjunctivitis, paronychia, 
neonatal folliculitis and impetigo, which are so commonly 
associated with it. I made a report on the subject which 
was quoted in the Lancet of July 11, 1936, and subse- 
quently was referred to in Appendix A of Sir Arthur 
MacNalty’s Annual Report to the Ministry of Health 
for 1938. I concluded then that the infection of the 
mother came from the baby and I see from your issue of 
April 10, 1943 (p. 462), in the account of the proceedings 
of the Association of Clinical Pathologists, that Dr. 
Knott has also come to the conclusion that the babies 
infect the mothers’ breasts during suckling, and that 
exclusion from the wards of all mothers, children and 
nurses yielding grade A _ staphylococcus effectively 
controlled the outbreaks. 

This opinion was confirmed in the June, 1942, issue of 
the Bulletin of the EPHLS, wherein the statement 
appeared that ‘‘ the prevention of outbreaks of staphylo- 
coccal infection in maternity homes demands a constant 
watch for suspicious lesions in infants, mothers and staff 
and a prompt isolation of suspicious cases pending 
bacteriological and clinical diagnosis.”” It was further 
recommended that ‘‘ strains should be typed before insist- 
ing that carriers should be taken off duty.”’ Neverthe- 
less when the attention of the Ministry of Health was 
drawn to the virtual impossibility of giving effect to these 
counsels, the advice given was that “‘ serological identifi- 
cation of types of staphylococci is not at present possible 
in the routine investigation of all outbreaks of staphylo- 
coccal infection. Laboratory facilities are not generally 
available for the typing of staphylococci as very few 
people in this country have had experience in their 


Pembury, Kent. 


Kerra Durr. 


identification.’’ Unfortunately there was no correlation 
in the Bulletin of puerperal mastitis and other staphylo- 
coccal infections. It was indicated that although two of 
the few mentioned were applying staphylococcal typing 
to epidemiological inquiries, neither was in a position to 
investigate any and every outbreak, and that knowledge 
of the serological typing was still in the elementary stage 
and there was some doubt regarding the value and inter- 
pretation of the findings. 

Since 1935 I have investigated a considerable number 
of institutional and district cases, reviewing all possibili- 
ties of the source, nature and mechanism of infection, the 
antenatal and postnatal, local and general conditions 
of patients and their environment. The crux of the 
problem appears to be the typing of Staphylococcus 
aureus hemolyticus (the organism invariably responsible) 
which so far it has been impossible to arrange, and 
without which no accurate advance in our knowledge of 
the subject is possible. 

I ‘do not agree th&it poverty, poor health, breast 
engorgement and incomplete emptying have by them- 
selves been determining factors in puerperal mastitis, 
whatever their contributory influence. They are all 
extremely common in normal cases and do not obtain in 
many cases of abscess. My experience has been that the 
graphic curve of district cases closely parallels that of 
those in institutions, and while an obvious abscess often 
begins after the 14th day, it is almost the rule for some 
nipple trouble or “‘ breast flush’ to occur and subside 
betweeen the 8th and 12th days of the puerperium. 
Therefore I cannot agree that the condition has its 
beginnings when “‘ the mother and child have been dis- 
charged at the lying-in wards ”’ nor do I consider that 
it is due to forgetfulness of ‘‘ details of hygiene and pro- 
phylaxis laboriousty instilled by the hospital staff.” 

e circumstance finally determining the onset of mastitis 
is undoubtedly the presence of the appropriate strain of 
Staph. aureus, and this is abundantly confirmed by the 
outbreaks of epidemic proportion which have of recent 
years affected many large lying-in-hospitals. I hardly 
think therefore that your leading article of Sept. 26 on the 
staphylococcal nursery, or the one on breast abscess, 
represents our knowledge on the subject. If alk out- 
breaks could be investigated in the way which it appears 
Dr. Knott has been able to do, our knowledge of ¢he 
subject could be still further extended. 


Iiford. A. H. G. Burton. 


INSTRUMENTS OF SOCIAL MEDICINE 
Str,— Without detracting from anything that is written 
in your leader of April 17, I should like to enter a plea 
for an equal recognition of the importance in the future 
of the almoner’s younger sister, the psychiatric social 


worker. In all fields of psychological disorder the 
trained psychiatric social worker has a contribution to 
make at least equal to that of the almoner in her field, 
and she has the advantage in almost all instances of being 
free from the burden of levying taxes. Incidentally, 
you would confer a real benefit if you could discover a 
good English word—old or new—to replace her present 
cumbersome designation. 

Southall, Middlesex. J. B. S. LEwis. 


RESPONSIBILITY IN HOSPITALS 


Sir,—I appreciate your efforts to improve the status 
and salary of clinicians in the municipal‘ hospitals ; 
but I, among others, take exception to your statement 
that ‘‘ medical life and practice in the average municipal 
hospital present a sorry picture ”’ (April 3, p. 433)... For 
a number of years competition for entry to these posts 
has been increasingly keen and the standard of entrants 
was high. That their performance was good can be 
deduced from their many contributions to your own 
columns. Further, they earned the praise (in the muni- 
cipal hospitals anyway) of senior consultants from 
teaching schools, and the gratitude of those medical 
students who have seen the wealth of well-documented 
clinical material in these hospitals. But the crucial test 
is the increasing use of the services of municipal hospital 
clinicians by patients and practitioners. More patients 
from wider and wider groups of the population now 
deliberately seek their help, which suggests that the 
doctor-patient relationship at the municipal hospital is 
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not unsatisfactory. (I full ee pea that the 
service the clinicians give depends on the combined 
efforts of all grades of hospital staff and on the public 
spirit of the lay committees), An indifferent doctor 
may occasionally occupy a niche in a municipal hospital, 
but promising clinicians have been known to deteriorate 
even in exalted positions in at teaching hospitals. 
Most doctors, however, do eit vetalt: in both municipal 
and voluntary hospitals. Your picture of jaded municipal 
medical mediocrities is obsolete. 
St. Andrew’s (LCC) Hospital, B.3. Ext Davis. 


Sm,—lI think the issues are really wider than the 
clinical differences of the so-called hierarchy and parallel 
systems of organisation. Both voluntary and municipal 
hospitals are working for the common good along different 
roads. In the voluntary hospitals the member of the 
visiting staff whose name appears on the treatment chart 
is ultimately answerable to the governing body for any 
accidents, mistakes or éomplaints which may arise. The 
medical committees of these hospitals, consisting of the 
visiting staff and the heads of the special departments, 
are responsible for the broad general principles of medical 
policy, for recommending the purchase of very expensive 
apparatus (such as X-ray plant) and the opening of new 
special departments, and for the supervision of new and 
sometimes revolutionary treatment. For instance, in 
the past, there have been serious discussions on the use 
of tuberculin, which caused numerous deaths before we 
learnt the dosage, on the original ‘‘ 606’ which raised 
not a few problems, on radium and the expensive gold 
salts, and on the rarer and more costly ‘antisera. Then 
there are secret remedies and patent appliances, 
which are not all at once to be discarded as contemptible ; 
on medical committees rests the responsibility of refusing 
or permitting a test, and, if the latter is agreed upon, of 
determining the conditions under which the test should 
be made. Today these committees are regularly con- 
sidering and advising on the conservation of drugs which 
are in short supply and on other clinical matters of war- 
time urgency. Am I right in assuming that ‘in the 








municipal Pe, Yerre many of these responsibilities fall 


upon the broad shoulders of the medical superintendent 
whose onerous duties increase as the hospital system 
develops ? There are differences between one voluntary 
hospital and another, as there are between one municipal 
hospital and another—differences both of kind and degree 
—but broadly speaking it may be said that the voluntary 
hospital is a self-contained unit with the responsibility 
for all medical matters vested in its medical committee 
on which the special departments are also represented ; 
the municipal hospital is part of a larger unit, the local 
authority, and its medical responsibility rests either 
directly upon the superintendent or indirectly through 
him on the headquarters staff. May I suggest that in 
the postwar scheme of things there will be a right and 
proper place for both types of institution ? Habits of 
thought and endowments, geographical situation and 
industrial development, are among the factors which will 
determine the choice, 


Victoria Park. E2. S. RooDHOUSE GLOYNE. 


THE RED CROSS 

Sir,—-In your annotation of April 17, summarising 
Dr. Cawadias’s paper given-at the Royal Society of 
Medicine, you emphasise that the principles set out in the 
Geneva Convention are essentially utilitarian and not 
humanitarian. It would perhaps have been relevant 
to point out in your note that the traditional privileges 
of doctors are just as little its concern. I believe that a 
misconception exists in the profession as a whole that 
certain rights are secured to its members under the 
convention by virtue of their professional status; these 
rights include repatriation and freedom from treatment 
as a prisoner of war. They do not realise that their 
position is entirely secondary to, and dependent upon, 
the provisions made for the sick and wounded, who are 
the sole concern of the original convention. A 1 
number of the profession are now serving with the 
Forces and it may be timely to dispel any illusions that 
they enjoy certain professional consideration, and to 
state the position about doctors serving in the Forces 
during this war. 

As far as it has been possible to find out from the 
published lists, some 400 doctors from this country 
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and the Dominions have been taken prisoners of war ; 
I have no evidence that any have been returned to their 
own country. Moreover, the position of doctors serving 
with the Navy and the Air Force, compared with 
those serving with the Army, is obscure. 

° AMULREE. 


ACCIDENT SERVICES 

Sir,—The war, with its increased damage to civilians, 
has greatly enhanced the importance of an adequate 
service in every hospital to care for accidents, not merely 
for fractures, as your leading article of April 24 emphasises. 
In American hospitals the accident ward or emergency 
service has long n an integral part of the hospital’s 
function, but it has not always obtained an adequate 
share of the high professional service which the com- 
plexity and severity of trauma demand. In many hos- 
pitals the work in the accident ward was previously left 
to juniors, whereas all experienced surgeons know that 
the surgery of a badly damaged and infected right hand 
is a much more difficult problem than the removal of a 
gall-bladder or other intra-abdominal procedures often 
reserved for the expert surgeon. Moreover, trauma sud- 
denly vitiates the earning capacity of the head of a 
family, and therefore involves the question of state 
assistance. 

The emergency service must be a 24-hour one ; indeed 
in many places accidents occur mostly at night. The 
service should be accessible to the X-ray department, 
and have adequate facilities for the treatment of shock, 
including the giving of blood. It should be properly 
staffed with senior personnel, full-time junior per- 
sonnel, orderlies and nurses, and it is best for the peace 
and cleanliness of the hospital if beds are specially set 
aside for it, so that noisy and dirty accident cases are 
not suddenly thrown into the quiet of the ordinary 
hospital ward. The service must be equipped for all 
forms of trauma. Fractures may constitute a large 
fragment or even a major share of the admissions, but 
fracture of the skull is almost as frequent in some 
accidents as fracture of the extremities, and even exceeds 
peripheral damage in risk to life. Again, intrathoracic 
and intra-abdominal damage may occur without a break 
in the external parietes, and this requires great skill in 
diagnosis as well as expert surgery. 

As communications speed up and industry becomes 
increasingly mechanised, we. can hardly hope to escape 
an increasing number of cases of trauma entering our 
hospitals. To be ill-equipped to handle this great part 
of medical practice will be to lose the trust of the people 
in our medical institutions, and it behoves all doctors to 
bring this important subject to the notice of the govern- 
ing boards and authorities of their hospitals, whatever 
their. type. 

Ex..iorr C, CUTLER. 


Infectious Disease in England and Wales 
WEEK ENDED APRIL 17 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 2058 ; whooping-cough, 1944; diphtheria, 723 ; 
paratyphoid, 3; typhoid, 11; measles (excluding 
rubella), 16,732; pneumonia (primary or influenzal), 
1139 ; puerperal pyrexia, 159 ; cerebrospinal fever, 103 ; 
poliomyelitis, 5; polio-encephalitis, 1; encephalitis 
lethargica, 2; dysentery, 107 ; ophthalmia neonatorum, 
91. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on April 14 was 2378, including 
scarlet fever, 626; diphtheria, 214; measles, 739; whooping- 
cough, 297 ; enteritis, 103 ; chickenpox, 62 ; erysipelas, 4 ; mumps, 
18; poliomyelitis, 1; dysentery, 26; cerebrospinal fever, 15; 
puerperal sepsis, 20 ; enteric fevers, 5 ; german, measles, 44. 

Deaths.—In 126 great towns there were 2 (0) deaths 
from enteric fevers, 2 (1) from scarlet fever, 12 (1) from 
measles, 13 (2) from whooping-cough, 16 (2) from diph- 
theria, 49 (5) from diarrhcea and enteritis under two 
years, and 43 (1) from influenza. The figures in paren- 
theses are those for London itself. 

Manchester reported 7 deaths from diarrhea and Birmingham 5. 
The number of stillbirths notified during the week was 
236 (corresponding to a rate of 35 per thousand total 
births), including 27 in London. 
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_ Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


Te House has adjourned for a short Easter recess 
after passing the Catering Bill, the Nurses Bill, various 
other bills and the Budget Resolutions. On the basis of 
these resolutions the Finance Bill will be introduced aftgr 
Easter, and a further opportunity for debate offered. 
But on the presentation of the budget, and on the budget 
resolutions there has been an almost astonishing lack of 
debate. Pounds, shillings and pence are regarded as 
important symbols but the House is more concerned 
with the concrete facts of war, with the organisation of 
our resources of men and material for waging the war 
and preparing for the peace. 

The last debate of all, before the adjournment, was a 
brisk little affair concerning the examination of soldiers 
by women medical officers. Mr. Bellenger alleged that 
the matter had been mishandled in a case he quoted and 
@ man ordered by a male medical officer to strip com- 
pletely fora routine FFI examination by a woman doctor. 
The Financial Secretary to the War Office- announced 
that in future such examinations would be called 
~ ** héalth ’’ inspections, and that in future a man, or 
~ worhah, will have the right to be examined by a medical 
officer of their own sex. The background to this discus- 
sion is the shortage of doctors. But no one suggested 
that in view of this shortage examination for vermin 
infestation or other skin affections and for venereal disease 
might be carried out by an NCO trained for the purpose. 
To change a parade for FFI inspections to health inspec- 
tions in a clinic-like atmosphere will not touch the crucial 
point of shortage of medical personnel. 

When the House resumes there is to be a debate on 
housing and on the Hydro-Electric Development 
(Scotland) Bill. Sir Walter Womersley announced that 
pensions appeal tribunals are to be introduced and that 
they are to begin work in July. This means early 
legislation. The legislation will follow that passed in 
1919 under which the last war’s pensions appeal tribunal 
still continues to function, and it is unlikely that there 
will be any great change in the constitution of the boards. 
The new PAT, like the old, will have a lawyer as chairman, 
and as the two other members a doctor, who will be a 
generalist and not a specialist, and a Service representa- 
tive, officer or other rank according to the rank of the 
appellant. But one change is imposed by the nature of 
this war. The PAT will have to deal with civil defence 
workers as well as with the Armed Forces, and with 
Merchant Marines as well as with the Royal Navy, and 
when the appellant is not a member of a fighting service, 
the Service representative on the tribunal will be drawn 
from the appropriate civilian Service. There are also a 
large number of women in the Auxiliary Forces and it has 
not yet been decided whether women doctors will serve 
on the tribunals or be called in when required. The 
last war tribunals worked well and their constitution of 
three members of equal status, each with expert know- 
ledge and each with equal’ share of legal responsibility, 
proved a balanced 6rganisation whose duties were carried 
out smoothly and without friction. The function of the 
PAT, which is appointed by the Lord Chancellor and is a 
court of the House of Lords, is quite different from that 
of lawyers or doctors concerned in Workmen’s Compensa- 
tion cases. The medical appointments will be whole 
time, and the tribunal will be as completely independent 
as any other court of appeal. 

A matter looming a little further in the distance is the 
form of comprehensive and unified medical service to be 
introduced by the Government. The medical profession 
is at a political disadvantage as compared with the 
Ministry of Health, but fortunately we are a democracy, 
and many arguments will be heard and considered before 
a bill is presented to Parliament. And in Parliament 
there will be ample occasion for further debate. But 
the profession will have to decide whether they are to 
become civil servants, whether of the Ministry, or of a 
region, or of local-government authorities. Is the 
position: of medical practitioners under a comprehensive 
service to debar them from public work as members of 
local-government representative bodies or of Parlia- 
ment? It is worth thinking about. 


FROM THE PRESS GALLERY 


Lord Horder’s Amendment 


At the second reading of the Nurses Bill in the House 
of Lords, Lord HorDER announced he would put forward 
a new clause, and when the bill reached the committee 
stage on April 20 he accordingly moved : 


“* Any’ person who, knowing that. some other person is not 
registered or enrolled, makes any statement or does any: act 
calculated. to suggest that that other person is registered or 
enrolled shall be liable on summary conviction to a fine not 
exceeding, in the case of a first offence, ten pounds, and, in the 
case of a second or any subsequent offence, fifty pounds.” 


Lord Horder recalled that the Nurses Reconstruction 
Committee over which he had presided had taken the 
view that it was in the interests of the public, and in the 
interests of the: nursing profession, that it should be a 
closed profession. The Minister of Health, however, was 
not able to go that length. The purpose of this new 
elause was to save the public from exploitation by 
so-called nurses who were neither in possession of the 
State Register certificate nor enrolled as assistant nurses. 
Under the bill as drafted it was not an offence for a third 
person, not the nurse herself or an agency, to represent a 
woman falsely as- having such qualifications. Lord 
SNELL in accepting the new clause said that the sort of 
case in which it might be difficult to prove an offence 
would be one in which the management of a less reputable 
nursing home dressed up unqualified girls to look like 
qualified nurses and represented them as such. 


Inspections by Women Doctors 


In the House of Commons, on April 20, Mr. F. J. 
BELLENGER, following up a series of questions which he 
has addressed to the ministers in charge of the three 
Service departments, raised again the question of routine 
medical examination of men serving in the Army by 
women medical officers. He quoted extracts from a 
letter written by a non-commissioned officer who alleged 
that he had been paraded for inspection by a .young 
woman medical officer of about 24 years of age. When 
he asked to be examined by a male medical officer the 
latter refused and threatened to put him on a charge if 
he did not submit to the FFI inspection by the woman 
medical officer in spite of the fact that the male officer 
was present and also a corporal of the RAMC who was 
quite capable of carrying out the inspection. Mr. 
Bellenger disclaimed any desire to. dispense with women 
medical officers, but in these routine examinations he 
thought that regard should be had to the susceptibilities 
of men in the Services and their dislike of being examined 
by women. Mr. Bellenger admitted he would not himself 
obey an order to undergo such an examination, even if it 
were given by a superior officer. He did not think that 
it was desirable to make a parade of these medical 
inspections.’ When coming back from leave, or even on 
other occasions, men might be suffering from venereal 
disease. It was carrying things too far from the hygienic 
and health point of view to make a man own up in front 
of his comrades. We -now had a civilian Army of men 
of all shades of opinion and some attention ought to be 
paid to their points of view. 

Sir ARCHIBALD SOUTHBY and Mr. G. C. Hurcuinson 
supported Mr. Bellenger and stressed the distinction 
between medical inspections of an exceedingly private 
nature and treatment in hospital or in an emergency. 
Mr. R. H. Turton and Sir WiLL1AM WAYLAND were 
against any pledge which might entail a shortage of doctors 
on the fighting fronts. Mr. J.J. Davipson, speaking from 
experience of the Army and army hospitals, objected 
to women doctors carrying out the thorough examination 

necessary to grade men in their proper categories. 
Mr. T. E. DRiBERG dismissed the distinction drawn be- 
tween routine inspection and treatment in hospital. 
They must keep, he said, some sense of proportion. 
Surely the first consideration was that diseases, and in 
particular venereal ‘disease, should be prevented and 
cured ; and the second consideration was the acute 
shortage of medical man-power. Medical man-power, 
whether male or female, must be used in the most econo- 
mical way possible. When women were accepted in a 
profession they must be treated as equal professional 
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partners. Earl WINTERTON warned the House that at a 
time when there was considerable talk of a state medical 
service it was most inappropriate to differentiate between 
men and women doctors. No. state medical service 
could ever be created except on the basis of complete 
equality of the sexes. 

Dr. RussELL’THOMAS from his experience as a doctor 
said that there was a tremendous resentment among men 
against being examined by women. Emotion was part 
of our very soul and could not be put aside. The 
Secretary of State would probably have to consider 
extending the service of civilian doctors to camps in this 
country when second fronts were opened in Europe. 
They could easily perform that function and not allow 
men to suffer the indignity of beimg examined by a woman 
in cold blood. It was only when illness overpowered 
everything else that most men were willing to put 
themselves into the hands of a doctor of the other 


sex. 

Dr. H. B. MorGan thought Dr. Thomas was wrong. 
This was a question whether the ordinary soldier should 
be examined by a woman doctor as part of her Army 
medical duty. These things were done quite unemo- 
tionally by the trained doctor. Sex did not matter, and 
from his point of view there was nothing in it at all. 
A very small number of people did not like to be exam- 
ined nude by the opposite sex, but in such cases an 
appeal could always be made. Was there any reason 
why a woman medical officer should not examine a man 
with venereal disease when men examined women ? 
He hoped the Minister would hold firm, and insist that 
on grounds of equality, training and public decency, 
the medical officer should be allowed to perform her duty 
and the men in question should stand up to the ordinary 
common discipline of the Army and the routine 
examination. 

Mr. ARTHUR HENDERSON, Financial Secretary to the 
War Office, said that the nation owed a debt of gratitude 
to the large number of women doctors who were rendering 
important service today. The medical inspections to 
which Mr. Bellenger referred were designed mainly to 
detect cases of skin diseases or infestation as early as 
possible, and they had been carried out as a routine on all 
personnel returning from or proceeding on leave, or when 
men were being transferred from one unit to another in 
the United Kingdom. In future such inspections would 
take place only when the medical officer in charge of 
troops. or the senior administrative medical officer, 
considered it necessary. These inspections had been 
known as ‘“free from infection ’’ inspections ; in future 
they would be called ‘“‘ health ’’ inspections, and soldiers 
and auxiliaries would have the right to be examined by 
medical officers of their own sex, if they so desired. If 
this was not immediately possible the full inspection 
would be postponed. In the interim a partial inspection 
would be carried out at which men would be stripped to 
the waist and women would wear the equivalent of a 
bathing costume. In addition at all inspections a third 
person of the same sex would,be present. For women 
this would normally be an ATS medical orderly. It was 
also proposed to do what was possible to encoutage the 
conception of a clinic rather than that of a parade. 


Pensions Appeal Tribunals 


Sir W. WoMERSLEY, replying to a question, announced 
the Government had accepted his proposal that arrange- 
ments should now preceed for setting up independent 
tribunals to hear appeals from all classes of claimants 
whose title to compensation is rejected under any of the 
various war pension schemes administered by his depart- 
ment. Each tribunal will include a legal chairman, a 
doctor and a member of the service or class covered by 


’ the scheme under which the claim ismade. Itisintended 


to establish nine tribunals.to begin with. These will sit 
at various centres for the convenience of appellants. 
Their number will be increased as may be found practic- 
able, but owing to the difficulty which still exists in 
obtaining the full personnel, thé increase can only be 
gradual. Legislation will be introduced as soon as 
possible after the House resumes its sittings, and active 
steps are being taken to complete preparations for the 
re to begin their work with the least possible 

elay. 





N hie and News 


THE PAY OF NURSES 


THE second report of the Scottish Nurses Salaries 
Committee, which has now appeared, is open to the same 
objections as the Rushcliffe Committee’s first report. 
The Scottish scale now proposed by Prof. T. M. Taylor 
and his associates is on the whole lower than that 
recommended by the Rushcliffe Committee, but salaries 
recommended for student nurses are the same: £40 in 
the first year, rising to £60 in the fourth year and to £70 
as soon as the student qualifies. 

These relatively high initial salaries are not welcome. 
If the hospital or the local authority pays as much as 
£40—60 a year for a nurse there is apt to be little recogni- 
tion of her studentstatus: she is regarded and treated as a 
paid servant of the hospital. Again, if she is to receive a 
rise as soon as she* qualifies—which seems sound in 
principle—that rise should be substantial enough to make 
her set a high value on her qualification. The difference 
between £60 and £70 is not sufficient to dothis. Scottish 
ward sisters’ salaries have now been fixed at £130 rising 
by increments of £10 to £160, and with two further rises 
—to £170 in the seventh year of service and to £180 in the 
tenth year. Pay at this level is too low for women carry- 
ing the responsibilities of a ward for years on end. Yet 
the theatre sister is to receive even less—only £125 rising 
by £10 increments to £155. The Rushcliffe figure (for a 
** departmental sister,” which presumably covers theatre 
sister) was £140-150 rising by annual increments of £10 
to £190-200 with one additional increment of £20 after 
10 years’ service. In this connexion it is interesting to 
recall a passage in John Stuart Arey’s Night Work : 


The Sister’s eyes met his, no less stoney because all had 
gone well so far. She was feeling in her hatred for him all 
the sense of anger and frustration she had against the whole 
hospital. It had taken from her the life she might have led, 
the children she might have had, and given her the dry reward 
of enviable skill. . . . The very perfection of the operation, 
borne up on her own perfect preparations for each step, was a 
reminder of the bleak reward that was all nursing had given 
her. . . . In contrast, surgery had given him a wife and a 
Rolls-Royce car, a sense of importance and a smug paunch. 


Like the Rushcliffe Committee, the Scottish body has 
i the nurse who chooses to live outside the 
hospital. If she lives in, her salary is augmented by 
emoluments valued at sums ranging from £75 a year for a 
student nurse to £200 for the matron of a hospital of 500 
beds and over. These values, as the Rushcliffe Com- 
mittee pointed out, may be assessed in various ways : 
some local authorities calculate the actual cost to the 
hospital of emoluments provided ; others fix the value 
at about the sum (naturally greater) which the nurse 
would have to pay in providing them for herself ; others 
have taken a middle course, and probably this is what the 
Taylor Committee have done. It might be supposed 
that a nurse who lives out would receive at least the whole 
calculated value of her emoluments in addition to her 
salary ; indeed she should really receive more, because 
the hospital, catering for large numbers, can provide 
amenities more cheaply than they can be bought outside. 
No doubt the Royal College of Nursing had this is mind 
in recommending non-resident allowances of £120 per 
annum for administrative grades, £110 for sisters and 
£104 for staff nurses. Yet both the Rushcliffe and the 
Taylor Committee have taken the opposite view: that a 
nurse who is non-resident from choice should receive not 
even the bare value of her emoluments, but only the 
sum left when the cost of meals taken in hospital of 
uniform and its laundering have been deducted. Thus 
the actual living-out allowance of a ward sister is only 
£70 on the Rushcliffe scale and for a staff nurse £65, and 
similar deductions are to be made in Scotland. The 
financial incentive to remain resident is thus very great, 
and one of the chief obstacles to nursing recruitment has 
been maintained and reinforced. 


American Pusiic HeatrH ConrerENcE.—The American 
Public Health Association is sponsoring a war-time public 
health conference which is to be held in New York on 
Oct. 12, 13 and 14. 
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“British Association of Physical Medicine”’ 

All interested in the practice of physical medicine are 
invited to meet at 2.30 pm next Wednesday, May 5, in the 
rooms of the Medical Society of London, 11, Chandos Street, 
W.1, to constitute an association with the following purposes : 

1. To promote a general appreciation of the value of 
physical medicine in the prevention and relief of 
human suffering. 

2. To implement measures by which practitioners in 
physical medicine may be encouraged to attain the 
highest possible standard of efficiency, and to use it 
most effectively for the national well-being. 

The agenda for this meeting have been drawn up by an inquiry 
committee (appointed at the informal meeting of Oct. 17, 
1942) consisting of Dr. L. D. Bailey, Dr. Philippe Bauwens, 
Wing-Commander J. F. Bromley, Dr. Geoffrey Holmes, 
Brigadier Frank Howitt, Sir Morton Smart, Dr. Donald 
Stewart and Sir Robert Stanton Woods, with Lord Horder 
as chairman and Major J. W. T. Patterson as temporary 
secretary. 

If the meeting endorses a resolution, to be moved from the 
chair, that the British Association of Physical Medicine is 
hereby constituted, it will then proceed to elect a council of 
twenty and to define its powers. 


Unjiyersity of Glasgow 

Five lectures will be held in the department of ophthal- 
mology on Wednesdaysat 8pm. They willbe open to medical 
practitioners and senior students. Dr. Alexander Garrow 
will speak on the young myope on May 5; Dr. C. W. Graham 
on ophthalmic experiences in the Middle East (May 12) ; 
Dr. James Hill on ocular tumours (May 19); Dr. George 
Bell on the visual physiology of the cinema (May 26); and 
Dr. I. 8. MacGregor on toxic blindness (June 2). 


At a graduation held on April 17 the following degrees were 
conferred : 


MD.—G. H. Bell (with honours); W. S. W. Guthrie (with high 
commendation); * Gavin Shearer (with commendation); and 
Archibald McPhater. 

MB, ChB.—J.¥F. Allan, R. P. R. Allan, Archibald Armour, Janet Y. 
Baird, Mary M. Baird, W. A. Baird. Joseph Berkeley, J. D. Binning, 
R. B. Bonar, R. P. Brittain, . A. M. Broadfoot, B. Brown, 
R. A. P. Brown, R. J. Calvert, = ser Campbell. Margaret M. 
Se one. J. Cochrane, H: W. Collins, William Cormack, 

Ve M. Crawford, J. T. PT ae we Russell Dallachy, 
Ww. Cc. Donald, Thomas Dougray, J. M: Dunn, L._E. Elbert, 
Htigabeth G. Fenwick, Gosherins S Foster, N. 1J. Fraser, D. J. Gracie, 

E. Griffiths, W. R. Hope, R. A. Houston, A. M. Hyndman, Niall 
aendekees 8. Jackson, H. F. Jarvie, Anne-Marie Kivlichan, 
James La ani. Edmund Leahy, Margaret C. Leitch, Alexander 
Lindsay, Ga. lindeay. S. V. Livingstone, William Lockhart, 
Ww. J. oan, M. D. MacAffer, Hope J. B. McAlpine, Donald Mac- 
donald, J. H. ———_ James McFadden, Archibald Macfarlane, 
David neconi x A. R. MeGregor, J. J. McGrotty, O. A. MacKenzie, 
A. H. MacLean, = D. H. Maxwell, A. W. Mearns, R. M. Mill, 
J. H. Mitchell, D. Montgomery, J. M. Moo oore, Anna F. = Neil, 
Margaret B. ©. Orr, Matie M. J. Peralta, Muriel H. Reid, C D. Rigg, 
J. rt J. R. Rowell, J. M. Shaw, ‘Anchibald Smellie, 
H. G. Smith, Andrew Sommerville, William Thorburn, Chalmers 
Wood, William Wood and J. P. Young. 


The Bellahouston medal for eminent merit in thesis for the 
MD was conferred on Dr. W. F. Anderson. 


Scottish Conjoint Board 


On April 16, the following having passed the final examina- 
tion of the board wefe admitted licentiates of the Royal 
Colleges of Physicians and Surgeons of Edinburgh and the 
Royal Faculty of Physicians ‘and Surgeons of Glasgow : 

G. W. M. Armistead, James Carey, James Connor, W. B. Cowper, 
J. E. Dawson, G. T. Donald, T. H. Forrest, B. C. Gree: , Lore M. 
Hasslacher-Traub, Barbara V. Hastings, R. E. Heap, Daphne M. E. 
Kayton, Herbert Kraus, F. H. Leckie, James McAllister, J. J. 
_ urray, A J. MacPherson, R. R. Mahlangeni, D. R. Martin, 

E. Miller, H. A. Myers, Dayand Naidoo, Caroline N. Nompozolo, 
i. M. Oliver, ‘Bridget Pureell, Y. D. Sethi, J. M. Stirling, Roza 
Szteinhaus, and N. R. B. Turner. 

Oscar Fehr. te of Heidelberg, a recognised university, 
having the final examination of the board was also admitted 
to the licentiateship. 


Post-graduate Lectures in Edinburgh 

A series of Honyman Gillespie lectures, open to graduates 
and senior students, will be held at the Edinburgh Royal 
Infirmary at 4.30 pm on Thursdays during May and June. 
Dr. Agnes MacGregor will speak on the causes of foetal and 
neonatal death on May 6; Dr. W. G. Clark on the town- 
dweller and his environment (May 20); Dr. J. M. Dobson 
on the control of sepsis (May 27); Dr. E. K. Dawson on mam- 
mary cancer and the menopause (June 3); Mr. A. J. C. 


Hamilton on diverticulum of the urinary bladder (June 10) ; 


and Miss R. Pybus on the protective diet (June 17). 


Royal Society of Medicine 

On Wednesday, May 5, at 2.30 pm, Dr. H. J. Norman will 
read a paper to the section of history of medicine on Dr. 
John Bulwer, a pioneer inf the treatment of the deaf and dumb. 
At 4.30 pm on the same day, the section of surgery will hold a 
clinicopathological meeting. On May 7, at 10.30 am, Mr. 
T. E. Cawthorne and Mr. C. 8. Hallpike will speak on Meniére’s 
disease, and at the section of laryngology, at 2.15 pm on the 
same day, Dr. George Bray, Prof. C. J. Polson and Lieut.- 
Colonel Myles Formby will open a discussion on nasal allergy, 
excluding hay-fever. At the same hour the section of 
anzsthetics will meet to hear short papers and to see a film 
by Dr. Ronald Jarman demonstrating * Pentothal Sodium ’ 
anzsthesia. ° 


Naval Honours 


The MBE has been awarded to T/Surgeon Lieutenant 
J. K. Thomson, MB Edin., RNVR, for skill and devotion in 
tending wounded survivors from a torpedoed merchantman. 


T/Surgeon Lieutenant J. M. Clow, FRCSE, RNVR, has 
received the Albert medal in gold for gallantry in saving life 
at sea :— 


Clow was between decks when HMS Ibis was badly damaged. 
Wounded men were brought to him in the sick bay, among them 
an Eng. RA badly burnt about the arm. Clow gave him an injection 
of morphia,. and, as the ship was now sinking, helped the man on 
to the upper deck. As the man had no lifebelt he put his own on 
him. Then he got him into the water and made sure he was free of 
the ship before he himself abandoned it. In doing this Clow 
became entangled in the rigging and was taken down some way 
before he got clear. He then swam for three hours without a lifebelt 
before he was picked up. 


Appointments 


BARCLAY, R.C., MB: RMO at Royal Cancer Hospital (Free), Lewin. 

BOURNE, ALECK, MB CAMB., FRCS, FRCOG: consulting gynecologist 
to the Charterhouse Rheumatism Clinic, London. 

COLBECK, J. C., MB LOND: pathologist for Warwickshire. 

OLIVER, G. B., mRCS: H. M. inspector of factories. 

SANDEMAN, F. W., MB GLASG. : medical referee for the sheriff-court 
districts of Glasgow, Lanark, Hamilton and Airdrie. 

WoL.aston, F. L., FRcS: RSO at Papworth Village Settlement. 

Yates, F. H., meres: asst. pathologist to the Bolton Clinical 
Laboratories. 


Births, Marriages and Deaths 


BIRTHS 


in Oxford, the wife of *Squadron-Leader 





Dory.—On April 20, 
William Doey, MB, RAFVR—a daughter. 

MARSHALL.—On April 18, at Cheltenham, the wife of Dr. A. G. 
Marshali—a son. 

O’FLYNN.—On April 22, in London, the wife of Dr. T. D, O’Flynn, 
Chorleywood, Herts—a son. 4 

PHILLIPS.—On April 13, at Lytham, Lancs, the wife of Squadron- 

ader Basil Phillips, MECS, RAFVR—a son. 

SHawcross.—On April 22, at Sutton, the wife of Dr. E. W. H. 
Shawcross—a son 

TEMPLE.—On April 17, to Dr. Barbara Temple, 
Leslie J. Temple, FRCcS—a son. 

TWENTYMAN.—On April 19, the wife of Dr. 
daughter. j 

WALKER.—On April 17, at Plymouth, the wife of Surgeon Lieuten- 
ant John Walker, RNVR— daughter. 


MARRIAGES 


* 
BowLes—MorGan.—On April 10, at Meerut, India, A. E. Bowles, 
pilot-officer, RAFVR, to Elizabeth Mary Morgan, lieutenant, 


DMR, wife of Mr. 


Ll. R. Twentyman—a 


IMS. 
ee April 17, at Reigate, Brian Fenton 
ey, surgeon lieutenant, RNVR, to Olive Mansfield. 
Fonaserse- W oop—BROCKLEHURST.— On April 17, 
William Rodney Forrester-Wood, FRcs, of Heve, to 
Brocklehurst. 
MAYER-DRAGE.—On Feb. 16, in the Middle East, John Henry 


in’ London, 
Jean 


Mayer, FRcs, major RAMC, to Pam Drage, ATs. 
RYLE—JACKSON.—On April 10, in London, John Creagh 
surgeon-lieutenant, RNVR, to V. Melody W. Jackson. 
SMiTH—W ALKER.—On april 16, at Banbridge, eo. Down, Joseph 

Francis Smith, MB, surgeon lieutenant RNVR, to Hilda Walker. 


DEATHS 


BENTON.—On April 21, at Manchester, Graham Miles Benton, MB 
MANC., DA, of Mauldeth Road, Withington. 
DENNY.—On April 20, Herbert Reginald Harry Denny, CB, MRCS, 
surgeon rear- -adiniral, RN,‘aged 66. 
Fooxs.—On April 23, at Bournemouth, George Ernest Pooks, MRcs, 
lieut.-colonel late IMB, aged 86. 
LAMBRINUDI.—On April 21, at Mayfield, Constantine Lambrinudi, 
BA CAMB., FRCS, aged 53. 
YORKE,—On ‘April 24, at Prenton, Birkenhead, Warrington Yorke, 
MD LPOOL, FRCP, FRS, aged 60. 
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LYTIC AGENT AND INHIBITORY FACTORS 
IN HUMAN TISSUE AND SERA 


CHANGES IN SERUM INHIBITOR FACTOR 
IN BLACKWATER FEVER - 


B. G. MAmGRAITH G. M. FinpLay, CBE 
MB ADELAIDE, DPHIL, BSCOXFD MD, DSC EDIN, MRCP 
LIEUT.-COLONEL RAMC BRIGADIER 


N. H. MARTIN, BM oxFD, MRCP, FIO 
MAJOR ¥AMC 


Ly another communication the lytic effect of washed 
animal ‘tissues on red blood-cells of the same species 
and the inhibition of this lysis by certain dilutions of 
homologous and heterologous sera is described. In view 
of these observations it is s ted that the degree of 
lysis oceurring at rag | ven time in the tissues may_be 
determined by th nay ea of the lytic agent in the 
tissues over the inhibiting agent in the serum (and 
tissues )—i.e., reduction of. the. inhibitor will increase 
red-cell destruction and vice versa. It is further sug- 
gested that such reduction of inhibition may be the 
mechanism underlying the increased lysis observed in 
the hemolytic crises of such ¥onditions as blackwater 
tever. 

In this paper we record the preliminary results of 
investigations into the inhibitor content of sera of 
patients suffering from the effects of blackwater fever. 


OF LYTIC AGENT AND INHIBITOR IN 
TISSUE AND SERUM 


Recently a patient was admitted to a West African 
general hospital dying of multiple injuries sustained in 
a voad accident. Blood was removed 4 hours before- 
death from an arm vein, defibrinated and serum separ- 
ated. The cells were stored in the cold as a suspension 
in 5% glucose buffered saline. 

The patient died 24 hours after admission and. tissues 
were removed aseptically within 5 minutes of death. 
Specimens of lung, spleen and liver were cut and suspended 
in saline and left for 6 hours on ice before use. As soon 
as possible after removal of the tissues, tissue + red- 
cell suspension systems were set up in biologically 
and chemically cleaned test-tubes in the standard manner 
described elsewhere. Thus :— 


Tubes 1 and 2): Washed lung + cells. 

Tubes 2 and-3 : Unwashed lung + cells. 

Tubes 3 and 4: Washed lung + homologous serum (final 
dilution 1/100) + cells. 

Tubes 5 and 6 : Heated Iung + cells. ° 


This arrangement was re for spleen and liver. 
Control tubes contained cell suspension only. Serum 
added was obtained from the patient and diluted in 
glucose-saline and added to requisite tubes so that the 
iinal dilution was 1 in 100. 

In all tubes the final suspension of red cells was 
adjusted to approximately 250,000 per c.mm. ‘Tissues 
were cut in slices approximately 4mm. square by 2 mm. 
deep. ‘‘ Heated” tissue was first heated in glucose- 
saline to 80° C. for 5 minutes, then washed in glucose- 
saline and added to the cell suspension. 


TABLE I—LYSIS.OF HUMAN RED CELLS BY HUMAN TISSUB 


DEMONSTRATION 


System (All in mga mess Result 
(1),Red om + washed lung L 
cells + washed et L 
‘Red cells + washed liver L 
(2) Red cells + washed lung + serum 1/100 oO 
Red cells + washed spleen jag 1/100... oO, 
Red cells + washed liver + serum 1/100 ce PL 
(3) Red cells + unwashed lung ‘ . L 
Red cells + unwashed spleen Oo 
Red cells + unwashed liver PL 
(4) Red cells + heated lung as Oo 
(5) Controls. 4 tubes cell sullen: . ANNO 


L = Lysis. PL = Partial lysis. O = No lysis 
The tubes were incubated in a dry incubator at 37° C.~ 
for 24 inn read and then at 36 hours. 
The degree of hemolysis was measured microscopically 


Maegraith, B. G: ; G. M. and Martin, N. H. Brit. J. 
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by srg airs of samples of fluid sidimoreil Siena violently 
shaken with samples of control suspensions 
removed <= 5 the same time. The results obtained are 
set out in table*r. 


It will be seen that the results with human tissue and 
cells are substantially those obtained with animal tissue 
and cells—namely 

(a) Human tissues (lung, spleen, liver) contain an agent 
capable of lysing homologous red cells. 

(6) Human serum contains a factor which can inhibit this 
lytic action. 

a. The lytic agent is destroyed by heat, at any rate in the 


“a An inhibitory agent can be demonstrated in human 
tissues as well as serum. 


In the above experiment, which has not yet been 
repeated because of the difficulties of obtaining further 
suitable subjects, the tissues after removal from the body 
were immediately placed in glucose-saline ; this probably 
accounts for the irregular results with’ “ unwashed 
tissue—e.g., lung. 


INHIBITORY FACTOR IN NORMAL HUMAN SERUM 


For the examination of the inhibitory factor in normal 
and abnormal human sera, both the guineapig lun 
guineapig cell suspension and monkey spleen + monkey 
cell suspension systems were employed at various times. 

The setting up of these systems was essentially as 
described above for human tissues, the final suspension 
of cells again being approximately 250,000 per c.mm. 
The results are set out in table 1. 


TABLE II—INHIBITORY EFFECT OF HUMAN SERUM ON TISSUB + 
RED-CELL SUSPENSION SYSTEMS 


_& Monkey epleon + monkey red-cell suspension system 


Dilutions Controls 
Serum Sus- Sera+ 
pen- | sus- 


1/20) 1/40) 1/80) 1/460)1/320) 1/640 1/ 11280) sion |pension 





Normal B | o ° ° 





o o PL Ik °o °o 

NormalC _o 0 ° ° oO °o °o o o 

NormalT 0 ° oO o °o o o o oO 
Dried 

plasma 0 oO °o °o _-_ — — te) ° 


(6) Guineapig lung “* _guineapig red cell suspension system, ’ 











1/10 1/50 1/100 1/150 ‘4 250 1/360 
. 
NHM L was ° as oO °o ° 
NHM —_ L — Qo o o 
D —_ L PL o °o o Oo 
CL —_— — ‘tL ° o oO o 
I me oo _— °o L oO o 
L = Lysis, PL = Partial lysis. oO = No lysis. 


¢—) = No experiment. 


It can be seen from these results that human serum 
exerts an active inhibitory effect on tissue hemolysis 
in both monkey and guineapigt issue + red-cell systems. 

It will also be observed from the results of the monkey 
tissue + red-celi experiments that it is possible to dilute 
the as — toa a int beyond which it becomes 
inactive. n abserved with guineapig 
tissue + oimaait en systems, but the final dilutions for 
—— human sera have not yet been werked out. 

ysis of mage ig red cells by low dilution of human 
Pe... voit will be seen from table m (b) that lysis occurred 
in guineapig tissue + red-cell systems, on the addition of 
human sera in low dilutions—i.e., 1/10, 1/50 and 1/100. 
At greater dilutions the lysis of red cells was inhibited by 
these same sera. 

On further investigation it was observed that the lysis 
in the low-dilution tubes ap to be fundamentally 
different from that in the control tissue + red-cell 


system and in tubes in which the serum was very dilute 
(e.g., 1/850). Thus, lysis in the low-dilution tu was 
complete in 3-5 hours, whereas, as stated above, lysis 


in the tissue + red-cell systems did not commence 
appreciably for at least 12 hours and was not completed 
Tt 
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for 24 hours. The rapidity of lysis on the addition of 
low dilutions of serum was confirmed by repeated 
Pingftee neo The effect of the addition of normal sera 
eapig red-cell suspensions alone ,was next exa- 
ina y- it was found that lysis occurred at the same 
dilutions as had been observed in the experiments 
tabulated in table m (6). Other sera were tested with 
similar results—e.g., serum obtained from a transfusion, 
donor in a case of blackwater fever gave the following 
results when added to guineapig cell suspensions :— 


Serum dilution 
1/100 1/150 1/200 
L ° oO 


The mechanism of this lytic effect of human serum on 
suspensions of guineapig red cells is being further investi- 
gated. The lysis itself fortunately does not interfere 
with the use of the guineapig tissue + red-cell system 
be a@ standard indicator system (see below), for the 

ic effect does not exhibit itself at dilutions greater 
1/100, beyond which the tissue + cell lysis is 
inhibited by human sera. 


INHIBITORY FACTOR IN BLACKWATER FEVER 


_ In the following experiments both guineapig and 
_monkéy tissue + red-cell preparations were used as 
“jndi¢éator systems for the inhibitor. These experiments 
are as yet very incomplete, but are being continued when 
suitable material becomes available. 

A study of — 11 (6) will show that normal human 
serum, apart from the “ zone ’’ phenomenon referred to 
above, inhibits lysis of guineapig cells by guineapig lung 
in dilutions of 1/100 up to at least 1/250. It was taken, 
therefore, that failure to inhibit lysis at these dilutions 
was a sign of reduction of normal inhibitor content. 

Of the 3 “ normal ”’ sera titred out (table m a), inhibi- 
tion was observed in 2 up to a dilution of 1/1280 and 
partial inhibition in 1 at 1/640. ‘‘ Normal” limits of 
complete inhibition were therefore arbitrarily taken at 
1 in 320 or higher. 

Using these criteria of ‘‘ normality” of inhibitor 
content the results shown in table 111 were obtained. 


TABLE ITI 
(a) Monkey tissue + red-cell system 
Normale : See table 1m (a) 





Ditutions of sera 


Serum euiO tek 2 
1/40 | 1/80, 1/160 meno 1/640 1/1280 








BL. Blackwater” fever 
(a.h.) .. his na 

ar iiladkwater” fever 
ab.) .. ‘ 

T. Blackwater 
(recovered) 

Ad. Acute 
malaria 


o | 


fever 


stage of 





Controls : Cells = 0. Cells + tissue = L. 
* PL. This hysis lysis was complete within a 
from patient during active heemolysis. 
(d) GQuineapig tissue + ne system 
Normals : See table 1m (b) 


a.h. = seraremoved 








} Dikations of sera 
Serum ‘eicieiae , <errtte 
1/160 1/200 | 1 (320 








BWF. Li (after lysis) .. 
BWF. L2 (24 hrs. after lysis) . . 
BWF. L3 (during lysis) 

BWF. L (during Lue 


L (1/150) 


ontrols : Cells = 0. Cells + tissne = t. BWF. L3, Wang 
nae cell suspension = lysis at 1/100; none in higher dilutions. 


It will be seen that in the sera obtained from the few 
cases of blackwater fever so far examined there is a 
substantial reduction in the “titre” of inhibition of 
tissue + red-cell lysis, both in monkey and guineapig 

systems, during the hemolytic crises. Thus, in case 
(table 111 @) lysis was inhibited at a dilution of 1/320 by 
serum removed in the active hemolytic stage and by 





1/1280 by serum removed from the same patient during 
convalesence. 

The results obtained in case L are even more striking. 
In this case blood was removed from the arm vein at the 
following stages of the case : 

(1) At the finish of the first hemolysis, when there was stil! 
a trace of blood pigment in the urine. (Hb. 65%; red cells 
3-1 < 10 per e.mm. ; serum clear.) 

(2) Twenty-four hours after hemoglobinuria had ceased. 
(Hb. 67% ; serum clear). 

(3) At height of second hemolysis, 6 hours after appearance 
of Hb. im urine. (Hb. 45%; red cells 2-0 x 10° per c.mm. ; 
serum contained blood pigmeft visible to the naked eye.) 
Serum (1) inhibited lysis in a guineapig red-cell system 
at 1 in 160; serum (2) inhibited lysis incompletely at 
1 in 160 and completely at 1 in 320 ; and serum (3) failed 
to inhibit lysis even at 1 in 320. 

Thus, in the one patient the inhibitory powers of the 
serum ap to vary with the presence or absence of a 
lytic crisis ; serum withdrawn during hemolysis appeared 
to have little or no inhibitory activity. 

The presence of blood Pigments in the serum during 
the crisis might have been a factor in this loss of inhibitory 
power, but this was not found to be so (table mt 6) control 
system of serum + cells). Further it has been our 
experience in animal experiments that even badly lysed 
sera do not in themselves affect the tissue + cell lysis 
except within norma! limits. 

The recorded loss of inhibitory activity in the serum 
in the active lytic stage of the disease seems to be 
significant and indicative of the fact that at this stage 
the balance between tissue hemolysis and inhibitory 
factor within the body of the patient is upset in the 
direction of lysis. 

TABLE IV 
System Result 
Patient’s cells (control) Ate 
Patient’s cells + tissue 
Patient’s cells + tissue + donor’ 8 serum 1/100 
Patient’s cells + tissue + donor’s serum 1/200 


Donor’s cells (control) $3 baa = 
Donor’s cells + tissue 

Donor’s cells + tissue + donor’ 's serum 1/100 
Donor’s cells + tissue + donor’s serum 1/200 


In this particular case (BWF. L) an attempt was made 
to detect significant differences between the corpuscles of 
the patient and those of his donor. Cell suspensions in 
glucose-saline were made from both patient (during 
lysis) and donor and diluted down to a standard 500,000 
perc.mm. ‘Tissue in the form of gland and muscle was 
obtained at operation’from a patient of homologous 
blood-group, and human tissue (mixed gland and muscle) 
+ red-cell suspension systems were set up as described 
above. In each case, in addition, a series of dilutions of 
both donor’s and patient’s sera were added to the tissue 
+ red-cell systems. Unfortunately, some tubes became 
infected and the results had to be discarded, but in the 
tubes remaining sterile the results (table tv) indicated 
no appreciable differences between the cells of the patient 
and donor. 

A short clinical summary of this case is appended to 
this report. 

DISCUSSION 


It has been shown that human tissues and sera behave 
in vitro in the same manner as monkey and guineapig 
tissues and sera :— 


(1) Slices of human tissue (lung, spleen, liver) ‘will iys0 
saline suspensions of washed human red cells—i.e,, human 
ues contain a lytie agent. 
“~~ 2) Human serum over a range of dilutions will inhibit this 
lytic reaction—i.e., human serum contains an inhibitory 
factor. 


Further, it has been demonstrated that the inhibitory 
pro: ies of human serum yary d the course of 
blackwater fever, being asin Page| reduced during the actual 


hemolytic crisis. 
that at least one of the factors 


ing inhibitor, with the result that in black- 
water fever the  eaenee between the tissue lytic agent and 
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the inhibitory factor is | in the direction. of lysis. 
This amounts to in blackwater fever there 
exists no abnormal | + tales the tpete io chap © 
manifestation of excessive uninhibited activity of a normal 
l process. 
vim ultimate factors which determine the reduction 
in inhibitory action of the serum must stilt be sought. 
DE eee: eee eee 
tissues or circulating blood, or the sudden access of 





large 
_ concentrations of quinine (as has often been observed 


clinically in the cm Africa Command), or, again, the 
effects of ane te rag og exercise, may be important 
means of red: the inhibitory control of the tissue 
_ agent emai m our former work we consider to be 

thus precipitating hemolytic crises. 
On the other ely it may be that the failure of the 
inhibitor activity of the sera from blackwater fever cases 
is not so much the quantitative loss of inhibitor as the 
presence of some factor which itself inhibits the inhibitor, 
such as certain blood pigments or their degradation 

products—e.g., bile in the late stages of the disease. 

So far we have observed no such effect from circulatory 
blood pi nts: samples of sera withdrawn from the 
— uring active lysis have not been found to lyse 

nsiors of guineapig cells beyond the normal range 
utious. (See text). 

No solution has yet been found as to whether one or, 
both of these mechanisms comes into play in inducing the 
acute hemolytic crises of bhasiionitien foviz, but it is is felt 
that the use of the tissue + red-cell suspension indicator 
system, deseribed above and elsewhere, provides a new 
means of tackling these problems. 

If, as is , hemolysis depends on the balance 
of the two cp forces—a species-specific lytic agent 
widely distributed in the tissues and a non-specific 
inhibitory factor present in beth tissue and serum— 

increased hemolysis might conceivably occur either as 
the result of (a) excess of the lytic or (b) reduction 
in quantity or effect of the ibitory facter. The 

second condition has been shown to occur in blackwater 
femme 

The relation of the lytic agent- inhibitor balance to 
other forms of lytic anemia must be determined by 
future experiment, but in such conditions as march 
hemoglobinuria and the Marchiafava-Micheli syndrome, 
in which the Donath-Landsteiner reaction is negative, 
it may well be that there is some similar imbalance. 
It is also possible that the acute hemolytic effects of 
certain chemical substances, such as arseniuretted hydro- 
gen, may be due to an interference with either the 
production or action of the sertim inhibitor. 

In an African suffering from an acute hemolytic crisis 
due to sickling of the red cells, associated with hzmo- 
globinuria, the serum when titred out showed no reduc- 
tion in inhibitory factor. Sickling in this patient could 
be demonstrated both in vitro and in vivo. This form 
of lysis is aj a due to the rapid destruction of 
abnormal cells which in a person with the sickling 
trait can be caused by a reduction in oxygen tension. 


SUMMARY 


1. Human tissues have been shown to lyse saline 
suspensions of washed red cells. 

2. Human sera have been found to inhibit this lysis. 

3. The activity of the inhibitory factor in sera from 
cases of blackwater fever has been titred out and found 


to be reduced during hemo: ry; crises. 
4. An explanation of increased hemolysis in 
blackwater fever is woe nag the reduction 


in the activity of the inhibitory factor has disturbed the 
balance of lytic agent and inhibitor to the lytic side. 


APPENDIX 
The following are clinical notes of the case of black- 


= fever (B 


1. L., aged 45, had served:in West Africa for 10 months. 
previous war he contracted malaria in Iraq in 1917, 

and for the next two oat ape while in India and the United 
had periodic attacks, usually self-treated with 

quinine. After 1919 he had no further malaria. For the 
alfiough So hich seagate choos every south he tome 
although he lost ht: then about every month he began 
to have attacks of vomiting with fever. These bouts 
he treated himself with quinine grains 10-15 daily. He had 






only one attack of microscopically diagnosed malignant 
tertian malaria, in September, 1942, when in hospital with a 
broken ankle. The patient was alcoholic (4-5 large bottles of 
beer a day and/or 4—5 whiskies) and & heavy smoker with a 
chronic bronchitic cough. 

On Dee. 13, 1942, he had an attack of fever, nausea and 
vomiting self-treated with quinine. On the 26th he was 
feverish all day and out of sorts; self-treated with quinine 
and attributed to the Christmas festivities. Next day he 
woke at 02,00 hours very cold and shivering: at 09.00 hrs. 
he vomited greenish bile and stated that he had headache 
and in the k loins, more ly in the left kidney region 
and in the left groin. At 13.00 hrs., he states, he passed port- 
wine-coloured urine ; but he did not report sick till 15.30 hrs. 
after again passing similar urine, acid in reaction and with 
albumin, hemoglobin and granular casts and debris. He 

was given alkalis, and forced fluids by mouth. 

At 17.50 hrs. blood-pressure was 126/85, hemoglobin 65%, 
red cells 3,100,000 per c.mm. (Blood taken for examination 
of of inhibitory factor: table m1 (b), serum BWF. Ll.) No 

ee seen. By 19.00 hrs. the urine was alkaline 
and yel in eolour with no hemoglobin demonstrable 
spectroscopically (1395 c.cm. till midnight). On Dec. 28 he 
complained of pain in the splenic region and back with cough 
and much frothy sputum: at 10.30 hrs. BP 115/85, hemo- 
globin 67%. (Blood taken for examination of inhibitory 
factor: table ur (6), serum BWF. L2.) Urine continued 
clear all day with an alkaline reaction and no albumin or 
hemoglobin till 21.15 hrs. when a further hemolysis took 
place, and 10 oz. of urine of a dark port-wine colour, neutral 
in reaction, was BP 96/55, hemoglobin 45%, red 
eells 2,100,000 per c.mm. At 23.55 hrs. hwemoglobin. “45%, 
red cells 2,000,000 per c.mm. (Blood taken for examination 
of inhibitory factor: table mt (6), serum BWF. L 3.) Total 
volume of urine in 24 hrs., 78 oz. ; vomit 10 oz. 

On Dec. 29 the urine was alkaline; it gradually became 
lighter during the day but contained albumin and hemo- 
globin : total output, urine 24 oz., vomit 36 0z. At 05.30 hrs. 
BP 105/60, hemoglobin 40%, red cells 1,800,000 per c.mm. ; 
at 09.00 hrs., hemoglobin 35%, red cells 1,400,000 per c.mm. 
A blood-transfusion was begun at 12.00 hrs. and was followed 
45 min. later by a rigor (T. 106° F., pulse 128, respirations 30). 
The transfusion was persisted in, at the rate of 3-4 drops a 
minute for 24 hrs., by which time 426 c.cm. of group O (IV) 
homologous blood had been given without further incident. 
At 17.30 hrs., hemoglobin 35%; at 23.55 hrs., hemoglobin 
32%. Blcod-urea 63 mg. per 100 ¢.cm. 

On Dee. 30 the urine’at 05.30-hrs. was light straw-coloured, 
alkaline and without albumin or hemoglobin. Total urine 
output for 24 hrs., 57 oz.; vomit 4 oz. At 07.45 hrs, BP 
106/40, hemoglobin 32%, red cells 1,600,000 per c.mm. At 
11.00 hrs, the temperature rose to 103° F.; very pale, jaun- 
diced and sweating. Cheyne-Stokes breathing with dilated 
heart and intense pulsation over the precordial and hypo- 
gastric areas, and of the veins in the neck ; very restless and 
only partially conscious. Oxygen given. Hemoglobin 

359,, red cells 1,800,000 perc.mm. At 14.00 hrs, T. 105° F 
very marked Cheyne-Stokes breathing; cyanosed. During 
the afternoon the general condition improved and the tempera- 
ture fell. On Dec. 31 the urine continued free from albumin 
and hemoglobin; hemoglobin 35%, red cells 1,600,000 
per ¢.mm, 

Thereafter, the patient’s condition slowly improved but 
the hemoglobin percentage remained from 30 to 32 till 
Jan. 5, when after 48 hrs, on iron and ‘ Nechepatex’ it rose to 
40. - Further progress was uneventful. 

The case was thus a typical instance of blackwater 
fever with two pemnoly He crises, ening, in recovery. 


TRAINING ataien For WaR-TIME NURSERIES. s—The National 
Society of Children’s Nurseries, with the Royal College 
of Nursing and the Association of Sick Children’s Hospital 
Nurses, is holding a fortnight’s course next July for 
nurses eligible for positions as matrons and sisters in 
war-time nurseries. The course is given under the auspices 
of the Ministry of Health. The course begins on Monday, 
July 14, and is to be held at the Royal College of Nursing, 
la, Henrietta Place, W.1. It will be free to nurses on the 
general and sick children’s state registers, who undertake to 
work in these nurseries, and registered fever nurses can also 
be accepted if they are unable to take employment in in- 
fectious-diseases hospitals. Applications should be sent to 
the director of the education departmerit of the college. 
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IMMEDIATE DEATH AFTER USE OF 
INTRAVENOUS MERCURIAL DIURETICS 
KENNETH M. A. PERRY 
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Horace Evans 
MD LonD, FRCP 
PHYSICIAN TO THE LONDON 

HOSPITAL 


SincE Saxl and Heilig (1920) introduced ‘ Novasurol . 
for the treatment of cardiac ma, mer diuretics 
have been widely used, and there have been remarkably 
few toxic manifestations. Ulceration at the site ot 
Fm ve 2 through lack of care in getting the- diuretic 
into the vein has been the most common complication. 
Of other toxic effects encountered with these drugs, a 
syndrome characterised. by muscle pains. somnolence, 
delirium and occasionally coma has n described by 
Poll and Stern (1937). They ascribed this to chloride 
depletion from increase in chlorides excreted in the 
urine, and it may be produced in the same way by any 
other potent diuretic. Tetany and attacks of. epilepsy 
have also been attributed to this cause. Miller and 
Smith (1931) showed that cedema fluid in digitalised 
~cats-contained appreciable amounts of digitalis; and 

~ De Graff and Nadler (1942) maintain that symptoms of 
. digitalis toxicity may develop when, cedema is lost in 
digitalised patients. Care should therefore be used in 
giving these diuretics to patientsreceiving digitalis, though 
the risk seems small except possibly when massive doses 
are being given. Various reactions such as fever, rashes, 
tremor, tinglings in the arm, stomatitis, nausea, vomiting, 
diarrhea and colitis; thoracic constriction, swelling of 
lips and even anuria have been reported; Fox, Gold and 
Leon (1942) reported a patient who showed such reactions 
to ‘ Novurit’ but not to mersalyl. Another reaction is 
the precipitation of an attack of acute gout. De Graff 


and Nadler (1942) give a full review of the published “ 


work on these reactions. 

Much the most important but fortunately a “~ 
reaction to mercurial diuretics is immediate death, 
sudden that the patient is sometimes dead before + wht 
is time to remove the needle from the vein. The first 
of these was reported by Wolf and Bongiorno (1931) in 
a child aged’ 4 years with nephritis type 2, (Ellis 1942), 
who died Comadioteie after the fifth injection of k c.em. of 
salyrgan. Sundaram (1934) reported the case of a boy of 
10 years with rheumatic heart disease who complained 
of sudden pain in the chest and died after hfs first injection 

of 0°5.c.cm. salyrganin 10 c.cm. of saline. Cadbury (1936) 
reported a woman aged 21 with nephritis who died within 
5 minutes of her third injection of 2 c.cm. salyrgan, and 
a boy aged 5 years, also with nephritis, who died 10 
minutes after an injection of 0°6 c.cm. salyrgan. Sudden 
death after the use of ‘ Neptal’ intravenously was 
reported by Greenwald and Jacobson (1937); two children 
aged 2 and 3\years, both with nephritis type 2, died 
immediately after their third injection of the drug. 
Tyson (1941) was responsible for bringing this com- 
plication to the fore at the present time. She reported 
two cases, both with a type 2 nephritis, one in a child 
aged 3 years and the other in a man of 27. The first 
was after a second injection of 2 c.cm. ‘ Mercupurin’ ; 
the second after a third injection of ‘ Esidrone.’ Since 
Tyson’s report, seven more fatal cases have been added, 
four by Brown and his colleagues (1942) after mercupurin ; 
these were in a man of 68 with angina, a woman of 48 
— syphilitic aortitis and two women of 60 and 52 with 

nsion. The last patient had attacks of orthopnea 
rt! times in 19 consecutive injections. Barker, Tees 
and Thomas (1942) reported the deaths of a man aged 5 
with coronary sclerosis and tabes and of a woman 
aged 64 with hypertension who had already had 200 
injections; these both received salyrgan. They also 
reported the case of a woman aged 48 with nephritis 
t 2 who died after mercupurin. 
se amount to fifteen sudden deaths after the intra- 
venous injection of mercurial diuretics published since 
1931. There are other reported cases in which the drug 
was used in seriously ill patients, but these seem to 
confuse the picture and have therefore been omitted. 

The following six cases of immediate death “gts 
intravenous mercurial diuretics have occurred in hos- 
pitals now in sector 2 of the London region since 


October, 1936, representing about 1000 coonpind beds. 
We have not included a case in which a recen coronary 
thrombosis was found at autopsy. 


CASE-RECORDS 

CasE 1.—Male; age 15 years; hairdresser ; admitted 
Sept. 3, 1936. : nephritis type 2. Scarlet fever as 
a child ; no history of other sore throat. Day before admis. 
sion felt ill, vomited and refused food. On adinission, no 
headache or sore throat ; pale puffy face; cedema of feet and 
ankles, very slight iio of lumbar pads ; tongue moist ; * 
tonsils large but not inflamed ; apex beat 4 in. outside mid- 
clavicular line; BP 135/80 mm. Hg; chest, abdomen and 
CNS clear, Urine : acid; sp. gr. 1025; albumin 7/8 vol. ; 
occasional red cells and epithelial cells-; staphylococci and 
streptococci. Blood: red cells 5,100,000 per c.mm.; Hb. 
94% (photo-electric cell) ; white cetis 4800 per c.mm. (poly- 
morphs 52%, lymphocytes 40%, large hyalines 7%). Plasma 
chlorides 0-46%. Plasma proteins 425%. Blood-urea 0:037%. 


Renal efficiency tests 
Standard 


PSP i clearance 
50e.cm. 71% és , ‘3 81 
60 ¢.cm, 18% J . is 87 


During 5 weeks’ stay in hospital, in the first week of which 
he was treated with diet confined to one pint of orange 
juice daily, his blood-pressure remained about 130/80 mm. Hg 
and urine still contained 7/8 volume of albumen ; his blood- 
urea rose to 0-051%. He was treated for boils on the arm 
with 0-2, 0-4 and 0-5 c.cm. of. 1/10 staphylocoecal toxoid. 
His cedema increased. He gained weight from 9 st. to 10 st. 
10 Ib.. He was given an intravenous injection of 2 ¢.cm. 
salyrgan on Oct. 14 after ammon, chlor. gr. 30 t.d.s; on the 
13th. The response was poor (26 oz.), so on Oct. 18 he was 
given intravenously 4 c.cm. salyrgan undiluted. During this 
injection he collapsed and died. There was no autopsy. 


CasE Hien. orn Bh age 51; admitted Sept. 3, 1937. 
Diagnosis nephritis type 2. Three weeks 
before pron oe first aaeed painful swelling of ankles, 
worse on standing; felt cold; vomited after meals; getting 
paler and skin getting drier and cracking. Day before 
admission noticed swelling of hands. On admission, fat, pale, 
flabby woman, mentally sluggish, with scanty "dry air, 
deficient eyebrows, dry skin, p face ;.. teeth carious ; 
throat clear; gross-cedema of legs and feet ; heart, no abnor- 
mality ; BP 145/110 mm. Hg ; chest, many rhonchi scattered 
throughout, Urine: sp. gr. 1011; ‘albumin # vol. ; leuco- 
cytes and epithelial cells ; sterile. Blood : red cells 3,900,000 
per c.mm.; Hb. 82% (photo-elec ric cell); white cells 8000 
per c.mm. (polymorphs 64%, lymphocytes 255%). Basal 
metabolic rate 77% normal. Plasma protein 43%. Blood 
cholesterol 1-20%. WR negative... Urine output 20-30 oz. 
daily. Blood-urea 0-045%. 


Renal efficiency tests 


Urea 
PSP secretion 
25 c.cm. 16-6% 18 
20°c.cm. 10% 2-1 


She was treated with thyroid gr. 1 t.ds. and her fluids 
were restricted to one pint of orange juice daily for the first 
week, In view of the persistence of severe edema, 10 days * 
after admission she was started on salyrgan 2 c.cm. intra- 
venously twice a week with ammon.*chlor. gr., 30 t.d.s. the 
day before. The salyrgan was not diluted, "The response 
was moderately good (45, 50, 66 oz.). Two minutes after the 
fourth injection, on Oct. 29, she called for water, retched, 
ope and died. 

Autopsy : nephritis acris in intermediate stage. Pituitary 
insufficiency. 
Diagnosis : 


Cass 3.—Male; age 51; 
rheumatic carditis; heaft 

First_admitted Jan. 21, 1941, with 13 months’ history of 
shortness of breath on exertion and swelling of ankles and face ; 
occasional cough and attacks of giddiness ; no past history of 
rheumatic fever. admission, slightly cyanosed and 
dyspneic; pitting edema of ankles ; 2 76 per min., 
regular ; "apex-beat 1 in. outside nipp 
diastolic murmur in mitral area; BP 140/100 mm. Hg; 
chest, scattered rhonchi, crepitations at right base ; liver 

2 in. below right costal margin ; no ascites; CNS 

normal, Urine: sp. gr. 1024; no albumin. 


Volume 


Volume 


chronic 


plate-layer. 
“failure 





, 
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_Troated by rest in bed for 7 wooks Fluid intake restricted 
i. pote daily. (idema rapidly subsided and-dyspnea 
reli 

Second admission on May 10, 1941. Worked for 3 weeks 
after discharge. Then shortness of breath returned with 
swelling of feet and abdomen, and had to take to his bed. 
Since this time has been in bed. On admission, cyanosed and 
dyspnesic : gross cedema of legs and back ; enlargement of 
neck veins; pulse 96 per min., regular ; apex-beat in 6th 
space, just outside nipple line; triple rhythm ot 
BP 125/85 mm, Hg; respirations 26 per min. coon, 
scattered rlonchi, crepitations at both bases ; " obvious 
ascites; liver —— to umbilicus. Urine: sp. gr. 1024; 
trace of albumin. Wassermann and Kahn reactions negative. 
Blood-urea 0-033%. ox = red cells 4,300,000 per c.mm. ; 
Hb, 62% (Haldane) ; te cells 18,000. per c.mm. (poly- 
morphs 78%). 

‘ter a week in hospital there was no reduction in cedema. 
Mersalyl, 2 c.em, diluted to 10 c.cm. with normal saline was 
then given intravenously twice weekly with excellent response 
and no reactions; diuresis 4-74 pints. Each injection was 
preceded by ammon. chlor. gr. 30 2-hours earlier. During the 
sixth injection on June 22, the patient complained of pain in 
his arm and. seemed alarmed soon after the injection started. 
After 5 e.em. ef the diluted solution had been injected he 
complained of severe pain in the chest and became very 
distressed, The injection was stopped, but the patient 
collapsed and died 5 minutes later. 

Autopsy (June 23).—Slight general wasting. ee 
post-mortem dec ition of all tissues. Pericardial effusi 

2 oz.) ; milk spot (6x1 cm.) on anterior surface right ao 
triele ; dilatation (17 cm. circum.) of left ventricle and about 
19 em. circum. of right ; slight fibrous thickening of cusps of 
mitral valve with fusion producing stenosis down to a slit 
3 em. long; hypertrophy (0:7 cm. thick) of right ventricle. 
‘ibrous adhesions obliterating pleural cavities; odema, con- 
gestion and acid digestion of bulky emphysematous lungs. 
Reticular congestion.of liver. Cidema and congestion of 
spleen and kidneys. Two splenunculi (1-3 cm. diam.) in 
hilum of spleen. No material was taken for section because 
post-mortem decomposition would have obliterated any finer 
cellular changes, 


Casz 4.—Housewife, age 47; admitted Feb. 15, 1941. 
Diagnosis : nephritis 2. In August, 1939, had hypopyon 
ulcer of left eye treated by iridectomy at Guy’s Hospital. A 
month later eye irritable and treated by diathermy and 
atropine at Moorfields Hospital; eye then excised for sym- 
pathetic ophthalmia. Keratitis continued in right eye in spite 

of NAB injections. For 3 weeks before present admission 
felt griping pain round the trunk relieved by vomiting, and 
for 2 weeks had noticed puffy face and swelling of feet, legs 
and hands. Oliguria to 10 oz. a day. . No visible hematuria. 

No sore throats. On admission, moderately nourished; left 

zlags eye; considerable pitting ‘edema of lumbar pads and 
shins ; no anemia ; apex beat in midclavicular line ; BP 100/80 
mm. Hg, Chest, ,_crepitations at both bases. Considerable 
ascites, Urine: sp. gr. 1030; albumin 1/3 vol.; many 
leucocytes, red cells and hyaline and granular casts. Blood- 
urea 0°067%. Plasma proteins 6-7%. 

Her fluids were restricted to one pint daily. On alternate 
days she was given 1 c.cm. of salyrgan diluted with an equal 
amount of saline. She had three injections. The response 
to the first two was poor (22, 24 oz.). During the third 
injection, on Feb. 25, she vomited, collapsed and died. There 
was no autopsy. 


Case 5.—Male; age 57; a presser by trade; admitted 
Aug. 20, 1941. "Diagnosis : arteriosclerosis; old cardiac 
infaretion ; congestive heart-failure. In September, 1939, 
was an inpatient with a coronary thrombosis. Since then had 
cates outpatients with odema of legs, urine showing 

uantities of albumin; cardiac enlargement ; blood- 
pent ne Had been treated with weekly injections of 
— 2 c.cm, intravenously, and once had a reaction with 


gross p 
tongue moist ; chest clear; heart sounds distant with gallop 
thythm at apex; BP 100/75 mm. Hg; a 
finger-breadths below costal margin; gross ascites 
sp. gr. 1005; trace of albumin. Hb. 98%, (Sahli). Plasma 
5%. Blood-urea 0-045%. 
On Sept. 8 he was given 250 c.cm. of double strength serum 
inttavengualy. xy en. ateniph to taiee, lida pleema proteins, but 


Urine : 


after it was 20 oz. 


with little result. He was tonnted ‘with 2 c.cm, injections of. 
ny ge intravenously twice weekly, with ammon. chlor. gr. 30 
8, the day before. The result was good, output being up 
te 90 oz. daily, On Sept. 17 he was to go home next day 
and was given his.last intravenous injection of neptal. Two 
minutes later he became short of breath, sat up, took some 
deep inspirations: and fell back with masseters in spasm™and 
pulse imperceptible. In 30 seconds he was dead. 
Autopsy.—Fibrosis from old infarction of myocardium of 
left and right ventricles. Old organised thrombosis - in 
coronary arteries stenosed by atheroma. Ischemic fibrosis of 
kidneys. No evidence of any recent infarct. 


Casn 6.—Male; age 7 years; admitted Dec. 31, 1941. 
Diagnosis: nephritis type 2. For 6 months his mother had 
noticed he was getting fat, first round eyes and later round 
his ankles and abdomen. Seemed to pass plenty of urine 
which was not blood-stained. Was admitted to hospital in 
the country with middle-ear infections and treated with large 
quantities of fluid. His abdomen was tapped on two occa- 
sions. On admission, he was very pale, with gross pitting 
cedema of legs and lumbar pads; very puffy face; small 
discrete glands in axilla ; tongue dry. Chest, impaired per- 
cussion note and diminished breath sounds at both bases. 
Heart clear. BP 120/80 mm, Hg. Gross ascites with pitting 
edema of abdominal wall and very cdematous scrotum. 
Urine : sp. gr. 1032; 2/3 vol. of albumin. Red cells 3,800,000 
per c.mm.; Hb. 67% (Newcomer); white cells 10,927 per 
e.mm. Blood-urea 0-032% ; non-protein nitrogen 0:044% 
Plasma proteins 3-5% (albumin 2-34%, globulin 1-13%). 

He was treated on fluids restricted to one pint daily and a 
salt-free high-protein diet. His urinary output varied between 
15 and 20 oz. daily. On Sept. 7 he received an intravenous 
injection of 1 c.cm. of neptal diluted to 2 c.cm. with normal 
saline, following ammon, chlor. gr. 15 t.d.s, the day before, 
There was no reaction to this injection; the urinary output 
On Jan. 9, 1943; he had a second intra- 
venous injection of 2 c.cm. of neptal diluted to 2 c.cm. with 
normal saline, During the injection he complained of severe 
pains in the head and abdomen. He made feeble crying 
noises, lost consciousness and died, 

Autopsy.—Slightly wasted boy. Considerable cedema of 
lower limbs, scrotum, penis, Drie half of trunk and sides of 
upper half of trunk. Kidneys ggawrmegse Ses eaeere (370 g.), 
capsules stripping easily from pale subca surfaces 
showing fine-meshed reticulum of congestion ; omits deep- 
— (0-7 cm. deep) with indistinct pattern ‘and nurherous 

vessels in pale ~white background; no visible 
lipoid or hemorrhage. No hypertrophy of left ventricle. 
Slight cedema and congestion of lungs. Congestion of liver 
affecting whole of lobule except yellow periphery. Congestion 
of spleen and mucosa of stomach. Mucus in right middle 
ear. Pericardial effusion (2 oz.), pleural effusions (2 pints 
each) and ascites (4 pints). 

Microscopical Findings.—(1) Kidneys: nephritis mitis. 
Most glomeruli normal; several show slight proliferative 
glomerulitis, two show focal proliferation of epithelial cells 
without ciescent formation and two show periglomeruler 
fibrosis. Albuminous degeneration of tubular epithelium, a 
few showing slightly enlarged nuclei or proliferation of cells ; 
small foci of moderate tubular atrophy associated with 
infiltration with lymphocytes and a few. plasma cells and very 
slight proliferation of fibroblasts; calcification of many 
scattered tubules ; congestion. (2) Kidney (frozen section) : 
scanty amount of id in small granules in epithelial cells 
in ;nany tubules, in intertubular tissue and focally in a very 
few glomeruli. (3) Liver: albuminous and dropsical de- 
generation” of hepatic cells. (4) Myocardium: normal. 
(5) Spleen : congestion. 


DISCUSSION 


The cause of these deaths remains obscure. The 
Lancet; in an. annotation (1942, ii, 651), attributes them 
to four possible causes: (1) unsuitable cases (e.g. 
patients with renal disease); (2) continued, use of the 
drugs when they have already produced toxic effects ; 
(3) éxcessive doses, for example 4 c.cm. intravenously ; 
(4), use of the drugs in patients likely to die at any 
moment, so that there is no evidence that death was 
due to the diuretic. Only case 1 in the present series 
received a dose as large as 4 c.cm., but in case 6 the 
ehild of 7 years received 1 c.cm,. on one day and another 
2 c.cm. two days later, which may have been on the 

side. Cause 4 has been ensinded from the cases 
reviewed in this paper. 





578 


THE cawaue] 


SURGEON CMDR, UNGLEY: VITAMIN-C INTAKES IN A SMALL SHIP 


fants” 8, — 





The -—- cedema which often persists in patients with 
type 2 ee may be relieved by t mercurial 
diuretics, and there is no evidence that their repeated 
use has any ee ee ae ee Many of 
these palionte instead of staying in bed in 
state are enabled to remain comfortable, a and se 

tically cedema free, po ee means of a wee 


the pli should be lent be limited to this type of nephvitie 
and even here is contra-indicated if there is no good 
diuretic response or if renal failure is present. The 
occurrence of a few unfortunate reactions is not an 
indication to Yee the drug but rather to use care in 


administering it. 

Tysen (1941) was of the opinion that the injections 
were too ane to bring about t “* speed-shock ”’ 
described by Hyman and Hirschfeld (1931), but, Hyman 
(1942) thinks the occurrences are entirely in keeping 

with that condition and went expect the blood to be 
non-coagulable at autopsy. Tyson suggested that the 
reaction was in the nature e an as apaaieetn reaction, 
and drew attention to the fact’ that patients with 

nephritis and greatl ly lowered plasma proteins were most 
: lia to be affecte 

Salant and Kleitman (1922) showed that ventricular 
fibrillation might follow the use of inorganic mercurial 
salts and mercurochrome. Chastain and Mackie (1940) 
demonstrated that it was possible to kill normal dogs 
with seven times the maximum human therapeutic dose 
of the mercurial diuretics, and such dogs showed mene 
in the T wave, the QRS complex and finally ventri 
fibrillation. Barker, Limdberg and Thomas (1942) also 
showed that in dogs ‘mercurial diuretics produced depres- 
sion of the T wave, runs of' extrasystoles, ventricular 
tachycardia and ventricular fibrillation. De Graff and 


Lehman (1942) expressed the view that death was, 


caused by the action of these drugs on the heart; an 
early manifestation is a change in ventricular conduction 
while the terminal effect is either ventricular fibrillation 
or respiratory failure secondary to the cardiac action. 
There is no evidence that these deaths are more likely 
to occur when drugs such as ammonium chloride, pheno- 
barbitone or digitalis are given at the same time ; nor 
that they are less likely if the drug is greatly diluted or 
injected extremely slowly. In case 2 the patient was 
having thyroid gr. 1 t.d.s., but there is nothing to show 
boa Me this, or her myxcedema, was connected with her 
ea 


Four out of the six cases maperton here, and eight out 


of the fifteen published elsewhere, occurred in patients 
with nephritis type 2. Since there’ are many more 
patients with heart disease receiving nam with 
mercurial diuretics than with nephritis it seems possible 
that this preponderance of immediate death in the 
nephritis group is significant. It may be Bissincnae Be with 
lowered proteins or a disturbed albumin: globulin 
ratio of these mts. ” 

None of the patients in this series died after the first 
injection, which makes acquired sensitivity a probable 
cause of the phenomenon. It is possible that these 
drugs function as haptens conjugated with a colloidal 

protein carrier. This may take place more easily in 
pores with a lowered plasma protein. In one of the 
cardiac patients in this series the plasma proteins were 
low, and he had received a transfusion of 250 c.cm. of 
double strength serum; the other cardiac t did 
not have the plasma proteins estimated ; af the 
four Beagrie aa —— ee of less than 4°5%. A 

Many thousa: patients a year receive grea 
benefit from treatment with mercurial diuretics, and 
yee, ome the present. series, it is only possible to 

1 published cases of immediate death following 
their use in a period of eleven years. These cases are 
therefore clearly not an indication for discontin we ees Ea 
use of these drugs. It may however be advisab! 
restrict their use in nephritis, and possibly also in cardiac 


oa with a low plasma = or ay sp to the intramuscular 
rou’ 4 


SUMMARY 
Six deaths immediately following the intravenous 
injection of mercurial diuretics are reported from the 
hospitals of a London sector in a period of 6 years. 
Four cases had nephritis type 2 and two heart disease. 


. ately the amount of food eaten; and we 
vitamin. 


In 11 years fifteen such deaths have been repo aie ihe 
where : ight in patients with nephritis peticg seven with 

disease. 

The cause is obscure. 
sensitivity. 

Thousands of patients each year derive great benefit 
from mercurial diuretics; these deaths are not an 
indication to discontinue their use. It may be advisable 
to give them necag erereeeigd to patients with a low 
plasma — 


It may be an acquired 
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VITAMIN-C INTAKES IN A SMALL SHIP 


Cc. C. UNGLEY, MD puRH, FRCP 
SURGEON COMMANDER RNVR 


(From a Royal Naval Auxiliary Hospital ) 


IN a p?evious investigation + efforts were made to 
assess the vitamin-C intake of patients with sore and 
bleeding gums before their symptoms began. Estimates 
were based on two uncertain quantities. From dietary 
histories, even with the help of food models and in- 
vestigation of victualling, we could gauge only approxim- 
did: not know 
how much the -C content of these foods varied 
from published values or from the results of isolated 

The present study aimed at obtaining more 
accurate information as te vitamin-C intake in small 
ships. For this purpose we weighed the foods actually 
consumed, and measured their vitamin-C content. 

The ship chosen was a trawler-minesweeper with a 
Paine Sen 7 of 21. Food for the whole ship’s company 
was cooked in the one galley at the same time, half bei 
sent forward to the seamen’s mess-deck and the other 
haif divided among 2 officers, 4 petty officers and 4 
stokers. The 11 seamen were wrakgge a as subjects for 
detailed investigation, and weighing, &c. was carried . 
out in their mess. 


Barker, M. H., Lind 
med. A "119, Hg 


 Pediad. 11, 540. 
1444. 





METHODS 


Using an individual method (McCance, R. A. 1941, per- 
sonal communication) food consumption was measured on 
half the days of a fortnight beginning Nov. 24, 1941. As it 
proved impossible to weigh food accurately while the ship 
was pitching, most of the meals were those eaten in 
port. Spring balances to weigh 2 Ib. by } oz., as used by 
McCance, were employed. Weights were checked and 
recorded by a sick-berth attendant trained for the job. At 
dinner, for example, each rating took his own plate numbered 
and weighed beforehand and made hot, and served himself 
first to meat, then to potatoes and then to other vegetables 
in turn, returning the plate to the balance after each fresh 
addition. ‘For second helpings the plate and its residues 
were weighed, and reweighed with each addition. Finally, 


by the coxswain and checked by-us at the 
NAAFI and victualling store.. The coxswain also recorded 
foods supplied to the seamen’s mess-deck from the ship’s 


1. Ungley, OC. 0. and Horton, J. 8. F. Lancet, 1943, i, 397. 
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stores. In the » observations were made as to the 
methods of and the amounts of food cooked. 
During the samples were taken of foods likely to 
peer ay Aliquots were placed in tared bottles 
conteiming frashi 10% metaphosphoric acid (or 
2 g. of the solid to whi 20 ml. distilled water could be added 
15 minutes before sampling) and transported to the laboratory 
packed in carbon dioxide snow. The material 
under 10% metaphosphorie acid, centrifuged and extracted 
again, The supernatant fluids were mixed and tented 
against standardised solutions of 2:6 dichl h 
phenol (Mapson, L. W. 1941, personal communication). 
Feeding and cooking arrangements, apart from the weigh- 
ing and sam » were unaltered and we re: from 
suggestions which might have led the men to alter their 
selection of foods. 





RESULTS 

At sea the men drank tea or coffee between four-hour 
watches, but meals were sometimes hurried and irregular, 
especially in bad weather. During the period of 
investigation sea trips were few and short, mest meals 
being eaten in port. Meal times were: breakfast 
7.30-8 am ; coffee 10.30 am; dinner 12 noon to 1 PM; 
tea 4 PM; supper (‘‘ high tea’’) 5-6 Pm. 

At breakfast canned tomatoes, served three times and 
in half quantities once during the fortnight, were the 
chief source of vitamin C. Consumed by 8 men, the 
average helping provided 11:4 mg. of ascorbic acid. 
An average helping of canned beans in tomato sauce 
provided only 1-2 mg. A man refusing neither beans 
nor tomatoes would have derived from 14 breakfasts 
an average of 3. mg. daily. 

At dinner vegetables were the chief source of vitamin 
C. Aseorbic-acid values for boiled potatoes at dinner 
ranged from 1-6 to 7-4 mg., average 3-4 mg. per 100 g. 
Values for boiled potatoes at supper were 1-1 mg., 
i-6 mg. and 1:3 mg. Steamed potatoes contained 
8-6 mg. and 4-0 mg. = 100 g. Boiled potatoes fried for 
supper contained only a trace. 

The average helpi = of potatoes at dinner ranged, in 
different fnavidvenke, from 6-6 to 14-1 ounces. On two 
occasions one man ate more than 20 oz. at a meal, 


but the average for 94 helpings was 10 oz., providing 
on the average 12 mg. of ascorbic acid. The corres- 
ponding —— for helpings of potatoes at supper were : 


range 3 ‘8 oz., average for 41 helpings 6-7 oz:, which 
provided an average of 3-6 mg. on 8 out of 14 days. 
Dried peas, as served, contained negligible amounts of 
vitamin C. Cabbage was taken by out of the 11 
men at 3 meals in 2 weeks in cone varying soviding 3-8 
to 10-1 oz. The average helping was 6 oz. _ 

10-8 mg. of ascorbic acid. Sprouts were en oan 
only; the average helping was 2-5 oz., containing 
21-5 mg. Swedes, served once, provided 12-5 mg. in 
an average helping of 4-7 oz. Soup, served four times, 
showed values of 0-5 mg., 2-1 mg. and 2-6 mg. per 100 g. 
of liquid portion and sometimes rather higher values for 
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Fig, 2—~Average*daily,vitamin-C intake of || seamen, showing relative amounts 
of ascorbic acid derived from various foodstuffs. 

solid parts. The average helping was 11-7 oz. supplying 

5-7 mg. of ascorbic acid. Canned milk and jams con- 

tributed an average of not more than 1 mg. of ascorbic 

acid per day. 

During the first week of the survey when potatoes 
were the only fresh vegetables, the average daily intake 
of ascorbic acid was 16 mg. Im the second week the 
addition of greens, turnips, &c., and higher values 
obtained for potatoes (coinciding with the arrival of a 
more skilled cook and also with the starting of a fresh 
batch of potatoes), brought the average intake to more 
than 30 mg. a day (fig. 1). The total daily intake 
derived from the average of weighed breakfasts, dinners 
and suppers in the 11 men is given in fig. 2. To these 
totals must be added about 1-0 mg. per day for jam, 

e and condensed milk. Individual intakes 
ranged from. 17-2 to 30-5 with an average of 23°38 mg. 
Expressed per 10 st. body-weight the range was 15-1 to 
27-7 mg. Average 22-6 mg. (0-35 mg. per kg.). 

At the end of the survey, plasma ascorbic levels had 
been obtained from: 4 men before the ship left suddenly 
and the experiment terminated. Although these values 
were low (0-1, 0-1, 0-2, 0-4 mg. per 100 mil. of plasma), 
they provided no evidence of seurvy or subscurvy. 
There were no scorbutic skin or gingival changes, and 
no other symptoms or signs suggestive of nutritional 
deficiency. The gums, examined in consultation with 
Surgeon Commander (D) H. P. Buchanan, RNVR, were 
either normal or only slightly subnormal. There was 
no evidence that the men were any the worse in health 
for the rather low intake of ascorbic acid. 

SUMMARY 

As a sequel to an inquiry into the causation of sore 
and bleeding gums in Naval personnel, the present 
investigation sought to obtain accurate information 
as to vitamin-C intake in small ships. Foods eaten by 
11 seamen serving in gq trawler-mine-sweeper were 
weighed by an individual method and their vitamin-C 
content measured. 

The average daily intake of ascorbic acid was about 
16 mg. in the first week and increased to 30 mg. in the 
second week. The average daily intake per 10 st. 
body-weight varied from 15-1 to 27-7 mg., the average 
for 1I men being 22-6 mg. (0-35 mg. per kg.) 

The low intake in the first week was attributed 
chiefly to failure to obtain sufficient of the fresh veget- 
ables which were available in the district. 

Plasma ascorbic levels obtained at the end of the 
survey were low, but the ratings showed no clinical 
evidence of nutritional deficiency. The gums varied from 
normal to slightly subnormal and were never scorbutic. 

Acknowledgements are due to Surgeon Rear-Admirel 
H. E. R. Stephens, RN, for permission to carry out this 
work ; tomany others, including my Naval medical colleagues 
at the hospital, for help and advice ; to LSBA J. Cofield for 
laboratory assistance ; and to SBA 'E. Dartford for helping 
with the dietary survey and charting the results; to Dr. 
R. A. McCance, Department of Medicine, Cambridge, and to 
Dr. L. W. Mapson, Nutritional Laboratories, Cambridge, for 
instructing me in methods of individual dietary survey and 
methods of estimating ascorbic acid in foods. 
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ACRIDINE ANTISEPTICS 


FURTHER EXPERIMENTS ON THEIR 
LOCAL ACTION 
Dorotuy S. RvUssELL Murray A. FALCONER 
MA OXFD, MD tonb* MCHSz, FRCS / 
2 MAJOR RAMC 


(From the Nuffield Department of Surgery, Oxford) 

In view of the renewed interest in the acridine anti- 
septics (British Medical Journal 1943) we now record 
the x rg ros effects upon the rabbit’s brain of a new 
member the acridine group, 5-aminoacridine hydro- 
chloride. We also describe our observations of the 
effects of various acridine compounds in powder form. 


5-AMINOACRIDINE Hs tro Roeabery 


This compound was p Lyypent and tested by Albert, 
Rubbo, and Goldacre (1941) and by Rubbo, Albert, and 
Maxwell (1942) in the course of a systematic investigation 
into the antibacterial activities of the mono-aminoacri- 
dines. It is a potent bacteriostatic agent in high 
dilutions forming a pale yellow solution which does not 
stain fabrics. A 1:1000 solution -in isotonic saline, 
~ buffered to pH 6-2, was applied to the brain in four 
“yabbits using P the same technique as in our earlier study 
‘(Russell and Falconer 1941). In brief this involved the 
removal of a triangular area of the skull, about 2 x 1-5 
cm., over the cerebrum and the application for 10 
minutes of an excess of the solution on saturated pledgets 
of lintine, after reflection of the dura and scarification 
of_the exposed leptomeninges in three or four places. 
At the same time 0-1 c.cm. of the solution was injected 
into the cortex. The animals were killed. after 1, 2, 4, 
and 8 days respectively. 

For purposes of comparison, @ similar solution of 
2:7-diaminoacridine monohydrochloride was used in 
two additional rabbits. These were killed after 2 and 
4 days respectively. The six animals appeared healthy 
and active during the period of survival. 

acroscopic resulis.—Apart from trivial focal sub- 
dural and subarachnoid hemorrhage in one animal, the 
surfaces of the brain appeared normal in the ‘four 
animals treated with 5-aminoacridine. There was 
slightly more eee hemorrhage in the two rabbits 
treated with 2:7-diaminoacridine. On section the 
cortex appeared normal in all six animals. The site 
of injection was identified in three of these (two treated 
with the 5-compound and one with the 2: 7-compound) 
as a linear or pin-point hemorrhage. 

Microscopic results.—The appearances were similar 
in both groups. At early stages (1 to 2 days -after 
operation) there was slight diffuse heemorrhage and 

ymorphonuclear infiltration in the leptomeninges. 

e underlying cortex showed occasional small 
hemorrhages, probably corresponding to points of 
scarification. Both in the early and later stages the 
neurones of the superficial cortical laminz werefrequently 
shrunken and hyperchromatic. Fibreblastic prolifera- 
tion was in progress in the by the 4th day and 
was conspicuous at the 8th day. The site of puncture 
was identified in the cortex in all but one animal (that 
treated with the 2:7-compound and killed on the 4th 
day): there was a trivial amount of necrosis and hemor- 
rhage in the garg tissue on the Ist and 2nd days 
after operation ; we the 4th and 8th days this was 
occupied by a small group of active microglial cells 
and promientons capillaries. The surrounding tissues 
ae = normal 

ment.—In our earlier observations on the acridine 
antiseptic (1941) a curious di ity was noted in 
the logical effects in vivo of different members of 
the group. Acriflavine and. euflavine were uniformly 
damaging in a high degree, whereas aed ee and 2:7- 
diaminoacridine, on the contrary, appeared hardly more 
harmful than isotonic saline at pH 6-2. 2:7-diamino- 
acridine was perhaps rather more prone to excite hemor- 
rhage than was proflavine, but our experiments with this 
eompound were too few to permit a definite statement 
on this point. In the present experiments we have 
again formed the im ion that hemorrhage is more 
readily excited er ?7-diaminoacridine than by* pro- 


* Working for the Medical Research Council. 
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" flavine or 5-aminoacridine, but this i impression was based 
on ic rather than on on microscopic observations. 
The ical results with both compounds were 
highly satisfactory. We do not consider that they 
surpassed those previously obtained with proflavine ; 
but, within the limits imposed by our technique, it is not 
— to see how any improvement upon proflavine could 
Should other tests, such as those devised 

by ifold (1941), demonstrate the superiority of one 


or other of these compounds a reason would thereby 
be found for their clinical use in preference to proflavine. 


POWDERED ACRIDINE COMPOUNDS 


Mitchell and Buttle (1942) have reported good results 
in the treatment of infected gunshot wounds in various 
parts of the body by the instillation of powdered pro- 
flavine. They have also suggested that small doses 
(0-25 gramme or less) might effectively be used in pro- 
phylaxis. We have therefore made a few experiments 
with proflavine, 2:7-diaminoacridine, and 5: amino- 
acridine. : 

The technique was the same as that used for powdered 
sulphanilamide and sulphapyridine (Russell and Fal- 
coner 1940). Sufficient powder was sprinkled upon the 
exposed leptomeninges to form a thin layer. It was 
estimated that the amount used was from 0-02 to 0-05 g. 
(equivalent to 0-7 to 1-7 g. for man). The powder 
immediately formed a soft paste which flowed over the 
adjacent bone and muscle as it became diluted with the 
body fluids. Two animals were used for each of the 
three compounds; they were killed after 2 and 4 days 
respectively. In contrast to the animals treated with 
the solutions these rabbits did not thrive after operation ; 
they all appeared listless, displayed little interest in 
their food, and were irritable when In two 


- animals (one treated with proflavine and one with the 


2:7-compound) there were convulsive attacks on the 
“7 following ee ie 
acroscopic results.—The superficial appearances were 
similar in all. Beneath the scalp was a considerable 
effusion of blood-stained fluid mixed with clot which 
sometimes obscured the operative opening in the skull. 
There was diffuse hemolytic staining of the deep aspect 
of the and of all other soft tissues that had been in 
contact with the compound. The exposed area of brain 
was swollen and brown or reddish-brown. On section 
the subjacent cortex was soft and swollen, but showed 
no further where proflavine had been used ; 
with 2:7 diaminoacridine there was an uneven superficial 
zone of hemorrhage and with 5: aminoacridine brownish- 
red necrosis extended as a broad wedge throughout the 
exposed area of brain as far as the lateral ventricle. 

Microscopie resulis.—In all instances complete necrosis 
with vous degrees of hemorrhage and a 
infiltration prevailed wherever the tissues had bee 
exposed to these compounds. Thus muscle and oe 
as well as the brain and its me es were affected. 
With profiavine the necrosis of the brain was anzmic 
and ¢xtended as an uneven zone up.to 2 mm. deep 
throughout the operation area. With 2:7-diamino- 
acridine and 5-amin the necrosis was of a more 
hemorrhagic character. In the latter the necrosis 
extended to the wall of the ventricle—a depth of 6 mm. 
—and the choroid plexuses in both lateral ventricles 
— cedematous, their stroma being s ——— infiltrated 

ee leucocytes. ventricles con- 
a few red corpuseles, leucocytes, and cag tron 
in the muscle bordering the bony opening a 
necrosis was found in all six animals, but was limited 
to a spperficial zone about 2 mm. deep. ‘ 

Comment.—The local effect of each of the three 

powders used was so devastating to the tissues that no 
Pisther trials appeared nec It mi wor be thought, 
however, that a mixture of the aeaeenall with buffering 
salts, such as the ‘ Isoflayv ’ prepared by Boots 
a Dryg Co. for the eheanenaal of isotonic buffered 

could be used with greater impunity. 

We therefore repeated our experiments upon four 
rabbits using isoflav powder. On ne from the 
operation two of + animals appeared ill and the other 
two were somewhat torpid. When killed after 1, 2, 4, 
and 8 days respectively the macroscopic appearances 
at the site of operation were similar to those following 
the use of the pure powders. On section, hemorrhagic 
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necrosis descended as @ broad wedge to the wall of the 
— —. calguain Uhek hand on poaned. 
eye a wo ap 
ill after operation there was slight intraventricular 
hemorrhage. there was hemorrhagic necrosis 
of the musele bo! the decompression but, as before, 
it was to a cial zone about 2 mm. deep. 
It is clear therefore when. the solid is applied to 
the tissues the addition of buff salts to proflavine 
does diminish the noxious effects. And indeed the 
salts themselves, when applied alone in the proportions 
used for isoflav "powder, are as damaging as pure pro- 
flavine powder. We demonstrated this in two animals 
in which A+ used, in the same manner as before, a- 
mixture of alkaline sodium phosphate and sodium 
chloride in “eg oom with the a kindly provided 
by Boots Pure Drug Co. The results, macroscopically 
and ae gear “gb were indistinguishable from those 
obtained with isoflav; hemorrhage and _ necrosis 
extended through the cortex and white matter to the 
wall pf the lateral ventricle. 


DISCUSSION 
We do not propose to reiterate the advantages of 
be cory members of the acridine group in the 
ylactic treatment of wounds. They 
considered 1 in our.earlier Speet (1941) and more recently 
e sw rity of proflavine to 
sulphonamides ‘in dafondinn. the tissues against 
«~ has been demonstrated experimentally by 
MeIntosh pre Selbie (1942). 

Both our early and our recent experiments show that 
1: 1000 solutions of at least “— members of the ooiee 
group—namely, proflavine, 2:7-diaminoacridine 

j-aminoacridine—are suitable for the pro peinetio 
treadeaemt of ew ete in view of their negligible fmm 
action prop es the tissues. our observations there 
seems to be little to choose between them. We retain 
our _for proflavine, since buffered isotonic 
solutions- of this compound have proved consistently 
satisfactory in head ions performed in this clinic. 


operati 
In the dilution used (1 : 1000) the solution is bacteriostatic 


without causing tion to the tissues. We ~ aware 
that such solutions have been found to fibro- 
blasts in tissue culture os Medawar, and Willmer 
- 1941). But as Bourne (1942) points out, “ the tissue 
culture cell is in a different metabolic state from that 
of the same type of cell in organised tissue.’ If therefore 
the reactions of cells in tissue culture appear different 
from .those jn the living animal,.as they do in this 
instance, it seems wiser to be guided by the latter. 

From the experiments described above we cannot 
recommend the acridine antiseptics as pure powders 
for the prophylactic treatment of wo Not aed 
the brain, but also muscle and connective tissue unde ago 
necrosis when left in contact with any of the three so 
tested. Such necrosis, tho limited to a depth of 
from 2 to 6 mm.; might well entail considerable func- 
tional impairment. Moreover the presence of necrotic 
tissue may favour secondary infections by anaerobes. 
The treatment of sup ing wounds with proflavine 
powder, which has nes splendid results at the hands 
of Mitchell and Buttle (1942) Pa the Middle East, probably 
constitutes a different problem. An interval of 5-12 
days had elapsed before the wounded reached them and 
“ most of the cases were more or less heavily infected 
when first. seen.’’ In many cases previous sulphonamide 
therapy and other forms of treatment had failed to check 
the infection, and improvement did not occur until 
proflavine was ed. In all but 5 or 6 out of a series 
of 80 cases an rovement, sometimes -was 
dramatic, followed the instillation of up to 2 g. of pro- 
flavine powder. In infected wounds of this kind it may 
be that the acridine penétrates no further than the 
reactive barrier set up in the adjacent tissues, but in the 
—— destroys everything else within range, includ- 


"Stitchell and Buttle also mention the p lactic use 

ree —— +) 
mixed wi powde a ee 

mile coubetainalio’ bane ‘oné” developed 

pa oe pe pent, <n roa delayed healing. 

Teus:techce cuatoen tnaktaaemneryaaber tees be used 

beneficially in fresh wounds if heavily diluted with a 


compound such as sulphanilamide, which is known to be 
harmless in its action w n the tissues as well as being a 
tic agent. t until it is known in what 
Te peukeah the mixture may safely be applied, it would 
at nap re to restrict the use of proflavine and its 
irrigating solutions of the strength and composi- 

=. natened by experimental and clinical tests. 


SUMMARY 


1. 5-aminoacridine hydrochloride causes no appreciable 
damage to the brain when applied in a concentration of 
1:1000 in buffered isotonic saline at pH. 6-2. In its 
action upon the tissues it closely resembles proflavine 
sulphate and 2 : 7-diaminoacridine. 

2. When applied in the form of powder, all three com- 
pounds are highly destructive, not only to the brain but 
alsoeto muscle and other soft tissues. 

3. Whatever the merits of these powders in the 
treatment of suppurating wounds, their use in undiluted 
form in the prophylactic treatment of fresh wounds is 
inadvisable. 

Our thanks are due to Glaxo Laboratories for samples of 
the acridine antiseptics used in this work and to Boots Pure 
Drug Co. Ltd. for samples of isoflav and its formula. The 

expenses of the work were-defrayed by a special grant from 
the Medical Research Council. 
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PNEUMOCOCCAL MENINGITIS 


RECOVERY AFTER SULPHAPYRIDINE AND SERUM THERAPY 


H. A. THomas R. J. Twort 
MB WALES, FRCSE M BABERD, MRCP 


C. P. WARREN, M B LOND 
ACTING SQUADRON-LEADERS RAFVR 


PNEUMOCOCCAL meningitis is commonly secondary to 
otitis media or pneumonia and chiefly affects the elderly 
and the very young. The infection may be due to 4 

umococcus of any type, but type 3 is the commonest. 

Phe value of sulphapyridine and sulphathiazole therapy 
is now accepted for all types and of sulphanilamide in 
type 3 infections. What was previously an almost in- 
variably fatal disease is now curable in a proportion of 
cases. The mortality-rate of cases treated by chemo- 
therapy is, however, uncertain, but is probably still 
high. . There is said to be no conclusive evidence that 
adjuvant serum treatment contributes to~recovery.' 
The following case is reported as a recovery after com- 
bined sulphapywidine and serum therapy. 


An airman, aged 34, first presented with severe 
furunculosis of the left ear, which on resolution 
revealed an underlying otitis media with a moderate- 
sized posterior perforation. Subsequent increase of 
discharge and onset of pain and mastoid tenderness 
indicated mastoid spread. A cortical mastoidectomy 
was performed on ‘en 12, 1942, by one of us (H. A. T.) 
Pus under tension was released and the air cells were 
widely exenterated exposing the lateral sinus and the 
dura of the middle fossa, both of which were healthy. 
In removing the bridge of bone between the middle and 

terior fosse a flow of cerebrospinal fluid occurred. 
While the exact source of the flow could not be estab- 
lished, it was assumed that the dura of the middle fossa 
had suffered a small puncture wound. Sharp hamor- 
rhage from the emissary o into the lateral sinus 
was controlled with a pack and the wound only 
——s sutured. There were no reer of 
byrinthine irritation to indicate the ib of 
injury to that organ and the flow of CS ceased ia 24 
hours. The first complete dressi was done under 
*‘ Pentothal’ anzsthesia on Jan. 15; ere was no heemor- 


1. Lancet, 1941, ii, 570. 
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rhage, the mastoid cavity was clean and there was no 
discharge from tlie meatus. The local and 
conditions were considered satisfactory, but in the early 
hours of the morning of Jan. 16 the patient began to 
vomit and complained of frontal headache. He soon 
developed signs of a severe meningitis. biy becomi 
comatose and very irritable, with poe neck 
spinal rigidity. 

The medical treatment and pathological investiga- 
tions were subsequently undertaken by two of us 
(R. J. T. and C. P. W. tively). Lumbar puncture 
on Jan. 16 showed a frankly turbi CSF, under pressure, 
in which pneumococci were identified in films and on 
culture. Sulphapyridine therapy was started forthwith, 
and in the course of nine days 60 g..was given, intra- 
a the first three ave and subsequently by 
mouth quent vomiting at first made parenttral 
administration of the drug essential. Lumbar puncture 
was performed daily for” the first six days to relieve 

pressure and as a check on clinical progress. 72 hours 
after the onset of this fulminating meningitis the patient’s 
condition showed little if any improvement and prog- 
nosis appeared very poor. He had then had 28 g. of 
ray ere but the concentration of the drug in 
Jlood and CSF was not assessed owing te lack of 
pene facilities. 

The pneumococcus had been identified as-type 3 and 
odes ific refined and concentrated antiserum 

erle) obtained. At 1 am on Jan. 19 a preliminary 
pen sensitivity test was made and 100,000 units 
of serum were injected intravenously in divided-doses 
in the course of the next 10 hours. By the end of this 
period he showed striking clinical improvement. He 
had become much less comatose and was able to articu- 
’ late a few words and endeavour to codperate. The 
pulse-rate drop from 135 per min. at 2 am to 85 at 
10am. Af er 100,000 units of serum were 
throughout the day on Jan. 20 and CSF obtained that 
day showed pneumococci in films but was sterile on 
culture. The yo 108,000 waite which followed the 
injection of the t 100,000 units of serum may have 
been coincidental but was so dramatic as strongly to 
suggest that serum treatment had turned the scales for 
an apparently moribund patient. Steady improvement 
continued from then onwards. By Jan. 21 he was 
perfectly rational, though very weak and lethargic and 
still showing considerable neck and spinal rigidity ; the 
latter was slow in resolving and slight stiffness was still 
present on Feb. 2. 

On Jan. 25 he complained of pain in the right buttock 
and calf. Subsequently signs of a right sciatic neuritis 
developed, with wasting and weakness of anterior and 
posterior muscle-groups of the — leg, foot-drop, 
absent ankle-jerk and an area o over 
the lateral aspect of the right leg. Prcotenent by rest 
and physiotherapy was required over a long period. 
for this neuritis which may have been toxic in origin 
or the result of intramuscular injections of sulpha- 
pyridine into the buttock of a comatose patient. 
Five weeks after operation the mastoidectomy wound’ 
had progressed to complete healing with a linear scar. 
The tym c membrane had also healed but a high 
degree of middle-ear deafness persisted. The sciatic 
neuritis slowly recovered but by PApril 4 there was still 
very little power of dorsiflexion at the right ankle and 
the tibialis anticus showed the reaction of degeneration. 
A foot-drop appliance was accordingly fitted, and the 
patient was soon able to walk with almost normal gait. 
On, June 10 he returned to limited duty. 

From then till July 17 he remained well. On this 
date he had a sudden focal bs mea attack in his right 
arm, and in the course of the next day or so a 
pronounced right hemiparesis and motor Reyer de- 
veloped. A week later he was admitted to a military 
neurosurgical centre where a diagnosis of thrombo- 
phlebitis of the cerebral veins the left fronto- 
parietal ion was made. This clinical diagnosis 
was stre ened by the progress of the case and by 
the evidence of a cisternal oe on Aug 
This showed a slight generalised tation of ihe 
left ventricle, indicating a mild degree of sound, to 

Gerebral _ wr 


bee left. hemisphere. Da me was 
t a cerebral abscess. By the beginning o 
“an r the right hemiparesis tye scehpietely Seana nse 


and by November his dysphasia had resolved, a 
from a slight hesitancy of speech when excited. e 
old foot-drop show: little change. The cerebral 
thrombophlebitis was assumed to be related to the 
original pneumococcal meningeal infection, but the time 
interval SS oeven the two episodes was unusually long. 
He was invalided from the Service and returned home 
to seek his old employment. 

We are indebted to Group Captain T. J. Thomas for 
permission to record this case, to Major M. A. Falconer, 
FRCS, for his notes covering the period at a military 
neurosurgical centre, and to Dr. Nancy —-_ for bacterio- 
logical assistance. 


STREPTOCOCCAL INFECTION OF MUSCLE 


J. D. MacLENNAN, MD ABERD 
MAJOR RAMC 


As has often been observed, the diagnosis of 
gangrene is essentially a clinical problem. The anaero ic 
spore- bacilli, including the few pathogenic 
varieties, are so widely distributed in soil and sand, in 
dust and in the intestines of many animals, that their 
mere presence in a wound is not in itself of much signifi- 
cance. Recognition of this has led comparatively 
recently to the differentiation of true gas ne and 
‘*anaerobic cellulitis’”’—which is an infection with 
spore-bearing gas-forming anaerobes, not of muscle but 
of connective tissue. True gas gangrene arises when 
muscle becomes infected with rae anaerobes, and 
it is customary to diagnose it by the a (Papen and 
reaction of the tissue involved. It is the purpose of 

per to show that streptococci are also capable 
oP intecking muscle, and of producing a condition liable 
to be mistaken for gas gangrene. 
CLINICAL AND BACTERIOLOGICAL FINDINGS 

In an investigation of the anaerobic infections of war 

iddle East cases have been seen in which, 
in the absence ef clostridia, there has been a massive 
infection of muscle, together with discoloration, edema, 
serous exudate, gas-formation, local pain and generalised 
toxzemia. Neglected cases may progress to a true 
gangrene of muscle. . In every instance the infecting 
agent has been pyogenes (Lancefield 


treptococcus 
group A) in association with a limited variety of other - 
organisms. 


It is not known how common such infec- 
tions are; in the Middle East only 8 have been seen, 
although 3 others were strongly suspected. This is a 
small number compared with the total casualties or 
even with the gas gangrene figures, but.there is reason 
to believe that some similar infections have been wrongly 
diagnosed as gas gangrene. It should also be pointed 
out that these 8 cases developed in six different hospitals, 
and were under the care ofseven differentsurgeons. Had 
it not been for ‘the central investigation on wound infec- 
tions it seems improbable that the condition would have 

c sect piehera Tt ip ouaide the f£ th at 

li e.—It is outside the scope of the presen’ 

to give detailed clinical histories and adic: 

iced: wih 40 anal @ series it would be foolish to 

generalise—but rage more important features are set 
7 in table I. 

Bacteriology.—In no case were spore-bearing bacilli 
found (table 1). So far as it was possible to carry out 
detailed investigations hemolytic streptococci 
seemed in every way typical strains of Lancefield’s 
group A: 

They did not produce gas in carbohydrate media, and 
failed to ferment mannitol, sorbitol, or inulin (trehalose was 
not available). Unfortunately there were no facilities for 
"ions ing these strains. 

four strains of anaerobic streptococci were all similar 

in type. They were small gram-positive cocci (smaller, that 
is, than Strep. pyogenes) and occurred in fairly long chains. 
Involution forms were not seen. They were strictly anae- 
robic, and did not tend to become micro-aerophilice or aerobic 
ubculture, as some varieties of anaerobic cocci do. -Growth 


were rather varied. Two (from cases 1 and 7) produced 


SESge PES 


a oe 
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TABLE I—CLINICAL FINDINGS IN 8 CASES 





Data | Case 1 2 3 | 


4 


5 6 7 8 


i 





Onset of symptoms) | Dec. 4 
Site of wound .. L. leg } 
Conditien of wound, ? _ Foul Foul 

Slight Slight Foul - | 


Seropus | 


Nov. 28 
L. leg 


Dec. 6 





Serous 


Red | Copper 
+++ ++ 
Nil Nil 
Nil Nil 


Copper 


Red Red 
++ ++ 


és Trace 
Crepitation ngs + + 
Pain .. +. | Severe | Moderate | 
Toxemia -Moderate 
Outcome | Recovery | 





Recovery Recovery 


Foul Fairly clean Foul 
Slight 
Seropus 
Dark red 
++ + 
Nil i Nil Nil 
Nil Nil Nil | Nil 


Present 
++ | - 
Almost nil 
Severe 


Recovery 


: | 

Date of wounding | Nov. 26, 1941|Nov. 30, 1941) Dec. 3, 1941 | Feb. 28, 1942 May 4, 1942 | May 27, 1942] June 28, 1942 |July 18, 1042 
Mar. 2 

L.arm | R. shoulder 
| 


May 5 


R. thigh 


June 3 July 22 
R. arm 
Fairly clean 
Slight 


Seropus 


| R.shoulder 


} 

July 6 | 

L, arm | 
; 


Slight 
| Seanty, serous 


Slight 
Seropus 


| 
| 
| 
| 


Copper Red Copper 
+ x: 


Nil 


Red | Rather pale Red Red 
+ } + + + 


+ 
Present 
+++ ++ 
Severe | Slight 
Moderate | Moderate 
Recovery 


Present 


Moderate 
Severe 
Death 


| Very severe 
Severe 


Recovery Recovery 








acid and gas in glucose, maltose, lzvulose and salicin. They 
failed to ferment lactose, galactose, arabinose, sucrose, 
rhamnose, mannitol, dulcitol, sorbitol or inulin. One 


production of acid and gas. 
All strains were indole-negative. No other biochemical 
activities were tested for. : 
carried out by the Lancefield 
antisera prepared four .years before 
against eight di t strains of anaerobic streptococci 
isolated from a wide variety of sources. : 

The strain from case 1 gave a well-marked reaction with 
antiserum PG 7. The strain PG 7 (now it is feared lost) had 
originated from a fatal case of puerperal sepsis, and was the 
commonest type of anaerobic streptococcus identified in a 
series of investigations carried out immediately before the 
war, and as yet unpublished. The other three strains failed 
to react with any of the antisera. None of the four anaerobic 
streptococci gave any reaction with sera ared against 
hemolytic streptococci of groups A, B, C and G. None was 
pathogenic to animals (mice, guineapigs or rabbits). 

These four strains fall into hi Sey of Prévot (1925) 
and of Colebrook and Hare (1933). It should be added 
that in a recent extensive investigation Stone (1940) 
failed to find any criterion suitable for the classification 
of the anaerobic streptococci. Admittedly the various 
groups created by Prévot and by Colebrook and Hare 
are artificial and exhibit in their individual members 
wide differences both in biochemical activity and 
antigenic structure; yet the groups themselves are 
reasonably well-de , and until a more rational 
=— of taxonomy appears it would be well to retain 


em. 
ae cline caqnaients ianiabel Hom, Goes come Seo 
no way unusual, and require no further comment. 


DIFFERENTIAL DIAGNOSIS 

In spite of the superficial similarity to gas gangrene 
the , eeiaten of this condition has on the whole been 
fairly simple. The chief points of differentiation are :— 
l. The cutaneous erythema is much more unced and 
extensive than in true gas gangrene. In the streptococcal 
type of infection the discoloration of the skin has always 
been more extensive than that of the underlying Les 
in gangrene the reverse is true, except im very adv 

inating cases, or those with multiple wounds. . 
2. The discoloured muscle in the condition under review is 


3. The smell is quite diffeérent—neither so pungent nor so 
sweet as in anaerobic infections. 

4. By far the most striking feature is the appearance under 
the microscope of a muscle-smear stained by Gram’s method. 
No gram-positive bacilli are to be seen, but in their place 
vast numbers of streptococci’are found among masses of pus 
cells. In most cases such direct smears showed what appeared 
bast ee — ee streptococci; it was only by 
¢e me presence of other organi 
= Pp ganisms was 

5. It will be obvious that if non-pathogenic clostridia were 
present, or even aerobic spore-bearers and members of the 
proteus group, the immediate diagnosis would become 
extremely cult #f not impossible, since streptococci are 
quite often to be found in cases of gas gangrene. Very 
numbers of streptococci in the direct smear associated with 
extensive cutaneous erythema and living muscle would be 
suggestive features, but certainly no more. 

TABLE II—ORGANISMS FOUND IN 8 CASES 


Organism Palsia Set — 


Strep, pyogenes . 
Strep. viridans . 
Anaerobic strep. 
Staph. pyogenes 
Staph. albus 
Bact. coli ee 
Proteus vulgaris. . 
Diphtheroids 
TREATMENT 

Results have been clear-cut. Cases 1, 2, 3, 6, 7 and 
8 recovered with the minimum of surgical-intervention 
and large doses of sulphonamides, both locally and by 
mouth. The actual sulphonamide compound used 
varied considerably from case to case, and did not 
appear to be of much importance. In 2 cases an 
incorrect di is of gas gangrene was made, and 
much more radical treatment was carried out in 
consequence. 

Casz 4.—The arm was amputated; after a stormy three 
days the patient gradually recovered through a long con- 
valescence. This man was receiving large doses of sulpha- 
pyridine both before and for 10 days after operation. 


Case 5 died, 18 hours after amputation.at the thigh, from 
a fulminating hemolytic streptococcal septicemia. In his 
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case anaerobic streptococci were recovered from the heart’s 
blood at autopsy; thése were of the same type as those 
isolated from the muscle before death. The patient had 
received no drugs of the sulphonamide group until after 
operation. . 
It is convenient to mention here that at least one and 
probably two of the three suspected cases (not listed 
in the tables) died from hzmolytic streptococcal septi- 
ceemia following extensive operations. 

ese paresis justify a preliminary report such as 
this. In infevtions of the type described the importance 
of intensive chemotherapy and extremely conservative 
surgical treatment cannot be over-emphasised. In the 
6 cases correctly diagnosed surgical intervention was 
limited to skin incisions and exposure of the affected 
muscle or muscles; and drugs of the sulphonamide 
series were given in massive doses locally and by mouth. 
Results were highly satisfactory. 


DISCUSSION 


The presence of anaerobic streptococci in 4 out of the 
8 cases deserves comment. These o i have not 
been commonly found in war wounds im the Middle 
East, but they are difficult to isolate and tend to die 
_ out rapidly in culture, and so may have been missed in 
_ gomie cases. When they have been suspected and 
specifically sought it has usually been possible to 
recover them in pure culture. Such organisms have 
been isolated from a wide variety of lesions (Sandusky 
et al. 1942), notably foul and chronic ones; and in 
recent years, owing to the great effectiveness of the 
sulphonamide drugs against hemolytic streptococci, 
their relative clinical importance has tly increased. 
Anaerobic streptococci were quite often found in the 
gunshot wounds of the last war (Cottet 1918, Douglas, 
Fleming and Colebrook 1920) but have not been so 
common in the present war, at any rate in the Middle 
East. Three cases of gas gangrene have been described 
in which anaerobic streptococci were believed to be the 
causal organisms (Silberschmidt 1902, Marwedel and 
Wehrsig 1915) but by present-day criteria the diagnosis 
of each of these cases would be suspect. Lyons and 
Owen (1942) speak of cases of ‘‘ gas gangrene due to 
non-haemolytic anaerobic streptococci with clinical 
toxemia,” but fail to give any details. No true case of 
gas gangrene due to these organisms has yet been seen 
in the Middle East, although about 8% of gas ne 
cases have had anaerobic streptococci as part of the 
anaerobic flora of their wounds. There can be little 
doubt that in cases 2, 5 and 7 of the present series the 
as produced originated from these organisms ; whether 
ey play any other réle is as yet uncertain. The 
pA streptococci are notoriously resistant to drugs 
of the sulphonamide series, and because of this it might 
be argued that they cannot be of much etiological 
importance in streptococcal infections of muscle. This, 
however, is not necessarily so. Cullen (1924), Brewer 
and Meleney (1926), Meleney (1929, 1933) and since then 
many others, have described a spi ing gangrene of 
skin, due not to a single organism but to a hemolytic 
strain of Staph. aureus and an anaerobic streptococcus 
acting in symbiosis. Neither of these organisms could 
produce this definite clinical condition by itself, only 
when in company with the other. It is possible that 
some similar partnership exists between Strep. pyogenes 
and the anaerobic streptococcus. I donot for a moment 
think that the condition under reyiew is in any way 
related to the ‘postoperative synergistic gangrene ” 
of Meleney, for there are innumerable points of difference ; 
but more ihformation on the presence of anaerobic 
streptococci in such infections of muscle is desirable. 
That aerobic streptococci could’ cause gangrenous 
lesions has been known since the early experiments of 
Koch: (1878); yet from a clinical ‘point of view little 
attention was d to such conditions until Meleney 
(1924, 1929, 1933) clearly defined a hemolytic strepto- 
coccal gangrene and summarised much of the earlier 
literature. This condition is essentially -a skin infec- 
tion, perhaps best described by Pfanner (1918) as 
‘* nekrosierenden Fn gem The underlying muscles 
are not involved, and in-some of Meleney’s illustrations 
stand out as if in an anatomical dissection. Clearly 
this is a different type of infection. Yet the two 
conditions have much in common, and appear to stand 


in much the same relationship as anaerobie cellulitis 
does to gas e. ‘ 

In the Middle East the comparative uselessness of the 
sulphonamides in the treatment of established cases of 
gas gangrene has been ing. Yet several papers 
have appeared claiming that these drugs have been of 
great service in such infections (Sandusky and Manahan 
1939 Baker 1939, Love 1940). It is possible that somg 
of these cases have been streptococcal infection of 
muscle in which anaerobic bacilli have been present as 
saprophytes rather than as true invaders. Indeed the 
whole interrelationship of the condition described and 
gas gangrene, hemolytic streptococcal gangrene and 
anaerobic cellulitis is obviously worth more detailed 
investigation, both from clinical and experimental 

ints of view. It seems improbable that. there: will 

any ,clear-cut demarcation between the various 
types of infection; one variety or combination of 
varieties may fade imperceptibly into anather. 


SUMMARY 


A streptococcal infection of muscle simulating gas 
gangrene is described. 

The best results were obtained with sulphonamide 
therapy and the minimum of surgical intervention. 


It is a pleasure to thank many surgeons and pathologists 
in the Middle East for clinical and laboratory facilities 
and material, and Colonel J. 8. K. Boyd for advice and 
encouragement. = 
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SPONTANEOUS RUPTURE OF THE SPLEEN 
IN MALIGNANT TERTIAN MALARIA 


G. S. W. DE Saram R. F. TowNsEND, MRCS 
MB LOND TEMPORARY SURGEON LIEUT. RNVR 


InJuRy to the normal or pathologically enlarged spleen 
is not uncommon, especially in the tropics, and is of 
considerable surgical and medicolegal interest. The 
following case Wwe consider is worthy of record on 
account.of the circumstances associated with it. 


CASE-HISTORY 

A young man, aged 21, was admitted to hospital at 7 am 
on June 1, 1941, having travelled the previous night from 
Trincomalee to Colombo, a distance of over 180 miles. He 
had had an attack of malaria a month before admission which 
had been treated with quinine until the acute symptoms had 
subsided, and this had been followed up with short, inter- 
mittent courses of quinine. For the 48 hours preceding 
admission he had been feeling unwell with headache, backache 
and a slight co and he had had one rigor. 

On admission he had a temperature of 100° F.; pulse-rate 
86 per minute. His general condition was good, skin dark, 
mucous membranes healthy, no evidence of jaundice, heart 
and lungs normal, abdomen relaxed, spleen not palpable, 
urine clear. His blood showed a moderately heavy infection 
with malignant tertian malarial parasites. He was put to 
bed on a light diet and with a mixture of quinine containing 
es hydrochloride, gr..7 to the ounce; 1 oz. was given 
t times a day. By 6 pm that evening his temperature 


‘had risen to 103° F. On the following day he: was seen by 


one of us (R. T.) at 11 am. His condition was satisfactory ; 
he felt much better, his abdomen was relaxed and. there was 
no or guarding. At 12.15 pm he vomited a dose 
of quinine with a quantity of bile-stained fluid. At 3.30 Pm 
he was not feeling very well. He had partial incontinence of 
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given a bedpan. At 3.45 pu while on the bed- 
pan he had a severe attack of vomiting and retching and had 
to be steadied by the attendant. At 5 rm he complained of 
abdominal discomfort, not amounting to pain, and passed 
several stools; immediately afterwards he was cold and 
sweated profusely. At 5.15 pm he was seen by the medical 
officer on duty and was found to be collapsed, 
cyanosed i ious. His abdomen was relaxed and 
be ool ane enen oe cere. He was given 1-7 
c.em. of nikethamide intravenously and the routine treatment 
for shock, andhis condition responded a little ; but.at 6.30 pu 
he again collapsed with restlessness and air hunger, the whole 
condition suggesting a major hemorrhage. His condition 
did not warrant any form of. operative treatment and he 
was given a further injection of nikethamide but he died at 
6.50 PM. 

At autopsy, about 16 hours after death, the body was that 
of a well-nourished male aged about.21. The meninges 
showed congestion but the brain substance seemed normal. 
The peritoneal cavity contained about 2 pints of fluid and 
clotted blood, the clot bere , chiefly over the spleen and coils 
of intestine in the left half ofthe abdomen. The liver weighed 
59 oz. and was large, greyish brown, and soft; capsule not 
thickened ;_ no evident fibrosis. Spleen (15} oz.) was large 
and ish red; the capsule was very thin and showed 
a tear 2 in. long over the upper part of the outer surface. A 
large omngeret blood clot extended. over the whole external 
curface. splenic substance showed complete loss of 
architecture and was extremely soft. On mi ic 
examination the liver showed slight round-cell infiltration of 
the portal tracts; cloudy swelling of liver cells and localised 
fatty change. The Kupffer cells and the red cells in the 
sinusoids contained malignant tertian malarial parasites and 
pigment. In the pancreas the blood-vessels showed malarial 
parasites and there were localised areas of necrosis. The 
brain vessels were much congested and showed malarial 
parasites. The kidneys showed ‘cloudy swelling and con- 
gestion; many parasites in the vessels. There was much 
congestion of the splenic pulp with endothelial proliferation 
but no fibrosis. The Malpighian bodies seemed_ normal. 
There were numerous parasites and much pigment present. 


DISCUSSION 


Stillman and Pool?’ refer to cases of spontaneous 
Fi 27 of the spleen in ay ay perpen 

ection, p y, relapsing fever, typhus and tuber- 
culosis, and - ster attention to observations made by 
Conner and Downs of\ the two distinct groups into which 
symptoms of rupture of the spleen fall: (1) local 
symptoms of ~——— and of irritation of the neighbouring 
peritoneum by extravasated blood ; and (2) general 
symptoms of severe interrial hemorrhage. The earliest 
symptom seems ‘to be pain.- In one, case a sudden 
stal in in the hypochondrium was soon followed 
by vomi' and signs of collapse; 3 days later this 
patient seemed to improve but on the 4th day he was 
seized with similar symptoms and operation revealed 
a rupture of the spleen; after its removal the patient 
made an uninterrupted recovery. He was suffering 
at typhoid and there was no ae ni che trauma. Se 
ini symptoms appeared spontaneously ; lamination 
of the clot a the neighbourhood of the spleen confirmed 
that rupture had been spontaneous. : 

Cases of slight trauma rupturing the pathologically 
enlarged spleen are not rare and a case was reported 
by Ghey ? where a man fell over a hurdle while stan 
on the tom rail. The blow was so slight that he di 
not pause in his work and was apparently in the best of 
health doing manual work until 4 days later when he 
was seized with severe abdominal pain while in bed. He 
sweated and retched but did not vomit. At operation 
the spleen was very much enlarged and slightly adherent, 
w th a subcapsular hematoma and a rupture at the lower 

It was only after close questioning that the 

pray nic ree hers Sonesta ragga It is thus difficult 
to exclude slight trauma when a rupture of the spleen is 
claimed to be spontaneous. In the case of our patient 
— i no such sper He was yee as 
medical supervision, an symptom of abdominal 
discomfort was the only symptom indicating the 
abdominal catastrophe until the onset of the terminal 
signs of a major hemorrhage. At autopsy the splenic 
bs 1, E. H. and Stillman, R. Surg. Clin. N. Amer. 1925, 5, 313. 
2. Ghey, P. H. R. Lancet, 1937, ii, 623._- 





pulp was that typically associated with acute malignant 
rtian malaria and the clot under the capsule and in the 
immediate neighbourhood was not laminated but of 
recent origin. 

SUMMARY 


We consider the case of interest in view of three 
points: the lack of i ij usually present in 
cases of subcapsular hemorrhage ; the late and sudden, 
onset of the signs of a major abdominal hemorrhage ; 
and the total absence of any history of trauma. 

Reviews of Books 





Researches in Clinical Physiology 
Sir Auwrota Wricut, MD Dubl., FRCP, FRS, principal 
of the institute of pathology and research, St. Mary’s 
Hospital, London. (Heinemann. Pp. 163. 12s. 6d.) 
This is the second volume of collected researches from 
the inoculation department of St. Mary’s Hospital, 
Pad mn. Provocative as ever, Sir Almroth Wright 
opens the series with a volley of small-shot, directed at 
physiologists and clinicians alike, which stings most 
where least deserved. No clinical teacher who labours 
to sift physiological knowledge for the better menta! 
digestion of his students can enjoy the intimation that 
he knows nothing about it; no zealous physiologist 
will -relish the bitter pill that although he knows all 
about it he keeps it to himself. Yet many readers will 
paste the flaps of the dust-cover, where this preface 
appears, into the fly-leaf of the volume. Maybe .this 
astringent banter, which passes from bench to bedside 
and back again, exerts on those who explore the physio- 
logical _ bac und of practical clinical problems a 
healthy protection ‘against humbug. Certainly the 
British Isles have produced notable workers in this 
field, among them the author of this volume. Wright 
is perhaps best known for his pioneer work on the 
coagulation of the blood—much of which is here repro- 
duced—and his classic work on immunology. The 
present series shows how his interest in the coagulability 
of the blood spilled over into half a dozen other fields, 
still leaving him sufficient energy to pursue independent 
investigations. The student may well add to his store 
of facts by reading this book—indeed the author recom- 
mends it to the self-educated for this purpose—but its 
greatest value is as an inspiration rather than as a work 
of reference. Here we have the pioneer spirit—practical, 
direct and ingenious—applied to every problems of 
medicine. No abstruse technical knowledge is needed 
to appreciate the quality of the thought and work, 
though the essence of the latter is the application of 
scientific method and known scientific facts to medicine. 
In this respect the book is superior ta a text-book or 
even the usual type of monograph. It is not compre- 
hensive of any subject; the reader may have no use 
for some of the knawledge he will acquire; but he will 
read it for the pleasure of ‘‘ seeing the wheels go round,” 
— contact with a stimulating personality which 
it affords. f 


Fractures and Dislocations 

Editors: Sir Humpury Roiueston, Bt... MD Camb., 

FRCP; Atan Moncrrerr, MD Lond., FRCP. (Eyre & 

Spottiswoode. Pp. 104. 7s. 6d.) 

THis symposium of articles which have appeared in 
the Practitioner fulfils its aim of providing modern expert 
opinion on bone and joint injuries in easily readable 
form. Each of the eight chapters embodies the practice 
of its writer and quite naturally some personal prefer- 
ences tend to be stressed. For instance McMurray, in 
discussing the treatment of fractures of the femoral 
neck, describes in detail the operation which has given 
such results in his hands, without fully setting out 
the advantages of a successful nailing operation. Recent 
theories of traumatic ischemia following injuries of the 
elbow are considered, but methods of treatment based 
on these theories are not fully described. A more 
serious omission perhaps is a chapter on functional 
activity, when the problems of rehabilitation are so 
much in the public eye. These could easily be made 
good another time and the “‘ booklet ”’ as it stands is an 
excellent epitome of ways and means in a rapidly develop- 
ing surgical craft. — 
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Synopsis of Tropical Medicine 
Sir Pate anion Baur, CMG, MD Camb., FRCP, 
senior physician, Hospital for Tropical Diseases, Royal 
Albert Dock and Tilbury Hospitals, London. (Cassell. 
Pp. 224. 7s. 6d.) 


Many doctors are dealing with bah yw diseases for 
the first time, and in conditions where must oer 
largely upon er own knowledge. far been’? em 
tive. C officers will mostly have attended a bast 
course in tropical medicine but time has not been avail- 
able to cover the whole ground; and the need for a 
handy book of reference has. been widely expressed. 
The author, who is a recognised master of the subject, 
has more than met the need in this book. peer aa deal 

- with the protozoal infections, malaria, leishmaniasis, 
osomiasis, amosbiasis; the ‘ite fever diseases, 

psing fever, seven-day fever, rat-bite fever and yaws ; 

the various rickettsial infections bartonellosis. 
rages infections common to the sell include the 
up, the bacillary dysenteries, cholera, the 

pos evers, leprosy and so forth. Then come the 
virus infections, yellow fever, Rift orc ch fever, dengue, 
paanetennne ie, psittacosis, the diseases, rabies, 


phogranuloma inguinale and some age of ——- 

itis. «Fungal infections, nutritional Tapes on 
bento, se » pellagra and sprue receive Bea Moog 
Diseases directly ’ due to climatic’conditions are described, 
ws well as the effects of various tropical vegetable and 

animal poisons.. Accounts are given of the metazoal 
diseases, arthropod, fly and leech infections, and detailed 
descriptions of diseases associated with the various 
trematode, nematode and cestode infections. Finally 
a short chapter deals with the commoner clinical labora- 


7 sascridasariedh for the hidNiekeaie of aahaaai diseases, 


New Inventions 


SIMPLE MODIFICATION OF THE WATERS 
CARBON-DIOXIDE ABSORBER 


Tue Waters carbon-dioxide absorber is still the most 
efficient, iriexpensive and absorber obtainable. 
Tt has, however, three drawbacks—the patient may 

inhale soda-lime dust ; the canister soon becomes very 
Pecere and must be changed ; and the anzsthetist must 
hold the canister in his hand or wb. ater 
it so that the airway remains clear and the system d oes 
not leak. The circle absorber, on the other hand, is 





less efficient and less: portable than the Waters, but it - 


prevents inhalation-of soda-lime dust, the canister never 
gets more than warm, and the position of the canister 
does not inconvenience the anzsthetist. 

The simple device here described, interposed between 
the patient and a Waters absorber, rids it of the 
disadvantages enumerated and yet. retains Y-PIECE 
its good features. The apparatus works on (no Flap valves) 
the principle as the circle absorber, 
never allowing expired and inspired gases to 
mix. During expiration gases are blown 
along a tube, through the canister into a 
rubber bag; during inspiration the same 
gases are drawn from the bag through 
the canister again in the opposite direction 
along a separate tube. 


‘ 


e piece of 
ers absorber 





_Flop-valve closed 

“during expiration 

Fig. 2—Section of standard Y-piece showing two = valves in position, one 
facing Inwards and the other outwards. 


Flap-valve open. 
(during expiration 


- contained in 


of geographical distribution, 
aiddienr, pathology, clinical features, sequela, 
treatment and prophylaxis but has written in note form 
so that much information has been compressed into 
small s » including all the iatest developments. 
Al produced at very short notice there are 
few errors; most of these are typographical and none 
is serious. The work is well printed, and slips easily 
into the pocket of the Service tunic or battle-dress. 


Angina Pectoris ‘ 

Nerve Pathways, Physiology, Symptomatology and Treatment. 

(New revised ed.) Heyman R. Mitier, MD, associate 

attending physician, Montefiore Hospital, New York City. 

(Heinemann. Pp., 289. 21s.) 

THE description of the attack in this book 
seems to refer to acute infarction, or at least 
comes closest to that ; while the commoner variety with 
pain or discomfort on effort is neg’ lected. If the diag- 
nosis of angina was withheld until the picture drawn by 


_the author was encountered it would not be made very 


often. Dr. Miller regards angina as ‘an expression of 
an abnormal physiological activity of the autonomic 
nervous system as a whole” and gives the impression 
that coronary atheroma, while not altogether negieinle, 
is of secondary importance. Hence he is able to visualise 
violent attacks where ‘no serious cardiovascular 
lesion exists’ and does not distinguish . effort-angina 
from effort-syndrome. The anatomy of the nerves of 
the heart takes up a large part of the book and is 
thoroughly well done. 





(a) 


a RUBBER COLLAR 


Fig. |\—{a) Metal end of Hewitt’s airway. (b) The ornenied end of (a) is 
ground rye to fit into the wider limbs of the Y-piece. The erga pot are 
turned off and the shank cut to } in. in (c} A collar of 
pressure tubing } in. long is slipped over the shank. (d) A disc of Me 0 
tissue covering end of the shank and the collar is stuck to the collar at 
one point with rubber solution. 


The device may be readily made from the metal ends 
of two Hewitt’s airways and two standard Y-pieces. Fig. 1 
makes clear the steps in the cénstruction o @ flap valve 
from an airway,; two of these are required and are 
fitted into one of the Y¥-pieces (fig. 2). To complete 
the attachment, the Y-piece with the valves is conneeted 
to the second Y-piece with corrugated rubber tubing. 


WATERS < 
ABSORBER . 
Fig..3—Whole apparatus ready for use. 


Fig. 3 shows’ the apparatus with a 
Waters absorber attached to the 
Yerved Y-piece and the mask to the 


ot GHaioal trial on a large number of cases has shown that 
the.device does not reduce the efficiency of the Waters 
absorber. Estimations of, the CO, content of the gases 
both corrugated tubes were made; in 
a typical case these were 5-2.c.cm. per 100 c.cm, in the 
expiratory , taba and 0-02 c.cm. per 100 c.cm: in the 
ry. It was als¢ found impossible to withdraw 
oo dust from the canister by an air-pump attached 
to the mask end of the circuit. 


Royal Victoria 


Infirmary, F. J. PRIME, MB DURE, 
Newcastle-on-Tyne. . Registrar. 


Anesthetic 
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TOTAL LIVER EXTRACT FOR 
PARENTERAL INJECTION 


is produced by improved processes which conserve. all 

the known haematopoietic principles of the whole liver ; 

it gives no reactions for histamine or undesirable protein. 

HEPOLON approximates tothe extract described by 

Gansslen; later extracts have been described as of 
narrower therapeutic value. 


HEPOLON not only passes the highest clinical tests 
for potency against pernicious anzemia but contains 
Whipple's factor, Wills’s factor, vitamin B, nicotinic acid, 
and the hzematinic minerals of liver. 
Prices in ee and Northern Ireland (subject to 


ration without notice) : 


Ampoules of 2 c.cm,: box of 6, G/=, box of 12, 11/6, 
and box of 24, :22/- ° 


Rubber-capped vial of 10 c.cm:, 5/-, 
and of 30 c.cm., 12/6 


ALLEN & HANBURYS LTD-LONDON:E-2 


Telephone: Bishopsgate 320! (12 lines) ~ Telegraphic Address: Greenburys Beth London 





EMERGENCY 
See British Medical Journal,1941 June 21st,p.932) 


Japanned metal box, 6 x 3 x 14 in. to 
strap firmly to chest. Fitted with four 
rubber and screw capped bottles for 
solutions, 1 c.c. syringe with needle in 
spirit-proof metal case, with chained 
cap and two spare needles. When box 
is open, bottles and syringe are in an 
upright position. , 


GENERAL-PRACTICE 


Nickel-plated box, 6} x 34 x 13 in., 
containing double-graduated (1 c.c. 
and 20 minims) “Record” syringe with 
needle in spitit-proof case, and 3 
needles in separate spirit-proof com- 
partment ; bottle of distilled water, 
bottle for ‘spirit, file for ampoules, and 
racks to hold 12 ampoules and 7 
tablet-tubes. 


Telephone : Telegrams : 
Bishopsgate 3201 Greenburys Beth London 
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we 


Glaxo Laboratories now introduce 
‘Plexan’, a comprehensive liver extract, 
as companion to ‘Examen’ 
*‘PLEXAN)? supplies the anti-per- 
nicious anaemia factor; and also those 
less well-defined constituents of liver so 
important for some macrocytic anaemias, 
and is a rich source of the vitamin B 
group constituents of liver. Undesirable 
protein and histamine-like substances 
are removed. 
Clinical trials. over two years confirm 
the value of ‘Plexan' for many macro- 
cytic anaemias e.g. those associated with 
‘intestinal inefficiency’ (fistulae, ulcera- 
*-tion, resection, sprue, the steatorrhoeas), 





and also for complicated resistant 
pernicious anaemia. 


Dosage : 2-4 cc. daily for initial response ; 
then at less frequent intervals depending 
on progress. 


©‘ EXAMEN?” is a highly refined con- 
centrate_of the anti-pernicious anaemia 
factor which, in small widely spaced 
doses, painless on injection, has so well 
established itself in the straightforward 
case of pernicious anaemia. 


Both ‘Examen’ and ‘Plexan’ are tested 
clinically in classical pernicious anaemia. 
The mode of administration is by intra- 
muscular injection. 





: ; PRODUCTS OF *EXAMEN* 3 x 2 ec. ampoules 13/4 
PLEXAN ¢ ie 2 cc. ampoules 6/8 LABORAT 6n2ce 25/- 


ce. phials 54 12 ce. ” phials 48)- 








‘CRUDE’ LIVER EXTRACT 


GLAXO LABORATORIES LTD., GREENFORD, MIDDX. BYRon 3434 








Synthetic Vitamin E or 


Clinical indications 
natural Wheat-germ Oil? 


for the use of 


concentrated vitamin B 


Massive doses of pure Vitamin B, are 
required in deficiency polyneuritis. They 
relieve pain in certain cases of trigeminal 
neuralgia and the neuralgia of herpes 


zoster. Such doses are best given as 


Befortiss, ampoules, 25 mg., IO mg. or 


5 mg. 
* * 


Clinical experiments with vitamin B, 


(J.A.M.A. 115.3.209) show its effects in. 


toxic peripheral neuritis, and on the 
hemopoietic system (Nature, 1940, 145, 
388). Its effect on the skin is well known. 
Vitamin B, and other factors of the B 
complex are present with vitamin B, in 
Befortiss Tablets. Befortiss Tablets are 
available in two strengths—roo i.u. and 


I mg. (333 i.u.) B, per tablet. 


oore particulars concerning Befortiss from Vitamins 
Ltd. (Dept. LBF), 23 Upper Mail, Lonition, W.6. 





Further 





Discussion about the therapeutic value of vitamin E 
in neuro-muscular degenerations, and even in sterility, 
has raised the question whether the results obtainable 
from vitamin E.therapy generally may depend upon 
its administration alone as synthetic vitamin E 
(a-tocopherol) or as the natural-vitamin with the other 
associated factors present.in whole wheat-germ or 
wheat-germ oil. 

Information so far available would suggest that once 
“one ‘postulates a deficiency of vitamin E one must also 
postulate a deficiency of all those substances chiefly 
found with vitamin E, and so one must give them all. 

These considerations strongly suggest that vitamin E 
therapy, employing natural vitamin products, is likely 
to give more consistently satisfactory results than the 
use of synthetic vitamins, and that, until a more precise 
knowledge of the deficiency states is gained, it is better 
to prescribe the natural vitamin. , 

Fertilol is a rich source of natural vitamin E and pro- 
vides all the other factors present in whole wheat-germ 
oil. : 


FERTILOL 


WHEAT-GERM OIL CAPSULES 


particulars concerning Fertilol gladly sent on request. 
Vitamins Ltd.(Dept. LFH), 23, Upper Mall, London, W 6. 
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TUBERCULOSIS. GOSPEL 


GoopD news must be true news, as a radio preacher 
said on Sunday ; and the struggle of the common man 
against Koch’s bacillus has been embittered by a 


succession of unfulfilled expectations. ARTHUR | 


LaTHAM was the first to teach us that an easy mind 
is the largest factor in recovery from tuberculous 
infection, but the alleged hopefulness of the poitrinaire 
is now recognised for what it always was, just one of 
the symptoms of a toxemia which implied a stage of 
disease already far advanced—and then only present 
in those of easy circumstances. To the wage-earner 
the threat of consumption carries an anxiety which has 
not only hindered its early recegnition but which is 
also a serious menace to recovery. Why labour the 


obvious like this? Admittedly before the war the . 


administrative problem of tuberculosis was baffling 
and the futility of our efforts was making place for an 
uneasy reliance on the steady if slow diminution of the 
disease as part of a secular movement attributed 
vaguely to changes in seed, or soil, or environment. 
Then came the war with its alarming increase_in the 
number of new civilian’cases and deterioration of 
established ones, coupled with the urgent need to 
eliminate the disease from the Fighting Serviees at 
whatever cost. And there came at the same time an 
awakening of the conviction, of which the Beveridge 
report is only one example, that in a humane civilisa- 
tion the recovery of health must not be dependent 
on earning capacity. The dramatic moment: arrived 
with the announcegnent, too good to be believed at 
the time, by the Minister of Labour that those who 
drop out of employment, whether military or civil, 
as a result of tuberculous infection are to have pre- 
cisely the same chance of getting back into it as those 
who have suffered wounds or accidents. And this was 
capped by the Minister of Health’s instruction to the 
relevant authorities that the treatment provided was 
no longer to be rendered nugatory by anxiety about 
dependants and unpaid rents; economic fears were 
to be treated like fever or night-sweats as symptoms 
to be met by appropriate treatment. : 

So far the position -would not seem greatly different 
from what might have been done before the war if 
public opinion had been more sensitive and public 
officers more conscientious. It will be difficult in 
any case to make up leeway when sanatoriums 
already have waiting-lists and places are restricted 


by shortage of nursing and domestic staff. And» 


now an entirely new factor has been‘ introduced 
by the. possibility of detecting tuberculous disease 
at an early stage. Signs and symptoms reveal 
i which is well established and requires 
measures far more prolonged and exacting than 
those which would ensure recovery if infection were 
discovered as soon as it has taken hold. Immunity 
tests have failed because they register only acquaint- 
ance with the tubercle bacillus and not a sur- 
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render to its attack. But the use of X rays is 
coming into its own and mass radiography, in its 
new technical refinement, can be trusted to reveal 
disease not yet so firmly established as to require all 
the big guns of therapy. Experience of routine 
examination of one group of the population, students 
in training at a hospital—a heavy and exacting life— 
has shown that it is rarely necessary to send the 
“‘ positive filmer”’ to a sanatorium. Some modification 
in his habit or manner of life, some relief of undue 
strain, some addition to diet, was sufficient to put the 
studenf again at top of his threatened disease. And 
this kind of supervision is just what was provided in 
the dispensary system which was the invention of 
Rosekrt Putip’s genius in Edinburgh fifty years ago. 
Mass radiography, especially as it can only be intro- 
duced slowly, need not therefore put an intolerable 
strain on the local authorities which carry out loyally 
the scheme of the Minister of Health, and his opposite 
number in Scotland, set out on a later page. 


IMPORTANCE OF THE Ru FACTOR 


THE rhesus (Rh) factor in blood is of practical 
importance as well as academic interest. A circular? 
containing recommendations by a subcommittee of 
the Medical Research Council makes it clear that 
application of present knowledge of this factor would 
considerably reduce the number of serious hemolytic 
reactions following transfusion and should much 
improve the treatment gf hemolytic anzmia of the 
newborn. 

The red cells of the majority of human beings 
contain, irrespective of their ABO group, an agglutino- 
gen, Rh? The designation Rh is used because a 
similar agglutinogen is found in the red cells of the 
rhesus monkey, and the presence of the agglutinogen 
in human red cells was first discovered by testing 
them against an anti-rhesus serum. Only about 15%, 
of people in this country lack the Rh agglutinogen.* 
In the case of the ABO groups, persons whose red 
cells lack the A or B agglutinogens have the 
corresponding anti-A or anti-B agglutinins in their 
plasma. Persons whose red cells lack the Rh 
agglutinogen (Rh-negative) do mot normally have 
anti-Rh agglutinins in their plasma, but are liable to 
form them if Rh agglutinogen is introduced into their 
circulation. It nlay be introduced in one of two 
ways: (1) in persons of both sexes, when Rh-positive 
blood (whose red cells contain the Rh agglutinogen) 
is transfused,‘ and (2) in women, after becoming 
pregnant with an Rh-positive foetus (the foetus having 
inherited the Rh agglutinogen from the father). 
From the transfusion point of view, the importance of 
the presence of anti-Rh agglutinins, developed as a 
result of transfusion or of pregnancy, is that a 
subsequent transfusion of Rh-positive blood will 
prove imcompatible. Since 85% of bloods are 
Rh-positive, the chances of incompatible blood being 
given in such a case, when transfusion is required, are 
considerable unless Rh-negative blood (of suitable 
ABO group) is selected. 





1. Th pe gr of hemolytic transfusion reactions due to immunisa- 
: m oO} 


tio the recipient to the Rh factor. Ministry of Health 
Circular (EMSI 413). 


2. Landsteiner, K. and Wiener, A. S. J. exp. Med. 1941, 74, 309. 
Boorman, K. E., Dodd, B. E., Mollison, P. L. Brit. med. J. 
1942, ii, 535 and 569, 


4. Wiener, A. 8. and Peters, H. R. Ann. intern, Med, 1940, 13, 
2306. 
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Apart from pregnancy, the development of anti-Rh 
agglutinins by Rh-negative persons usually occurs only 
after the repeated transfusion of Rh-positive blood, 
and as a rule it can then be suspected from the poor 
response to transfusion—e.g., failure of the hemoglobin 
to rise satisfactorily, or the onset of jaundice or more 
serious signs of hemolysis.. The development of 
anti-Rh agglutinins by Rh-negative women during 
pregnancy is potentially more dangerous because the 
first evidence of it may be a serious hemolytic 
reaction following a first transfusion.* A clue may, 
however, be provided by the obstetrical history. 
When anti-Rh agglutinins are formed in the plasma 
in response to‘the passage of the Rh agglutinogen 
from the foetus across the placenta, the anti-Rh 
agglutinins pass back across the placenta into the 
foetal circulation and destroy some of the fetal 
erythrocytes. This hemolysis is the central feature 
~of the group of conditions known as erythroblastosis 


-~ feetalis. The classical forms of this disease are well 


known: the infant may be born dead or moribund 
and exhibit universal cedema (hydrops fcetalis) ; it 


may be born jaundiced or may develop severe jaundice. 


within 48 hours of birth (icterus gravis neonatorum), 


or it may be normal at birth but develop severe | 


anzmia within a few days (congenital anzmia of the 
newborn). Some of the infants born dead, often 
before term, are outwardly normal, although patholo- 
gical examination may reveal the true state of affairs. 
The term “erythroblastosis” suggests that the 
formation of nucleated red célls is the essential feature 
of the disease, but Parsons and his colleagues * have 
long maintained that the primary process is a 
destruction of the infant’s red cells, fhat the 
erythroblastosis is merely a response to this destruc- 
tion, and that the term “ hemolytic anwmia of the 
newborn ”’ should be used instead. An even better 
name would be “ hemolytic disease of the newborn 
(or of the foetus),”? because the infant may not be 
anzmic although its red cells are being destroyed at an 
abnormal rate. The ‘disease in its various forms is 
not uncommon: its incidence has in fact been 
estimated at 1 in 400 pregnancies.*® 

Hemolytic disease of the newborn should not, of 
course, be confused with hemorrhagic disease of the 
newborn, a condition attributable to deficiency of 
prothrombin and curable by intrainuscular injection 
of adult blood or by injection of vitamin K. 
Hemolytic disease of the newborn should be treated 
by the intravenous transfusion of Rh-negative blood 5 ; 
such blood survives for long periods in the circulation 
of affected infants, whereas Rh-positive blood is 
usually rapidly destroyed.° 

Anti-Rh agglutinins, unlike the ordinary anti-A and 
anti-B agglutinins, are ‘immune bodies” and 
therefore increase at first.in strength, then decrease 
and finally disappear. They may persist, however, 
for at least 5 years, and sensitivity to the Rh 
agglutinogen may last even longer. If there has been 
evidence of hemolytic disease in any infant—past : or 

On another page practitioners, are invited to help by reporting 


promptly Katsin acciden 
5. Levine, P., Burnham, L. and Vogel, P. Amer. J. 


,E.M 
2 Obstet. Ginee: 18 "apis, a 925. 
6, Parsons, awksle : J. C. and Gittins, R. T. ‘ . 
Childh. 1933.8, 159. Sah ot eee 
. Levy, H. Brit. med. J. 1942, 1i, 738: 
a Javert, C. T. Surg. Gynec. Obstet. 1942, 74, 1. 
9. Mollison, P. L. Proce R. Soc, Med. 1943, 36, 5, 221. 


present—one must presume that anti-Rh agglutinins 
are present in the mother’s blood and that trans- 
fusion will be extremely dangerous for her unless the 
blood comes from an Rh-negative donor of suitable 
group. This should be a useful safeguard; but, 
unfortunately, while an infant remains in utero there 
may be nothing to suggest that it has hemolytic 
disease. Again, if an Rh-negative woman receives 
repeated transfusions of Rh-positive blood, she may 
form anti-Rh agglutinins so that in her next 
pregnancy her infant develops hemolytic disease.” * 
One must look forward, therefore, to the time 
when Rh-negative women will be detected at the 
antenatal clinic, so that if they have to be transfused 
they will be given Rh-negative blood. ‘or the time 
being, it. would be a substantial advance if no mother 
whose present or previous infant has shown signs of 
hemolytic disease were transfused except with 
Rh-negative blood of suitable ABO group. Actually 
the Rh factor is not responsi nsible for quite all cases of 
hemolytic disease of the foetus, but only for some 
92-94%.5* Where the foetal erythrocytes contain 
A or B agglutinogens and the mother’s erythrocytes 
lack them, the foetal cells may be destroyed by anti-A 
or anti-B agglutinins; while in other cases rare 
blood-group factors, present in the foetal erythrocytes 
but not in the maternal erythrocytes, may be con- 
cerned. These facts have to be appreciated if clinicians 
are to interpret correctly the results of laboratory 
tests in suspected cases of hemolytic disease of the 
newborn. 

It is not easy to get reliable results when making 
tests for Rh agglutinogens and anti-Rh agglutinins. 
The _reactions are weaker than the ordinary iso- 
agglutination reactions, and can be detected only by 
the use of a tube technique; they are almost always 
stronger at 37°C. than at room temperature. The 
serum may have to be titrated against the cells to 
show any reaction," and different sera do not give 
parallel reactions,’ ** ™ probably because there are 
different kinds of Rh agglutinogens and anti-Rh 
agglutinins. Hence it- seems likely that the tests 
should at present be left to blood-transfusion centres 
and other special laboratories. But these centres 
need the help of clinicians in maintaining stocks of 
suitable sera, which are most easily obtained from 
immunised women. They can do-it only if clinicians 
will have their cases tested and then persuade women 
with strong anti-Rh agglutinins to give some of their 
Rito for the preparation of test sera. 


THE SEMEN IN STERILITY 


Expert seminologists in this ¢ountry are still 
scarce, and their knowledge has so far not permeated 
the vast bulk of clinicians and pathologists called in 
to report on the fertilismg power of a given specimen 
of semen. It is not sufficient to glance down a 
microscope and report no sperms, sperms in plenty, 
mobile sperms, or sperms dead: in many cases these 
are false readings and the patient is misdiagnosed, 
often with serious consequences to marital equilibrium. 
The examination of the male in a case of sterility 
consists of a careful clinical survey with special atten- 
tion to the. past history—puberty, adolescence, pre- 
10. Diamond, L, K. c. Now. Hag. J. Med. 1942, 227, 857. 


11. Taylor, G. L., , R. R., Prior, A. M. and Ikin, BE. W. Brit. 
med. J. 1942, 1s 572. 
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marital sexual experience, previous marriage, incidence 
of mumps, gonorrhcea or syphilis—and an inquiry into 
the present sexual habits, frequency and efficiency of 
coitus. The patient’s general physical condition and 
development is then assessed, constitutional and 
metabolic disorders being eliminated or investigated. 
This may necessitate an evaluation of the basal 
metabolic rate, the sugar tolerance or the blood 
cholesterol, many subfertile men being inclined to 
obesity and hypothyroidism and their fertility 
improved by simple diet and thyroid medication. 
The next step is the urological examination of the 
external genitalia, prostate and vesiclés, and the 
exclusion of congenital and acquired defects such as 
hypospadias, ectropion testis, undescended testis, 
hydrocele, epididymitis, stricture, prostatitis, vesi- 
culitis, and so forth. This is followed by the most 
important single investigation, the examination of a 
specimen of semen. 
Semen can be collected by two methods, masturba- 
tion or condom, and in each certain details must be 
observed or the specimen is vitiated. Both have 
certain inherent defects, and some men find consider- 
able difficulty in obtaining either, but these obstacles 
can be overcome by the tactful codperation of the 
doctor. A masturbation specimen must be collected 
in a clean dry wide-necked glass receptacle with a 
stopper. The glass must be clean, and for preference 
old and much used since new glass reacts injuriously 
on spermatozoa ; it must be dry hecause hypotonic 
solutions affect sperm viability. Such a specimen 
ean be collected in or near the laboratory and be 
examined at once, and this is an advantage, but some 
nervous men find this method distasteful or impossible, 
and for them the condom must be used. ‘An ordinary 
rubber condom is satisfactory provided it is thoroughly 
washed in running water and then dried on clean 
filter’ paper ; the outside only should be powdered 
before re-rolling. Continence should be enjoined for 
a week before the production of the specimen, which 


should be obtained by ordinary coitus with as short - 


a delay as possible before it isexamined. After coitus 
it is best to transfer the contents of the condom to a 
glass container, and this is best done by snipping the 
end of the condom with scissors. If tra takes 
time the glass container should be kept cool—in a 
thermos flask of cold tap water—-never warm, so it 
should not be put in that handy human incubator 
the waistcoat pocket. All these trivial details 
are important and can be best secured by issuing 
each patient with a small typescript card of 
instructions. 

Before deciding what examinations should be 
performed on the seminal fluid it is well to define 
normal semen. Its volume should lie between 1:5 
and 3-5 c.cm.: anything less than 1-5 c.cm. being 
considered oligospermia. When first ejected semen 
is viscous, but it soon gelatinises and_liquefies, 
probably from some enzyme action. Failure to liquefy 
may be a factor in impairing sperm motility and 
should be noted. Semen consists of two unities— 
seminal fluid and formed cellular elements including 
spermatozoa, epithelial cells and crystals. The 
seminal fluid is slightly alkaline with a mean pH of 
7-7 and it has considerable buffering powers.to counter- 


act the acid vaginal secretions and the lactic acid 
produced by the ing down of glucose by its Own 


cellular population, the spermatozoa.! The average 
population is 200 million spermatozoa per gramme of 
semen, though many fertile men have more or less 
than this figure. The morphology of the spermatozoa 
is probably the most important part of the whole 
examination, though recent work* on diffusion factors 
suggests that evidence of the amount of hyaluro- 
nidase present to clear the path for the sperm may 
soon be considered equally informative. The head 
should be regularly pyriform and averages about 4-5y 
in length ; its anterior part stains less deeply than 
the posterior, which has a greater affinity for hama- 
toxylin and nuclear stains. The neck shows two 
knobs, anterior and postefior, and from the- latter 
the axial filament originates. The middle piece is 
cylindrical and tapers into the tail, which consists 
of a thread and a surrounding sheath and is about 
50% long. Variations from this normal include 
atypical, miniature, and teratological types: the size 
of the head may vary, or its shape may be irregular 
or staining atypical. There may be two-headed 
spermatozoa, or some with two tails. The middle 
piece may be surrounded by irregular cytoplasmic 
masses or almost absent ; the tail may be absent or 
coiled round the head. In a normal cell population 
there will be a large proportion of normal uniform 
types (isozodspermia). The next step is the assay 
of the motility and viability of the spermatozoa. 
A hanging-drop preparation of semen is made and the 
visual field of the eyepiece of the microscope cut down 
by a dise of black paper from which‘a narrow section 
has been removed. The number of motile sperms in a 
given field is counted and then the number of immotile 
ones: less than 20% motile spermatozoa is considered 
very low. Viability can be assessed by doing serial 
motility counts at 6, 12 and 24 hour intervals after 
collection, the semen being kept stored at 4° C. The 
determination of sperm population is done on a 
hemocytometer ; the diluent used is Ringer’s solution 
with methylene-blue added. The morphological. 
examination is performed after centrifuging 0:2 c.cm. 
of semen, diluted with Ringer’s solution containing 
0-5% chloramine. A film is made of the deposit as 
with blood and this is stained with hematoxylin and 
eosin, or with fuchsin, eosin and Loeffler’s methylene- 
blue. In addition to spermatozoa this will show up 


_ted and white blood-cells, any excess of which should 


be noted. The abnormalities.that may be encountered 
are legion. Stress should be laid primarily on the 
morphology, number, motility ‘and viability of the 
spermatozoa, and any gross departures from the 
normal, which is an arbitrary one, will suggest lowered 
fertility. If more than 20% of spermatozoa are 
abnormal the fertility of the husband must be suspect; . 
if over 30% are abnormal he is certainly subfertile. 
But a childless marriage must always be regarded as a 
dual problem with factors in both partners ; a small 
degree of infertility in the husband will be vital if he 
is married to a comparatively infertile wife but of little 
importance if his wife is highly fertile. For this 
reason there is no point at which the subfertile male 
becomes entirely responsible for the absence of 
children. 





1. Much-.of the information in this note is taken from Sterility and 
£ i F i berts, Albert Sh 


m: ertiliiy, x C.. Lane Ro 
Kenneth Walker and B. P. Wiesner 
which excellent work readers requiring 
referred. 

2. See Lancet, April 17, 1943, p. 495. 


arian, 
(London, 1939), to 
further details are 


- 
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_ Annotations 


CENTENARY OF A FELLOWSHIP 

Tuts year the Royal College of Surgeons of England 
will celebrate a hundred years of existence under its 
present name and constitution. . Its actual history is of 
course far longer, but-there were several false starts. In 
1745 the Surgeons Company separated from the Barber- 
Surgeons, and when this company expired with the 
eighteenth century the “‘ Royal College of Surgeons 
in London ” reigned in its stead. The House of Lords 
defeated the attempt of London surgeons to secure 
themselves a privileged constitution by Act of 
Parliament, but they were successful in obtaining a 
royal charter in 1800 whith provided for a codpting 
council with life tenure and sole right to the examiner- 
ships and no representation for the two thousand 
ordinary members. In March, 1824, the court of 
examiners agreed to accept as candidates only those who 
had been taught by London hospital surgeons—that is, 
by themselves. Thomas Wakley, who six months 
~earlier had founded the Lancet to break down the 
~meonepoly of the London hospital staffs in up-to-date 
medical information, organised an agitation against the 
college council, and won wide suppoért from country 
surgeons. On Feb. 18, 1826, he convened a public 
meeting of members of the college and persuaded them 
to petition Parliament to abrogate the charter. A year 
later the House of Commons asked for an account of the 
public money lent or granted to the college. The college 
council now began to bestir themselves. Through the 
thirties they were busy rebuilding their house, to display 
worthily the Hunterian Museum and their fine library. 
Richard Owen, ‘the rising star of anatomists, was 
appointed conservator, and Robert Willis, already 
known as a scholar-physician, became librarian; both 
were members of the college. In 1835 the council 


began to draft a more liberal charter, but dropped the 
project on learning that Parliament was considering 
reform of the profession as a whole. By 1842, however, 
the Government suggested that the time was ripe for the 


new charter. Under the inspiration of Benjamin 
Brodie, then vice-president, the new order of fellows was 
instituted, which was to be the cream of the surgical 


profession, selected by examination, and was to have the . 


right of electing the council from its own number. 
The privilege and tenure of council and court were at 
the same time reasonably curtailed, and the name of 
the college—and therewith its interests—was enlarged 
from “ Surgeons in London ” to ‘‘ Surgeons of England.” 
The new charter ordering all these reforms received the 
Queen’s assent on Sept. 14, 1843, and though we may 
expect and hope for further changes before another 
hundred years are, past, we all-have reason to wish the 
college many happy returns of the day. 


REINFORCING THE ANTIBODY 

Various attempts have been made to improve 
immune sera by elimination of immunologically inert 
proteins. Eggerth? now describes what is apparently 
the first example of an increase in antibody activity by 
alteration of the serum protein itself. On treatment 
with ninhydrin, sera from both the horse and the rabbit 
were found to undergo physicochemical cha .» and 
sometimes the agglutinin content rosee Thus a rabbit 
antityphoid serum which,’ before treatment with 
ninhydrin, contained 1100 H-agglutinin units per mg. 
nitrogen, contained 3300 units after 30 minutes, and a 
fraction was obtained by precipitation which contained 
16,000 units. Normal rabbit serum treated with 
ninhydrin did not agglutinate typhoid H or O suspen- 
sions, or pneumococcal antigen, and rabbit antityphoid 
serum treated with ninhydrin did not agglutinate any 


1, Eggerth, A. H. J. Immunol. 1942, 45, 303. 





of a variety of organisms tested, including Bact. coli, 
Staph. aureus, proteus OX 19 or pneumococcus types 1 
and u. It seems therefore that the reactivity of nin- 
hydrinised serum is entirely due to specific antibody. 

Eggerth suggests four possible explanations of the 
increase in H-agglutinin activity after treatment with 
ninhydrin: (1) the destruction of some inhibitory 
substance ; (2) the breakdown of large antibody aggre- 
gates, so ‘that the number of active antibody molecules 
rises ; (3) an increase of avidity of weak combining 
groups, or the uncovering of groups not formerly avail- 
able; and (4) the destruction of non-specific hydrophilic 
groups of the antibody, rendering it more hydrophobic 
and less soluble. The third explanation, he points out, 
would accord with the “‘ specific aggregation ” theory of 
Marrack, Sf Heidelberger and Kendall, and of Hershey. 
This states that immune aggregates are lattices built up 
by union of polyvalent antibody with antigen; an 
increase in the number of sufficiently avid combining 
groups is therefore necessary for an increase in agglutinin 
titre. The fourth explanation he correlates with the 
“non-specific aggregation’’ theory of Eagle and of 
Hooker and Boyd, who maintain that, after combination 
of antigen and antibody, aggregation will occur only if 
the surface groups are chiefly hydrophobic, and the 
charge is below the critical level. As ninhydrin destroys 
the free amino groups of protein, which are polar, the 
antibody, if a protein, would become more hydrophobic 
and less soluble. If this explanation is accepted, treat- 
ment with ninhydrin should increase the titre of all 
agglutinating sera, which it does not; so one would 
have to postulate, in cases where the titre is not increased, 
a second contrary effect, such as a destruction or weaken- 
ing of combining groups. 

From investigations with modified antibodies, “ it 
seems clear,” Eggerth says, “‘ that the combining groups 
or sites are rather resistant to the action of heat, chemi- 
cals, and enzymes, and are not destroyed unless the action 
is vigorous and prolonged. This appears likewise true 
of the ninhydrinised antibodies. The groups or surfaces 
of the antibody-molecule that are responsible for. the 
secondary immune reactions, such as agglutination, 
seem to be more susceptible of alteration.” 


\THE URETERS IN PREGNANCY 
It is now generally agreed that during pregnancy the 
ureters dilate, that the dilatation affects the right ureter 


. more than the left, and that these changes are attribut- 


able to two factors—first, pressure of the pregnant uterus 
on the ureter at the brim of the pelvis, and, secondly, a 
lowering of the tone of the ureter, making it mrore easily 
obstructed. Hundley, Diehl and Diggs! have studied 
the effect on the ureteric tone of giving 2 mg. of stilboestrol 
twice daily over a period of 10 weeks. In a series of 
patients thus treated they noted an increase of tone ; 
more vigorous peristalsis was demonstrated by tracings 
on the hydrophorograph.. Another group of women 
received, weekly for 9 weeks, intramuscular iniections of 
8 mg. of the progesterone preparation ‘ Proluton,’ 
together with 280 mg. of ‘ Pranone ’ each, week by mouth, 
making a total dose of 72 mg. proluton and 2520 mg. 
pfanone. The result of this treatment was a loss of 
ureteric tone clearly evident within 4-5 weeks, but pyelo- 
grams were not taken, so it is not known whether the 
ureters became dilated. The tracings from these 
experiments are striking, but it is hard to apply the 
results to the findings in pregnancy, unless on the Cohen- 
Marrian hypothesis that; except just before labour, the 
estrogens in the blood are in the combined and inactive 
form. As progesterone, at least of corpus-luteum origin, 
does not increase in the blood after the fourth manth of 
pregnancy, whereas the atony of the ureter reaches its 
peak at the sixth or seventh month, it seems likely that 


i. Hundley, J. M., Diehl, W. K. and Diggs, E. 8. Amer. J. Obstet. 
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in the pregnant woman there must be other substances 
capable of reducing ureteric tone. In the pregnant 
woman of five or six months’ pregnancy, ostradiol 
benzoate and stilbestrol in therapeutic doses do not 
increase ureteric peristalsis. 

Thus there are still blanks in our knowledge of the 
mechanism by wltich atony of the ureter and stasis of 
urine are produced in.the pregnant woman. A good deal 
remains to be done also concerning the activity of the 
ureter in various complications of pregnancy. Baird * 
found that atony and dilatation were unusual in the 
ureters of patients suffering from pre-eclamptic toxemia ; 
but he informs us that in one case of severe pre-eclampsia, 
where the ureters -were found to be very irritable, 
re-examination of the ureters after the death of the 
foetus demonstrated complete atony. The death of the 
foetus had been followed by rapid fall of blood-pressure, 
subsidence of cedema, and disappearance of albumin from 
the urine. When it is remembered that the tone of the 
ureters improves considerably just before labour, and 
that in pre-eclampsia the blood-pressure usually rises 
and the albumin increases just before labour, it looks as 
if the substance that causes the toxemia—possibly by 
its action on the blood-pressure—alsp acts on the ureters, 
increasing their tone. The work of Hundley and his 
associates suggests that oestrogen is such a substance. 
On the other hand Smith and Smith * state that in their 
opinion the toxic manifestations of pre-eclampsia are 
preceded by a progressive progesterone and cstrogen 
deficiency which is closely allied to rapid destruction 
of the cestrogens and the liberation of some toxic product. 

The immense amount of research now being carried 
out into conditions of the renal tract during pregnancy, 
especially in the United States, is well summarised in a 
book by Crabtree * which is now the standard work on 
the subject. 


STREPTOCOCCAL MUSCLE GANGRENE 


GaAS-GANGRENE is a clinical condition in which, at any 
rate in the early stages, neither gas nor gangrene may be 
obvious enough to nlp in the diagnosis.“ Most of the 


surgeons who today deal with the wounded patient 
grew up in medicine in the period between the two wars, 
and few of them have any extensive clinical experience 
of the condition. In a disease like this, with an incuha- 
tion period sometimes as short as an hour or two, early 
diagnosis is essential, and the surgeon naturally turns to 
the laboratory for help. The bacteriologists may find 
in the wound exudate a variety of bacterial forms that 
may suggest a gas-gangrenous infection, but neither the 
direct examination of the exudate—except perhaps 
along the lines suggested by McClean, Rogers and 
Williams last March 5—nor the sub 
gas-gangrene bacilli, can clinch the osis, for large 
numbers of wounds are merely contaminated with these 
organisms. For this reason, the surgeon is inclined, 
with some justice, to value the results of bacteriological 
investigation only as material for a retrospective con- 
sideration of his cases, not as an immediate aid to 
diagnosis. But however justifiable. the attitude may 
be, it should not be allowed to detract from the import- 
ance of as extensive a bacteriological investigation as 
possible. 

Our knowledge of wound infection and immunity to 
wound infection is still scanty, and-we could ask for no 
better demonstration that there is much to learn in this 
field by the practice of first-class bacteriology than Major 
MacLennan’s demonstration (on p. 582) of a non-clostridial 
infection of muscle that in many respects resembles gas- 
gangrene. In 8 cases from six different hospitals in the 
Middle East he has discovered’ a massive infection of 
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' frequency of gas-gangrene in muscle. 


uent cultivation of © 


muscle by Streptococcus pyogenes, an infection that 
responded readily to oral and local administration of 

pes aagee~raphe in conjunction with conservative surgical 

toilet of the wound. No sporing bacilli were found. 
In 4 of the cases anaerobic streptococci were also present, 
and may have played some part in the evolution of the 
condition. But the notorious insensitivity of these 
cocci to sulphonamides and the ready response of the 
condition to sulphonamide drugs, suggests that_ the 
anaerobic streptococci were of secondary importance. 
Differential diagnosis appears to be possible on clinical 
grounds, and direct examination of a muscle smear 
reveals vast numbers of streptococci and pus cells. 

There are two schools of thought concerhing the 
One holds that 
gas-gangrene is liable to occur more in deeper than in 
superficial wounds, and deeper wounds of necessity 
involve muscle; the other, that muscle is peculiarly 
susceptible. MacLennan’s report of a peculiar strepto- 
coccal infection of muscle bears out the second school ; 
for just as gas-gangrene bacilli in the subcutaneous 
tissues produce the so-called anaerobic cellulitis, and in 
muscle the true gas-gangrene, so, as MacLennan points 
out, hemolytic streptococci apparently produce in the 
skin a “‘ necrotising erysipelas,” and in muscle a peculiar 
and characteristic condition that resembles the classical 
gas-gangrene. 

MODIFIED ENTHUSIASM FOR PETHIDINE 

THREE reports on the analgesic pethidine published 
in the last few months have widened our knowledge of 
its clinical pharmacology but have differed too widely 
to allow of definite conclusions as to its ‘value in the 
relief of pain. Fitzgerald and McArdle? found that in 
the treatment of 12 patients with severe pain arising 
from various neurological conditions pethidine was as 
effective as, and in some instances superior to, morphine. 
Branwood,? on the other hand, after trial in 23 patients, 
thought it of no yalue at all for pain of the neuritic type. 
Christie and his collaborators, on the basis of an 
investigation involving 335 patients with pain, take up 
an intermediate position by rating pethidine superior 
to the commonly used mixture of acetylsalicylic agid, 
phenacetin and codeine but inferior to morphine. 
From their figures, however, it appears that only’ in’ 
pain of neuralgic and vascular origin did pethidine prove 
more efficacious than tab. codeine co..(NWF). In 


_pain resulting from trauma and arthritis or fibrositis the 


codeine compound actually came out the better, though 
not significantly so. Branwood is certain of the effective- 
ness of pethidine in the relief of spasm in biliary, renal 
and intestinal colic, and of hypertensive headache, as 
would be expected from the well-marked antispasmodic 
action obtained experimentally. One of the desirable 
features claimed for the drug was the relief of pain 
without impairment of consciousness or coérdination, 
but it made some of Branwood’s subjects sleepy even 
when their pain was not relieved. All three papers 
agree that toxic effects are neither frequent nor serious. 
Mild gastro-intestinal upsets and giddiness with minor 
visual disturbarices are the chief manifestations and all 
are transient ; they are more serious when the drug is 
given intravenously. The nausea and dizziness are 
associated with a fall of blood-pressure, both systolic 
and diastolic, beginning within three or four minutes of 
intravenous administration, while after intramuscular or 
subcutaneous injection the fail is much less.and more 
gradual. For this reason Branwood suggests that 
pethidine is contra-indicated in shock and that the 
intravenous route is better avoided, especially as it 
offers no advantages over the subcutaneous. Sub- 
cutaneous injection appears to give better results than 


1. Fitzgerald, G. and McArdle, B. Lancet, 1948, i, 296. 
Le eg A. W. Edinb. med. J. 1943, 177. 
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administration by mouth. On the continent and in 
‘ America the possibility of addiction has been mentioned, 
but in Christie’s series this was not encountered: one 
patient, in fact, received pethidine continually for three 
months and had no withdrawal symptoms when the 
drug was stopped. On the whole, the evidence does not 
justify the original hopes * that pethidine is the looked 
for substitute for. morphine, but it is now established 
as an efficient antispasmodic with few side-effects and 
little or no tendency to addiction. 


BRONCHIECTASIS IN CHILDREN 
THE treatment of bronchiectasis by operative resection 
of the affected part of the lung is now well established, 
but the desirability of doing this early in life is not so 
generally recognised. In 38 such operations in patients 


between the ages of 4 and 16 years Tudor Edwards °, 


had no postoperative deaths, whereas there was a 12%, 
mortality in the whole of his series of 199 patients of all 

The satisfactory way in which children withstand 
both the operative and postoperative dangers of this 
procedure was also emphasised by Bohrer and Lester.® 
It ja not surprising that the more elastic tissues of a child 
should accommodate better than the adult’s for the loss 
of pulmonary tissue. The space occupied by a removed 
lobe may be filled either by further distension of the 
remaining lung substance or by an actual hypertrophy 
of this tissue.. The experiments of Bremer’ on the rat 
suggést that young subjects at any rate adopt the more 
beneficial course of hypertrophy. At a recent meeting 
of the Royal Academy of Medicine in Ireland, W. R. F. 
Collis, F. J. Henry and 8. Pringle showed 6 cases to 
demonstrate the good results which may be expected and 
described their routine. They account for the fact that 
they have so far performed all their lobectomies without 
disaster on the basis of the great attention they pay to 
detail before, after and during operation ; most of chest 
surgery requires the same diligence. After examination 
in a special non-tuberculous clinic their patients have 
any upper respiratory infection present attended to and 
are given a course of open-air treatment before coming 
to operation. During the actual operation there is close 
codéperation between surgeon and physician, so that 
difficulties which arise can be discussed on the spot. 
Blood is given during operation where necessary and is 
followed by a Ringer’s solution, dextrose and sulpha- 
pyridine drip. The routine intravenous injection of 
sulphapyridine is unlikely to meet with universal 
approyal. Collis and his colleagues do not mention the 
local application of sulphonamides or the importance of 
breathing exercises before and after operation. Nor do 
they express an opinion about the desirability of obtain- 
ing pleural symphysis before operation ; many authori- 
ties find that the danger of postoperative collapse is so 
slight in children that such measures are superfluous 
under the age of 12 years. 


THE PLACENTA AS AN ENDOCRINE ORGAN 


‘PHERE is much circumstantial evidence that the 
human placenta produces wstrogen, progesterone, and a 
“* gonadotrophic ” substance in large quantities. The 
evidence is in fact almost conclusive, but one is conscious 
of a prejudice against admitting the placenta into the 
ranks of the endocrines, partly because of its simple 
structure, which seems no more than necessary for its 
more obvious functions, and partly because of its tem- 
porary nature. Extraction by various methods shows 
that it is a storehouse for a number of substances; so that 
the mere demonstration that extracts have certain 
activities means little. Some years ago Kido * success- 


. See Lancet, 1942, ii, 487. 
. Edwards, A. T. Brit. med, J. 1939, i, 809. : 

. Bohrer, J. V. and Lester, CO. W. J. thorac. Surg. 1939, 8, 412. 
. Bremer, J. L. Ibid, 1937, 6, 336. 

. Kido, I. Zbl..Gyndk. 1987, 61, 155. 


fully transplanted human placenta into the anterior 
chamber of the rabbit eye in quantities too small, as 
judged by the lack of effect from implanting them 
elsewhere, to influence the ovaries by their existing 
content of gonadotrophic principle. In a short time the 
ovaries of the rabbit were stimulated to a degree com- 
monly seen in a positive Friedman: test, and active 
production of gonadotrophin by ,the transplant was 
inferred. The possibility of rapid, and therefore effective, 
absorption of preformed material from the site, and the 
presence of the animal’s own pituitary, made these 
results somewhat less than conclusive, and a note by 
Gey and his colleagues * in 1938 claiming to have obtained 
chorionic gonadotrophin from placental cultures in vitro 
was welcome. Detailed results are now published,” 
showing that fluid which has been allowed to bathe 
roller-tube cultures of full-term, 3-month, and ectopic 
placentz, gives a positive Aschheim-Zondek test after a 
few days, though the cultures themselves may be many 
weeks old. Cultures of hydatidiform mole also yield 
positive results. (£istrogen and progesterone have not 
been demonstrated, which means that the conditions of 
culture were unsuitable for their production, or that the 
quantities found in the fresh placenta have been produced . 
elsewhere and-merely stored. — 

Chorionic gonadotrophin, or ‘‘ cyonin”’ as Astwood. 
and Greep” have christened it, is interesting as becoming 
an established active principle with no known function. 
Though it acts on the ovaries of test animals in various 
ways, thereby earning the title ‘‘ gonadotrophie,” or at 
least, ‘‘ gonadotropic,” the results of experiments to find 
its action on the primate ovary are disappointing. 
Indeed, the human ovary is unnecessary for the mainten- 
ance of the last two-thirds of pregnancy. Is chorionic 
gonadotrophin responsible for stimulating the extra- 
ovarian source of cstrogen and progesterone, which 
undoubtedly exists? If, as has always seemed likely, 
this source is the placenta itself, are we to assume that one 
part of it, probably Langhans’s cells, secretes & substance 
which makes other parts—of which there are remarkably 
few — secrete oestrogen and progesterone? Or has it 
some hitherto unsuspected function ? 


BEATRICE WEBB 


THE death ai the age of 85 of the junior partner of 
“Webb & Webb,” later “ Passfield & Webb,” recalls a 


‘time, now almost forgotten, when poverty was considered 


not only a misfortune but a crime. Beatrice Potter left 
a comfortable Victorian home at the age of 19 to find out 
for herself how the poor live and work, and having found 
out she never rested until the penal side of the Poor 
Law was abolished and poor-law administration softened 
into public assistance, with the prospect of social security 
on the horizon. The report by Sidney and Beatrice 
Webb dissenting from the other members of the Royal 
Commission of 1905-09 generously recognised the earlier 
dissent of Thomas Wakley of Tur. Lancet from the 
“ principle of less eligibility” advocated by the Royal 
Commission of 1834, and in times to come we shail often 
have occasion to recognise a corresponding foresight in 
these two Fabian progressives. 


9. Gey: G0. Jones, G. E. S. and Hellman, L. M. Science, 1938, 


10, Jones, G. BH. S., Gex, G. 0. and Gey, M. K. Bull. Johns Hopk. 
Hosp. 1943, 72, p. 26. 
11. Astwood, E. B. and Greep, R. Science, 1939, 89, 81. 


FAT ESTE A ORNS EATER AY SONGS STOLE 


Parent Meprorvgs BANNED In GERMANY.—An order made 
in March prohibits the manufacture of Arzneifertigwaren and 
Spezialitdten in Germany. The order covers all substances 
and preparations for the prevention, palliation or cure of 
diseases, complaints, and physical injuries or discomforts in 
man or animal which are sold already made up in packets, 
and are described or labelled as Ate of a specific manu- 
facturer (Klin. Wachr. 1943, 22, 268). 


'* 








/ 
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Special Articles 


THE TUBERCULOSIS SCHEME 
MINISTERS’ CHARGE TO LOCAL AUTHORITIES 





Town and county councils, as well as joint tuberculosis, 


boards, received good warning (M of H circular 2741 
dated 18.xii.42, DHS cire. 213 dated 31.xii.42) of the 
broad lines of the great antituberculosis scheme which 
they are now required by the central health departments 
of the United Kingdom fo put into operation without 
delay (M of H cire. 2794, DHS circ. 36A). 


MASS RADIOGRAPHY 


The two blue-prints are the same in substatice, except 
for the detailed instructions on mass miniature radio- 
graphy contained only in the English memo. War- 
time difficulties of supply have delayed delivery of the 
radiographical units and except for a set to be used 
in the training of personnel none will be available in 
Scotland before the summer—when Edinburgh, Glasgow, 
and Lanarkshire are to be the recipients—whereas in 
England a set has been delivered to Lancashire and the 
remaining 17 sets will, it is’ hoped, at-regular intervals in 
the next twelvemonth reach their destination, beginning 
with the county councils of London, Middlesex and 
Surrey, the Welsh National Memorial Association, Stafis, 
and then the large provincial urban centres. The oppor- 
tunity has been taken of issuing the report (28 pp.) of the 
Standing Advisory Committee on Tuberculosis, on which 
the action of the two health departments is based. Mr. 
T. Lindsay is chairman and Dr. J. H. Harley Williams 
secretary of the technical subcommittee which drew up 
the report wherein it is emphasised that the function of 
mass miniature radiography is not so much diagnosis as 
the sifting out from a number of apparently normal 
persons those whose condition requires further individual 
diagnosis by established methods. Apart from tubercle 
and other affections of the lungs it is hoped that the sets 
will throw light on cardiac abnormalities ; appendix IIT 


of the report suggests a new terminology for use in ~ 


describing these deviations and deserves close attention. 


MAINTENANCE ALLOWANCES 


The rest of the memos is devoted to a detailed survey 
of the action to be taken when ttiberculosis has been 
diagnosed, whether by mass radiography or in any 
other way. Persons who have to leave work temporarily 
in order to obtain treatment will, it is pointed out, do so 
much more readily if they can be confident as to the main- 
tenance of those who look to them for support. The 
allowances (39s. for husband and wife, 25s.—27s. for one 
person, 58.-12s. for dependants) described in the circulars 
aré meant to secure this object. They include provision 
not only for the period while the patient is unfit for any 
work but also for the period of gradual restoration to full 
working capacity—e.g., after successful treatment in a 
sanatorium, while the patient is able to undertake such 
limited work as the tuberculosis officer may judge to be 
suited to his condition. Acting on the advice of a 
special’ committee of the Medical Research Council, 
assistance in respect of which expenditure will_be reim- 
bursed by the Exchequer will consist of— 

(1) @ standard rate of maintenance (described as ‘‘ main- 
tenance allowances”) payable without inquiry into means 
(beyond inquiry to establish whether the employers are con- 
tinying to pay any wages during sickness and, if so, to what 
extent, the amount of any National Health Insurance benefit 
payable and the amount of any treatment allowance or dis- 
ability pension or i lowances received from the 
Ministry of Pannions} t0-whish will bo edded aotual rent aiid 
rates up to a maximum of 15s, per week ; : 

(2) additional pa: ts (desoribed as “‘ discretionary 
allowances "’) at the of the authority and after need 
has been established, towards meeting exceptional commit- 
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ments, in the way of charges incurred for high rent, mortgage, 
education, insurance, hire purchase or the like, which were 
not unreasonably incurred before the need for treatment was 
known but which cannot be met unless some additional grant 
is made ; 

(3) other additional payments (described as “ special pay- 
ments ’’) at the discretion of the authority and after need has 
been established, for (a) reasonable travelling expenses 
incurred by near relatives where the medical superintendent 
certifies that a special visit should be paid; or otherwise at 
such intervals as the tuberculosis officer considers reasonable ; 
(b) where the person undertaking treatment is the housewife 
and increased expenditure is involved in obtaining domestic 
help from outside the household in her absence, for a special 
payment not exceeding 10s. a week ; (c) in the case of persons 
without dependants where the payments cannot be met out 
of NHI benefit and any other available sources of income, 
for a reasonable allowance not exceeding 58. a week for 
pocket-money for patients while undertaking approved treat- 
ment in an institution and an allowance in respect of continu- 
ing commitments for rent, rates, insurance or hire purchase 
e 

The persons who have been primarily in mind for the 
purpose of these’ arrangements are persons gainfully 
occupied and with depéndants whose source of income 
necessarily ceases when treatment is undertaken. 
Allowances in such cases will be payable on condition 
that the treatment undertaken is approved by the 
authority, whether this treatment is in an institution or 
not. Where the patient is in an institution the main- 
tenance allowance will be subject to a deduction of 10s. 
per week to meet the saving due to residence in the 
institution. 

PART-TIME EMPLOYMENT 

As the committee of the Medical Research Council 
point out, re-entry info ordinary full-time employment 
entails a sharp change from no work at all or from a 
limited amount of work under sanatorium conditions, 
and the danger of relapse which this would involve is 
likely to be enhanced under the stress of war-time work- 
ing. and transport conditions. On the other hand, 
employment which is timed and calculated to meet the 
capacity of the individual has great advantages both 
medical and psychological. Suggestions for rehabilita- 
tion were made in the report of the Tomlinson Committee, 
but pending the time when they can be brought into 
effect, assistance should be made available for persons 
suffering from: tuberculosis who undertake employment 
approved by the authority as a part of their treatment. 

rovision of employment is to be considered as part of 
he complete treatment for which Exchequer assistance 
is. available. The Minister of Labour, the British 
Employers Confederation and the Trades Union Congress, 
have been consulted with a view to facilitating arrange- 


~ ments for employment, and the local officer of the Ministry 


is to be consulted at the stage when the individual is - 
adjudged by the tuberculosis officer to be fit for a 
measure of controlled employment, the local officer being 
informed of the amount and type of work which the 
individual ought to undertake. The authority should be 
able to enlist the sympathy and support of local employers 
and may often be able to find employment in their own 
service. For this purpose it will generally be advisable 
to establish a small informal committee consisting of 
representatives of the local authority, the Ministry of 
Labour, of employers and employed, and this suggestion 
has the support of the Employers Confederation and the 
TUC. The kind and amount of work undertaken should 
be approved by the tuberculosis officer as appropriate 
to the medical needs of the individual. As between 
employer and employed the rate of payment should be 
in accordance with recognised rates and conditions, 
allowance being made if necessary for the reduced amount 
of work appropriate to the medical condition of the 
individual. Considerable elasticity will be required to 
make arrangements appropriate to the medical needs of 
individuals, but with goodwill and codperation praoctica | 
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solutions should readily be found which will be fair to 
both parties. It has been agreed by the Exchequer that 
one-third of net earning’ on part-time employment may 
be ignored in calculating the allowances to be paid after 
part-time employment is undertaken. 


SCOTLAND 


GREAT GIFT TO EDINBURGH UNIVERSITY 

Sir Donald’ Pollock, MD, lord rector of Edinburgh 
University, has given a trust fund of about a quarter of a 
million pounds to stimulate and develop student activi- 
ties in the university. ‘The trustees of the fund will be 
advised by a committee representative of various 
university interests and they intend to plan on two lines 
—the establishment of residences where students may 
enjoy the interests and advantages of community 
dwelling, and the provision of other facilities, such as 
club-rooms, gymnasium, swimming-baths, and garage, 
_aens to a happy and satisfactory undergraduate 

e. ; " 
The first of these plans suggests a break with the 
traditional custom by which the average Scottish student 
- lives-in ‘‘ digs.”” This custom is attributed by some to a 

ted and indigenous instinct. Others put it down 
to the need in many cases for simple living.and cheap 
lodgings. In this respect the situation is - altering: 
many sources of financial support are now available for 
those who have the ability and the ambition to benefit 
from a university education. Or it may be that the 
national spirit is changing, and that collectivism is replac- 
ing individuality. 

Whatever the reason, there is a growing demand 
among students for opportunities for closer contact 
between the great variety of interests represented in the 
university. A. step in this direction was taken at 
Edinburgh nearly fifty years ago, when the late Professor 
Geddes headed a movement for the formation of univer- - 
sity halls. The idea met with support and four resid- 
ences accommodating some 150 students were established 
in the Old Town near the university, and they have never 
lacked their full complement of residents. Sir Donald 
Pollock’s generosity will thus allow us to extend CD a 
ciple which has already been accepted and privileges 
which hitherto have been available Me the few will be 
open to the many. When-the schemé is in full swing, it 
may be possible for most students, if they so desire, to 
enjoy during part of their course the stimulus of com- 
munity life. The houses chosen for the. new venture 
lie between the King’s Park and Dalkeith Road, and are 
ideal in situation .and internal ments. The 
details of the scheme have yet to be considered, but 
if the future develops upon the lines intended, Edinburgh 
undergraduates will enjoy intellectual and material, 
opportunities which will increase the value and enjoy- 
ment of their academic careers. It may be, indeed, that 
these developments will initiate revolutionary changes 
in the life of the students. , 


itudents of Scottish universities elect every three 


_years a lord rector. He is their representative in 
university administration, and in virtue of his office 
resident of the aniversity court, which administers in 
measure the corporate life of the university. This 
election is democracy in the real sense, for the nominee 
of the student body occupies an influential place in the 
higher administrative circle. Sir Donald has made good 
use of his opportunity, and his gift is a pengecens 
testimony of a lord rector’s interest in the welfare and 
happiness of his constituents—who, by the way, rejoice 
at his escape from injury in a road accident. 


A PLAN FOR THE UNDER-FIVES 

THERE are about 3 million children under five years 
old. in the United Kingdom. Although more than 
1200 war-time nurseries have been established to meet 
the needs of women employed in industry, only about 
2% of these children are accommodated in approved 
nurseries and nursery schools. Major C. H. Nathan, 
as chairman of council of the National Society of 
Children’s Nurseries, has prepared a plan to provide 
nurseries for 300,000 children, in four-years after a 


1. A Four Year Plan for Children’s Nurseries. “By the Chairman, 
—— A mead of QOhildren’s Nurseries, 117, Piccadilly, 





transition —! of one year from the end of hostilities, 
Two groups of children would be catered for : 

(a) Those for whom full-time nurseries are because 
their mothers go out to work or for other specific reasons: 
Nurseries for such children would require to be open for 5} 
days a week, 9 hours a day and for 52 weeks a year. 

(6) Other children requiring a nursery ope? 7 hours-a day 


‘for, say, 48 weeks a yeer. 


The cost .of the first type is estimated at 3s. 6d. and 
of the second at 3s. a day, the parents to pay 1s. towards 
the cost in both cases. 

In favour of the scheme it is pointed out that for 
several years past about 16% of school entrants have 
been found to be. suffering from some physical defect 
which could usually have been prevented by better 
living conditions, proper medical supervision, more 
knowledge and leisure to apply it. Provision of nurseries 
is urged not only for the welfare of young children but 
also to help relieve mothers from 

** the almost unbearable strain which is imposed on women 

who have the care of two or more healthy children under 
school age, and at the same time have to run the home, do 
the shopping, cook, clean, wash and mend, and look after 
their husbands ; and this for seven days a week and fifty-two 
weeks in a year,” 
A working mother, itis pointed out, cannot be unwell ; 
she can only be seriously ill; and the scheme includes 
@ proportion of cots to enable children to be accommo- 
dated when the mother is confined or ill, or when for 
any reason a child must be temporarily away from home, 
and no residential nursery is available. 

Mr. Nathan regards a “‘ charter for working mothers ”’ 
as essential, and by provi nurseries would enable 
them to have a regular weekly holiday. He also recom- 
mends the establishment of mothercraft centres, where 
mothers. actual and potential, and stydents may receive 
training in the care of young children. 

Nurseries at present being run under the welfare 
authority dre usually staffed by a state-registered nurse 
as matron, with a trained deputy, supplemented by 
nursery nurses and by students who take a definite 
course ef training for which a merger is granted. 
There has beén gome criticism of the employment of 
registered nurses as heads of nurseries, but Mr. Nathan 
believes that their training renders them invaluable in 


- preventing spread of infection by early recognition of 


symptoms of illness, 

The scheme, it is admitted, would not be cheap, but 
it is thought that the expenditure would be more than 
offset by reduced cost of hospital and medical services, 
apart from the advantages to the children and their 
parents of improved ‘health and general well-being. 


TRANSFUSION ACCIDENTS 


Tue following memorandum has been circulated to 
EMS hospitals and maternity services throughout this 


country :— 


If following a transfusion the state of any patient gives rise 
to anxiety and it is felt that the condition can reasonably. be 


ascribed to some effect of the transfusion, it is requested that 


‘the incident should be immediately reported: by telephone 


to the nearest blood-supply depot in the London area or 
regional transfusion laboratory in the provinces, so that any 
necessary investigations can be initiated at the earliest possible 
moment. At the same time, the hospital pathologist should 
be informed. . : 

The conditions whieh it is particularly desired to investigate 
are hemolytic reactions, and reactions due to deterioration 
or contamination of the blood or blood derivatives used for 
transfusion. Although these reactions produce very variable 
clinical pictures it is suggested that the occurrence of any of 
the following symptoms or signs following transfusion should 
be notified: sud grave collapse, acute severe backache, 
hemoglobinuria or jaundice. Rigors and febrile reactions 
should not. be notified unless they are accompanied by pne 
or. more of the above signs or symptoms. 

The investigations in such cases would be made very much 
easier if a sample of the blood, or blood derivative, from the 
bottle given was available. It is t requested that a 
few cubic centimetres should be left in every bottle of trans- 
fusion fluid given and that this should be kept in the bottle 
for at least 24 hours, and not thrown away until the patient 
has been re-visited and it has become clear that he has not 
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reacted unfavourably to the transfusion. As a routine, 
therefore, every bottle should be re-capped after transfusion 
and put in a cold place (in a refrigerator if possible). The 
giving apparatus should be removed and washed immediately 
in cold water as usual. 

If for any reason it proves impossible to make immediate 
contact with transfusion headquarters it is requested that a 
sample of blood should be withdrawn from the patient 
under sterile conditions, using a dry syringe if possible, and 
divided between two dry sterile tubes and one dry oxalate 
tube (for blood culture and other examinations). 

At the same time, a clean specimen of urine should be 
obtained from the patient and kept. 

In the ordinary way these specimens of blood and urine will 
be collected by the transfusion officer when he arrives to see 
the case. 


MEDICINE AND THE LAW 


The Unrecognisable Surgeon 


OF all popular abbreviations the initials which indicate 
medical degrees are among the most familiar. A certain 
agoraphobic dignity and aloofness forbid the Inland 
Revenue autborities from recognising them. The Times 
lately published a letter from Sir William Dyke Acland, 
complaining’ that, when he. had recently to swear an 
oath as executor of an estate where the documents 
described a doctor as ‘‘ FROS,” the probate “officials 
refused to accept this as a sufficient description and 
insisted upon the. words ‘ medical practitioner.” Sir 
William was advised by his solicitors that there was no 
alternative but to carry out the official wishes strictly. 
He had to make a journey from the countryside to the 
town where his lawyers practise, thus wasting time, 
petrol and tyres. It was necessary for him to swear 
another oath which, he observes, he has done in more 
senses than one. 

MD and FRCS and the like are recognised abbrevia- 
tions in the Concise Oxford Dictionary and the usual 
works of reference. The Medical Act names a fellowship 
of thé Royal College of Surgeons as a qualification of a 
medical practitioner ‘‘ recogni by law.’’ The Com- 


gnised 
missioners of Inland Revenue are authorised to prescribe 
the forms of affidavits.and other statements required 


in the processes of probate. Their subordinate officials 
can retard administration until the chosen words of their 
fancy are substituted, even though every single member 
of the civil service eon & be credited with solid knowledge 
of the meaning of such a description as ‘“‘FRCS.” Let 
us take warning therefore when framing our testamen 
documents, It is probably hopeless to expect officialism 
‘to relax its rigidity even in war-time. 


Sale of Medicine on Street Stall 


The Pharmacy and Medicines Act, 1941, restricting 
the sale by retail of medicines *< unauthorised persons, 
allowed certain sales in shops. In a recent test case at 
Leeds the stipendiary magistrate held that, for this 
purpose, a street stall isnot a shop. A board on trestles 
had been placed in the street outside a.covered market. 
The t r sold a medicine known as ‘‘ Eaz-u-quick oil ”’ 
at this . The magistrate held that the stall could 
not by any stretch of the i ination be described as a 
shop. The use by the defendent of a piece of ground, 
even if he had the right to use it for an indefinite period 
and to carry on his business from such a stall, did not 
constitute a shop. He agreed to state a case for a 
possible appeal. ; 

In the 1941 Act “‘ shop ” is to have the same meaning 
as in the Shops Act, 1912, where the definition includes 
“‘any premises where any retail trade or business is 
carried on.” It was argued for the defendant that 
‘* premises ”? might refer to the whole market at Leeds, 
_ and that the stall, being part of the market, could 
therefore come within the definition of shop. The 
argument did not succeed. Perhaps the definition in 
the Shops Act, 1934, is a little wider; ‘‘ shop” there 
will cover ‘“‘ the place in or from which the retail trade 
or business is carried on.” In another statutory defini- 
tion, in the Pawnbrokers Act of 1872, a shop includes 
‘“‘ a place of business or place where business is trans- 
acted.”’ The legislature was Si wr re’ § anxious to 
include pawning transactions ed out in a private 
dwelling-house. . 


PAVLOV INSTITUTE IN WAR TIME 
(Cable received by the Anglo-Soviet Medical Council) 


OwING to the war the Pavlov Physiological Institute 
has had to leave its Leningrad laboratories and work 
in a new place, and under new, not always easy, condi- 
tions. e basic problems on. which it is engaged 
concern the physiological mechanism of disturbances 
caused by war injuries, and methods of diagnosing these 
disturbances accurately, so that rational treatment can 
be given. 

The head of the institute, Academician L. Orbeli, 
together with one of the senior scientific workers, N. 
Michelson, is investigating experimentally the conditions 
which give rise to wdema of the brain and searching 
for means of preventing it. The work has not yet been 
completed, but a number of facts have been obtained 
which show that physiological experiment should provide 
the key to this problem. A laboratory under the guid- 
ance of Prof. G. Gershuny is examining the aural 
functions of patients who have had brain injuries and 
has established a fact of great theoretical and practical 
interest. Patients suffering from injuries to the parietal 
lobe who retain their sense of hearing lose their ability 
to locate the direction from which the sound comes. 
Inability to localise sounds, in a patient who retains his 
general aural perception; indicates an injury to the 
parietal lobe of the brain. ~ 

Prof. A. Tonkikh is studying the nervous factor in the 
origin of toxic cedema and pneumonia. In the light of 
his investigations, these disorders must not be regarded 
merely as local processes taking place in the lung-tissue, 
-but rather as general processes, whose course is to a 
considerable extent’ determined by the influence of 
sympathetic nerves. Tonkikh’s observations add. new 
and important material to the study, widespread in the 
Soviet Union, of the trophic influence of the sympathetic 
nervous system on tissue processes. ' 

The laboratory under Prof. E. Kreps has made a 
discovery enabling a new method of diagnosing septic 
diseases to be worked out—a discovery which has 
attracted the attention of the medical profession. The 
struggle against sepsis, and omni’ the spread of infection 
from the site of injury to distant organs and tissues, 
is one of the most important tasks confronting medical 
science in war-time. Kreps noticed that septic infections 
suppressed in a specific way one of the ferments of the 
blood corpuscle (a ferment which helps in carrying 
carbon di6xide with the blood-stream). He made use: 
of this fact to establish a method of early diagnosis of 
sepsis which can be émployed under army hospital 
conditions. By careful observations it has been estab- 
lished that this method enables the beginning of the 
septic process to be established earlier than other methods 
previously in clinical use. In this way the doctor has an 
earlier opportunity of adopting measures to prevent a 
spread of the infection. 

. Prof. A. Ginetsinsky’s laboratory is investigating the 
physiology of mechanisms which lie at the root of 
contracture after wounds of limbs. Contracture 
develops when anvarm or leg, after an injury, remains for 
a long time bent. Its cause is an intricate complex of 
pathological reactions of the central and peripheral 
nervous systems and muscular tissue. Contracture will 
not be prevented or treated with full effectiveness until 
this complex has been analysed by clinical observation 
and physiological experiment. One of the most interest- 
ing laboratory investigations that has so far been carried 
out deals with one of the components of the contractural 
complex——-namely, atrophy of the injured muscles. It 
has been shown experimentally that with severe atrophy ~ 
there is not only paralysis of the nerve controlling the 
muscular group concerned, but also pathological reflexes 
arising from stimuli conducted along this nerve. These 
reflexes destroy muscle and induce overgrowth of 
connective tissue. This experiment is in complete 
accord with the clinical observation that contracture 
does not develop through complete paralysis of the nerve 
but through an injury causing an inflammatory process 
which gives rise to prolonged irritation. ‘ ‘ 

Among other investigations which are still being 
worked on, mention should be made of the many-sided 
study of the results of wounds of the central nervous 
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system. During the early months of the war, an éxperi- 
ment was completed in Leni on the training of 
pilots for high-altitude flying, an a pee were 
carried out on the preparation ‘ Be e” (amphet- 
amine) which counteracts fatigue and makes it possible 
for a person to do without sleep for a long time under the 
conditions obtaining during flight. Various aspects of 
problems concerning vi are also being studied, and 
the toxic effect of sulphonamide ee. 
Academician Orbeli, the teacher of the majority of 
the institute workers, is the inspirer of all our many-sided 
work. Under his guidance the staff of scientific workers 
are striving to prove themselves worthy of the honour of 
the name of the great patriot 7 rg xa me 
Ivan Pavlov which is inscribed on the facade of thé Lenin- 
grad home of the Physiological Institute of the Academy 
of Sciences of the USSR. 


MEDICAL WOMEN’S FEDERATION 


AT a meeting on April 15 Dr. JosEPHINE BARNES 
discussed some therapeutic uses of the endocrines in 
obstetrics and gynzcology. The ovarian hormones are 
reer ns responsible for the development of the breasts 

io uberty and during pregnancy. The same hormones, 

are produced in large quantities by the placenta 
qurie pregnancy, inhibit the onset of lactation until 
after parturition. Initiation and maintenance of lacta- 
tion depend on the anterior pituitary, which is believed 
to secrete a lactogenic hormone, prolactin. These facts 
have been applied clinically in two ways: prolactin has 
been given to lactating women in an attentpt to increase 
the supply of milk, but with disappointing results on the 
whole and natural hormones ‘and their synthetic 
analogues have been used successfully to inhibit lacta- 
tion. Synthetic cestrogenic substances can also be used 
for the treatment of engorged breasts ; they are not toxic 
to puerperal women, can be given by mouth, and are 
not peg gh 

Miss M. Moore Wuirts, speaking of the endocrinal 
treatment of sterility emphasised the importance of 
investigating both partners in a barren marriage. In 
about 30-35%, the man shows evidence of faulty sper- 
matogenesis, and in a fair number of marriages both 
partners show abnormalities which can be corrected. 
The genital organs can sometimes be stimulated to normal 
activity by ovarian or testicular hormones; by the 
gonadotrophic hormones obtained from the pituitary ; 
by the serum of pregnant mares (follicle-stimulating hor- 
mone), or by luteinising hormone obtained from human 
pregnancy urine. Pituitary gonadotrophic~ hormone, 
either aloné or combined with other hormones, is also 
given to stimulate general et ment of the gonads, 
uterus and fallopian tubes. icle-stimulating ‘hor- 
mone has been given during the int half of the menstrual 
cycle to increase follicle development; and in concen- 
trated dosage at the middle of the cycle, to induce ovula- 
tion. Luteinising hormone is given when an endo- 
metrial biopsy shows insufficient development of the 
secretory phase. It has been given to patients complain- 
ing of sterility who. report occasio delayed onset of 
menstruation (suggesting an early miscarriage) and in 
cases of threatened abortion. It can also be adminis- 
tered prophylactically to women who have become 
pregnant and give a history of previous misc 








Tue DENTISTS REGISTER for 1943, which has fost: been 
published for the Dental Board of the United Kingdom 
by Constable & Co. (price 15s.), contains 15,192 names. 
During the year 353 names of new graduates or licentiates 
were added, being 18 more than in the previous year, and 
162 names were removed on evidence of death. But this 
eredit balance cannot be counted on to continue, for like 
the rest of the community at present the dental popula- 
tion is unduly elderly ; soon now the death-rate must 
rise and blot out the balance unless the entry increases. 
There is another disturbing factor too, for during the 
year 205 names of living dentists dropped out of the list 
for one reason or another, and. only 110 were restored. 
The position is more than a little disquieting for the 
future if, for the moment, we may be glad of a pool which 
is 96 up on last year. 


In England Now 


“le Running Commentary by Peripatetic Corveipouidents 

My dear eg NEBR am glad to hear that the offending 
appendix has been removed, and that you are well on 
the way to recovery. I note that you now want to be an 
anesthetist when you are older, and would like to know 
something about the art of anesthesia. 

There are two types of anesthetist: stationary and 
peripatetic. The former have all sorts of odd jobs thrust 
on them; the latter boast. that they will deliver gas 
in plain vans at any hour of the day or night. <A gather- 
ing of these charming people is known as a snuffle of 
anesthetists. You must a an out of your head all the 
classical jokes. ‘‘ Dr. Jones, surely if the patient can 
keep awake, you can too?” or ‘‘ Dr. Smith, my end 
seems to be awake, how’s yours?” may have been 
applicable once upon a time (although I doubt it, since 
anzesthetists, like Aberdonians, love to tell stories against 
themselves), but they are quite inadmissible now that 
the regiment has become mechanised. The ‘“‘ man half 
awake, became, B over a patient half asleep ’’ is by now a 
complete myt When giving a volatile anesthetic, 
the modern anesthetist is like the stoker in an oil-fired 
liner—having set the taps, all he has to do is to give an 
occasional glance at the gauges to see that all is well. 
When he has , aka a spinal, he is like a country gentleman 
who, having done a good piece of rough shooting, spends 
the rest of the day before the library fire or pottering 
about in the greenhouse. 

Anesthetics can be exhibited by various routes— 
that is, they can be pushed in through most of the holes 
in the body. I cannot recall that they are given through 
the external auditory meatus, though you will re- 
member that Hamlet’s father was taken for a ride by 
this route. The other day I witnessed a brain operation 
in which the patient was completely covered with 
cloths and a long tube from the anesthetic trolley 
disappeared somewhere in the region of his abdomen. 
I tell you this to warn you against taking anything for 
granted.in anzsthesia, for the anzsthetic was not being 
exhibited by the umbilical route. In the old days, when 
the patient s 6 breathing, this was a matter of some 
importance. If it did not cause alarm and despondency, 
at least it called for prompt action. But your modern 
anesthetist, who has cunningly slip “pe in an vara 
tracheal tube, i is not age happy unti has para 5 em 
the respiratory centre. then is the patient 
completely to his will, éair then does he rise to the top 
of his form as serenely, efficiently, contentedly he 
squeezes the life-giving bag. The number of drugs at 
the command of the anesthetist is immense, and growing 
immenser. In addition, each drug is given several 
different names by several different firms, which adds 
to the apparent number. I was once privileged to hear 
a medical man about to undergo an operation enumerate 
his wants to the anesthetist, while Mrs. Beeton’s shade 
nodded smiling approval. The Americans, who are 
inveterate producers of a anesthetics, have recently 
introduced one called ‘ reth ether.”’ In 3 how- 
ever, they were forestalled y Shakespeare, who wrote : 


“ Fly away, fly away, breath, 
And in sad cypreth let me be laid ; 
Come away, come away, death, 
I am slain by a fair cruel maid.” 


The last two lines have not been properly spained in 
the commentaries, since it is inconceivable that the poet 
could have had any doubt about the safety of this 
anesthetic in the hands of a female anmwsthetist. 

If I were aves to punning I would summarise thus : 
It all boils to this, that despite a swift retreat, 
thereby averting disaster, the spirit of the old anzsthe- 
tists breathes on, and it will be realised in the future at ; 
the present generation has not worked entirel 
vain. (Yes; ‘Tnel are right; five puns, all weak.)— oe 
affectionate Uncle George. 


* * a 
-April the 14th, a memorable day, the first walk I’d 
had with Bunny for six months. Spring had come as a 
sudden burst of gold through clouds ; the cuckoo which 
we had heard for the first time the day before now seemed 
ctusively everywhere ; we saw our first orange-tip and 





THE LANCET] \ 


IN ENGLAND NOW 


[may 8, 1943 597 





many of them. ‘*‘ I don’t like the colour of the female 
brimstene,” said Bunny, “ it reminds me of the lemon 
drink sell in the tuckshop at school—made of 
chemicals.” “ Hark,’ I said, excited, ‘‘ there’s a willow 
wren!” The day was full of ndid surprises like that. 
Going down to the marshes we in the distance that 
haunting choral of peewit and redshank. We ought to 
have wondered why, but didn’t. We continued on our 
golden way, enchanted now in watching that marvel of 
daintiness, the yellow wagtail. Then we flushed a _ 
of partridges and they ee over a hedge. ‘ Did 
ou hear that cock partridge ? ” said Bunny, puzzled. 
ought to have sensed a tenseness then, but I was drunk 
with spring. ‘* Look, here’s an le orchis ! ”’ 
Sudd , about two hundred yards and flying 
from left to right, I saw.a peregrine ; he was i 
something in his claws, but I could not see what. ‘‘ Ssh,”’ 
[hissed, and we both sank to the ground. He was behind 
a ridge of earth from a cleaned-out dyke now, but through 
the glasses I could see part of him, the wings lifted as 
though struggling with his victim. I handed the glasses 
to the boy, who was quivering. We stalked forward. 
The ti rose when we were about 80 yards from him, 
and. we watched his characteristic flight fade away. 
Bunny found the victim—the cock partridge, with bloody 
head and broken neck, but otherwise lustrous with spring 
plumage. That was the‘zenith of our day—we had seen 
a great killer at work, and a rare one here. Later, as we 
lay by the river, after swimming from Sussex to Kent and 
back (about 15 yards), we saw him again, a splendid arc 
high up in the blue. The rest of the day is a happy 
memory of snipe, thick lush grass, and the sun 


on the marshes. For me there is a savoury to these good" 


things. Bunny is out on the lawn, the partridge in his 
hands. aivuig a demonstration, and his voice comes to 
me through the window. “I heard... we cmwl 
up... he, gets up...I find... afterwards we 
saw ”: the dramatic present tense, the picture-thinker’s 


commentary. 


* oo” * 


Our ARP controller ‘and officer i/e First Aid Post is 
Mr. Simpkins. He is a pearl of great price. I think he 
was a warrant officer in the Canadian RAMC in the last 
war—and he must have been a fine prop fer any uncer- 
tain MO. He is quite imperturbable, and his good 
humour never deserts him. One F sge scans he has 
which causes me endless delight. e always opens a 
conversation with me with the words: ‘“‘ By the way, 
Doctor.” If I pick up the phone and hear the mystic 
words, I know that next will probably come “ there’s a 
young lady down here who’s .. .” The climax in the 
use of this strange introduction came one night about 
3 am when I awoke to hear a soft tapping and a familiar 
voice say: ‘‘ By the way, Doctor, there’s a young lady 
out here with a bit of a headache.” 


* * * 


Before the war, we who insure ourselves for medical 
protection received every year a brochure cataloguing 
the atrocities of our colleagues. One of the minor 
tragedies of the war is that we no longer receive these 
stimulating and cheering pamphlets. early everyone 
has secret fears of incompetence, and the strengthening 
effect of reading of doctors who are even more un- 
conscientious and incompetent than ourselves is beyond 
measure. How eagerly I used to await the little booklet. 
How enthralled I was to learn of an ahonymous villain 
{euphemistically called ‘“‘ Your Member”) and the 
unbelievable things he had done. Though at times my 
heart would bleed for the’ hapless patients of Your 
Member it would fill with rap as I thought: . “I 
don’t believe even I would have done that!” ‘ Your 
Member,”? I would read, “ after re to see an 
accident case for a week, when he finally did see the case 
failed to observe three compound fractures, stating the 
patient’s condition was due to nerves although he was 
deeply unconscious. When the fractures were pointed 
out to him he = both elbows in a tight plaster in full 
flexion. At a later visit both arms were found to be 
gangrenous, and Your Member, considering there was 
some inflammation, injected 3° g. of sulphapyridine. 
This was given subcutaneously. and resulted in a con- 
siderable degree of sloughing.”” The story usually 
ended with the polite summary: ‘It was decided 


that Your Member had committed an error of judg- 
ment.’’ . 

That such stories should have tonic properties is quite 
understandable, The normal person cannot believe he 
is ree A all right unless he knows that someone else is 
doing all wrong. "i ; 

* 

My thirty rabbits are gambolling in their pens on the 
tennis lawn, the sun is warm, the day a poem of Herrick. 
I am drowsing in a deck chair, idle fancy and idler 
thought titivated by the sight of so much homegrown 
first-class protein. really must look up the food tables 
again to verify the surprising fact that rabbit has as 
much protein as beef steak. If so everyone should be 
forced by Beveridge, or Uthwatt, or Scott, or preferably 
of course myself, to keep two breeding does. That means 
80 rabbits a year, or 240 Ib. of good meat. And the 
grass of the tennis court is kept short. 

But the day is too drowsy for practical ideas. It 
invites the peace-time luxury of errant academic thought. 
Why have rabbits polyuria? Because all cabbage is 
water and all rabbit flesh grass. Nonsense. Try again. 
Why do rabbits wash themselves so carefully ? That is 
aneasyone. They scrape the irradiated 7-dehydrochole- 
sterol off their fur and eat it to give themselves vitamin 
D,. Probably all furry animais get their vitamin D in 
this way. If you stop a rat licking itself you cannot 
cure its rickets by irradiating it. If owls do not eat 
the fur of their prey they die from lack of vitamin D. 
Is all one’s own vitamin D washed off if one swims after 
sunbathing ? Is the fretfulness of overwashed babies 
the fret ess of rickets ? Is it less soap rather than 
more Government cod-liver oil we want? Are children 
right in hating washing ? 

‘ The rabbits in one pen are behaving in a most improper 
manner. Yet I am sure they are all very young bucks. 
I separated the sheep from the goats both by the lore 
of the milkman and by the teachings of Starling’s 
physiology. So their behaviour is either vicious, or 
Freudian, or normal. My mother says schoolmasters 
and psychologists should keep rabbits ; then they might 
learn some sense over sex in boys’ schools. What I 
say is that rabbits prove coeducation is bad, for unless the 
sexes are separated at a tender age the bucks fail to 
thrive. The does, on the other hand, flourish. Does 
this cast a new light on the different functions of the - 
pituitary in the two sexes, or is it merely another 
example of women liking men more than men like 
women ? 

* a oe 

I had been a little doubtful about the appointment 
of the new night sister to the Maternity Department 
from the beginning, though she was armed with the best 
qualifications and references. When the case of placenta 
previa was admitted I agreed with her that the foetal 
heart could not be heard and then turned the ‘presenta- 
tion to a breech and ruptured the membranes; the 
bleeding stopped at once and it seemed that all would 
be well. I told her to supervise the delivery and call me 
later. But her message on the phone recalled all my 
doubts. ‘‘ The third stage’ is completed, doctor,”’ she 
said, “and the second ‘stage is about to begin.’””’ Had 
she learnt her midwifery backwards and managed to 
keep it from her examiners ? . Was she a secret partaker 
of which disorientated her arithmetic ? I dashed 
round expecting the worst, but there quite unperturbed 
she presented me with the placenta in a receiver and the 
patient still in labour with a prolapsed and pulseless 
cord. The second stage continued with no bleeding at 
all, and a stillborn breech was born uneventfully. 


* al * 


“ Sir,—I would be obliged if you would sign the 
medical report exempting me from firewatching. The 
manager of our labour exchange is an old enemy of mine. 
Twelve years ago I knocked six. of his teeth down his 
throat and was fined a fiver for it, so I feel this matter to 
be a personal issue between him and myself, and if I get 
upset again I might hurt him more this time. Thanking 
you....’’ Letter received by an EMS neurosis centre. 

+ * * 


From an old case-book :—‘‘ Mrs. X. c/o rash. Thinks 
it might be hilis = flea-bites. 1s. 6d. Pd.” Thus 
are the great decisions, and the big money, made. 
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Letters to the Editor 
THE SPECIAL CENTRE 

Sm,—In his letter of April 17 Dr. Neligan appears 
to be satisfied that the establishment of special centres 
for rheumatism would result in benefit both to patients 
and to the progress of our knowledge of the subject ; 
and Dr. Osman feels the same about special centres for 
renal diseases. This assumption raises a question of 
principle of more general application. What is the value 
and place of centres for special treatment in any re- 
organisation of our hospitals after the war? It will not 
be contested that special centres for well-defined 
conditions do achieve a high standard of treatment and 
sometimes advance research in their specialty. I 
would include in this ergy etd diseases of the special 
senses, but I am doubtful if the list should be extended 
much further, except in so far as is n on account 
of considerations of infection.” If the subject matter of 
the specialty is not easily recognised by patient and 
practitioner, I would submit that efficiency in treatment 
and research is handicapped in isolated units, . The 
label rheumatism is applied by the public and by many 
doctors to a parcel of conditions of widely different 
zetiology and prognosis. For effective treatment, in 
addition to the requirements set forth by Mr. Capener 
on April 3, accurate diagnosis is the first essential. 
This often demands opinions from clinicians concerned 
with many branches of medicine and investigations by 
pathologist and biochemist. Such a wealth of know- 
ledge cannot be readily available at a special hospital. 
The same conditions rule the organisation of research 
into a complicated problem. I would suggest that the 
progress of medicine will be best served by the establish-, 
ment of specialties within the organisation of a large 
general hospital. This will secure the coéperation of all 
services at 1 high standard and tend to prevent the 
splitting up of medicine into watertight compartments. 


Cambridge. OC. Max PAGE. 


SPECIAL HOSPITALS FOR RHEUMATISM 

Str,—On behalf of the Heberden Sociefy we welcome 
the letter from Mr. Norman Capener in your issue of 
April 3. His use of the term orthopedics, and ortho- 
- peedists in place of orthopedic surgeons, makes clear the 
desire which we all feel for closer collaboration between 
medicine, surgery and preventive medicine in the study 
of the causes, treatment and as far as possible prevention 
of the manifold morbid conditions which are grouped 
under the heading of the rheumatic diseases. With full 
collaboration the chances of success will be infinitely 
greater. . In the past there have been far too few ortho- 
peedists in hospitals chiefly concerned with rheumatism, 
and perhaps too few physicians associated with hospitals 
mainly devoted to the surgical side of orthopsedics, and 
progress has been slow in consequence. We refrained 
from an earlier reply in case there should have been 
further correspondence on the subject which might have 
been dealt with at the same time. Dr. Neligan’s letter 
has dealt adequately with-some of the details of the 
subject, and we need not trespass further on your space. 

- CHARLES W. BucKLEY, KENNETH STONE, 
MatTrHEW B. Ray, C. B. Heaxp, 
ERNEST FLETCHER, DRURY PENNINGTON. 
Mayfair, W.1. 


AVOIDANCE OF POSTPARTUM HAZMORRHAGE 

Smr,—Mr. Reddington regards chloroform as the 
greatest- single cause of post hemorrhage and 
says ‘‘ The only possible anzsthetic for a forceps delivery 
is gas and oxygen.” I should have said that the-pre- 
eminence of gas and oxygen was by no means proven. 
The great objection to its use is that a cumbersome 
apparatus, rarely available in private housés*and often 
unobtainable in nursing-homes, is nec . This 
precludes it from being employed as a routine in ordinary 
midwifery practice. I maintain that for general pur- 
poses a light ether anzesthetic is safe and in most instances 
is the method of choice. In your leading article of 
April 10 which Mr. i m criticises you make it 
clear that chloroform should only be used in the induc- 
tion. The two or three drachms of chloroform used for 
induction, if properly administered, surely do not cause 





hemorrhage. Mr. Reddington then quarrels with your 
advocacy of the injection of pituitary extract after 
forceps deliveries before the expulsion of the placenta. 
He eonsiders this procedure Edwardian and draws 
attention to the dangers of pituitary shock and contrac- 
tion of the cervix. Pitui shock does of course occur 
but is extremely rare. . Contraction of the cervix is not 
so rare but is never severe enough to cause much diffi- 
culty in the unlikely contingency of a manual removal 
becoming necessary. Hemorrhage, however, is by no 
means uncommon. Its incidence is reduced if pituitary 
extract is injected. Surely it is justifiable to run a small 
risk in order to obviate a larger one? During the past 
24 years I have injected pitui extract before the 
expulsion of the placenta in some 200 forceps deliveries 
and have noted no untoward results. It is comforting 
for us Neo-Edwardians to have no less an authority than 
Joseph B. De Lee of Chicago in our ranks. 
Manchester. QO. E. B. RIcKARDs. 


Simr,—I.read with interest your stimulating leader 
of April 10. The importance of knowing the patient’s 
hemoglobin figure might, I think, be stressed. Since 
the beginning of this year I have had hemoglobin 
estimations done on all patients attending my antenatal 
clinic at Leeds Maternity Hospital. This has had the 


object of preventing patients reaching labour with a low 


hemoglobin ; if they do so, sometimes quite a normal 
loss may render them collapsed and in need of resuscita- 
tion. I am sure you are right in emphasising that if 
the placenta is to be removed by the hand it should be 
done early, before the patient has had serious hzmor- 
rhage. In our teaching the risks of manual removal tend 
to be over-estimated ; the great danger is in performing 
the operation too late—i.e., on a collapsed patient. 

t D. W. Currie (Landéet, 1932, i, 1087) found 
that the Mojon-Gabaston (note the spelling) method of 
injecting the umbilical vein was a safe and useful pro- 
cedure in the treatment of postpartum hemorrhage. 
The technique is simple, and even if it fails little time 
or blood has been lost; frequently the increase in 
placental bulk stimulates i iate uterine contraction. 

Since the beginning of 1939 40 cases of placenta 
previa have been treated at this hospital by cesarean 
section: of these 3 underwent blood transfusion before, 
and 4 at variable times after the operation. None of 
them developed paralytic ileus. Three other patients 
trans d ‘before cw#sarean section had no trouble. 
The only case of ileus I have seen after cesarean section 
received no blood transfusion at any time. 

I agree with Mr. Reddington in disapproving of 
chloroform ‘for the forceps operation. One of the best 
combinations when available is nitrous oxide, oxygen 
and ether. Several American writers in the last few 
years have stressed the risk to the baby of using high 
concentrations of nitrous oxide (85 to 15 or stronger) ; 
they cause serious anoxemia. As you state, it is 
important to give the minimum of anzsthetic. 

G. W. Blomfield of Leéds investigated the third stage 
in over 1000 cases receiving 1 c.cm. of pituitary extract 
immediately after delivery, and in over 1000 controls 
who received none (Brit. med. J. 1938, ii, 1083). There 
was a loss of over 500 c.cm. in 8-6% of those receiving 
pituitary, and in 12:5% of those not receiving it—that 
is, the results were rather better in those treated with 
pituitary. The average loss per patient was 72 c.cm. 
more in the control cases. Retained placenta occurred 
in 1-8% of the control series, and in 2-1% of the pitui 
series. Pitui shock was not encountered. Our 
conclusion was that while the administration of pituitary 
in these circumstances did little harm, it also did little 
good. The practice is recommended by J. B. De Lee 
(Principles and Practice of Obstetrics, Philadelphia, 
1933, Bee ) and E. A. Schumann (Textbook of Obste- 
trics, Philadelphia, 1937, p. 470). 

ANDREW M. CLAYE. 


Leeds. 
TEMPERATURE TAKING 

Sir,—History repeats itself. It is well over a quarter 
of a century since I many times and oft heard that 
greatest of all masters of the Rotundg teach ‘‘ Boy; leave 
a half-minute in for two minutes, and a two-minute one 
in for five,”’. Hastings Tweedy is happily still with us. 

Norwich. JAS. 
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MYTHOLOGY OF CANCER RESEARCH 
Sm,—In his lengthy reply (Lancet, April 24) to my 
paper ‘‘ A Contribution to —— ta eapargy ol of Cancer 





among 
relation to the statements of Dr Paris, and of ‘‘ manipula- 
tion ’”’ of the evidence relating to arsenic cancer in deer. 
I do not intend to trouble about these charges, as the 
facts of the subject are available i in my ap to anyone, 
who is interested in them. I find that, to deal with even 
a portion of the matters, largely irrelevant, which Dr. 
Hueper raises, requires a paper, of which I have a draft at 
hand, almost as long as his own. I propose to deal with 
the matter very shortly here. 

We are concerned with the alleged occurrence of arsenic 
cancer in horses,.deer, and sheep. . In-regard to the very 
dubious evidence of arsenic cancer in sheep, Dr. Hutper 
admits a ‘‘ deplorable mistake ’’ and “‘ a gar sled version ’ 
of Nieberle’s paper, so we need not pursue this part of the 
subject. Dr. Hueper has made the quite definite state- 
ment, in a journal devoted to cancer research (Cancer 
Research, 1042, 2, 559), that ‘‘. . . arsenic cancer has a 
relatiyely long latent period, usually surpassing that 
of the average life span of the species used in such 
experiments. This contention is wuypcesod by the 
observation that animals vith a much longer life span 
(horses, sheep, deer) have developed an environmental 
type of arsenic carcinoma of the skin or of the nasal 
mucous membranes.”’ 

Cancer research workers are entitled to ask Dr, Hueper 
to state (a) all.the evidence that arsenic has produced 
oor. (excluding warts, whether called “‘ nas 7 aint 
or not, and all irrelevant pathological conditions) in 
deer; and, (b) any evidence that arsenic has produced 
cancer in horses, or in a single horse. 

London, 8.W.3. E. L. KEnNAwAyY. 


PREFRONTAL LEUCOTOMY Yi 
Smm,—While endorsing every word of Mr. McKissock’s 
reply to Dr. Winnicott’s letter of April 10, there are 
one or two further points in that letter which should not 
go unchallenged. 
a plea for the abandonment of all empirical treatment 
in the psychoses, until such time as the wtiology of these 
conditions is firmly established. Such an argument, 
ger to its logical conclusion, would presumably 
cho-analysis — with shock-treatments and 
a retal methods the surgeon, to say nothing of 
malarial treattnaent of GPI. Is Dr. Winnicott aware 
of the many hours of misery saved already to thousands 
of depressives by electric convulsion therapy? This _ 
surely is something to set against the hypothecated 
damage the sacred brain tissues —— by 
opponents of the treatment. In spite of this dreadful 
warning, I hope that psycHiatrists will give their depres- 
sive patients the chance of even a partial recovery by 
our present unpleasant empirical methods, secure in the 
knowledge that the alternative is a 90 per cent. chance 
(if not more) of progressive deterioration or crippling 
mental incapacity. 
St. Bernard’s Hospital, Southall. J. B. 8S. Lewis. 


KNOWLEDGE OF VENEREAL DISEASE 


Str,—I see almost daily women who, before their 
admission to prison, were receiving treatment for 
venereal disease. They have attended clinics, hospitals 
- private practitioners for regular treatment, but in spite 
of this an appreciable number have no idea of the nature 
of their linens, and when told at the  cnnartaed that they 
nove gonorrhoea. or syphilis are genuinely rised and 

istressed. They may ‘have been told "they have “a 
disse but many of them fail to understand this - 
euphemism. Some have not even been told of the danger 
of infecting others on sexual intercourse. Considering 
the profession of some of these women this is a serious 
omission. 

I do not think it is generally realised by doctors how 
ignorant are eens, even of the criminal classes, about 
venereal disease. I have kgoorn colleagues assume that 
if a girl knows enough to catch gonorrhcea she also knows 
what she has got all about it, and no explanations are 
necessary. the matter with a surgeon in a 


) r accuses me of, - 
» ‘* pre judice ae" ¥ ersion ” -in 


r. Winnicott seems to be entering . 


military hospital, he admitted that cowardice sometimes 
made him omit to tell even male patients that they were 
infected. ‘ Quite frankly, I haven’t always the courage 
to tell.a chap his arthritis is due to gonorrhewa.”’ This 
attitude seems to be very general and in civilian life, 
where there is no compulsion to complete treatment, the 
doctor who neglects, through prudery or shyness, to 
make absolutely certain that his patient knows the 
nature, dangers and name of his or her illness bears some 
responsibility for the spread of venereal infection. 

Highgate Road, N.W.5. CHarity TAYLOR. 
ANAZSTHESIA WITH-THE OXFORD VAPORISER 

Sm,—The Oxford vaporiser was described nearly two 
years 4go (Lancet, 1941, ii, 62) and it is surprising that 
this easily managed machine has not become more widely 
known, Its purpose is to administer anesthesia without 
the use of gas-and-oxygen cylinders. . 

Through the generosity of Lord Nuffield, on the 
jalstieees teadiadhaeh of Air-Commodore Macintosh, one of 
these vaporisers has been placed at our disposal at the 
Wellhouse Hospital, Barnet. Some medical students 
from the Royal Free gave most of the anesthetics and I 
am indeb to them for their help, The anzsthetic 
agent placed in the machine may either be ether or a 
trichlorethylene mixture (‘ Trilene’ 25%, ether 75%). We 
had a stock of ‘ Vinesthene ’-ether mixture and found 
this gave excellent results ; but Professor Macintosh 
did not approve of it, owing to the low boiling-point of 
vinesthene, and for the moment we have discontinued 
= use. We hope, however, to continue our investiga- 

ions. 

Premedication.—We have used hyoscine compound A 
(morphia gr. 1/6, atropine gr. 1/100, hyoscine gr. 1/100), 


- given 14 hours before operation for most of our cases, but 


Ido not think morphia or its substitutes suitable for a 
technique which depends for its success on inspiring air 
over ether. On two occasions we found respiration so 
depressed that we had to use the bellows throughout the 
operation. Potassium bromide and chloral, aa gr. 30 
for adults, seems satisfactory, given two hours before 
operation (Duncan’s ‘ Canidia ’ is a convenient prepara- 
tion). Barbiturates were not used. 

nduction can be carried out with ethyl chloride by 
means of a special bag fitted to the machine or straight 
from the machine. When ether alone is used in the 
container ethyl chloride is a great help, but when we use 
br a aanieninais mixture the ethyl chloride is not 


With ethyl chloride, one short spurt per breath is 
injected into the bag until the breathing becomes 
automatic. The bag is then turned off and the indicator 
~ placed at 10 on the machine. The great point about 
pee ere a induction is to observe this rule—one 
—_ per breath—and never add more ethyl chloride 

the hab holds his breath, After a few minutes the 
indicator can be raised or lowered, according to the 
resistance of the patient and the depth of anzsthesia ‘ 
required. Induction was carefully timed and: it was 
found that the patient was ready for operation in 3-10 
minutes.. We never failed to obtain absolute relaxation 
of all muscles within 12 minutes. 

When the trichlorethylene-ether mixture was used 
the facepiece was placed on the patient’s face and the 
indicator moved up one notch every two breaths until 
“ all out ’’ was reached... When relaxation was obtained 
the indicator was moved back to 10, which seemed to 
maintain good relaxation in most cases. For minor 
operations the indicator usually need not pass 10. The 
time of induction seemed to be about 8 minutes and was 
never more than 12. 

Maintenance of Anesthesia.—The margin between 
light and strong anzsthetic vapour is so wide with this 
machine that when anesthesia becomes too light there 
is no difficulty in deepening it without any straining and 
coughing. The average consumption of ether or mixture 
was about 5 ounces per hour. For cases where relaxa- 
tion was not required, very light anwsthesia could be 
maintained without coughing: this closely resembled 
gas-oxygen anesthesia. 

Certain points in the maintenance are important :— 


(1) The percentage of ether or ether mixture must be 
diminishes. 


reduced as the patient’s resistance 
(2) An airtight and well-fitting facepiece is required. 


> 
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(3) With endotracheal anesthesia a large tube should be 
used and care should be taken that there are no air leaks 
round the tube. A laryngeal pack may be needed. 


We did not concern ourselves much with keeping the 
container at the right heat. It was placed under a 
slowly running hot-water tap for a few minutes before 
‘starting the list, but the water was not changed during 
the afternoon. Our lists are long, but we usually start 
with the big cases and tail off towards the end to cases 
not aes relaxation. 

Conclusions.—In a series of 104 miscellaneous opera- 
tions on patients ranging in age from 6 months to 75 years 
we found that induction was shorter than with a standard 
Boyle’s machine; that good. relaxation was ohtained 
when required ; that very light anwsthesia could be 
maintained with ease ; that vomiting after the operation 
was not distressing and the patients rapidly regained 
consciousness ; and that the technique was safe for nurses 
or students to use under supervision. These conclusions 
are based on our own observations, on the quietness and 
good temper of the surgeons, on the patients’ opinions, 
and on the opinions of the ward sisters. (Why don’t 
our medical journals publish articles by the nursing 
profession ? at, a lot they could teach us !). 
~ ¥nother Oxford vaporiser was kindly given by Lord 
Nuffield to the British Hospital for Mothers and Babies, 
Woolwich. From experience in the two hospitals I 
consider the machine most valuable for the general- 
practitioner anesthetist or for the many men and women 
~ who practise in places where complicated apparatus 
can be neither obtained nor used. Perhaps.I should 
mention that the wooden box in which it is housed 
reduces its portability. A good light fibre case would be 
an improvement.. j 


New Barnet. JOHN ELAM. 


EXPERIMENTAL NECROSIS OF ISLET CELLS 


.  $mr,—The paper in your issue of April 17 by Prof. 
Shaw Dunn and his colleagues describing specific 


necrosis in the islets of Langerhans from alloxan and 
associa changes in the blood-sugar is most exciting 
to those interested in carbohydrate metabolism and they 


are to be congratulated on establishing this important ° 


new fact. In discussing the mechanism of the metabolic 
changes they are in difficult waters and it seems unlikely 
that, as suggested, early hyper- and later hypo-glycemia 
could be produced by early stimulation and late exhaus- 
tive necrosis of islet cells. I should think such blood- 
‘ sugar changes are more likely due to toxic and prelethal 
effects on the liver and general sugar metabolism than 
on insulin production; sémewhat similar metabolic 
states have been produced in the rabbit by other agents. 
Freezing rabbits causes hyperglycemia and hypothermia 
before death, and diphtheria toxin causes a prelethal 
hyperglycemia uncontrollable by insulin. Ido not think 
the islet changes in such conditions have been studied, 
but they are pertinent and should be known before it 
ean be decided whether the thermic and sugar changes 
described by Shaw Dunn can be ascribed specifically to 
islet changes rather than to a toxic prelethal state. 
A simultaneous study of liver glycogen would also be 
——- but this is probably asking too much—in 
war-time. E 


Harley Street, W.1. R. D. LAWRENCE. 


STATUS OF HOUSE-OFFICERS 


Sir,—I was pleased to note in your issue of April 3 
that @ peripatetic correspondent on page 441 had given 
a passing thought to the resident house-officer; I 
implore him not to let the matter rest. The poor 
conditions of the nursing staffs of h tals have been 
much publicised and recently improved, but housemen 
exist under ony bad if not worse conditions. Their 
status as a whole is deplorable considering that they 
have spent 5} years in qualifying. Few earn £200 
@ year and most much less. Their off-duty time for a 
week is not more than 48 hours, which makes their pay 
roughly 9d. an hour—rather less than an unski 
labourer earns. Admittedly a houseman does not 
actually work all the time isfon duty, but though 
he may be eating or sleeping he must be on the spot and 


ready at a moment’s notice. He has to get up in the. 


‘ 


.& Manoeuvre 


small hours with all his wits about him and be prepared 
to bear the full responsibility of a registered medical 
practitioner. Surely this is worth more than 9d. an 
hour ? His health too often is left to take care of itself 

strain. 


‘and only his youth enables him to stand the 


Regular nights off duty to ensure a full night’s sleep, 
good food (usually his grumbles are ignored) and regular 
medical overhauls with perhaps sunlight therapy 
through the winter would help him to cope with the 
physical and mental strain. Were hospitals to regard 
their housemen more as doctors I think both housemen 
and hospitals would benefit. 
: N. R. E. FENDALL. 


FRACTURED SCAPHOID ) 


Stmr,—-In your annotation of April 3 (p. 437) on the 
recent meeting of the British Orthopedic Association 
it is stated that I urged that the plaster applied for frac- 
tured scaphoid should be continued above the elbow. 
This was not my remark, nor do I think it necessary. 
To clarify this and a misleading statement regarding 
reduction, I wish to draw attention to the treatment for 
this fracture which I advocate as a primary measure. 

Under general anesthesia, the wrist is manipulated so § 
as to compress the fracture line or cause slight impaction 
of the fragments. ‘The hand is then held by an assistant 
with the wrist dorsiflexed 45° and drawn over to the 
radial side as far’as possible. In addition, the hand is 
rotated so that the second metacarpal bone appears more 
dorsiflexed than the fifth metacarpal—i.e., the second 
metacarpal head is nearer the radius than the fifth head 
is to the ulna. The assistant grasps the end of the 
abducted thumb in one hand and the four fingers in 
the other to maintain the position. Plaster is applied 


‘ from below the elbow-joint to the necks of the inner 


four metacarpal bones, but the whole of the thumb is 
included. The most distal part of the plaster is placed 
so that the inner four metacarpo-phalangeal joints 
can be moved. ~ The band between thumb and first 
finger should fit snugly round the second metacarpal 
neck—not round the joint just distal to it—and should 
not be moulded right into the web between thumb and 
index finger. The length of time this plaster should 
be retained depends on a number of circumstances. 
Soldiers, unfortunately, allow these splints to become 
sodden after a short time. As it is re from some 
military clinics that a change of plaster becomes necessary 
every two weeks, insufficient support during the change 
of plaster and unnecessary X-ray examination are likely 
to disturb the normal process of union. 


Aldershot. Sr. J. D. Buxton. 


USE OF’ CURARE FOR DIRECT ORAL 
INTUBATION 


Sir,—lIs not modern anesthesia getting out of hand ? 
We read with considerable alarm, in your issue of April 
10, the experiences of Dr. Helen Barnes after receiving 
an intravenous injection of 4-4 c.cm. of ‘ Intocostrin ’ 
(Squibb), and with no little relief of the survival of four 
patients after receiving a larger dose (5 c.cm.) intraven- 
ously, on top of “ nitrous oxide and oxygen, ether, or 
‘ Pentothal,’”” and laryngeal anesthesia with 10% 
cocaine, 

Intratracheal . anzsthesia is probably the greatest 
advance in the science of anesthesia ‘since the discovery 
of ether by Morton. But the technique is difficult and a 
a Seartignad talks Biehous pevagiag can tare ghd without 
a ube without savaging the and withou 
the aid of toxic drugs, It would be regrettable if the less 
experienced anzsthetist were tempted to resort to the 
use of what appears to be a dangerous drug to facilitate 

t only extreme gentleness and patience, 
coupled with a thorough knowledge of the anatomy and 
physiology of the larynx, can encompass successfully 
without gross and-unwarranted damage to the patient. 


Thoracic Unit, Kewstoke Hospital. Mita BaRNEs. 








Facutty or Rapro.ocists.—On Saturday, May 22, at 
11 am, at 1, Wimpole Street,- London, W.1, Prof. B. W. 
Windeyer will deliver the Skinner lecture to the faculty. He 
will speak on malignant tumours of the upper jaw. 
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WARRINGTON YORKE 
MD LPooL, FRCP, FRS 


Professor Yorke, who had held since 1929 the Alfred 
Jones chair of tropical medicine in Liverpool University, 
died on April 24 at the age of 60. ‘ Cut off in his 
prime ”’ is how it strikes those who knew him best and 
came under the influence of his vigorous intellect and 
forceful nality. For forty years: he had been 
peter with the Liverpool School of Tropical Medicine 
as student, pemeneh worker or director, and it will be 
no easy for the future historian to place in a true 
perspective the work which he accomplished. He was 
not that eminently satisfactory type for the historian— 
the specialist. in a very testricted field. For such the 
niche is always ready, neat; compact, with a definite 
all-sufficing label, often of modest scope. Not so with 
Yorke. Who can say which of his many investigations 
is that on which his scientific reputation will most 
surely rest ? There is his classical work on the pathology 
of blackwater fever, commenced in Ny and con- 
tinued in the Runcorn laboratory. There is his success- 
ful research into Rhodesian sleeping-sickness and the 
transmission of 7’ mosoma rhodesiense. Again, we 
have his work on the West_African Commission which 
discovered the breeding places of Glossina palpalis and 
proved that domestic cattle were a reservoir of T. 
gambiense in West Africa, as Bruce had shown them to be 
in East Africa. There.are his numerous original investi- 
Sations on malaria and amoebic dysentery, and his great 
work with Maplestone on nematodes. 

Which of all these will finally appear to be his major 
contribution to the advance of tropical medicine must 
await the unhurried answer of time. But there is one 
question which may well be asked now, and with profit, 
since an answer to it can be attempted. How was it 
possible for a man to undertake investigations of this 
scope and variety and to carry them through with 
uniform success? The secret of Yorke’s scientific 
accomplishment lay in his adaptability, and this in turn 
was due in no small measure to the character of his 
——, training. He had a thorough schooling ; 

e early acquired a practical grounding in laboratory 
technique, and he applied himself with consuming energy 
to mastering the methods of-experimental research. 
His mind was seldom attracted to, and never long dis- 
tracted by, famciful explanations of scientific phenomena. 
Thus equipped he was enabled to proceed confidently 
along his selected line of investigation.’ Take his dis- 
covery of a special method of keeping trypanosomes alive 
in vitro. It was this technical achievement—simple 
enough now, when everyone has learned from him how 
to do it—which formed the basis of the whole of his 
subsequent work on drug-resistance in parasites, and 
which led to the discovery of chemotherapeutic agents 
in tropical diseases. 

Warrington Yorke was born at Lancaster on April 11, 
1883, the son of a Methodist minister, the Rev. H. 
Lefroy Yorke. He was educated at Liverpool University 
where he qualified in 1905, and held house-appointments 
at the Royal Infirmary. Im the following year he was 
elected to the Holt fellowship in physiology and soon 
after joined Wakelin Barratt in the 19th expedition of 
the Tropical School to study the blackwater fever in 
Nyasaland. On his return he became research assistant 
to the Runcorn Research Laboratory and its director in 
1909. From 1911 to 1912 he was a member of the 
BSA Co’s sleeping-sickness commission to Rhodesia, 
returning to suc Ronald Ross as Walter Myers 

rofessor of parasitology. In 1914-.he accompanied 

- B. Blacklock on the 32nd expedition to study sleeping- 
sickness in Sierra Leone. During the last war, with 
the rank of captain RAMC, he was physician to the 
Auxiliary Military Hospital of the ical School, 
working on malaria, dysentery and equine strongyloidosis. 
In 1925 he was awarded the Chalmers memorial gold 
medal and in 1932 he was elected FRS. Later he served 
on the MRC chemotherapy committee and on the League 
of Nations malaria committee. In recent years he was 
in frequent consultation with the Colonial Office and 
his strength was severely tried by a prolonged aerial 





tour in America last winter. He is survived by his wife, 
née Elsie Greening, a son who is now a prisoner in 
Japanese hands and a daughter. 


CONSTANTINE LAMBRINUDI 
BA OaMB, FRCS 


ORTHOPAEDIC s ry at-large and Guy’s Hospital in 
particular have suffered grievous loss in the death on 
April 21 of Mr. Lambrinudi at the age of 53. His father, 
Leonidas Lambrinudi, left Smyrna as a young man to 
become a stockbroker in London, where Constantine was 
born in 1890. Never physically 
robust he was educated privately 
before entering Christ’s College, 

Cambridge, from which he went 
on to Guy’s in 1910. 

His studies were twice inter- 
rupted by service for his home- 
land, first in a Red Cross unit in 
the Greco-Bulgar campaign and 
then as an unqualified doctor in 
the Greek army. After qualify- 
ing MRCS in 1914 he was 
house-surgeon to Fagge and 
Fripp before joining the army 
of Venizelos. Towards the end of 
the war he came back from the 
East to become a medical officer 
in the Air Force. On his return 
to Guy’s he took the -FRCS, 
and was orthopedic registrar, ah Os 
until appointed assistant surgeon in 1928. Six years 
later he succeeded Trethowan as orthopedic. surgeon. 
Trethowan was the master, largely the inventoy, of 
major orthopedic procedures ; Lambrinudi, the physio- 
logist at heart, chiefly interested in errors of function 
and in working out their cause and correction. To 
him the operation was an incident, the postoperative 
treatment (which he personally directed) -all-important. 
Present-day views on the mechanism of the foot are 
influenced by-his work, and his name will be remem- 
bered by his drop-foot operation, his treatment of 
claw toes by arthrodesis, and his operation for the ele- 
vated first metatarsal in combination with hallux rigidus. 
His last work, which became a passion, was to solve and 
bring home to the responsible authorities the cause of 
foot strain in the Army And this was but a part of an 
urge to ensure “ the hygiene of the tramp to work”’ 
which took hold of him. This is how he impressed one of. 
his house-men : : ees 

“To work with Lambrinudi was a privilege, an education 
and an entertainment, and to be on his firm meant using one’s 
brains. Most of us acquire our knowledge from'what we are 
taught,’and by learning from the experiences of ourselves and 
others ; but Lambrinudi was different, he was a creator, and 
probably produced more original work than any of his con- 
temporarigs. His writings were many and varied and 
embraced a number of orthopedic subjects. A keen advo- 
cate of correct posture, it was he who first pointed out the 
connexion between short ham-strings and adolescent kyphosis, 


' A past president of the orthopedic section, RSM, and a 


member of the British Orthopmdic Association, he was 
regular in his attendance at their gatherings, and never 
hesitated to express his views, which were often revolutionary 
but always worth listening to. As a clinician his opinion was 
invaluable, for he studied every problem from the patient’s 
point of view. He did not-claim to be a great teacher ; his 
ideas were too fluid for that. But as a trainer of orthopzdic 
surgeons he was supreme ; his registrars have made their mark, 
and he was filled with delight and pride at their success. To 
be in his company was a stimulating experience ; one was 
assured of hearing new ideas, maybe fantastic at first sight, 
but based on sound physiology, and generally proving to be 
right inthe long run. With his insight into human nature, 
his kindness, his quick brain, and his sense of humour, he was 
on the best of terms with his patients, many of whom developed 
a real affection for him.” 

His health, following a grave illness ten years ago, * 
had not been good, but characteristically he chose to 
ignore such things as intermittent claudication and 
attacks of angina, and to live as normal a lifé as possible ; 
and in this he was helped by the care and courage of his 
wife. His home life among his family was happy and 
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simple ; here he was able to relax and rest, to read good 
literature and to ponder over orthopedic problems. His 
profession was also his hobby, and it was in the comfort 
of his chair that many of his inspirations came to him. 

On the last day of his fe he went through a full operating 
list, and held a large clinic at which he was at the top of 
his form. He died without. premonition i in his ‘Sleep. 


‘Parliament 


FROM THE PRESS GALLERY 
The Sailor Nurse 

Ar the third reading of the Nurses Bill in the House 
of Lords on April 21 Lord. Kryxs, supported by Lord 
CHATFIELD, made a plea on behalf of the naval pensioners 
who had served as sick-berth attendants.' Lord Keyes 
Said he understood that under the Bill these men would 
be classified as ‘‘ assistant nurses ’’ which would prejudice 
their chances of employment in civil life. They felt 
very the ack: that by their long service in naval hospitals 
and the sick-bays of ships and their experience and 
qualifications they were entitled to the designation of 
‘state registered nurses.”” Lord SNELL promised to 
bring the matter to the notice of the Minister of Health. 


«“~ Medical Treatment fer Service Dependants 

“Th the House of Commons on April 22 Mr. G. BUCHANAN 
and other members raised the question of medical treat- 
ment for service men’s dependants. Mr. W. PALING, 
0 emacs secretary to the Ministry of Pensions, said 

hat arrangements had been made by his department 
some time ago to meet bills for medical attention to these 
people from £2 to £10. He quite understood that the rule 
that bills below £2 could not be paid was sometimes a 
hardship, but the department felt that they must fix 
aminimum. If they were to-pay bills below £2 it would 
involve a great dea] of administrative work which would 
be hardly worth while. But he was quite willing to 


consider the matter again to see if any fosther concession — 


could be made. 
QUESTION TIME 
Ex-Service Meri and Neurosis 

Captain J. A. L. Duncan asked the Prime Minister what 
steps were taken by the Service departments when they 
di men on grounds of neurosis or mental instability to 
inform the civil authorities of the facts of each case ; and what 
steps the civil authorities took to protect such men from the 
consequences of actions for which they might not be respon- 
sible on account of the state of their minds.—Mr. Winston 
CHURCHILL replied: A.scheme is at present being developed 
by which any man or woman discharged from any of the three 
Services on A expres of neurosis or temporary instability who 
appears lik to need social service care can receive it. 
This may imoly medical treatment, the finding of suitable 
work or other help. The discharged man will at his own 
request be put in touch with a suitable civilian social agency. 
Work of this type has already been done informally, but it is 
hoped in future to make it much more widely available. 
The Ministry of Pensions is fully informed of the facts relating 
to all discharges and a continuance of hospital treat- 
ment where necessary. It is neither desirable nor legally 
correct to notify medical facts about individuals who are 
discharged to civil authorities in any automatic way. 

Captain Duncan: Is the Prime Minister aware that the 
numbers of men involved already run into thousands and that 
the problem is daily growing more urgent ? In view of these 
facts will he press on this new scheme at the earliest possible 
moment? Further, can he tell me under whose auspices it 
‘will be run—the Ministry of Health, the Ministry of Pensions 
or the Ministry of Labour ?—Mr. Cuurcur : Ihave already 
dealt with the greater part of the supplementary question in 
my answer. “I regret to say that I am not apprised of the 
answer to the last part, but I will ascertain that. 

Mr. Ruys Davies: May I ask the Prime Minister, in 
anything he does in connexion with these tragic cases, to 
bear in mind that the vast majority of cases of men discharged 
from the Forces owing to neurosis, where there is no_pension, 
are known to the separate health insurance societies? Further, 
is he aware that there already exist mental welfare associa- 
tions connected with local authorities ?—Mr. CuurcHit1: I 
think my answer shows that we are treating this in a sympa- 
thetic manner and that active developments will be pursued. 


1. ‘See Lancet, 1942, H, 650. 


Infectious Disease in England and Wales 
WEEK ENDED APRIL 24 


Notifications.—The following cases of infectious disease 
were notified during the week : por 0; scarlet 
fever, 1770; whooping-cough; 1827 ; iphtheria, 710 ; 
paratyphoid, 5; typhoid, 35 measles (excluding 
rubella), 13,490; pneumonia (primary or influenzal), 
866 ; puerperal pyrexia, 156 ; cerebrospinal fever, 83 ; 
poliomyelitis, 7; polio-encephalitis, 0; encephalitis 
lethargica, 0; dysentery, 69; ophthalmia neonatorum, 
101. No case ‘of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infeetious Hospitals 
of the London County Coun mn April 21 was 2314, including 
searlet fever, 591; * btheria, 209; measles, 721; whooping- 
cough, 319 ; enteritis, 104 ; chickenpox, 51 ; erysipelas, 3; mumps, 
10; poliomyelitis, i3 dysentery, 27; cerebrospinal saree 14; 
puerperal sepsis, 21; ; enteric fevers, 6 ; german measles, 26 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 1 (0) from scarlet fever, 11 (1) from 
measles, 9 (1) fromi whooping-cough, 15 (0) from diph- 
theria, 47 (15) from diarrhoea and enteritis under two 
years, and 30 (1) from influenza. The figures in paren- 
theses are ghose for London itself. 

Liverpool reported 3 deaths from whooping-cough. 

The number of stillbirths notified during the week was 
228 (corresponding to a rate of 35 per thousand total 
births), including 23 in London. 


Appointments 


AN DERSON, Vv. F., MD D LOND., DPH, DT: senior MO British Honduras 
PEPPER, B. O., MRCS ! MO, Gold Coast. 
The Chief Inspector of Factories has appointed the following 
examining surgeons : 
SANDERSON, IAIN, MB EDIN., DTM & H, for Cleland, Lanark; 
SCHOFIELD, H. R. D., MRCS, for Morecambe, Lanes ; and 
TEGGART, BRYCE, MB GLASG., for Milngavie, Dunbarton. 


_ Births, Marriages and Deaths 





BIRTHS 
BoasE,—On April 24, at Kampala, Uganda, the wife of Dr.. 
Boase—a son. 
BURNHAM-SLIPPER. ~—On Ae ag 30, at pap teow bol the wife of Captain 





Cc. urnham - RAMC—a 

CurTis.—On April 27, “i I cablom, yr wife of Surgeon Lieut.- 
Commander F. J. Curti 8, RNVR—A2 8 

bes acer pm —On April 25, at Ealing, the * wife of Dr. 8. Ginsborg— 


Grove. sow Anes 27, at St. Ives, Hunts, the wife of Dr. W. 

rove—a 8 

HENDERSON. ph =e April ee! bog Oxford, the wife.of Captain P. W, 
Henderson, RAMO—4@ 8) 

Macttr aay ——On April 78. in Tendiie, the wife of the Hon. Walter 


» MRCP—& 8 

McKEnaIn “On ‘April 2% at Sowees Cross, the wife of Squadron- 
Leader William S. McKenzie, FRcs—a son. 

at _—On April 28, in Edinburgh, the wife of Major I. Dy 


D. 8. Poole-Wilson, RAMC—a son. 


MARRIAGES 

ABBEY- SmitH—ROBERTSON.—On April 27; ~ bears Roger 
Abbey-Smith, Frcs, to Muriel Mary Roberts 

BYRNE-——ORCHARD.—On April 28, at Devine, * Joseph Connel 

yrne, MB, of Pewsey, rvs Rosalind Girsha Orchard, 
LANGLEY PORTER. —On April 29, at Buxworth, George Johnson 
Frop, of Altrincham, to Elsie Porter, Mp, of Chinley. 

Mosatet—— ipeuow. -PooLEe.—Qn April 29, in London, ‘John Mosel y; 
major, RAMC, to Celestine Barlow-Poole. 

Nrxon—PATERSON.—On April 26, at Reading, John Gerard Nixon, 
surgeon lieutenant RNVR, of Dublin, to Hilary Mary Paterson, 
WRNS. 

REEVES—CAMPBELL.—On April 27, at, Lewes, 
Reeves, MB, to Geraldine Margaret Campbell. 

SmiTH—WEsT,.—On April 24, at Quainton, Bucks, 2 ames Anstruther 
Smith, MB, to Elizabeth Ann Somerville West. 


DEATHS 

ALLEN.—On April 26, in Glasgow, William Allen, MB GLASG 

BatTye.—On April 27, at Parkstone, Walter Rothney Battye, ps0, 
MS LOND., FRCS, lieut. -colonel IMs retd. 

CRAIGHEAD.— ng March, Aang at sea, through enemy wctio® 
Alexander Clifton Craigh ead, MB ST. onl pm & H, lieu 
colonel rms, aged 52, and his daughter, ag 12, 

FirtTH.—On bape 26, at Clifton, Bristol, Ta Lacy Firth, MD, 
MS LON 

GALLIE, “On ‘May 1 1, at at Wise, Dorchester, James Stuart Gallie, 
CB, , Major-general late RAMO, aged 73. 

JOHNSTON. ey Xpril 28 28, at Maids ne, Duncan Matheson. Johnston, 
MD DURH., DPH 

RONALDSON.—On April 27, in Ratepessh, Thomas Rutherford 
Ronaldson, MB EDIN., FRCPE, 90. 

SILts.—-On April 30, Clarence Ham Sills, MD TORONTO, MROS 

;UMMERSKILL.—On "May 2, William Summerskill, MRcs, of Black- 

heath, London, aged 76. 


Tony Lothrop 
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Notes a and News 


THROUGH THE DOCTOR'S EYE 

MEDICAL visitors to the —— Academy this year will 
enjoy Mr. Francis Hodge rtrait of Sir Alfred 
Webb-Johnson. If it is \mtend for the walls of the 
Royal College of Surgeons it will bring fresh cheer into 
those austere galleries; for Sir Alfred in spite of the 
documents under his fore Tr is clearly just getting 
ready to launch a shaft of his famous wit. Other medical 
portraits include one of Prof. A. E. Naish by John 
Wheatley, and a colour mezzotint of Dr. Nathaniel 
Spens after Sir Henry Raeburn, by H. Macbeth-Raeburn. 
Apart from these subjects of medical interest are rare, 
but some of the peripatetic naturalists at large in 
England now will oy the wild fowl of Charles 
F. Tunnicliffe and the ese geese of Lilian Andrews. 
A few of the nudes seemed far from well and could have 
done with a thorough overhaul. Visitors had the 

unusual aad disconcerting pleasure of seeing how they 
looked to Feliks Topolski in his ‘“‘ Royal Academy 
War-time Private View.’ 


ANOTHER FILM ON VD 

THE Anglo-American Film Corporation’s ‘‘ Social 
Enemy No. 1” is not a documentary, but a story on 
Hollywood lines of a young man in a factory who goes to a 
doctor for premarital examination and is found to have 
contracted syphilis. ‘The doctor, who is a quack, 
“ treats ’’ him and pronounces him cured so the patient 
marries but infects his wife. This is digcovered in the 
course of a campaign by the local medical officer of health 
to reduce the incidence of syphilis, whereupon the young 
man kills the quack doctor. 
ends well. 

From the medical angle the film is marred by discon- 
certing trifles such as the failure of the medical officer of 
health to remove the tourniquet after taking a sample of 
blood. More serious is the question whether enlighten- 
ment has not been sacrificed to entertainment. It 
belittles the intelligence of the public to imply that on a 
subject on which there is a very real desire for knowledge, 
the facts have to be dressed in the guise of a story. The 
documentary treatment illustrated by, the Ministry of 
Information’s ‘‘ Subject for Discussion,’’ reviewed in our 
columns on April 24, seems to us more. suitable 
and effective. 


GLENEAGLES FOR MINERS 


The fitness centre for the rehabilitation of injured miners 
lately established at Gleneagles Hospital, Perthshire, was 
formally opened on May 7 by Mr. Thomas Johnson, MP, 
Secretary of State for Scotland. Gleneagles suffered. its 
inspiriting change from a luxury hotel to an emergency hos- 
pital at the outbreak of war, when the Department of Health 
for Scotland took it over. Working with the Miners Welfare 
Commission and the Ministry of Fuel and Power, the depart- 
ment was able to complete plans for the new centre early this 
year, and the first miners were admitted in January. 

A memorandum about the scheme has been sent by the 
MWC to all mine-owners’ and mine-workers’ associations. 
The aim is to reduce disability after injury and to fit miners 
for work in as quickly as possible. There is equipment 
for physiotherapy, occupational therapy, remedial exercises 
and physical instruction ; and recreations and other social 
activities are provided, so that every man will have his day 
filled with absorbing occupations. Treatment is given free 
of charge, and the MWC meets. travelling expenses, including 
free travel for patients who wish to go home for an occasional 
week-end. 

The centre can take about 200 miners, and the average 
length of a course of treatment is about six weeks. Those 
admitted are to include not only those recovering from 
injuries but men with rheumatism and those who are convales- 
cent after an illness or a surgical operation. The only 
conditions made are that every patient should have the 
prospect of an early return to work, and that he should be past 
the need for nursing care. 

Patients are ultimately to be referred to the centre from 
hospitals or from miners’ convalescent homes, or on the 
recommendations of their own doetors, of the mines medical 
service or the national health insurance medical service ; but, 
to begin with, only hospital patients who have reached a 


‘(Newoastle, ptafts) ; ; 


7” thalont: 1 Louis 
After the trial] all, of course,. 


suitable ving in their treatment, or “those wie wine been 
recently discharged re hospital, will be referred to: the 
centre. 

Since becoming a hospital, Gleneagles has provided care 
for more than 10,000 patients. It is big enough to serve both 
as a hospital and as a fitness centre, though refitting will be its 
first concern in future unless an emergency arises. A consulta- 
tive committee has been appointed to make the benefits 
offered widely known in the mining industry, to advise on 
non-medical matters relating to patients’ welfare, and to help 
to settle them back in work when they leave the centre. 
This committee includes five members nominated by miners’ 
organisations, five from the mine-owners’ associations, antl 
one each from the Ministries of Fuel and Power, and Labour 
and National Service. 


University of Oxford 


A special examination for the Radcliffe scholarship in 
pharmacology will be held in the department of pharmacology 
on Tuesday, July 6, at 10 am. Candidates must have taken 
the pharmacology course in Oxford and have passed the 
examination in anges “tpn | and —- of therapeutics 
either in December, 1942, or June, 1943. 

They should be p red to answer questions on pharmaco- 
logical methods sr biological standardisation, Entries 
should reach the department not later than noon on July 5. 


Royal College of Physicians of London 


At a meeting of the college held on April 29, with “Lord 
Moran, the president, in the chair, the following were elected 
to the fellowship :— 


Cc. R. Burns, MD NZ, (New Zealand); Bruce Maclean, Mp LOND. 
anet K. Aitken, MD LOND. (London) ; 
yoy MD -CAMB. (London); Horace Joules, MD LOND. 
Minski, MD DURH. eae Surrey); A.G. Watkins, 
MD LOND. (Cardiff) Brigadier F, . Lipscomb, MRCP; Major- 
General Sir Tet ee * py ayy, Cc. T. Andrews, MD BELF. 
Truro) ; lliott, MD CAPE TOWN (Cape Town); Reginald 
ing) RE, (Manchester) ; Michael Kremer, MD LOND. (London) ; 
¢. D. Kersley, MD CAMB, (Bath) ; ; D. U. Owen, MD LPOOL (Liverpool); 

R. Bodley cot, DM OXFD (London) ; W. KE. Bnew ” LOND. 
(London); F. Fowweather, MD LPoon “(Leeds) ; Parry, 
MD LOND. Beistell: ; Kenneth Robson, MB CAMB. thendea} 3 J. 
Lovibond, MB CAMB. (London) ; Peter Kerley, MD NUL (London) : . 
Denis Williams, MD MANO. (London); W. Ritchie Russell, Mp EDIN. 
(Edinburgh); J. W. Bigger, MD DUBL. (Dublin) ; Noah Morris, 
MD GLASG. _ (Glasgow) ; ; J. E. Gordon, MD RUSH Medical College 

James Mackintosh, MD GLASG. (Glasgow); Charles 
MD EDin., PRCPE (Edinburgh) ; L. C. Montgomery, 
MD MCGILL (Montreal). 

The following, having satisfied the censors’ 
admitted to the membership : 

J. L. Bates, MB LOND., J. L. D’Silva, MB LOND., 
MB MELB., L. A. Hawkins, MB CAMB., J. C. 
MB WALES, A. W. J. Houghton, MB LOND., 
MD MCGILL, RCAMC, J. S. Lawrence, MD EDIN., Robert Marshall, 
FRGPI,. Surgeon Lieut.-Commander G. urray, MD 
Captain O. R. L. L. 
Frank Ridehalgh, 
V. Sparks, LRcp, 
and A. W.W.B. 


board, were . 


T. 8. Eddie, 
Herapath, BM OXFD, 
Major R. P. Howard, 


MD BELF., 
DURH., RNVR,, Sheila M. eee MB LOND., 
Plunkett, Ine, RAMC, K. O. Rawlings, MB LOND., 
is CAMB., Sheila P. V. Sherlock, MB EDIN., 

J. R. Tasker, MB CAMB., W. G. Tillmann, MB LOND., 
Woods, BM OXFD. 


Licences to practise were conferred upon the following 238 
candidates (208 men and 30 women) who have passed the 
final examination of the cohjoint board : ; 


D. G, Abrahams, Nachman Ambache, I. B. Amin, R. E. Arango, 
E. L. Arnold, D. C. Artingstall, Janet F. Atkins, D. R. F. Atkinson, 
John Attenborough, G. B. ock, R. A. J. Baily, Ursula M. Baines, 
E. H. D’A. Banister, E. A. Barker, G. D. G. Barnes, Kathleen B. 
Bentley, D. H. B. Bevan- Jones, A. I. Black, Katherine “. Blacklock, 
W. R. Bodenham, G. . Bonney, > ep gd E, Boulton, 
B. T. Bowen, J. C. Brace, William Brand, R. Bramireth, Eric 
Brown, BF =. Bresler, D. L. Bridgewater,” 3. G. 5 M. M. 

Raven. E. A. Burkitt, J. D. Burton, R. J. Bush, 

J. nian R Ww. Calderwood, Janet Cameron, E. F. Carr, 
bh LB wire Mw A REF G. i ae Peguy C. Cole, Eric Consterdine, 
Mark Conway, M, A. Cooke, J. C. Coope G.N. ©. Crawford, D. G. 
Crawshaw, A exandrina Currie, Vera J. reiitler A. G. Davies, a. D.L. 

PR H. Davis, M. V. Dohe rty, Drake, D. A. 

W.H. ieee. JR. iets J. Ww. inllis Norah. Highiastone y 

Arnold Elton, D WwW. Evans Evans, J..W. Evans, D. A. T. 
Farrar, Leopold. Feldman, 1 ne Rn Fink, H. H. Firth, H. J. Ww. 
Fisher, C. J. Foord, Edith V. Foyle, R. 3. Francis, H. "J. Fursten- 
heim, Sylvia B. Gadsden, M. B. Garnett, H. N. H. Genese, G. H. 

Gilford, T. H. B. Gladstone, S. R. 8. Godkin, N. G. Graham, 
Raymond cn gy D.B. a, G. H. Gunson, William Haigh, 
W. J. Hanbury, B H. Han d, J. B. Hargreaves, T. H. Hargreaves, 
R, D. Harland, Elizabeth M. Harper, Norman Harris, Harold 
Hassall, R. K. Hayden, Mocqrest I. Hendrie, Joyce Hierons, 
= E. H. Hoffman, Michael Hoiborow, R. F. Hipllick, J. P. Hopewell, 

E. % fg teeny N. H. Howes, Mi, 0. donk Huddart, W.G. H. 
Hunt, 3 pe Saving, R. G, saone, enks, Nintsobeth Mt, Jenman, 

I. Joffe, D . Ww. ohpene. ¥ - Johnson, E. N. M, Johnston, 
aiibeses olleys D. J. Jones, H. +6 iy rt a fra Mary t. ¥ 
Remney. . Keen, David Kennedy, M. O. ey > 

Kerr, ah z: ree Mocmnecees Knowles, R. make, 9 Kathieon 
M. Lawrence L. Lea Tho I thn >, 0, 
Lewis, Joseph Tister, Peter y ster, B tf eae Robest poreless. 
R. 8S. MeDonald, K. B. McKay, William Mackenzie, J. D. 
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G- Marks, tg te T. Maycock, Helen M. 
ee J. N, Mite 
Moody, L. 


Nissim, sid K. 
hans 
Payne 
R. L. M. Me roner J. 3 M. Potter, 
yn Prosser, 5. G. W. Baineteer. 
P. FP. ‘Reichenheim, vf 


McLaren, P, G. Mann, M 
Mellor, “hiexa Mitchell, "Elizabe 
A. Mitchison, D. B. 


? .L. Morris, N. F. 
5 


shinson, 








“ My Stammers, ws 

WIE e G. Stuart, 
Hedwig Symonds, Zahra “Kaki , R. G. Tasker 
Taylor, N. B. Thadani, D. W. Thomas, J. B ‘ 
Thomas, Le z B. Thomas, P. A. Thorpe, J. M. Titco o ze ; 
Toufeeq, J : Pere. _Michael Trosser, Herbert Turner, W. J. 
Turney, s. H. N°: Waller, Devi Waxman, B. J. Webb, 
J.D. Whitby, Died Whitfield, .W. Williams, 
Marion a, T. ee B. H. wi ishere, J. LN: “Wilson, J. R. 
Wilson, K. L. Wilson, R. E. Wilson, O. Wolff, C. R. Woodard, 
R. G. W send, MorkaraeD, Wright, J. A. H. Wylie, Hynek 
Zaloudek, C. J. Zerny and Jacob Zimmermann. 

Diplomas i in medical radiology and in ophthalmic medicine 
and surgery were granted to-the eandidates named in the 
report of the meeting of the Royal College of Surgeons in 
our issue of March 20 (p. 385) and diplomas in child health to 


those named in our issue of April 17 (p. 512). 


Royal Medical Benevolent Fund 
The report presented at the annual meeting of the com- 

mittee of management of the fund on April 27 showed a small 
increase (£176) under the heading of subscriptions and 
donations, The fund had also done well during the past year 
in the way of legacies, including the late Dr. T. C. Craig’s 
generous from which in future special grants can be 
made. Pa owing to transfers to the annuity list, the total 
amount distributed as grants (£21,893) was rather less than 
usual; the actual grants were not less generous, for war 


conditions have further straitened the means of many of the 


recipients. The election of more vice-presidents has been left 
ina ee till after the war, but Miss H. Barlow, daughter 
of the president, has deen elected a life member of the fund. 
The ladies guild also submitted an encouraging aceount of 
their work in 1942. 


agi sea Orthopedic Association 
meeting of the association will be held in 

soutien Winder May 14, at the Victoria Infirmary, and 
on on Beabaty, May 15, at the Royal Infirmary. On the Friday, 
‘ at 9.15-4m, there will be @ discussion on spinal ia injuries and 
in the afternoon there will be a meeting, ly clinical, 
followed by short papers, at Philipshill Ort ie Hospital. 
On the Saturday there will be short papers followed 
clinieal demonstration. In the afternoon there will be a joint 
meeting of the Association with the Scottish Orthopedic 
Council at Glasgow University. 


Royal Society of Medicine 

At 2.30 pm on Tuesday, May 11, at the section of psychiatry 
of this society there will be a discussion on amnesia in altered 
states of consciousness. The opening speakers will be Dr. 
Andrew Paterson and Mr. A. L, Zangwill. The section of 
pathology holds a laboratory meeting at the Bland Sutton 
Institute, Middlesex Hospital, London, W.1, at 4 pm on the 
same day. The annual general meeting of the clinical section 
will take place on May 14 at. 5.30 pm. 


Royal Sanitary Institute 

A meeting of the institute will be held at the Royal Hall, 
Harrogate, on Saturday, May 15. At 10.30 4m Dr. 8. A, Under. 
wood, medical officer to Messrs Rowntree, will read a paper 
on rheumatism in relation to industry, and Dr. Wilfrid Edge- 
combe will describe treatment facilities fox rheumatism at 
Harrogate. Dr. Robert Sutherland, medical adviser to the 
Central Council for Health Education, will speak on health 
education. Further information may be had from the hon. 
local seeretary, Dr. D. D. a Public Health Department, 
Municipal Offices, Harrogate 


Socialist Medical Association 


The. association is holding a health workers’ convention 
at 5 pw on Sunday, May 16, at the Large Conway Hall, Red 
Lion Square, London, W.C.1._ Dr. Horace Joules will speak 


on an immediate policy for the health services, and Dr. D.. 


Stark Murray on the er mY of a socialised health 
serviee. Tickets may be o from the secretary of the 
association, 33, Murray Road, Northwood, Middlesex. 


Royal College of Obstetricians and Gynecologists 

At a meeting of the council held on May 1, with Sir William 
Fletcher Shaw, the president, in the chair, the honorary 
fellowship was conferred on Sir Wilson Jameson, chief 
medical officer of the Ministry of Health, inf recognition of his 
services to obstetrics and gynecology. Gladys Hill and 
N. L. White were admitted to the fellowship and the following 
were admit#@d to the membershi 


Janet 4 goetomiey. Phillis D: b sarstie 0. Dunster, Louis 
Resnick, G urtridge, and K. G. P. Worner. : 


At the pas Pamnnial meeting of the college held afterwards 
the following were elected to council in i? of those retiring : 


Representatives of the fellows : ae, A. McNair, London, Mr. 
A. A, Gemmell, Liverpool, Prof. dead Moir, Oxford, and Mr. 
Corbet, Dublin 


R. H. J. M. 

Representatives of the members : Mr. B. L. Jeaffreson, Leeds, and 
Dr. J. S. Quin, “Dublin. 

Harveian Society of London _ 

On Monday, May 17, at 4.30 pm, Sir Thomas Dunhill will 
deliver the Harveian lecture to this society on short cesophagus 
with thoracic loculus of the stomach. The meeting will take 
place at 11, dos Street, W.1. 

Medical Society of London 

At 5 pm on Monday, May 10, at 11, Chandos Street, W.1, 
Dr. C. E. Lakin will deliver the annual oration to this society. 
The title of his lecture is Outside the Textbooks. 


Nutrition Society 

This society is holding a conference on nutrition in infaney 
on Saturday, May 22, at the London School of Hygiene, 
Keppel Street, W.C.1. Prof. L. G. Parsons will take the 
chair at 10.30 Am, and the following papers ‘will be read : 
Dr. H. M. M. Mackay, nutritional needs in infancy ; Wing- 
Commander R. W. B. Ellis, recognition of nutritional disorders 
in infancy; Dr. A. A. Moncrieff, treatment of nutritional 
disorders in infaney; Prof. J. C. Spenee and Dr. J. V. C 
Magee, public-health aspects; Prof. Noah Morris, Dr. 8. G. 
Graham, Dr. J. V. C. Braithwaite and Mr. F. le Gros Clark 
will also speak. Further details may be had from the hon. 
secretary Mr. Leslie Harris, D.Sc., Nutritional Laboratory, 
Milton Road, Cambridge. ; 


Posthumous Naval Honour 

The Albert Medai has been awarded posthumously to 
Dr. William Chisholm. 

The ship in which Dr. Chisholm was serving was torpedoed in 
darkness and immediately began to sink. A fire broke out, which 
enveloped the ogee in —. and orders were given to abandon 
the vessel. She sank within eight minutes. One of the senior 
officers, who was on the bridge, was badly injured. He was taken 
to the surgery, where Chisholm tesueadietely attended to him and 
afterwards, as he was helpless, hel e deck in order to 
get him away from the sin ship. Chisholm’s efforts were ieee 
cessful and neither he nor the officer was seen again. Althoug 
the ship was sinking rapidly, Chisholm remained and dciiboratels 





sacrificed his chance of safety in a gallant attempt to save the life of 


another. 

Dr. Chisholm graduated from the University of Aberdeen 
in 1924 and served as medical officer on the West Coast of 
Africa before Sari gies a ship’s surgeon with the Blue Funnel 
Line. 


Medical Casualties 

The following RAMC officers have been posted as wounded : 
Captain G. O. Brooxs, GM, MB Camb. ; Lieutenant H. B. 
Cowan, MB Glasg. ; and Major L. H. G. Moore, MB Birm. 

The following RAMC officers previously reported to be 
prisoners of war have now been posted as wounded and 
prisoners of war: WS/Captain W. E. G. Bradford, MB L 
Captain A. E. Brewer, MRCS; and WS/Captain J. K. 
Drucquer, MB ‘ 
German Hospital, London 

Today, May 8, Dr, F. Parkes Weber celebrates a double 
anniversary ; the half-centenary of his election to the honorary 
staff of ae German Hospital, of which he is still the senior 
physician, and his 80th birthday. 


Mr. Cuartes Hanzgs, PhD, FRS, has been appointed 
director of food investigation in the Department of Scientific 
and Industrial Research. Dr. Hanes is at present serving 
with the Food Mission in North America. 

Brigadier-General Norman T. Kirk has been appointed 
surgeon-general of the United States Army in succession to 
Major-General James C. Magee. 








The fact that made af raw materials in short supply owing 
ged ny het amr advertised in this paper should not be taken 
are necessarily available for export. 
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THE LANCET] 


PENICILLIN AND PROPAMIDINE IN BURNS 
ELIMINATION OF HEMOLYTIC STREPTOCOCCI 
AND STAPHYLOCOCCI 


A. M. CLARK A; 
M C, MA OXFD, CH M GLASG, oe — =e 
FRFPS ; 


M. L. THOMSON 
BSC, MB GLASG 


THoMAS GIBSON 
MB GLASG, FRCSE 


A. FOSTER, MB GLAsG 
(From The Burns Unit, Royal Infirmary, Glasgow) 


THE predominant part played b pages yt strepto- 
coceus and Se in interfering with the repair 
of burns makes it very desirable to perfect means for 
preventing and controlling infection by these organisms. 
Such control, and complete elimination of the infecting 
organisms whenever possible, is of importance not only 
for the avoidance of further damage’ to the injured 
tissues and for rapid healing—it may also have far- 
reaching epidemiolégical consequences which are not 
perhaps widely appreciated. 

The work of recent years on streptococcus infections 
has established (Cruickshank 1935, White 1936, Willits 
and Hare 1941) that these organisms quickly find their 
way from the wounds of any patient infected with them 
on to his or her skin, bedding, clothes, and so to the dust 
of the surrounding air. Every patient so infected is 
therefore a potential menace to other patients in the ward 
whose wounds are not infected—and that menace 
increases directly in proportion to the number of strepto- 
coceus-infected wounds. Apart from the dissemination 
of streptococci from such patients by dust, social con- 
tacts, clothes, bedpans, thermometers, toys, &c., the 
manifold opportunities for transfer during the process of 
dressing the wounds are too well known to need emphasis. 
It follows that, in any surgical ward where burns are 
being treated. along with clean cases, and still more per- 
-haps in wards where a number of burned patients are 
being treated together, the prompt elimination of hemo- 
lytic streptococci should take a predominant place in the 
routine anti-infective policy. 

Until 1941 no method was known whereby these 
streptococci could be eliminated,at will, and promptly, 
from a superficial wound. In that year Colebrook and 
Francis reported that a daily powdering with sulphanil- 
amide usually led to the disappearance of rs yew ea 
streptococci within 3 or 4 days and that rapid heali 
was often associated with that disappearance. 

Further experience has shown, however, that sulphanil- 
amide is not quite the ideal agent for this purpose. In 
the first place it is ineffective against certain sulphon- 
amide-resistant strains of streptococcus, which are not 
infrequently met with (Francis 1942, Clark et al. 1943). 
Secondly, the daily reapplication of the powder is unde- 
sirable, especially in extensive burns, since it involves 
painful dressings and disturbance of the regenerating sur- 
(The substitution of a sulphonamide cream which, 
by providing a depot of the drug, allows of less frequent 
changes of ing, has not proved so effective as daily 
powdering in eliminating streptococci.) Finally, the use 
of sulphanilamide powder, reapplied daily, or even of 
sulphanilamide creams if they contain more than ov. of 
the drug, on extensive burns, is not without risk of 
excessive absorption (Hooker and Lam 1941, Gordon 
and Bowers 1942). These considerations have led us to 
study penicillin, and later propamidine, as alternative 


agents for eliminating streptococci and staphylococci. 


from burns. The clinical use of oe has lately been 
described by Florey and Florey (1943), and the treatment 
of wounds with propamidine by Thrower and Valentine 
(1943) and McIndoe and Tilley (1943). Brief reports on 
propamidine in burns. have been made by Morley and 
Bentley (1943) and by Kohn, Hall and Cross (1943). 

_ The penicillin used in the investigation was prepared 
in the Sir William Dunn School of Pathology, Oxford, 
from material grown there and from metabolism liquor 
provided by Kemball, Bishop & Co. Ltd. Some material 
was also provided by ICI (Dyestuffs) Ltd. We are 
indebted to Messrs. May and Baker for supplies of 
ptopamidine. 
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Penicillin 


In a few cases the powdered sodium salt was lightly 
dusted on the burn, but this proved too painful to con- 
tinue with. A solution of this salt emulsified with 
*Unemul’ (aluminium hydroxide) was next tried, but 
proved a much less satisfactory form of application than 
a cream made up with lanette wax SX and castor oil (at 
first cod-liver oil), which has now been adopted as the 
routine preparation. This base, for which we are indebted 

J. P. Todd, of the Royal Technical College, 
Glasgow, is identical with that employed in the sulph- 

i de cream with which some 1000 burtis have 
been treated during the past year. (A report upon these 
cases is in preparation.) The method of preparation is 
as follows : 

The Base.—Heat lanette wax SX (50 g.) and castor oil 
(120 c.cm.) together at 60-70° C. till the wax is melted, and 
then add, with gentle stirring to avoid aeration, 275 c.cm. of 
sterile water at 60°C. The resulting cream is stable and of 
approximately neutral reaction. 

Penicillin.—Dissolve penicillin powder (either sodium. or 
ealcium salt) according to its unitage in sterile distilled water 
to make a solution of about 800 Oxford units perc.cm. Of 
this solution, add 5 acm. as required to 30 g. of the base; mix 
Se pte yt The final strength is about 120 units per gramme 
of cream. 


This gives a very satisfactory bright yellow cream, soft 
enough to spread easily on the wound without pain. It 
has no tendency for the penicillin to separate. It retains 
its activity with but little impairment for 15 days at 
room temperature and for four weeks at least in the 
refrigerator at + 2°C.* 

The above cream has been applied only to burns known 
to be infected with hemolytic streptococci—or, in one 
or two cases, with staphylococci. It is spread fairly 
thickly over the wound and for an inch or so around 
and then covered with gauze and wool. (At first tulle- 
gras was applied over the cream to avoid sticking of the 
gauze, but this appears to be unnecessary. It is not yet 
clear whether any advantage would be gained by confin- 
ing the cream under an impervious covering such as 
butter muslin a with soft paraffin. This is 
being investigated.) The application is repeated four 
times at intervals of 48 hours. Samples of the cream 
taken from the dressings after that period have been 
found to be devoid of activity, but samples at 24 hours 
have usually shown some effect. A swab is taken from 
the wound for bacteriological examination before each 
reapplication and on several occasions after the course 
of penicillin is finished. To make sure that enough 
penicillin was not being carried over on the swab to 
inhibit growth, an area on the plates has often been 
planted with a suspension of staphylococcus and strep- 
tococcus. These control plantings have always given 
normal growth.t : 

For the last few months the calcium salt (30 to 50 units 
per mg.) has been chiefly used and has given as good 
results as the sodium salt. _It is easier to handle as it is 
not so excessively hygroscopic. 

We have seen no toxic effects, either local or general, 
from such applications—nor have they caused any pain. 
In most cases the separation of sloughs has taken place 
at about the usual time (15-25 days), but occasionally 
has been slower.. Healing has ‘been rapid whenever it 
was not delayed by the presence of sloughs or complete 
destruction of the skin over a wide area. 





* As a rough test for activity, it suffices to flood a blood-agar plate 
witha sensitive streptococcus or staphylococcus fluid culture, 
diluted about 2000 times. Dry off for half an hour in the 

* ineubator and then place in the centre a small quantity of the 
cream. Transfer the plate to the refrigerator till next morning 
(to allow of diffusion of the inhibitory principle) and then 
incubate. A satisfactory cream will give a zone of inhibition 
covering 3-5 cm. in diameter. 

+ As a further control the following experiment was carried out. 
A culture of staphylococcus and streptococcus diluted twofold 
in serum was spread on an area of normal skin (10 5q. cm.) and 
allowed to dry (5 min.). Penicillin cream was then spread 
thinly over the area and two minutes later two moist swabs 
were rubbed over it, Sa fe away a slight but perceptible 
amount of cream. One of these was used for planting ct 
on a blood-agar plate; the other was planted after a_pre- 
liminary soaking in sterile water to dilute the penicillin. Both 
plates grew staphyiococcus and streptococcus freely; there 
was no difference between them. 

A similar test was carried out with propamidine, with the 
same result. 


U 
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Age 


| (years) | 


TABLE I—-TREATMENT WITH PENICILLIN 





\No of ira) (neem 


| Site of burns, approx. size | \sinae bern 


(sq. cm.) and condition previous | 


| treatment | | 


No. of 


Positive 


strep.) 


| before 


callin 


treat- 


ment 


| 
} 
| 


Hem. strep. in swabs after 
beginning ponents treat- 
men 


} 
j 





24 


« 
Chest (64), clean, 
| lating 


elean, 48. Sulph. | 
| cream 


| 44. Sulph. | 
| eream 


“Upper arm (25), 
| granulating 
granu- 


| 28. Sulph. 
cream 


| Arm (90), clean, granu- | 
lating 


granu- 31. Sulph. 
| cream 
| 


Hand (8), resolving septic 19. . Sulph. 


1 eae clean, 


iw Abdomen (180) ; ci | 29. . Sulph. | 
| ae ee ad | 
“wounds aity | 


| Foot. (50), septic 
| oral sulph. | 
3%. Eusol | 


and sulph. 
cream 


| Forearm, (30), resolving | 
is 


septic lesion 


! 
| 17. Sulph. | 
cream 


Back (150) 


Axilla (35), septic with | 15. Sul i 
ails at 1) -- 


} 


Chest (100), slowly resoly- 24. Sulph. | 
ing septic lesion | ream 

| (2 days) 

' 

| | 

Chest (100), slowly re-' | $5. Salph. | 

generating lesion } | 


@ and ao ann teet (100), | 21. Sulph. | 
h pi cream 


mue 


Arxilla (250) | 38. Sulph. | 


cream 


Multiple (100), small | 46. Graft- | 
| gran’ areas | ing 
Neck (70), recent bars, (4 9. Sulph 

acute infection ream 10% | 


| Arm (150), recent burn | 17. Sulph. | 
with ee Not | cream 
inflamed 
Ankle (75), frankly septic | 16, Sulph. | 
| cream | 


| R. hand (150 +), recent | 5. Sulph. 
burn, acutely inflamed cream 


Shoulder (255), acute sep- | 
sis following grafting 


Chest (30), septic 


76 days | 
| 10. Sulph, | 
| 
| Face (50), septic | 7. Sulph. | 
j | cream 10% | 
| R. leg (30), septic, sup: | pee. am. 
purating | 
(one o day) 
| 


| Senlp (30), septic granu-|.42. Husol | 
latio: ting day) | 


granulating | 23. Sulph. | 


Goce »» 
| cream (8) 


| Chest t (250), granulating: 55. Sulph. | 
| cream 


8 in 6 


| weeks 


8 in 6 


| weeks 
| 3 in 13 


days 


4in 18 
days 


3 in 10 
days 


4im9 
days 


3in 9 
days 


3in 18 
days 


2 in 5 
days 


2in4 
days 


2in3 
days 


2 in 2 
days 


cream 10% | . 
} 


| 
Negative 5th day (swab | 
sterile) § 


Neg. 3rd day 








Neg. 4th day (sterile swabs 
| 4th, 6th and 9th days) | 


| 
| Neg. 3rd day | 
| 
| Neg. 5th day 
} | 
| 


| Neg. 4th and 7th days, 
| infected (? from arm) | 
9th day. Allareas neg. | 
after | 


Neg. 3rd day 
Neg. 3rd day 
} 
Neg. 8th day (but 3rd 
applicatian was omitted | 
by mistake) 


Neg. 3rd day 


| 
| 
i 
| 


Neg. 3rd day 


Neg. 4th day 


| 
| Neg. 7th day (no swabs | 
3rd and 5th) 


| 
j 
| 
| 


| 
Neg. 5th day (no swab | 
3rd) 


| Neg. 3rd day and after 


| Neg. pe Sth, 7th days. | 
} peared 2 days | 
after Mth application 


| | 
| Neg. 7th day (no swabs | 
| 3rd and 6th) 


| Neg. 3rd day 
| 


| 


| Neg. 3rd day 


Neg. 3rd day 


Neg. 9th day 
| 


| | Nes. Srd day 


9 | Persisted for 7 days 


2in 5 
days 


| 
| | 
} |New. 5th day (swab sterile) 


3rd and 5th pray 
Reappeared 7th, then 
absent 


| 

| Seg. 

! 

| Neg. Sra, sth, Tth days. 
| 

| 

} 


days after 
eg octal 





| Neg. 7th day (swab sterile) 


140 


140 


| Powder 


once, 
then 
cream 


| Healed rapidly. Staphylococcus dis— 
| eppeared 


leva well. Staph. disappeared 3rd 


| Healed rapidly. Staph. disappeared 
4th day 


grafted over penicillin 
day 


bions. Healed 7th day- 
8 peared 5th day 


| Goes despite sepsis and sloughs 
| ly grafted 9th day 


powder 


| 
} 
| Suansontal 
} 2 a 


| Healed 7th day. Staph. disappeared 
3rd day 


| Healing after 2 applications. Staph. 
persisted 


| 


| Good healing 


\Good resolution. Staph. disappeared 
3rd day 


| Healing very slow (partial itruction 
et layers). Staph. disappeared 
| ay 


| Healing still slow. Staph. disappeared 
| 4th day 


Atenas basied in 7 days. 
| appeared 


Staph. dis- 


| “Good healing. Staph. disappeared 
|-Only, 2 . applications ; pyocyanea per- 
Sing Good ee Scabs probably bindered 
| contac 

| 

| Almost healed 7th day. Staph. dis- 
ppeared 

| 


Sloughs seperation slowly —otherwise 
very satisfacto 


| Sepsis disappeared promptly. —very 
pa ae 
| Good resolution. Acquired Ps. pyo- 
| ¢@yanea during treatment 

| Inflammation subsided rapidly. Good 
| healing 


Healed rapidly. Staph. disappeared 
j 
Child interfered with dressings 


| Beale very well. Staph. disap; 

In comparable lesion. on L. leg 
(treated. with rib ies cream). .Hem. 
Strep. persisted 1 


| 
| Difficult to keep dressing in place 
| 
| 













red 


jon 
red 


dis- 
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31 (i and i). Ate. (iii) 21. Sulph. 2in4 Allneg. 
760) both breasts, (iv) cream10% days 
ty Ana v) R. arm, | 


wounds 


k 


with some slo , 
' (vii) Thigh (L.) (100) 






















propami- 
dine 
(10 days) 





| @) come a eitocks | 5. creain 8% | 2 


Nien s ... eres | 
degree 


jcream 10%/| days 














absent 


As table 1 (column 6) shows, hemolytic streptococci 















disap from 41 of the 54 prem me within 3—5 
days the first application of did not 
reap: after it -was discontinued. It is extremely 


improbable, in the light of previous experience, that 
these streptococci would have disappeared wage ay rtrd 
from so many wounds within a few days. Im 5 cases 
with mult areas, one area was ‘eft. uiittonted 
by ; in 5 ones to see bom Fe rang meats 
wo prone w ey disappeared from the cillin- 
treated areas. iat oe ae anal wee @ rved. 
In the Seeger Bie cases there was similar evidence 
< the effect of penicillin upon the streptococci, 
owing to alias circumstances, the records are 
less striking. Thus in 5 cases (4 small children 
of face, neck, or chest, and one woman with 
extensive burns of both buttocks and thighs), it was diffi- 
cult to prevent disturbance and fouling of the dressing ; 


pen 
with 


No. of of 
3 “i | Dositive | Strength 
z No. of days — sens a of =) 
since burn- Heem, strep.* inswabs after . 
i | qulbn) \ aececahona-stadatas’” | (ingand strep)” beginning pe Penicillin treat- applied Clinical progress and notes 
| treatment pani: per g. of 
| | treat. cream) 
| ment A 
y Borngen sae, ,franulat | 16. Sulph. | 2in5 | Neg. 5th day (swab sterile) 125 Good healing. Staph. disappeared 
cream days 


28 4 Leg (100), clean granulat- | 34 2in4 Neg. 5th day 125 Good healing. Staph. disappeared 
ing wound ? days 
29 * 1% | Scalp (150), septic granu- | 13. Sulph. 2 in 9 ne 5th day (swab ster- 125 Difficult to keep dressings in place. 
lations cream days i Reinfected 9 days ig slow 
: after last penicillin 
30 11 Leg (100), septic 5 One Neg. 5th day 125 Good healing (15 days). Acquired Ps. 


29. Sulph.; 3in8 Neg. 3rd day \. 125 Penicillin withheld at first to see if 
cream10% days hem. strep. remained while other 
burns were being treatéd. It healed 
rapidly with penicillin 
32 56 R. knee (200), inflamed | 27.Tannic 10 in 23 Neg. 3rd day 220 Hem. strep. not quite eliminated by 
granulations elly, > days pro dine—healed rapidly under 
eusol, penicillin. Staph. much reduced 


33 1%. | (i-iii) Neck and chest (40), | 26. Sulph.| 2in4 Neg. 3rd day (swab sterile 220 Good healing. Staph. (6 + swabs be- 
3 granulating wounds | cream 10%| days on 5th) fore treatment) disappeared 5th day 
34 9 Chest (50), clean, granu- 14. Pro- T7in14_ Neg. 3rd day 220 Heem. strep. had persisted under pro- 
lating pamidine days ne. Staph. disappeared under 
| (10 days) | penicillin 
35 |... 32 | Chest (150), clean, granu-| 21. Pro- 8int4 Neg. 3rd day 210 Hem. strep. had pereiate capita con- 
lating pamidine days siderable healing. 2 fog faster 
(10 days) under penicillin. Steuk (9} + swabs 
before) disappeared 5th day 
36 31 in 4 Persisted but reduced. in ca. 125 Remarkably good. Finally lost hem. 


number 


37 19 | | OE — and (ii) arm (600), 20. Sulph.| 3in 10 Neg. 3rd day ca. 210 Rapid healing. Infection by hem. 
no came merating 2nd cream10% | days strep. not heavy 
38 1 | abpeunen and thigh (40), | 14. Sulph.| 2in5 Neg. 3rd day ca. 210 Healed rapidly. Staph. disappeared 
_ clean, granulating }cream10%| days 5th day , 
39 23 Chest (80), clean 12. Sulph.| 2in2 Neg. 3rd day ca. 210 


, CASES IN WHICH PENICILLIN WAS APPLIED TO GET RID OF STAPHYLOCOCCUS 


40 10 , Leg (15), clean, granvflat- | 47. Sulph. | 5 in 32 | Staph. disappeared 5th 125 Healed in 11 days 
ing wound | cream 10%| days: day 
41 60 Sole of foot (9), indolent 73. Sulph. | Staph. persisted Healed in 11 days 
lesion, pus cream 
10%, &e. 
42 14%, Hand (40), granulating 19. Sulph.' 3 in 18 | Staph. much diminished 140 Healed well 
: cream10% days 3rd and 5th days, then 


* In cases 40, 41 and 42 for “hem. strep.”’ read staphylococcus. 















pyocyanea 


Remarkably 
disappeared 







3rd day rapid healing. Staph. 


strep. after 16 days 





Healed rapidly 


in 2 others the routine application at 48-hour intervals 
was not strictly adhered to, with the result that complete 
tion of the streptococci was delayed for a few 
days; in another case a cream containing only 62 units 
per gramme was used, with similar delayed result ; and 
in 2 others the wounds became reinfected some days after 
the een bs had been discontinued—possibly from some 
outside source 
To sum up—of all the 54 wounds there was not one in 
which the dadtinalion of penicillin aj to be without 
any effect upon the streptococcal flora. In 7 instances 
the strains which promptly Smapepent from the wounds 
were insensitive to sulphonamide 
Staphylococei also from many of the 
wounds (see column 8), and it is very probable that this 
would have happened with greater regularity if we had 
employed a somewhat stronger cream. In view of the 
supply difficulty our primary object at first was to deter- 
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mine what was the smallest expenditure of penicillin 
which would achieve the rapid elimination of hemolytic 
streptococci. That: minimum would seem to be 4 appli- 
cations of cream containing about 100-150 Oxford units 
per gramme. We are now employing creams of 200-210 
units per gramme with a view to the better elimination 
of Cg gas owl ag 

The relative insensitivity of gram-negative bacilli to 
penicillin, which was demonstrated in vitro by Abraham 


et.al. (1941), was confirmed by our experience with burns, 
and by the few plate tests we carried out. Coliform 
bacilli, B. proteus and Ps. pyocyanea, when present, 
usually persisted in the wounds. 


Propamidine 


Up till now we have employed only a 0-1% cream in 
Mumford base (lanette wax, hard paraffin and technical 
white oil), as supplied to us by Messrs. May and Baker. 


TABLE II—TREATMENT WITH PROPAMIDINE 





} No 0. of posi- [ 
Baotaat ete | 
tae and | (heem. ome 


| before 
previous 
yamidine 
treatment treatment | 


Gan 


| Age | Site of burns, approx. size | 


(sq. em.) and eondition 


| 9.CO/S 10 
23 CO/S 10 
4. Eusol (1) 


| (i) R. foot (5), septic 
(ii) L. foot (8), septic 
| Hand (15), septic 


1 (9th day) 
6 in 23 days | 


2 in 2 days 


| Hand (20), septic (lymph- | 15 1 (15th day) | 


angitis and cedema) 


R. arm (26), inflamed 
Groin (10), septic 


. Eusol (1) 
. Eusol (1) | 


2 in 2 days 


2 in 


2 days 


} 
2in2 


2 in 


| Hand (5), septic 
| Hand (10), septic 
Neck (10), clean 

! 


. Eusol (1), 
5. Eusol (1) 
. CO;8 10 


days 


2 days 
3 in 6 days | 
1 (12th day) | 


| ' 
| Hand (50), clean, granulat- | 15. CO/S 10 
| ing 


35. CO/S 
(33 day 8) 
| 18, CO/S 10 


| Leg (50), inflamed (inguinal | 10 | 1 (35th day) | 
| adenitis) 


| Forehead (10), septic 
| (11 days) 
| Leg (100), inflamed 3 


| Leg (75), inflamed | 9. CO/S 10 | 
| (7 days) | 


2 in 11 days | 


2 in 4 days 


2 in 7 days 


| Leg (200), 


cedematous 


inflamed and | 1 2 days 


1 


9 


| Forehead (60), inflamed 

| Face (3), inflamed 

| Leg (50), septic — 
Hand (60), inflamed 

| Leg (10), septic 

| Heel (5); inflamed 5 1 

Arm (10), inflamed 


| 28. Cco;s 10 
ex illin 


4 1 
119. Picric acid) 1 
| 


5 3 in 3 days 


| 
| 
} 
| 
6 | 
17. CO/S 10 


2 in 2 days 


arm (50), clean, granulat- | 3 in 17 days | 
| ng | 


| Arm (50), ‘inflamed (axil- 12 
| } 


lary adenitis) 
| Arm (40), inflamed . } } 


3 in 12 days | 
ipacid 5%. 


| 24. CO/S 10 | 2 in 22 days | 


| Leg E (150), clean, oraanint: 178 78. 


| bes (10), inflamed 
| R, leg (200), septic } 
| L. leg (100), septic | 5 


Chest (250), inflamed 5. Eusol 


5 | 2 in 3 days | 
2 in 3 days | 


3 in 5 days | 


| 
| 


} 

‘| Abdomen (50), septic /17, CO/S 10 | 2 in-3 days 
} Eusol 
| | | | 
| /16. CO/S 10) 2 in 3 days! 

6 2 in 3 days | 


9. CO/S 10 | 2 in 8 days | 
I 


64 | Leg (10), inflamed 
Leg (5), septic, oedematous | 


14 | Foot (50), septic 


Neg. 3rd day 


Neg. 5 days 


| Neg. 
| Neg. 


| Neg. 


| Persisted 
| Neg. twice after 7th day 
| 


| Persisted 


Neg. 5 times after 3rd day 
| Neg. after 4 days 
| Neg. after 5 days 
Neg. after 6 days 
| Neg. after 5 days 
| Neg. 3rd day 

Neg. 3rd day 


Persisted 


Hem. strep. in swabs after 
beginning of propamidine 
treatment 


Clinical progress and notes 


‘ 


| Healed in 7 days. 
Healed in 11 days 


| Healed in 7. days. Inflammation dis- 
appeared 2nd day 


| Healed in 4 days. 
cedema gone 
disappeared 

Healed in 4 days 


Did not return after 11th day. 
| sumed healed 


Healed in 4 days. 
| Healed in 6 days. 


Staph. persisted 
Persisted till healed 


Neg. 3rd day 
Staph 


(Lymphangitis and 
2 days.) 4 
3rd day 


3 times-after 5th day Pre- 


3rd day ~ 
3rd day 


Staph. persisted 
Staph. persisted 


Healed in 25 days, delayed by con- 
| tinuousmovement. Staph. persisted 


Grafted 


Neg. 


Neg. 3 times after 5th day 


Neg. 3rd day. 


yd Reappeared ; Healed in approx. 40 days. 
th 


| . on 19th day 


| Interfered with dressing (17th day) and 
became reinfected. Staph. persisted 


Child interfered with dressings. Staph. 
persisted 


Neg. 5 times after 3rd day 


Neg. 6th day. Reappeared). 

on 8th day 

| Healed in 12 days 

| 5 days between 2nd and 3rd applica- 
tions. Healed in 17 days. Staph. 
persisted 


| Inflammation and oedema disappeared 
rapidly. Healed in 8 days 


| Healed in 23 days 
| Healed in 4 days. 
| Healed in 5 days. 
| Healed in 6 days 
| Slow healing * (35th day) owing to 
|< Slough. Staph. persisted 
Healed in 11 days, 
''Healed in 2 days 


Slow healing owing to ere: patches 
(3rd degree) 


Healed in 10 days. 


Staph. persisted 
Staph. persisted 


Staph. persisted 


Neg. 3 times after 3 days 


Persisted Staph. persisted 


Propamidine probably failed to get rid 
of heem. strep. 


Healed in 30 days 


Neg. 9th day. Hem. strep. 
reappeared on 16th 


Neg. after 4 days 


Staph. per- 


Paes hem. strep. and healed 
ly under penicillin 
Rapid healing (19 days) 


| Quickly. lost hem. .stre 
| Pepi y under penici 


Neg. 4 times after 5th day fer Ann tags treatment. 


Persisted 


Persisted. Only one negative | 
swab h day) 


Persist rig ' ~P- and healed 
D 


Quickly lost 


| No reason for f " 
, healed rapidly 


|, hem. strep. an 

| under penicillin 

} 

Healed in 10 days 
|: Henlod om 9 days. 


4 day: 
| Staph. Viienppeated on 5th day also 


Neg. 4th day 
Neg. 3 times after 5th day 
Nes. after 5th day 


(Edema gone in 


Cols” 0 = Castor- oil egitim) cream, 10%. 


/ 











\is- 


nd 
oh. 


Ca- 
h. 


red 


rid 
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This is a slightly stiffer preparation than the cream we 
have used as a base for penicillin and it has been found 
advisable to spread it on linen or rather than direct 
on the wounds, but either me’ will serve. Most 
cases have had 4 applications at intervals of 48 hours, 
but a 5th application was made to some recent cases 
who had not lost their streptococci after the 3rd or 4th. 

No toxic effects have been observed, either local or 
general, nor have the applications caused any pain. The 
dressings did not tend to stick. Healing has been very 
satisfactory 'in most of the cases—including several of 
those in which the streptococcus was not eliminated 
(Cases 1, 12, 14). 

The results obtained are shown in table 1. It will be 
seen that the hemolytic streptococci disappeared rapidly 
from 21 out of 34 wounds treated (62%). The failure to 
eliminate them from some of the remaining 13 wounds 
was probably attributable to interference with dressings, 
&c.; in other cases (e.g., 1 (ii), 25, 26, 27) there is no 
satisfactory explanation, but it is possible that a rather 
stronger cream would have been successful. A 0-2% 
cream is now being tried. All the strains which failed to 
disappear from the wounds under se ng treatment 
were tested by the ditch-plate method of Fleming (1940- 
41), with concentrations of 1-5000, 1-10,000, and 
1-20,090 propamidine, but there was no difference 
between the zones of inhibition obtained with these 
peat and those which disappeared rapidly from the 
wounds, 

We have not yet applied propamidine to wounds 
infected with sulphonamide-resistant streptococci, but 
in-vitro tests with four such strains indicated that they 
were just as sensitive to this drug as sulphonamide- 
sensitive strains. 

In the concentration used propamidine appeared to 
have less influence on the staphylococci than penicillin, 
although in some cases these disappeared promptly. 


Discussion 


There can be little doubt that penicillin, as applied in 
the cases here reported, offers a much more effective means 
for the rapid removal of hemolytic streptococci and 
staphylococci from a superfigial wound than sulphanil- 
amide. It ap to be also more effective than propa- 
midine (0-1%), but a decision on this point must await 
further trials with the latter drug applied in somewhat 
higher concentration. 

If an abundant supply was assured, the dressing of 
burns with penicillin cream from the beginning would 
seem to offer the best chance of avoiding infection by 
hemolytic oo ete or and staphylococci, but such 
dressings would probably need to be renewed every 
second day owing to the instability of the active prin- 
ciple. It is unlikely that toxic effects would be encoun- 
tered even with extensive burns in view of the fact that 
none were met with when very large amounts of penicillin 
were administered intramuscularly (Florey and Florey 
1943). In the case of propamidine, we do not yet know 
what are the chances of toxic effects, either local, if it is 
used in greater concentration than 0-1%, or from absorp- 
tion into the circulation. Experiments on mice have 
shown that relatively small doses (8 mg. per kg. injected 
intravenously) may be fatal, but we have no means of 
determining how much can be absorbed from human 
wounds, and little is known as to the sensitiveness of man. 
It behoves us, therefore, to proceed cautiously in applying 
this drug to extensive burns. 

Pending its production on a much larger scale than at 
present, the available supplies of penicillin could probably 
best be employed by limiting its application to burns 
known to be infected by hemolytic streptococci ; prefer- 
ably in centres where burns are collected, in order to 
avoid wasteful distribution and deterioration on keeping. 
A very small amount is sufficient for the treatment of 
many burns when it is employed in this way. In the 
burn wards of the Glasgow Royal Infirmary, with an 
average of 18-20 beds occupied, 100,000 units per month 
have proved more than sufficient. 

Looki to the future, the acquisition of this new 
power to control and eliminate infections by streptococci 
and staphylococci seems to be a big step towards the 

aseptic repair of burns, which must be as the 


aim, just as it is for other accidental and operative 
injuries. 


To reach that aim two other big advances will be 


necessary, Viz. : 

(1) The working out of a complete defensive system against 
cross-infection in wards, analogous to that of the operating 
theatre, but designed to meet the very different conditions of 
ward work. 

(2) The discovery of chemotherapeutic agents capable of 
controlling and preventing infection by the organisms insus- 
ceptible to sulphonamides, penicillin and propamidine—such 
as coliform bacilli, B. proteus, and Ps. pyocyanea—which 
commonly invade burns during the stage of separation of the 
sloughs. 

Summary 

Penicillin in the form of a cream was applied to 54 
burns and scalds in various stages of healing, with a view 
to the elimination of hemolytic streptococci. In 41 of 
the wounds (76%) these organisms disappeared within 
five days and did not reappear. In 7 instances the 
strains which promptly disappeared were insensitive to 
sulphonamide. There were no cases in which the appli- 
cation of penicillin appeared to have no effect. Staphylo- 
cocci also disappeared quickly from many of the 
wounds. Healing was usually rapid and no toxic effects 
were observed. 

Propamidine was also applied in the form of a cream 
(0-1%) to 34 similar burns. Hemolytic streptococci dis- 
appeared within five days from 21 of the wounds (62%). 
In 8 cases, however, they persisted during treatment 
with propamidine. (Of these, 3 lost their streptococci 
promptly when they were later treated with penicillin. 
In-vitro tests gave no indication that the strains con- 
cerned were resistant to propamidine, and no explanation 
is forthcoming for the failure.) Healing was very good 
in many of these cases also ; in others not quite so rapid 
as with penicillin. No toxic effects were observed. 

Coliform bacilli, B. proteus and Ps. pyocyanea, when 
present in the wounds, were apparently not affected by 
either of these agents. _, a 
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TREATMENT OF BURNS AT TOBRUK 


NorMAN J. LOGIE, MBABERD, ERCS 
LIEUT.*COLONEL RAMC 


THIs paper is founded on experience gained in the 
treatment of approximately 300 burns of all degrees of 
severity while serving as a surgical specialist in a general 
hospital, working as a casualty-clearing station, in 
Tobruk before its fall in 1942. Detailed data were 
amassed, but the work entailed was largely wasted for 
three reasons: (1) Tobruk fell, so the documentary 
evidence was lost ; (2) all my colleagues except two are 
prisoners of war; and (3) it is well-nigh im ible in 
an active theatre of war to follow up cases. i. addition 
a hospital ship on its way to the base was lost by enemy 
action and over 40 of our burn patients perished. This 
tragedy further cut into our aoe of definite proof by 
examination of final results. ence I am able only to 
give my own experiences and impressions. 

I will say almost nothing about the general treatment 
of burns, for that is a relatively non-controversial 
subject. The only point I would like to hammer home 
is that heat in the treatment of shock, whether caused 
by burns or other trauma, must not be abused—warm 
the patient but do not cook him to the extent of sweating. 

rest of my remarks will be confined to the local 
treatment. 





Sts 


REQUIREMENTS 
To my mind there is no real ag women in the treatment 
of burns of the Ist and 2nd degree provided that 
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surgical nciples are adhered to. They do well with 
many different forms of treatment. The real difficulties 
arise with the 3rd-degree burn, and it was the potential 
and actual 3rd-degree burn that worried us. The great 
majority of the burns dealt with were due chiefly to the 
abuse, and misuse, of petrol—e.g., sand fires, debugging 
dugouts, lighting mate while clothes, or dressings on 
hands, were petrol-soaked. The areas burnt-varied from 
the surface of both upper extremities, with or without 
face, to that of all four limbs and of body, back and 
front: it was seldom that only one limb was involved. 
The efficient treatment of the burnt area entirely 
depends on whether anzsthesia is available and can 
be given. If no anesthesia is available, no efficient 
cleansing is possible and therefore no tanning compound 
should be used, for it only shuts in potential sepsis and 
makes the subsequent cleansing more difficult. In such 
circumstances only first aid is possible, and all that is 
n is to cover the burnt area and protect the 
blisters from injury and rupture with an ample sterile 
dressing. My own opinion, at the moment, is that a 
sterile soft-paraffin dressing over sulphathiazole powder 
is best. It protects, is soothing, is not sticky and is 
—easily removed. It does not interfere with su uent 
i ; for the paraffin peels off with the superficial 
layers of the skin as they are removed. The paraffin- 
sulphathiazole layer should be covered with gauze and 
then cotton-wool, the whole covered with a bandage. 
Dry dressings stick, are not so soothing, and do not 
protect nearly so well. So much for the first-aid 
treatment of the burnt area. 

If anesthesia is available, proper cleansing is possible ; 
and this applied to Tobruk. But we had to contend 
with the following difficulties. The hospital was in an 
old Italian barracks which had suffered much; ends 
were out of wards, windows and doors were non-existent 
and the roof was not all it might have been. 
orderlies (we had nurses for a very short. time when 
things had quietened down) worked hard and well, but 
they were not nurses and they were few in number. 

land line of communication was 400-500 miles by 
an indifferent road, followed by a railway journey ; so 
ill patients could only go by sea, in a hospital ship 
which only came when there were enough patients to 
fill her. Recurrent dust-storms raised a fine dust which 
penetrated everywhere and everything ; flies abounded ; 
and of course water was scarce. Therefore we had to 
evolve a dressing for burns which would— 

(1) Be easy and quick to apply and yet efficient. (The 
time-factor was important for on one occasion we dealt with 
30 burns in two days apart from other casualties.) 

(2) Relieve pain and shock. 

(3) Protect the burn against infection, dust, dirt and 
trauma both while in hospital and in transit; 

(4) Reduce nursing to a minimum, and make it easy and 
simple. 

(5) Ensure that when the patient and his burn reached the 
base (possibly days later) both were in such a state that 
further treatment—e.g., skin-grafting—was not delayed unduly 
—a most important point. 


With these ends in view, we tried out various methods. 


DYE METHODS 

We soon gave up the use of dyes, because drying was 
slow, repeated applications were necessary, protection 
was poor, infection occurred easily, and they required 
more attention than we could give them. 


TANNING METHODS , 

We early decided that silver-nitrate tan (10% silve 
nitrate and 10% tannic acid) was the best of these. 
It was —— and rapid to apply. A good tan was 
uickly produced by one application, for it dries easily. 
e tan was firm and had good protective and trauma- 
resisting inh gabe Once it was applied no further 
attention or dressings were eae vert § (All we did insist 
on was that an orderly went round once a day with a 
pot of triple dye and painted the edges of the tan. This 
we found helped to prevent infection creeping in at the 
edges.) Finally, it effectively sealed off the burn and 
prevented external fluid-loss; though, with the avail- 
ability of plasma, we were never really worried by this 


Method of application.—The burn was exposed and, if 
the water-supply permitted, the area was washed down 
with soap and water; then the skin was peeled off with 

swabs, paying particular attention to the edges. 
(This was more effective and quicker than picking about 
with forceps and scissors—except for hands, fingers and 
feet, but here I think that simple emptying of the blisters 
under rigid aseptic technique followed by a surface 
dressing may be better than removal of the skin and 
exposure a fresh raw area.) The silver nitrate was 
painted on with swabs,‘and the tannic acid was then 
applied in a like manner. By applying the silver nitrate 
first we felt that the risk of tannic-acid absorption might 
be obviated. 


LIMITATIONS OF SILVER-NITRATE TAN — 


The above method had certain limitations. 

(1) It could not be epped to the face; the tan was 
too rigid and peri-orbital and peri-oral deformities were 
feared. Instead we used a variety of methods—including 
aniline dyes, sulphonamide-paraffin masks,-and simple 
sprinkling with sulphonamide powder. Whatever we 
used, the face became superficially septic and crusted, 
but with no ill effects. 

(2) We ultimately avoided silver-nitrate tan in com- 
plete circular lesions of the hands and fingers, but had 
no hesitation in applying it to partial lesions of the 
hands and fingers. ‘For complete lesions we used 
sulphonamide and soft-paraffin dressings, and encouraged 
early movement. 

(3) In the region of joints the tan tended to crack 
and infection followed. This was partially avoided by 
moving the joints while applying the tan, and com- 
pletely avoided by splintage. To splint them we first 
contrived wire cages for each limb out of Cramer wire 
and plaster-of-paris with the object of— 


(a) leaving the tan exposed to the air, for the tanning 
methods do best when left exposed ; 

(b) preventing the limbs lying on, or being pressed by, 
bedclothes (at this time consisting of army blankets only) ; 

(c) preventing cracking at the joints. 

This elaborate method was given up; for each case 
was a problem in splintage, and the contriving of a cage 
for each limb, and for every variety of burn, took too 
long. We ultimately contented ourselves with either 
having no splintage, or, where joints were involved, 
having a light removable plaster-slab splint. . 

(4) plete body burns presen’ a problem to 
which we found no answer except. rapid evacuation by 
air, which was not available; and these cases travel 
badly in the later stages. The tan does well on the body 
provided it is not exposed to constant pressure. This 
could not be obviated in burns involving both the front 
and back, and in consequence the part exposed to 
pressure generally broke down and became a sodden 
mess within 4-5 days. 

(5) Once the tan was applied, it was irremovable 
until it separated by the normal process of healing in 
2nd-degree burns, or by the exudate thrown out by the 
8rd-degree burns. This spontaneous separation of the 
tan in 3rd-degree burns takes time, for the tan often 
adheres closely to the underlying necrotic tissue and 
may have to be actually excised. All this prevented 
early access to the burn for more suitable treatment at 
the base—e.g.. hydrotherapy and skin-grafting—thus 
retarding recovery and causing béd wastage. 

(6) 10% silver-nitrate tan is a caustic, and if applied 
to an advanced 2nd-degree burn it is, I think, quite 
likely to precipitate a 3rd-de; burn which would not 
otherwise occur. I ly eannot tell with any 
degree of accuracy which 2nd-degree burn is trembling 
on the brink of being 8rd-degree, and therefore I could 
not avoid the above danger. 

The caustic effect ofsilver nitrate is indicated by the 
depths of anzsthesia required during its application. It 
was a common experience to clean a burn under anes- 
thesia, which was apparently deep enough, but when the 
silver nitrate was applied the patient would begin to 
struggle. For this method, therefore, deep anesthesia 
is necessary. 

(7) In complete circular lesions of the limbs there is a 
nger of a “ tourniquet effect ’ from the rigid tan and 
associated swelling of the limb. 
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SULPHANILAMIDE-PARAFFIN AND PLASTER 
Despite the above mer quien — difficulties, the silver- 
nitrate method suited us. we were not at all 
certain that it was the best, agement aes long bees so we 
with soft- 


started to try sulphaniiamide - 
°"Sulpha hathiazo 


raffin gauze and protected in 
ae have been used. expel bea. had | 

The comparison of results did not =, completion, 
for the enemy rudely interfered. It was carried out by 
treating one limb, or the opposite u and lower 
limbs, with silver-nitrate tan, and the other limbs with 
sulphanilamide-paraffin and -paris. We cleaned 
the burns as for silver-nitrate tan, then sulphanilamide 
‘tes was sprinkled on by means of a rubber-bulb 
or simply by shaking it out of a 


lower, with a 
gauze cover. increasing or decreasing the number 
of layers of gauze we got a fine, or coarse, layer of 

powder as required. gauze, covered by 
be wei of vdaetee ok - wevend was applied and the whole 
covered with 


“‘Sdconiagen thie nea proved very satisfactory 
for limb burns both from our point of view es from 
that of the base medical officers, for it fulfilled all our 

provisos. 

3 a) It was easy and relatively quick to apply. 

(2) Protection was good against dirt, dust, infection 
and trauma. 

(83) Nursing was reduced to a minimum, for even the 
daily paint with triple dye was not required. 

(4) The patient and his burn got to the base in such 

a condition that subsequent treatment was not hindered. 
The burn was easily accessible ; there was no sticky tan 
to remove ; the caustic effect of silver nitrate did not 
exist ; and the joints were not so stiff.. We expected 
that the sulphonamide would help to keep the burn free 
of the hemolytic streptococci, but apparently it did not. 
The three burns I was able to culture at the end of a 
fortnight, when the plaster-of-paris was removed, grew 
hemolytic streptococci; and this occurred despite the 
usual course’ o: prophylactic sulphonamide by mouth. 
But neither the patient nor the burn seemed to mind. 
‘ (5) From verbal reports we heard that burns treated 
with sulphanilamide-paraffin and plaster-of-paris were 
approximately 14 days ahead of those treated- with 
silver-nitrate tan, both in healing, and function, and 
were far more comfortab dle. 

(6) The amount and depth of anesthesia required for 
application of the dressing is less than for silver- 
nitrate tan. 

Disad 


advantages. 

(1) Tt was difficult to retain the dressings on the body, 
for the time + se the — condition of the + mere 
and the lack suita appliances  seeeer 
application of ae jackets. Simple aed aid 
not suffice ; the dressings never stayed in position, and 
they soon became soiled. From our point of view 
silver-nitrate tan proved more suitable for body burns. 

(2) The exudate from the burns soaked the ‘dressings, 
and often the oer necessitating the changing of the 
plaster in 2-3 but this was no real hardship, and 
2 did well for 2 a ‘fortnight before the plaster required 
changing. 

(3) A real danger existed, in that the absorption of 
sulphanilamide from large raw areas is very rapid, and 
the concentration of the drug in the blood may reach a 
dangerous level. I have knowledge of one case where 
the blood concentration rose to 43 mg. per 100 c.cm. 
with subsequent death, and _ other cases where toxic 
features have developed. It was suggested at one stage 
that sulphaguanidine should be used instead; because 
of its reputed slow absorption it might be less ‘toxic and 
remain locally active for a longer period. This latter 
point is important ; forif the local action ee sulphonamides 
is short-lived and they cannot be reapplied—e.g., under 


.—Nevertheless there were certain dis- 


plaster—is it worth while liberally sprinkling them over 
an extensive burn, which, once ena, may do just as 
well with ordinary s ? In a study 


ircumstances Ifound reason to suspect 

po: — rng blood pa eon ey of nye «penne is 
ue slow absorption very rapid excretion 
in the urme. Dacthle neil dianehastantne uat-oee not 
further considered. 


SUGGESTIONS 


From these incomplete serenanee I make the 
following tentative suggestions 

(1) In the present state of our knowledge, the best 
first-aid treatment of burns is to dust them with 
sulphathiazole powder—which has a wider range of. 
bacteriostatic activity than sulphanilamide—and cover 
them with a sterile greasy dressing. Tanning compounds 
should not. be used in first aid. 

(2) Where anzsthesia is possible the burn should be 
cleaned. Limb and face Ss may suitably be treated 
by. applying sulphathiazole powder (sparingly if the 
burn is large) = covering with soft-paraffin gauze and 

plaster-of- to the limb. Chemotherapy should not be 
Ttarted til t least 12 hours later, and fluids should be 
given freely. Body burns should be treated with silver- 
nitrate tan, unless evacuation is ra agens when they may 
be treated as for the limbs. Liquid paraffin should be 
instilled into eyes. 

No claim is made that these methods of treatment are 
suitable for other conditions or theatres of war. 


In conclusion I should like to say that I was but one of a 
surgical team who all took in working out the treatment 
of these burn cases. Although the views expressed here may 
not coincide in every respect with those of my less fortunate 

, with whom I have been unable to collaborate in 
writing this paper, I feel that their names should be associated 
with it. They were Lieut.-Colonel A. Simpson-Smith, Major 
Collins, Major Hunter, Major N. C. Rogers, Major Blackburn 
(anesthetist), Captain Johnstone and Captain H. J. McPherson. 

I would like to thank Colonel M. Williamson MC, AMS, 
for his interest in the preparation of the paper. 


THROMBOSIS 
TREATMENT AND PREVENTION WITH 
METHYLENE-BIS-(HYDROXYCOUMARIN)* 


J6RGEN LEHMANN, MD 
CHIEF OF THE CENTRAL LABORATORY, SAHLGRENSEA HOSPITAL, 
GOTHENBURG, SWEDEN 

IN previous pers! I reported the successful use 
of ap rt PON Ra ay Pomona yee called 
” ” (antiprothrombin)—in the treatment of 17 cases 
oft thrombosis. Other investigators,? working inde- 
pendently, seem to have seen the possibility of a 
beneficial effect of AP in thrombo-embolic diseases. 


\ TREATMENT OF THROMBOSIS 


My 100 cases included 56 of antecrural (leg) thrombosis, 
10 of crural (thigh) thrombosis, 10 of combined crural 
and antecrural thrombosis and 24 of phlegmasia alba 
dolens. At the first sign of thrombosis 0°5 g. of AP 
was given by mouth in tablets containing 0°25 g. The 
et rg index was followed daily and kept within 
he limits 20-60 by giving a further 0°25 g. of AP if it 
rose to 50-60 or 0°125 g. if it rose to 40-50. A too rapid 
return of the prothrombin index to normal should be 
avoided because of the risks of a recurrence of the 
thrombosis. Medical treatment was combined with 
active movements of the leg in half the cases. Move- 
ments of the ankle were allowed from the first day, and 
after a few days the patients were also allowed to move 
the knee provided there was no pain or other contra- 
indication. Im cases of thrombosis of the femoral or 
pelvic veins movements of the knee were begun after 
6-8 days or when the local pain had almost gone. Fig. 1 
shows the tem ae and prothrombin index in a 
y es case of postpartum thrombosis treated with 


The effect of AP was estimated by noting the period 
between the beginning of treatment and the time when 
the leg was flaccid and painless and most of the swelling 
had disappeared (‘‘ recovery’). At this stage most of 
the patients could be allowed out of bed when not 


. Paper read at Sie ora meeting of the Swedish Association of 
Dec. 1 
‘ 1942, 39, 1 (with English summary); Ibid 
B, eeee (with English summary) ; Lancet, 1942, i, 318. 
SL ee en ee Boliman, "L. P 


J. roc. Mayo Clin. 

1941, 16, 388. ham B., Meyer. 0. O. 22 Po F. J. 
mer. J. med. Sci. 1941, 202, 563. Shapiro, Sherwin, B. 

and od Gerdioner, H. Ann. Surg. 1942, 116 Ser K. F. 


Tgeskr. Laeg. 1941, 103, 1536. 
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prohibited by other conditions. The results are set out 


in the table. It will be seen that the time for recovery 
ranged from 1 to 3 weeks. The mean duration of treat- 
ment of thrombosis in: Sweden before anticoagulants 


RECOVERY TIME IN 100 CASES OF THROMBOSIS TREATED 
WITH ANTIPROTHROMBIN 


Days for recovery 


With | Without 
movements | movements 


16-746-8 (24) | 14 (8) 18 (16) 


All cases 





Phiegmasia 

Crural and antecrural | 
thrombosis . . s% 11:1+3-9 (10) 9 (4) 

10-7+2:4(10) | 9 (5) 


8-0 43-7 (56) | 6-5 (32) | 


12-5 (6) 
12-5 (5) 
10°3 (24) 


Crural thrombosis 
Antecrural thrombosis | 


Numbers of cases are in parentheses 


were used was 5-8 weeks. Active movements shorten 
the time for recovery significantly. In 2 cases embolism 
occurred during treatment. All patients survived. 

* The is a well-marked individual variation in response 
to AP, so that the dosage must be adjusted by observa- 
tions of the, prothrombin indéx in each patient. A 
sudden fall in temperature is sometimes seen on the day 
after a dose of AP without much decrease in pro- 
thrombin index or in coagulation time. This seems to 
indicate that AP acts not so much by delaying coagula- 
tion as by interfering with the mechanism of thrombosis, 
The sedimentation-rate of the red cells should be followed 
and the treatment-continued until the rate is below 
60 mm. in 1 hour, provided it is not raised as a result 
of other diseases. AP treatment can be continued for 
4-6 weeks without any complications, if the prothrombin 
index has not been kept too low. 


TREATMENT OF THROMBOPHLEBITIS 


The dosage of AP adopted in my 32 cases of thrombo- 
phlebitis was the same as for thrombosis. In half 
the cases active movements were allowed. A striking 
improvement was seen in many cases. The mean time 
for recovery was 6°5 days. No difference was found 
between the groups treated with and without move- 
ments. The mean stay in hospital was 10 days. In 
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Fig. |\—Postpartum crural thrombosis. Note the fall in temperature after 
' every dose of AP and the relation between the temperature and prothrombin 
curves. 


4 cases a spreading of the process was seen during treat- 
ment. AP combined with sulphathiazole had no better 
effect than AP alone. A recurrence was seen in 1 case 
within 14 days. 


POSTOPERATIVE PROPHYLAXIS 


Only operation cases known to be disposed to throm- 
bosis were selected for treatment. In a series of 278 
operations 170 cases received AP ively. The 
acme: treated were all from the women’s clinic at the 

nska Hospital in ene. The treatment 
was introduced in February, 1942. The operations were : 





supravaginal hysterectomy (with or without aoe 
cectomy), 37 cases; the same operation combined with 
salpi omy or omy, 15 cases; salpingec- 
tomy, odphorectomy or extirpation of ovarian cyst (or 
these operations combined), 93 cases; la y or 
other minor operations, 18 cases ; operations for uterine 
or vaginal prolapse, 7 cases. The following operation 
cases. were not treated: (1) young women with sal- 
pingitis or ovarian cyst; (2) cases of cesarean section ; 
(3) cases in which the area of operation was large and 


On the day after operation 0°5 g. of AP was given, 
and the prothrombin index was then kept between 
30 and 60 with subsequent doses of 0°25 g. as in. the 
curative treatment. In most cases the second dose was 
given 6 days after operation. Usually only three doses 
were required, ing a total of 1 g. In general the 
patients got up on the 12th day and were discharged 
from hospital on the 14th day. 

Only ease developed antecrural thrombosis and 
in this patient vaginal bleeding prohibited effective 
treatment. In another case mild signs of embolism 
were seen a week after the AP treatment had ended. 
No patient died during 1942 of thrombo-embolic disease. 
The striking effect of AP treatment is seen in fig. 2, 
which shows the frequency of thrombosis, embolism and 
death from embolism during 1940, 1941 and 1942. 

. In 10 cases the postoperative tem- 
perature kept about 2° F. above normal 
for 4—6 days and then suddenly dropped 
to normal the day after a dose of AP 
had been given (see fig. 3). Since such 





Fig. 2—Incid of p perative 
thrombosis (white), bolism (shaded) 
and deaths (black) at the women’s 
clinic, Sahigrenska Hospital, Gothen- 
burg. Prophylactic treatment with AP 
was introduced in | The number 
of cases operated on ranged from 250 to 
325 annually. 





1940 1941 1942 


an effect of AP is only seen in thrombotic: diseases it is 
assumed that in these cases AP has prevented the develop- 
ment of an incipient thrombosis. In cases of postoperative 
fever of uncertain origin a dose of 0°25—-0°5 g. of AP can 
therefore be of differential diagnostic valve. Even a 
temporary drop involving only the morning temperature 
on the day after AP was given is suggestive of thrombosis 
as the cause of the fever. 


ACOMPLICATIONS AND CONTRA-INDICATIONS 

Apart from a few cases with nausea, vomiting and 
diarrhcea, hzemorrhages were the only complications 
observed ; these included bleeding under the skin and in 
the operation area, hematuria, epistaxis and yaginal 
and rectal hemorrhage. Hemorrhage was seen in 9%, 
of the therapeutic series and in 8°8% of the prophylactic. 
In nearly all cases it amounted to no more than oozing 
and could be stopped by giving 100-300 mg. of vitamin K 
(methyl naphthoquinone dihydrosulphate) by mouth. 
In 3 cases hemorrhage was more profuse -and was 
treated with vitamin K and blood-transfusions (300-400 
c.cm.) with immediate effect. Skin bruising larger than 
the palm of a hand should be treated with blood- 
transfusion because it may lead to necrosis of the skin. 

The following conditions were considered contra- 
indications to AP treatment : 

(1) Diseases associated with hemorrhage. The menstrual 
flow was however not increased provided the prothrombin 
index remained above 30. 

(2) Heart diseases with symptoms of decompensation, 
severe myocardial degeneration or a blood-pressure above 
200 mm. Hg. 

(3) Pregnancy and the first 3-5 days of the puerperium. 

(4) Severe albuminuria. ‘ 

(5) Nephritis, enterocolitis and hepatitis. 


SUMMARY 
Methylene-bis-(hydroxycoumarin), the anticoagulant 
it obtai from spoiled sweet-clover hay, was given 

by mouth to 100 cases of established venous thrombosis 
in the lower limb and 32 cases of thrombophlebitis. 
In thrombosis the mean récovery-time was reduced to 
1-3 weeks, a third of what it was before anticoagulants 
were used, and in thrombophlebitis to 6} days. 
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Fig. 3—Postoperative prophylactic treatment with AP, The fall in tempera- 
ture after every dose of AP suggests that the cause of the fever was a 
thrombotic process which would probably have developed into a manifest 
thrombosis without AP treatment. 





PROTHROMBIN INDEX 


The anticoagulant was also given prophylactically to 
170 patients after various gynzcological operations 
during 1942; only 1 case of venous thrombosis and 
1 mild case of embolism. were seen, and there were 
no deaths from these causes. In 1941 there had been 
9 cases of thrombosis and 5 of embolism, with 3 deaths, 
in a comparable series. 

In about 1 case in 10 hemorrhage occurred as a 
complication, but in only 1 in 100 was it at all profuse 
and in these it was readily controlled with vitamin K 
and blood-transfusions. 


SOME OBSERVATIONS ON 
AUTOHAMAGGLUTINATION 


FRED STRAPTON, MB MANC. DP H 


(From the North West Regional Transfusion Service, M inistry 
of Health, at the Royal Infirmary, Manchester) 


Wer the increasing use of blood-transfusion and the 
great extension of blood donor panels under the Ministry 
of Health regional transfusion service scheme, more 
eases of autohemagglutination are being noted. -Auto- 
hemagglutination has been defined by Boxwell and 
Bigger (1931) as ‘“‘a clumping of erythrocytes into 
irregular masses, visible to the naked eye, occurring in 
the presence of the individual’s own serum without 
bacterial action, at air temperature and reversible at 
body temperature,’’ and a similar definition has been 
employed in this paper. The cases may be divided into 
two main types: (a) pathological; and (6) non- 
pathological. These cases associated with pathological 
conditiens form the most important group and not 
uncommonly cause much difficulty if it is necessary to 
give them blood-transfusions. The non-pathological 
type occurs in normal persons and is usually found 
during the course of routine blood-grouping; auto- 
hemagglutination may be very weak. 


CASE-HISTORIES ; 

The following 5 cases belong to the pathological type 
of autohemagglutination. 

Case 1,—A girl, aged 14, admitted to hospital complaining 
of many years’ history of gradually increasing lassitude and 
pallor, accompanied by cough and copious sputum. Bron- 
chiectasis of left lower lobe. Left lower lobectomy success- 
fully undertaken. Blood-count: red cells 4,000,000 per 
e.mm.; Hb. 56% ; white cells 11,000 pere.mm. Sedimenta- 
tion-rate 64 mm. in an hour (Westergren).- Blood-group A, 
subgroup A,. Cross-matching test showed that the patient’s 
serum clumped her own and all group A blood at room 
temperature but not at 37°C. No transfusion given. The 
child’s parents, both group A,, showed no autohemagglu- 
tination or other abnormal agglutinin. 

Case 2.—A girl, aged 18, admitted to hospital with pyrexia 
of unknown. origin. Diagnosis: subacute bacterial endo- 
carditis. Blood-culture persistently negative. Widal: Pac- 
terium paratyphosum B (reduced titre), 1 in 50; all others 
negative. Had never had TAB. Blood-count: red cells 
3,160,000 per c.mm.; Hb. .55%;-white cells 12,000. Sedi- 
mentation-rate 60 mm. in an hour at 20° C. (Westergren). 


Blood-group A,; serum of patient agglutinated at cross- 
matching test all group A blood, and her own cells at 


. room temperature ; no agglutination at 37°C. The patient 


was successfully transfused with 500 c.cm. of blood without 
any reaction. Autopsy confirmed the diagnosis. 

Case 3.—A man, aged 63, complained of pain in right 
chest, lassitude and loss of weight. Diagnosis: carcinoma, 
left lower lobe. Blood-count : red cells 4,420,000 per e.mm., ; 
Hb. 84%; white cells 17,200 per cmm. The patient died 
after first stage of complete pneumonectomy. Blood-group: 
A, subgroup A,. In the cross-matching test, serum definitely 
clumped group O bloods, but group A cells only weakly, 
at room temperature. No agglutination at 37°C. No 
transfusion given. 


Casz 4.—A woman, aged 62, first complained of sudden 
sharp epigastric pains and jaundice. Patient was jaundiced 
and pale in 1938, and on examination spleen was much 
enlarged. Blood-count was impossible at room temperature, 
but early in 1939it was possible at 20° C. Red cells 2,500,000; 
Hb. 52%; reticulocytes 29%. Van den Bergh: direct 
reaction, 12-5 units. Cell fragility was increased. Later the 
patient has developed Raynaud’s syndrome affecting the 
fingers of both hands. Blood-group B at 37° C., but at room 
temperature appeared to be AB. 

Casz 5.—A woman, aged 35, admitted urgently to hospital 
with severe lower abdominal pain and backache. Diagnosis 
(made later at operation) : advanced ileal carcinoma. Occult- 
blood test negative. Blood-count: red cells 3,920,000; 
Hb, 58%. No reaction of any degree after transfusion of 
600 c.em. of group O blood (3 days old); blood-count two 
days later: red cells 4,060,000 ; Hb. 62%. Blood-group O. 
Cross-matching tests showed that the patient’s serum clumped 
all group O cells (14 tested) but this clumping was not present 
at 37° C. 


SEROLOGICAL INVESTIGATIONS 


The sera from all 5 patients agglutinated homologous 
cells and also cells of other blood-groups in varying 
strengths. 


I. The titres of the sera using many cells of groups A,, A», 
B and O were determined by the method of Taylor and [kni 
(1939). The results are given in table 1. 


TABLE I—TITRATIONS OF SERA AT ROOM TEMPERATURE 




















Cells 

Serum Blood- : 

group} a, | As |. B o |= 
Case 1 A, 2 4 512 16 2 
Case 2 A 4 8 | 256 | 32 4 
Case 3 Ai 4 16 256 64 8 
Case 4 B | 128 128 | 128 256 64 
Case 5 rs) 64 32 16 16 16 

Anti-O ox serum 113 ah 4 32 4 64 


2. In each of the 5 patients the agglutinin responsible for 
the auto-agglutination was absorbed completely by group. O 
cells at low temperature, although in the patients showing 
high titres with group O cells large volumes of packed cells 
were necessary. In case 4, the volume of packed cells was 
five times the volume of serum used. In each case the 
alpha- and beta-isoagglutinin remained in the serum and gave 
the same titres as before. Complete absorption with homo- 
logous.cells was possible in all cases. 

3. The clumped group O cells obtained (paragraph 2) were 
thoroughly washed with saline in the cold, and an agglutinin 
solution by heating these washed clumped cells 
with a small quantity of saline at 37° C., centrifuging and 
removing the solution. The procedure was carried out in 
water-jacketed centrifuge tubes in order to maintain the 
desired temperature. By this means it was possible to obtain 
in saline solution the agglutinin responsible for the auto- 

Iutination. This was examined and titrations carried 
out with cells A,, A,, B and O, several cells of each type being 
used. The results are shown in table m. In no case was 
agglutination: present at 37° C., showing that results were 
not due to the presence of any residual anti-A or anti-B 
agglutinins. 
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TABLE Il—TITRATIONS OF AGGLUTININ SOLUTIONS aT 20° c 


manter ~ eS A om B oO 








Case 1 0 2 J 4 
Case 2 0 4 2 8 
Case 3 4 64 

Case 4 128 64 128 


Case 5. | 8 4 8 16 

. 4. Group specific substances A and B obtained by the use 
of pooled human saliva of “secretor’’ persons and—in the 
case of A—also by the use of a polysaccharide prepared from 
peptone, were added to the sera of cases 1-4 to remove the 
alpha or beta iso-agglutinin as the case might be (Goebel 1938, 
Wiener 1939). The serum therefore contained only the 
abnormal agglutinin. The comparative results of titration 
were similar to those shown for the iso-agglutinin solutions. 

5. Characteristic changes at different temperatures were 
also observed ; thus, there was an increase in all titres with 
a léwering of temperature and vice versa, the 
beltig reversible. A “critical temperature’? was found 

uliar to each serum, at which agglutination just failed to 

p onc i This estimation was made on a specially constructed 
warm stage. 

Serum .. ee ee ane 2 3 é 5 

Critical temperature in °C. .. 28 .. 29 .. 29 .. 35 .. 27 


6. The auto-agglutinating property was not destroyed at 
56° C. for 30 minutes. 

7. Observations similar in part to those detailed above 
were carried out with an anti-O animal serum. This was 
obtained by absorbing a suitable ox-serum with A, B cells. 
An examination of 250 ox-sera as described by Dahr (1938) 
showed no. 113 to be the strongest (see table 1) although 
many others will make good anti-O sera. 

8. The cells did not give any different results whether they 
were citrated, heparinised or obtained from the clot; more- 
over, the cells showed no other abnormality, except in case 3 
in which the cells were shown to contain an excess of O 
substance. 

DISCUSSION 

Autohemagglutination is usually first encountered 
when difficulties arise in carrying out certain hemato- 
logical techniques such as blood-counts, blood-grouping, 
or cross-matching tests before transfusion, or determina- 
tions of sedimentation-rates which may be much in- 
creased. Case 4 was originally discovered because of the 
impossibility of doing a blood-count at room tempera- 
ture. During the last five years in the clinical laboratory 
of the Manchester Royal Infirmary 60,000 blood-counts 
have been done, and this was the only such case encoun- 
tered during that time. In blood-grouping in normal 
healthy persons, this phenomenon is rarely seen, but in 
pathological conditions it causes difficulty more often, 
and 2 such examples have been seen in 500 blood-groups 
on hospital cases. In cross-matching tests the condition 
is observed still more often since the auto-agglutinin 
causes difficulties at this stage, although the original 
blood-grouping was apparently satisfactory owing to the 
greater dilution of the agglutinin. Sedimentation-rate 
pee be increased in case of high auto-agglutinin titre, 
and Jessen and Bing (1940) state that the cause can be 
demonstrated by repeating the test at 37° C. when the 


sedimentation-rate is less. 
The cause of auto-agglutination is ——— obscure 


increasing quantity as follows: 
A, B>A,—> B— A, O. 


Thus, if a strong anti-O agglutinin was nt in 
human sera,.especially if the cells contminal eidies r8) 
substance, autohemagglutination would occur, Anti-0 
agglutinins present in normal human serum are usually 
too weak to cause auto-agglutination at room tem- 
perature. ; 

In an examination of 952 bl samples collected 
from healthy blood-donors, the serum being separated 
at 37°C, 3 instances of autohemagglutination were 
found, 2 instances belonging to group O, and one to 
group A,. ‘ 

The preparation of the agglutinin solutions also 
confirms the presence of an anti-O factor in the sera 
of cases 1, 2 and 3. Case 4, however, did not show 
this characteristic anti-O activity and the agglutinin 
solutions contained an agglutinin which reacted with 
all cells with almost equal intensity. Similarly in case 
5 the auto-agglutinin attacked all cells, but those of 
group O cells more strongly, while cells of other groups 
showed a slightly lower titre. Kettel (1930) has also 
observed similar agglutinins. These two agglutinins 
are similar and have the same characteristics as those 


found in the 3 normal sera mentioned above. 


Two of these cases (2 and 5) were successfully trans- 
fused without reaction. In case 5 the hemoglobin was 
raised only slightly, but there was no reaction whatever, 
the stored blood (three days old) being given at room 
temperature. It is generally inadvisable to give blood 
at a temperature greater than that of the room, especi- 
ally stored blood, since there is always a chance that 
overheating will cause hemolysis; moreover, Degowin 
and his colleagues (1940) have shown that blood can be 
administered safely at room temperature. While it was 
not possible to estimate the life of transfused cells in 
case 5 owing to the group of the patient, the rise in 
hemoglobin (4%) is lower than one would expect. This 
suggests that the auto-agglutinin present may cause a 
lytic effect on transfused cells, even though it is not 
active at 37° C. 

SUMMARY 

Five cases of autohemagglutination are reported. 

Two methods are described for isolating and examin- 
ing the abnormal agglutinins present in these sera, 
depending: (a) on the preparation of agglutinin solu- 
tions; and (6) on the addition of specific polysaccha- 
rides present in saliva to remove isoagglutinins alphs 
and beta. 

I wish to thank Dr. J. F. Wilkinson for permission to carry 
out. the work in the Regional Transfusion Laboratory, 
Manchester, and also for much advice and help ; and Dr. G. B, 
Manning for permission to publish case 2. 
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Universiry oF Lonpon.—Sir Ernest Graham-Little, MP, 
and Major-General P. H. Mitchiner will continue to represent 
the faculty of medicine in convocation and Prof. M. Greenwood, 
FRCP, FRS, will continue as a representative of the faculty 
of science. 


Women’s Counse, ror Nurrmip Trusr.—The trustee 
of the Nuffield Provincial Hospitals Trust have approved 
of the formation of a women’s advisory council to helj 
them “in the organisation end development of medical 
nursing, welfare and health services, especially in relation té 
the codérdination of hospital services, of social medicine andj 
of such other matters as will further the interests of women.’ 
Mrs. Montagu Norman has to be chairman of the coun 


senting an part 
as representing any 
experience of hospital work and related services. 
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SLIDE CULTURE METHOD 
FOR TUBERCLE BACILLI 
K. S. RoseNBERG, M D PRAGUE 
(From the mere: ees Clare Hall Sanatorium, 
EMS Hospital) 


THE method indices ge es for the cultivation of 
ie ae tuberele bacill mi appears to 


catide with acid to destroy any — 
after washing the slide with sterile water to remove the 
acid, culturing the organism in a suitable fluid medium. 
The "following investigations were made to test Pryce’s 
method as a routine procedure. 


TECHNIQUE 

Choice of medium.—Pryce recommends laked or defibrinated 
whole blood. These were tried in parallel with Kirchner’s 
serum-salt mixture, which consists of equal parts of normal 
human serum and a synthetic medium: disodium ortho- 

phosphate (Na,HPO,) 3 g. ; ium orthophosphate 
{KHLPO,) 4 g.; magnesium sulphate 0-6 g. ; asparagin 2-5 g.; 
glycerol 20 c.cm.; distilled water to 1000 c.em. The serum 
need not be fresh, but when more than 6 months old its 
growth-promoting properties seem to diminish.- Kirchner’s 
medium proved superior to the other two. 

Techneque of culture. advocates culturing the smears 
immersed in the medium in sterile Petri dishes. This method 
= tried ae tied ping rae others, with the object of finding @ 

allowed of the culturing of the maximum 
| apeanemeny with the minimum of medium and the least chance 
of contamination. The Petri dish method was abandoned 
owing to the amount of medium per slide culture which 
it entailed and the high percen of contaminated cultures 
which it gave. Culturing the slides in a sterile staining box, 
though reducing the ratio of medium two slide produced an 
even higher rate of contaminated cultures, Growing the 
preparation in a slide cell made by Lpretng: a glass ring over 
the treated smear, filling the cell with the salt-serum medium 
and the cell with a sterile slide or cover- = was very 
economical of medium, gave few contaminated cultures and 
had the advantage over the other methods.that growth could 
be observed under the microscope without the necessity of 
taking down the culture ; but it was too laborious for large- 
scale use. In the method finally adopted as most economical 
in time and medium, and fewest contaminated 
cultures, 1 oz. screw bottles with perforated caps 
were used, the material for culture being spread on half 
microscope slides which had been divided lengthways. 

The bottles are filled to capacity with water and autoclaved. 
Each specimen is spread on @ cut slide and dried in the 
incubator. The s are then treated with 6% sul- 
phurie acid sclution for 45 mi min. in a previously sterilised 
staining rack covered with a glass lid. After this treatment 
with acid, two slides are pee facing outwards, with sterile 
precautions, in each bott They are allowed to remain in 
the water for 10 min., which is sufficient to wash off any acid 
remaining on the —— The water is then gg out be 
water » & ste needle being used to orate the 
hte noes wg in the cap of the bottle, and a t being 
introdueed between the needle and the pump to co lect the 
water. In this way a vacuum is produced in the bottle and 
© ee ee bee fe at By this 
arrangement many wv. given rise 
to contamination were avoided. The cultures are incubated 
for a week and then stained in the usual way with Ziehl- 
Neelsen. They are first examined under the low-power and 
red chumps of growing bacilli are easily detected. If no 
growth is visible, the specimen is examined with the oil- 
immersion lens. 

RESULTS 

Before finally adopting this method, an experiment 
was set up to webheiae its reliability. 

A suspension of a strain of tubercle bacillus was made in 
the way outlined by Corper,* so as to obtain approximately 
@ billion bacteria per c.cm. From this, dilutions 
were made from 10“ to 10. One loopful of each 
suspension was spread on a@ slide and cultured. Parallel 


1. Paves: D. M. J. Path. Bact. oy » 327, 
2. Corper, H. J. and Cohn, M. L. Amer. J. Hyg. 1933, 18, 1. 





experiments with Loewenstein’s medium were put up and the 
resultant growth Allowing for the obvious 
superiority of Loewenstein’s medium, owing to its greater 
nutritive value, the results seem to confirm the usefulriess of 
slide culture. Whereas growth on Loewenstein was obtained 
with dilutions up to 10~, with slide culture positive results 
were not obtained beyond 10-*. 
a indicate that 100,000 bacteria per c.em. 
are necessary to produce a positive smear result. At 
least 10 bacteria per c.cm. seem to be 


.produce growth on Loewenstein’s medium. There is, 


therefore, a gap between 10 and 100,000 bacteria per 
c.cm, where in theory the result with the direct smear 
would be negative, and only a Loewenstein culture 
would produce a positive result. The above experiment 
seems therefore to indicate that specimens with between 
1000 and 100,000 bacilli per c.cm. should give positive 
slide culture. 

The method was then tried on specimens of sputum. 
It was found, first, that about 95% of specimens which 
on direct smear were positive showed good growth after 
6 days, observable in 90% of cases with the low ew 
On these positive slides in addition to large clumps of 
growing bacilli, single bacilli were seen, which apparently 
yee started to multiply. On slides cultured for 

2 weeks fewer single bacilli were observed. It seems 
likely therefore that not ae bacillus s' growth 
yee ao the first few days. This might account for an 
occasional slide culture made with sputum positive on 
direct. microscopic examination failing to show growth 
after a week’s incubation. Specimens made from sputa 
which were negative on direct smear examination gave 
the following results with slide culture after a week’s 
incubation. 


Total sputa .. 105 | Good growth ce ae 
Purulent 58 Single bacilli a Midge 
Non-purulent .. 30 | Contaminated .. 3 


Of 105 negative sputum specimens, 11 (10%) showed 
good growth after a week, but taking the figure of the 
purulent sputa only (and only among these were positive 
results obtained) the percentage amounts to 19. A few 
single bacilli were seen in 3 specimens on examination by 
oil immersion, but there was no obvious growth. It must 
be assumed, however, that the appearance of single 
bacilli in specimens negative to direct smear constitutes 
one of the initial stages of growth, and the percentage 
then’ amounts to 24. Only 3 specimens were con- 
taminated (less than 3%). These compare 
favourably with our routine. Loewenstein cultures, in 
which the figures over two periods of 6 months are shown 
in the table. The average ratio amounts in these to 
perce rae like 1 sputum specimen in 5 with a positive 
result. 


RESULTS IN ROUTINE LOEWENSTEIN CULTURES 








| tal Contam- 
Period | specimens Negative Positive inated 
July 1941 to Jam 1942) 247 2005 | 40 2 
(17%) 
Jan. 1942 to July 1942) 244 191 51 2 
: (21%) 
Total 1941-42 .., 494 396 |G 4 


(19%) 


specimens pein contained tubercle bacilli 
of the human type, so that it is impossible to say whether 
or not the method would be.satisfactory for the detection 
of bovine strains. On one occasion, however, material 
in which a few bacilli could be found on direct examina- 
tion and which proved subsequently to be of the bovine 
type ‘showed a little growth after a week’s cultivation 
in slide culture. Saprophytic acid-fast bacilli cannot be 
distinguished by this me from the tubercle bacillus 
and where there is any doubt culture on Loewenstein or 
guineapig inoculation will still be necessary. 


SUMMARY 


A new method of a the tubercle bacillus was 
put to test, and though th are not large arge enough 
to be conclusive they pate t the method is valuab 
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It is simple and inexpensive and has been given a limited 
trial in the routine examination of sputum. A positive 
result, was obtained within a week in 14 out of 105 sputa 
negative on direct smear examination. It would take 
3-6 weeks to get the same results by culture on Loe- 
wenstein medium. It seems that most tubercle bacilli 
begin to multiply in slide culture within a week, though 
with some the onset of growth is delayed beyond this 
time. By lengthening the period of cultivation up to 
2-3 weeks the percentage of positive results could be 


increased ; but the principal value of the method is that , 


it anticipates the result of cultivation on Loewenstein’s 
medium, and the slightly higher results obtained by delay 
would not outweigh the disadvantage of prolonging 
cultivation beyond a week. 


I would like to thank Prof. 8. P. Bedson for his suggestions - 


and help in the writing of this paper, Dr. F. A. H. Simmonds 
for adopting the method at Clare Hall, and Mr. A. W. Griffin 
for his technical assistance. 


FATAL AIR EMBOLISM 
AFTER INSUFFLATION OF THE VAGINA 


bak, R. LATHAM BROWN, M B SHEFF 
‘DEPUTY SURGEON TO DERBY. BOROUGH POLICE; HONORARY PATHO- 

LOGIST TO THE DERBYSHIRE HOSPITAL FOR WOMEN 

THE rarity of a death from intravaginal treatment 
prompts me to submit the details of the following case. 

A primipara, aged 25, was due to be confined on July 10, 
1942. Diagnosed as LOA, the head was reported engaged 
on June 6. She had complained of vaginal discharge in 
April, for which she received treatment by douching and 
painting. On May 8, treatment by vaginal insufflation of 
yellow * Picragol’ powder was started three times a week, 
and by May 22 she was reported so much improved that she 
was told she need not report again for treatment. Vaginal 
discharge recurred by July 1. The report on the vaginal 
smears stated that there werelarge amounts of monilia present; 
no gonococi being seen. Further vaginal insufflations were 
advised, and treatment was begun on July 3. Within a 
. minute of the start of insufflation she complained of a feeling 
of being blown up, acute dyspnea supervened, she had a fit, 
recovered slightly, then died. 

At autopsy she appeared rather bloated and cyanosed. 
The orifices of the body were normal. There were no 
post-mortem gas changes in the body. : The heart was 
—— the right side dilated, the right atrium empty, 
and the right ventricle contained very little blood which 
was frothed into large bubbles. The blood was approach- 
ing arterial in colour but not so bright. The left side 
of the heart and the valves were normal. The muscle 
appeared somewhat fibrotic. The aorta and coronary 
vessels were normal, and the pulmonary arteries were 
empty. The right uterine plexus contained frothy 
blood similar in colour to that found in the right ven- 
tricle, but less bright. The right ovarian vein contained 
particles of yellow powder. The uterus was about full 
term, and contained a male foetus with head in the brim 
of the pelvis. The cervix was drawn up and dilated 


to two fingers. The placenta was in the upper part of 


the uterus slightly over to the right, The edge of the 
placenta was stripped for a depth of about, an inch to 
an inch and a half from the right side of the uterus. 
The membranes on that side were completely free. -The 
membranes on the left side were normally fixed. There 
was slight hemorrhage on the right side from the placental 
site, and blood had run down slightly towards the 
internal os. Blood sinuses on the right side of the 
uterus in the vicinity of the stripped part of the placenta 
and membranes contained ,frothy blood, brighter in 
colour than venous blood, but not so bright as arterial. 
These sinuses; drained directly into the plexus of. veins 
on the outer side of the uterus, which (as already noted) 
contained similar frothy blood. _ - : 
DISCUSSION 
Insufflation of the vagina with the. cervix partly 
dilated had allowed the entrance of air into the blood 
sinuses of the uterus, after the ballooning effect of the 
insufflation had stripped the membranes and a portion 
of the placenta from their site. _Death had been caused 
by air embolism. 
Vaginal insufflation has been used successfully in 
many clinics on numerous occasions, and so far there 


had only been one recorded death from air embolism 
pr emery by S. J. S. Peirce. It would be a pity if an 
efficient form of treatment were to fall into disrepute, 
when precautions might guarantee its. harmlessness. 

From the above fin it seems essential that there 
must be. an efficient cervical barrier during this type of 
treatment. In normal primipare this is probably the 
case till late in pregnancy. (This woman was success- 

treated within 8 weeks of term.) In multipare 
this is probably not the case, since the death from air 
embolism during similar treatment, recorded by Peirce, 
was in a 2-para who was then only four months pregnant. 

Where an efficient cervical barrier cannot be demon- 
strated, some other form of treatment is indicated, and 
insufflation definitely contra-indicated. : 

I wish to thank the medical superintendent of the hospita) 
concerned for giving me access to the clinical notes; and 
Major T. H. Bishop, HM coroner for Derby, for permitting 
me to publish my autopsy findings. 


Medical Societies 


SOCIETY OF MEDICAL OFFICERS OF 
HEALTH 

AT a meeting of the fever hospital medical service 

up of this society on Feb. 26, with Dr. ANDREW 

OPPING in the chair, a discussion on recent work on 
virus diseases was opened by Prof. S. P. Bepson, FRS. 

Influenza 

Speaking first on the prophylaxis of influenza he said 
that though ‘‘ A ”’ virus, discovered by Smith, Andrewes 
and Laidlaw, is the most important ztiological agent, 
a “B” virus has since been identified by 5 aeentny an. 
“A ” virus has itself been found to comprise a number of 
serological types. An efficient polyvalent vaccine of 
this virus is correspondingly difficult to prepare, but the 
observation of Horsfall and Lennette (1940) that cultiva- 
tion of a strain of ‘‘ A” virus with a particular strain 
of distemper virus gives it a broad antigenicity covering 
all the serological types, made it possible to prepare a 
vaccine for field trial. This bivalent vaccine has given 
only mediocre results ; the morbidity in the vaccinated 
has been about half that in the unvaccinated. Active 
immunisation .by spraying the nasoph with 
attenuated living virus, and passive immunisation by 
spraying with antiserum, await field trial. 

In research on the common cold no advance has been 
made since the demonstration by Dochez and his 
colleagues that some forms of this condition are due to 
a virus. A limiting factor in investigation is the re- 
stricted host range of the causal agent: the chimpanzee 
and man alone appear to be susceptible. 

Dr. C. H. ANDREWEsS, FRS, said that, using the best 
possible influenza A vaccine and injecting it shortly 
before an influenza A epidemic, one may hope for a 
50% drop in incidence of influenza A (but not necessarily 
of all “ clinical influenza’’). In less favourable cir- 
cumstances no obvious benefit will follow inoculation, 
which ‘therefore cannot be said to be as yet a practical 
proposition for widespread use. 

In England lately there has been some influenza every 
other year and a bigger peak every fourth year (as in 
1929, 1933, 1937). Influenza A virus has been recover- 
able as a rule only in the odd years‘ and especially in the 
peak years (1933, 1937). The expected epidemic in 
1941 did not turn up, nor did influenza A appear in 1942 
nor, as yet, in 1943. The widespread but mild influenza 
now current seems, on serological grounds, to be mainly 
influenza B. The virus is much more difficult to estab- 
lish in‘ animals from B than from A cases. | 

“Primary Atypical Pneumonia” 
- Professor BEDsON. said that outbreaks of primary 
atypical pneumonia have been common, especially since 
the beginning of the war. The condition appears to 
be of virus wtiology but more than one virus is concerned. 

Peittacosis.—One virus known to cause atypical 

neumonia’ in man is psittacosis virus. Diagnosis of 

uman infection rests on the isolation of the virus.from 

the sputum by mouse inoculation, or the demonstration 

of specific antibody in the patient’s serum by the com- 
1. Canad, med, Ass. J. 1936, 35, 668. 
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plement-fixation test. It is now recognised that birds 
of the parrot family are not the sole reservoir of infection. 
Infection has been demonstrated in the fulmar petrel ; 
and human cases from this source have been. described 
in the Faroe Islands (Haagen and Mauer, 1939); pigeons 
in this country have been found to be infected, and 
human cases derived from pigeons and the domestic 
fowl have been described. Strains of psittacosis virus 
from the different sources are antigenically similar but 
differ in their virulence for the mouse and pigeon. 
Consideration of psittacosis as a diagnosis should never 
be excluded because the patient has not been exposed 
to psittacine birds, . Cats and kittens may be the source 
of human cases, since Baker reports that, in America 
they suffer from naturally occurring infections with a 
psittacosis-like virus. 

Relationship of psittacosis and dther viruses.—A large 
group of viruses exists of which psittacosis is the type. 
They are alike in morphology and staining reactions and 
since they all stain by Castafieda’s method, whereas 
other viruses do not, nee viruses might be referred to 
as the Castafieda-positi group. Besides psittacosis 
virus, the group includes the viruses of lymphogranu- 
loma venereum, meningo-pneumonitis (Francis and 
Magill 1988), a virus isolated by Eaton, Beck and 
Pearson (1941) from cases from atypical pneumonia 
(possibly pigeon psittacosis) and the viruses of trachoma 
and inclusion conjunctivitis. Rake and his colleagues 
(1942) have shown that all these viruses are closely 
related. It is suggested that they have a common 
ancestry and that what specific’ differences they possess 
have been acquired by long residence in a particular 
host species ; psittacosis in a variety of birds; and the 
viruses of lymphogranuloma venereum, trachoma and 
inclusion conjunctivitis in man. It follows that the 
complement-fixation test has lost its specificity. A 
positive result merely means infection with one of this 
group of -viruses. Similarly the Frei test loses much 
of its specificity. 

Primary atypical pneumonia due to other viruses.— 
Viruses of the psittacosis group seem to be the cause of 
relatively few cases of atypical pneumonia. In this 
country serological sampling of out ks, both civilian 
and military, during the past two years has brought to 
light only three possible cases and these were in American 
soldiers. These three gave weakly positive psittacosis 
complement-fixation tests, the significance of which is 
doubtful. In America also the majority of cases appear 
to be due to some unidentified virus or viruses. Amongst 
the claimants to be causal agents of atypical pneumonia 
are the virus of Horsfall and Weir (1940), the virus of 
lymphocytic choriomeningitis known to infect by the 
respiratory route and ice a pneumonitis, and the 
virus recently isolated from cases of atypical pneumonia 
in America by inoculation of the-eotton-rat. . 

In reply to Dr. R. CRutcKSHANK, who asked whether 
sulphonamides are of value in infections with psittacosis 
virus, Professor BEDSON said that some limited (un- 
published) experiments he has made with sulphapyridine 
suggest that this drug is not altogether without effect on 
psittacosis in the mouse. Failure to respond to sulphon- 
amide drugs is one of the criteria on which the diagnosis 
of atypical pneumonia is made. However, Hinshaw 
(1940) has reported one case of psittacosis which re- 
sponded to sulphapyridine and two cases at the London 
Hospital have been treated with this drug with apparent 
success. An open mind on this question should, there- 
fore, be kept until these drugs have been given a more 
extended trial. 


Dr. H. S. Banks asked whether primary atypical « 


pneumonia is an interstitial pneumonia. 

Professor BEDson: ‘‘ As.far as is known: Yes. When 
it has been possible to examine histologically the lungs from 
cases of this condition, the primary changes appear to have 
started in the alveolar walls.. The exudate which later appears 
in thealveoliconsistsof serum, mononuclear cells, ted 
epithelial cells, red blood-corpuscles and polymorphonuclear 
leucocytes, and the consolidation, when it occurs, is not as 
dense as ina lobar pneumonia. The view that the condition is 


primarily an interstitial pneumonia is supported. by the X-ray 
‘indings which show, as arule, either a reticular shadow or, if a 
whole lobe is involved, a lobar shadow of only moderate density. 

Dr. CRUICKSHANK inquired iow soon the complement- 
fixation test becomes positive in cases of atypical 





pneumonia due to viruses of the psittacosis group 
(ornithosis).—Professor BEDSON answered that it is 
usually positive in the second week. Two sainples of 
serum should be examined, one in the early stage of the 
disease (2nd week) and a second in convalescence; a 
rising titre is of much greater significance than a single 
positive examination. 


Immunity to> Viruses 
Among other questions answered were two from Dr. 


Is the immunity to a virus fundamentally the same 
as the immunity to a bacterium ? 

Professor Brpson: ‘‘ The two types of immunity are 
similar in that they both depend essentially on specific anti- 
bodies. Those differences between the two that do. exist 
are dependent on the different modes of life of bacteria and 
viruses. Parasitic and pathogenic bacteria live in the body 
fluids of their hosts; viruses are obligate intracellular para- 
sites. Living cells are not permeable to antibodies. This 
means that-whereas bacteria are readily accessible to the 
antibodies in the body humours, viruses.are protected from 
them as long as they are intracellularly, placed. Only when 
the infected cells die and break down discharging their virus 
content and the viruses are in transit to new cells, are they 
exposed to the action of antibodies. We do not yet know 
how virus antibodies act in vivo. Bacterial antibodies so 
alter the bacteria as to render them an easy prey for the 
phagocytes; the antibodies and the phagocytes act in con- 
Junction in. combating infection., But there is no evidence 
that the phagocytes play any part in virus immunity. All 
we know is that when a virus is.sensitised by the appropriate 
antibody, either it is unable to get inside cells and so cannot 
multiply or, if it does get inside, the antibody has so altered 
it as to render it incapable of multiplication. 

Is the solid immunity which so often results from 
virus. infection due to persistent infection? Is it not 
true that that persistence of infection may actually be 
detrimental in that it renders the individual more 
susceptible to reinfection ? . 

Professor Bepson: “ It is known that under experimental 
conditions clinical recovery from a virus infection may not 
represent a complete recovery ; a residual infection is left 
which may persist for a considerable time. Such a residual 
infection would presumably be kept going by the occasional 
breakdown of an infected cell with the liberation of vifus 
and the infeetion of a few new cells. The repeated antigenic _ 
stimuli so provided would maintain a high antibody level 
and so a high degree of immunity. One is tempted, therefore, 
to conclude that the solid and lasting immunity which is 
left by so many virus infections is ‘the direct result’ 6f per- 
sistent infection. The life-long duration of the immunity 
which is left after recovery from diseases like smallpox or 
yellow fever make some hesitate to accept this view since they 
think it/unlikely that the infection with these viruges would 
persist so long. There is no evidence that persistence of a 
virus infection renders an individual more prone to reinfection. 
An apparent exception such as herpes is apparent only since, 
with the exception of the primary infection, which occurs in 
infancy, the virus responsible for the attack of herpes is 
carried by the sufferer.” 


ROYAL ACADEMY OF MEDICINE 
IN IRELAND 

A MEETING of the section of obstetrics was held on 
March 26. Dr. Epwarp SoLomons and Dr. J. D. H. 
Winpgss discussed their observations on 

Antispasmodics and Uterine Muscle 

In view of the statement that dysmenorrhea might be 
relieved by drugs relaxing uterine muscle they gave a 
preliminary report on the possible action of ‘Trasentin ’ 
(Ciba), ‘Syntropan’ (Roche) and pethidine hydro- 
chloride (Roche and Abbott). The drugs were used 
clinically, and experimental work was carried out on the 
human uterus in vivo by the intra-uterine balloon 
technique as described by Chassar Moir. Further 
observations were also made on human uterine muscle 
(removed at operation) and animal uteri in vitro. These 
experiments have so far shown that: 

(a) Trasentin definitely causes relaxation and diminution 
of contractions in the uteri of the rabbit and guineapig and of 
the human subject in vitro, but this effegt could not be 
observed in the human:uterus in vivo, 
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(b) Syntropan, as far as the limited supplies available were 
used, shows similar effects 

(c) Pethidine hydrochloride invariably stimulated the 
uterine muscle of the and rabbit in vitro, causing 
an inerease in the force frequency of contraction. In 
most experiments on the human uterus in vivo this drug 
caused a slight i increase in tone and frequeney of contraction. 

Clinically, in a small series of cases, neither trasentin 
nor syntropan proved satisfactory in the treatment of 
dysmenorrhcea, and trasentin definitely ane drying 
of the mouth and unpleasant eye symptoms. 
other hand, pethidine | drochloride gave relief in are 
of the cases in which it was used, a result probably 
to be explained by its central action as an analgesic. 
All the cases of dysmenorrhea selected for this investiga- 
tion were normal on gynecological examination. 

During the investigations prt ar out by the balloon 
technique no relationship could be observed between 
the powerful contractions of the uterus occurring natur- 
ally or produced by stimulation with pituitrin, and 
the pain sensations experienced by the aliens. Neither 
could it be shown that contractions d g menstruation 
-in patients suffering from dysmenorrhosa were any 
-greater than those observed in normal subjects. 

Prof. O’DONEL BROWNE thought the introduction of 
a foreign body into the uterine cavity might produce 
some abnormality, and so might dilatation of the cervix. 
Even if the test was done with the patient under an 
anesthetic, he said, it was bound upset. 
action = ae a tence ST ee 
suggested t ‘ymographie ings co en 
association with the Rubin apparatus to demonstrate 
if, and how, these drugs acted on the fallopian 
tubes. - 


rine 
BETHEL Solbaoke 


Prof. W. J. Jussop asked whether there was any 
difference between the action of these drugs when in- 
og intramuscularly and injected into the uterus.— 

Timotuy Hraty described cases of dysmenorrhcea 
treated by dilatation of the cervix, or by belladonna, 
without.effect. Pethidine tablets seemed to do more 
good than an g else that he had tried. One of his 
cases was m ill with morphia, but there had been no 
ill effects with pethidine. e asked why a patient with 
this —— idiosyncrasy te morphia should not be 

y pethidine. 

Dr. SoLoMONS re said that it is thought that 
pethidine may take the place of morphia, having its 
advantages without its disadvan . There is a 
difference of opinion about causes of dysmenorrhea, 
but it is generally thought that h ontraction. of the 
uterine muscle is the cause—whether due to ischemia 
or hormonal action, or to inflammation of the nerve- 
supplies in the uterus. The dilatation of the cervix 
and insertion of the balloon probably has some stimulat- 

ing effect, but to fill the utergs properly it would be 
difficult to make the balloon smaller. Pituitrin had 
been given to some cases in his series and not to others. 
There is no difference between a it into the uterine 
musele and ging. | it odermically, Pethidine by 
mouth is an ance in. gesia and will be an advance 
on other drugs in the treatment of dysmenorrhosa and 
spasm.—Dr. Wippuss said that it was important to 
investigate the actions of these antispasmodic drugs 
on the human. A great deal has been done on 
animals. Pethidine stimulates the uterine muscle, 
but the results of pethidine in dysmenorrhea must be 
due to the central analgesic action which is one of the 
main therapeutic effects. 





Reviews x Books 





Biological Control of Insects 


Bvucu Nicot. (Penguin Books. Pp. 174. 94d.) 


THe biolegieal control of insects provides grand 
material for a popular book of science. The interest is 
om mang-eided. 7 . who like pawn = find it in. 

voyagings en yg an im searc parasites ; 
in the famous odyssey of who finally rescued the 
sugar ind of aii, or the still earlier journeys of 
Koebele which saved the citrus groves of California. 
A more recent, expedition was of Simmonds, who 
got away from France in the last hoat leaving Bordeaux 
before the entry of the toking an ww a few 
new parasites of the. codling moth of h. 
are expected. But such adventures. would ee little 
t without an, knowledge of the natural 
istory of the creatures concerned, based on skilled and 
patient study. At every point the story throws new 
light on the complex i tions of living things. The 
book beyond the strict limits of its title and deals 
with canixol of plants ; with the dramatic reclama- 
tion by the help. of insects of hundreds of square miles 
of Queensland which had been overrun by the prickly 
pear, and even with the control of weeds in lawns and 
pastures, differential manuring. The whole is 
written in a loose but lively style which holds the atten- 
tion of the reader. 

There have been no triumphs of medical importance in 
the control of insects by parasites; but deliberate 
alterations in the environment are being increasingly 
used to limit. the numbers of many anopheles mosqui- 
toes; and the medical reader cannot fail to reflect to 
what a great extent he employs this method. He does 
more than “ amuse the patient while nature effects a 
cure’’; by the exhibition of bacteriostatic substances 
such as sulpho j or penicillin he deliberately 
upsets the balance between host and. parasite. 


Year Book. of Generak Medicine, 1942 


Editors: G. F. Dick, MD, and others. 
‘Publishers; H. K. Lewis. Pp. 848. 19s.) 


Tus. volume, one of the series. founded, in 1900 by 
GP. ay ha J.. Head, and published continuously since 
then, is divided into sections on infectious diseases, 
diseases of the chest, blood, head and vessels, and 


(Year Book 


digestion. Many hundreds of papers published in 1941 
and 1942 are summarised, and the range of selection is 
wide. The value of the individual articles is uneven 
but material presented in this way can be quickly revised 
and such yearbooks save much time for busy doctors. 
In general the tone is critical but the.editorial comments 
are not always as as they. might be. Some of the 
more trivial msl y well, have been. omitted, but 
full justice is done to all important new work on the 
pee aera? og penicillin, the anemias, and many aspects 
of war medicine. Thestatisticalsurveys, and summaries 
of new theories. make this a serviceable textbook. 


Vitamins and Minerals for Everyone 

Atma Frances Patresr, former instructor in dietetics, 

Bellevue, Mt. Sinai, N.¥.; with Hazen BE. MunsEnL as 

technical adviser. (Putnam. Pp. 242. 10s.) 

STILL another American book on dietetics, and this 
time by one who has had much experience in teachi 
dietetics to nurses in many hospi in the USA an 
Canada and is author of three already on. that 
subject. This one is addressed to the lay public. It is 
popular in style, tells anecdotes, and uses all the panoply 
of the printer’s art. In fact the book is beautifully 
pentuenin is lustrated by excellent photographs of 

from, different deficiency diseases, has 
coca tal tables of vitamin and inorganic contents of foods— 
ranged both al tically and in order of magnitude— 
and is dogmatically sound and soundly dogmatic. It 
seeenes a@, place on the bookshelf. of any teacher of 

e Ss. 


Surgery of Pancreatic Tumours 
e ALEXaNDER, BRuNSecHwic; MS, MD, FACS, professor of 

surgery, University of Chicago. (Kimpton. Pp. 421. 

37s. 6d.) 

Ir is: only of recent years that surgical. interest in 
tumours of the pancreas has been awakened. This 
book ap ones the whole subject, eine the historical 
aspect, anatomy, p Ww. experimental 
work has been done. Professor Brunschwig has had a 
considerable experience in this field of surgery, so that 
his ions of. operative be ane authoritative. 
The patient. with a tumour of the ampulla, of Vater,. of 
the er bedy of the gland, or with: an islet-cell 
tumour now, has a distinetly better chance of survival 
after a, operation. than, his forerunner a few years 
ago.. The book is useful, interesting,,and. wellillustrated, 
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in Pruritus Ani,’ Anal Fissure,’ Pruritus Vulvz,' and Lower 
Abdominal. Pains originating from the Cervix Uter!* 


is a lasting, nom-toxic, local anzsthetic, for use in 2 he 
skin and subcutaneous tissues. It is an form of A.B.A. ine is a combination 
of oil-soluble anzsthetics of low toxicity. are combined so as to produce immediate local 
anaesthesia which is maintained by the slow, uniform absorption 
of its oily vehicle, and action of its oil-soluble ingredients. 
The advantages of Proctocaine over other solutions have been 
fownd' to be as follows: 
Its: effect is almost certain. 
It produces anzsthesia or hypo-anzsthesia for periods 
varying from 7 to 28 days or longer. 
The relaxation which it produces in the anal musculature 
is much greater and more prolonged. 
It is: contparatively non-toxic, injection of 20 to 30 ccm 
ing no general effect. 
Even large quantities of it at one sitting have not been 
found to produce any local reaction if injected properly 
Its: injection is painless if made slowly. 
In no case did it produce severe after-pain. 


‘British Medical Journal, 1935, November 16th, p. 938. 
‘British Medical Journal, 1938, January 15th, p. 105. 


In 2 c.cm. ampoules ; boxes of 6, a ; and 12, 8/6. 
6. 


TOCAINE 


Injection Solution 


LOCAL ANASTHETIC—-ANALGCGESIC 
on mie uy ALLEN & HANBURYS Ltd., LONDON, E.2 <ossD SS eum- 
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Intestinal Toxzmia with Hypertension 
Gastric Fermentation and Distension 


CHARKAOLIN adsorbs toxins and gases in 
the stomach and intestines. An index of its 
adsorptive activity is its complete deodorisa- 
tion of the intestinal contents. 
CHARKAOLIN has given remarkable results 
in some cases of hypertension with intestinal 
auto-intoxication. 


CHARKAOLIN is the original preparation of 
activated charcoal with Osmo Kaolin. 


CHARKAOLIN GRANULES. In bottles at 2/6 
CHARKAOLIN TABLETS. In bottles at 1/6 and 2/6 


Prices in Great Britain and Northern Ireland. 
Plus Purchase Tax. 


U' eS = ae 
Telegrams: Greenburys Beth London 
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@ Wherever haemorrhage occurs associated with. 
low prothrombin levels, ‘ Kapilon * vitamin K 
analoque is indicated. 

Prothrombin deficiency may occur in cases of 
obstructive jaundicé when absence of bile pre- 
vents normal absorption of vitamin K. Pre- 
operative injection of ' Kapilon ' is being. used as 
a routine by many surgeons as a safeguard 
against grave haemorrhage in such cases. 

‘Kapilon* is also successfully used in many 
intestinal disorders (e.g. intestinal obstruction, 
colitis, sprue) which by affecting prothrombin 


«--, metabolism may be a cause of spontaneous 
*~~ haemorrhage. 


‘Kapilon,’ however, has had its most dramatic 
successes in controlling haemorrhage among the 
newborn in whom the physiological reduction 
in prothrombin levels may descend below a safe 
threshold. In such cases, bleeding from the cut 
cord, intracranial haemorrhage following birth 
injury, or spontaneous haemorrhage from. the 
bowel may have serious consequences. 

‘Kapilon ’ given to the baby at birth or to the 
mother before labour acts prophylactically while, 
given to the child at the first sign of bleeding, 
‘ Kapilon ' may stem the haemorrhage before loss 
of blood or extravasation brings death or irre- 
parable damage. 
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GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


KAPILON 





MENAPHTHONE AND ACETOMENAPHTHONE 


AMPOULES ; - 


TABLETS + LIQUID 
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MYCOTIC 


@ Mycotic infections of the. skin, ,ever 
prevalent, are now in season and ‘Mer- 
sagel' fungicide ‘cream therefore - still 
more in demand. 

Ringworm of the groin and axillae, 
athlete's foot—common infections of the 
skin—are spread more easily under con- 
ditions of communal living where’ contact 
between large numbers in camps, billets, 
reception areas is more likely to be close 
and cross inféction therefore greater. 

._Moreover, the healthy indulgence in 
‘sports wherever possible these days un- 
fortunately may, in bathing huts and 
dressing rooms, through infected mats.and 
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FOR RESISTANT AND CHRONIC 


INFECTIONS OF 


towels, provide scope for contact and 
infection. 

‘Mersagel’ contains phenyl mercuric ace- 
tate—an extremely powerful fungicide— 
incorporated in a cream, as glycerin is no 
longer available. The new base is clean 
and convenient. Lightly rubbed into the 
‘affected part, be it between the toes or in 
the creases of the groin, or between the 
folds of “the axilla, and then covered 
with gauze or lint, ‘Mersagel’ rapidly 
clears up acute infections after a few 
applications. 

‘Mersagel’ cream can also be used 
prophylactically among contacts. 


MERSAGEL er 


CASES DEROBIN «6-000 vitHRANoL 


In resistant dermatomycoses,.and.in troublesome chronic 
infections of the palms and soles associated with disidrosis, 


¢ 


‘ Derobin’ 


is effective in strengths of 0.25 to 3.0 per cent. 
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THE BURN AS ‘AN OPEN. WOUND 

Ix an age of increasingly mechanised warfare the 
burn has become a major hazard for the man on active 
service, whether he be in a ship, a tank, an aeroplane 
or a Civil Defence uniform. These burns are mostly 
treated in open wards alongside other surgical con- 
ditions. It is therefore desirable that the principles 
of treatment should approximate to those of the open 
wound, and that surgical and nursing staff should not 
be hampered with techniques that are difficult to learn 
and tedious toapply. Surgeons are apt to look on the 
burn as something apart, and-to devise all manner of 
special treatments ; surely it.is more reasonable to 
regard it, except for the extensive damage to epithe- 
lium, as akin to the lacerated.open woufd, and to treat 
it on similar lines? That being so, the objectives in 
the treatment of a burn are to prevent and combat 
shock, to convert the contaminated wound to a clean 
one, to cover the wound so as to protect it from 
infection (allowing drainage but preventing excessive 
loss of fluid), to rest the injured part, and to promote 
healing in the minimum time and with minimum loss 
of function. Initial shock, if present, can be countered 
by warmth, rest and, above all, by administration of 
morphine for the relief of pain. If oligemic shock 
supervenes it must be treated without delay by trans- 
fusion of plasma or serum in+quantities sufficient to 
maintain a normal blood-pressure. About such 
measures there is general agreement ; it is in the local 
treatment of burns that the surgical paths diverge. 

Adhering to the principles laid down, our first duty 
is to convert the contaminated wound to a clean one. 
This must be done in the theatre or dressings room with 
all the strict ritual of a surgical operation. The 
wearing of masks is particularly important, for the 
large abraded surface is very. susceptible to droplet 
infeetion. The wound and the surrounding skin may 
be cleaned with a plentiful supply of soap and water 
added to patience and gentleness ; but where there is 
oil or tar or i ined dirt a stronger detergent is 
needed and the new CTAB seems to be excellent. for 
the purpose. But we must remember that the 
antiseptic properties of CTAB are much reduced by 
mixture with organic material, and if antiseptics are 
to be applied’ at this stage the aminoacridines * would 
probably take pride of place. The next stage is to 
cover the clean: wound so as to protect it from fresh 
infection and prevent further loss of fluid, which 
occurs not only from the burnt surface but also into 
the surrounding subcutaneous tissues. Undoubtedly 
tannic acid, alone or with silver nitrate, does this job 
well, even if secondary infection follows in a propor- 
tion of cases. The pros and cons of tanning are 
discussed by Loem at p, 609. Its main dis- 
advantage is that the eschar separates very slowly 


Many alternatives, including ee 


1. : araeea: Metta! i 531; Williams, Ole 
Duncan, J. McK. an d Miles, KE. M. 1 Ibid, April 
2, Browning, C. H 





n-Coope! 
4, 1948, P. "00" 
~ Brit. hy, . March 20, 1943, p. 341 


dyes and, lately a ‘© prefabricated . sulphon. 
amide eschar** and, for localised scalds and burns, 
hexene-ol,> have been tried without obvious im- 
provement. ALLEN and Kocw® prefer a pressure 
dressing consisting of first a few strips of fine-mesh 
paraffin-gauze which does not adhere to the wound and 
allows drainage, followed by half a dozen layers of 
dry gauze and then a mass of gauze fluff topped by 
mechanics’ waste or sea-sponges to provide a resilient 
covering under an elastic retaining bandage of 
stockinette. This purposeful pressure applied over a 
burn eliminates any dead space, controls oozing of 
fluid and prevents lymph stasis. Next, to ensure rest, 
splints or a plaster cast should be applied if the 
affected part is a limb, care being taken, as emphasised 
by Barus,’ and by BopEnua.,’ to see that the limb 
is fixed in a “ position of function ” and elevated to 
prevent swelling and pain from lymph and venous 
stasis. 

The next stage in treatment is the promotion of 
rapid healing, which is facilitated if epithelial buds 
from sweat-glands and hair follicles are not rendered 
inert by a coagulating agent, if infection is prevented, 
and if regenerating epithelium is not torn away by too 
early, or.careless removal of the protective dressing. 
Where the skin is not wholly destroyed, epithelialisa- 
tion may be expected in 10-14 days and the first dress- 
ing should if possible be left intact until that time. 
If, however, the whole thickness of skin is destroyed, 
the epithelium can regenerate only from the edge and 
this is a slow affair. Secondary infection is a likely 
complication. The objective now must therefore be 
to get rid of gross infection from the granulating 
surface so that skin-grafts may be successfully applied, 
and for this purpose wet dressings of eusol or Dakin’s 
fluid are popular. The burns team at the Glasgow 
Royal Infirmary show in our present issue that peni- 
cillin, made into a cream with Lanette wax SX and 
castor oil, and applied four times at 48-hour intervals, 
is excellent for ridding granulating wounds of strepto- — 
coccal and staphylococcal infection ; in 7 instances 
the infecting streptococcus was sulphonamide-resist- 
ant. Propamidine asa 0-1°, cream was less successful. 
The drawbacks to penicillin, apart from its present 
scarcity, are that it, like so many other antiseptics, is 
relatively ineffective against coliform bacilli, proteus 
and pyocyaneus, and that it is unstable—the cream 
deteriorates after 15 days at room temperature. It 
is, however, preferred to powdering with sulphanil- 
amide, which requires daily painful dressing with 
disturbance of the regenerating epithelium ; sulphanil- 
amide cream was found to be less effective. 

Infection is still the great bogy in the treatment of 
burns. R.CrurcksHANK showed in the same Glasgow 
wards 10 years ago that most burns become irifected 
with hemolytic streptococci after admission, and the 
problem is how to prevent this secondary infection of 
large abraded surfaces. The infected burn, despite 
the surgeon’s scepticism, not only heals slowly and 
may at any time be followed by serious complications, 


3. Pigkrell, 1K. i. Bull. Johns Hopk. Hosp. “1941, 69, 217; 1942, 


4, Oo 5° Strakosch, E. A. and Leven, L. N. J. Lancet, 1942, 

5. Levine, B. Amer. J. med, a January, 1943, p. 125. 

6. Allen, H. A. and Koch Sprse Obese. Obstet. 1942, 74, 914 ; 
— Siler, V. E. rm thei Ann. Surg. 194%, 115, 
iL 


7. Barnes, J. M. Brit. med. J. April 3, 1943, p. 408. 
8. Bodenham, D. 0, Lancet, March 6, 1943, p. 298. 
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but—even more important—is a menacing source of 
infection to every newly-admitted wounded patient as 
well as to nursing staff. Hence it may be unwise 
to concentrate burns in one ward and thus risk 
increasing the load of infection unless a very high 
surgical and nursing standard can be maintained to 
minimise eross-infection, or there are more facilities 
“than exist at present for the isolation of infected 
cases. We still do not know which is the most likely 
vehicle of spread in the infection of wounds— 
droplets from the unmasked surgeon or nurse, the 
hands or instruments of the dresser unversed in the 
no-touch technique, or the infected air and dust of 
the ward. Until we do, and take rigorous steps to 
control them, infection of burns will still occur. 


THE SIZE OF LOCAL HEALTH AUTHORITIES 
Tue furthest the Muvistmr or Haute has so far 
allowed himself to go in defining the administrative 
areas of the projected National Health Service is 
“‘tnits large enough to allow scope for efficient 
ing and effective execution.”+ It will be inter- 
esting to hear more definitely what size of area he has 
in mind. 

There is of course no inherent virtue im any parti- 
cular size of administrative unit. Size must be seen 
in relation to function. Water-supply and sewage 
disposal, for example, must be planned over large 
areas if geographical factors are to be taken into 
account and if the imhabitants are to get the best 
service in the most economical way. It is admitted 
by those. in a good position to know—namely, the 
officers of loeal government themselves *—that the 
major defects of our present system are, first, the 
existence of a large number of smal local authorities, 
lacking the population, money or qualified staff to 
supply adequate services, and, secondly, the lack of 
codperation between authorities. The solution they 
offer in the Nazco report is the creation of an in- 
creasing number of “ all-purpose ”’ authorities of the 
county-borough type, generally serving populations 
of 100,000-500,000. These authorities would send 
representatives to larger regional or provincial 
councils, which would be responsible for all large-scale 
planning and codrdination. The provincial council 
would have no direct executive or administrative 
powers, but its recommendations would be binding 
on the all-purpose authorities. The question that 
eoncerns us here is how such arrangements would 
affect a national health service.. A grave 
as we see it, is that any attempt by a population of a 
few hundred thousand to become medically self- 
sufficient might hinder the development of necessary 

i There is a risk that the patient in the 
new authority’s all-purpose hospital would 
have to have his thyroid, colon, and empyema dealt 
with by the same general surgeon. Yet it is common 
knowledge that specialised surgical skill, based on 
practice and a large turnover, can cut the mortality 
of these major operations by a quarter or @ half. 
Great as the objections to excessive specialisation 
may be, a return to the general specialist, for the sake 
of placating the local authorities, cannot be 
contemplated. 

' An alternative would be the scheme por varyy in 
the report of Medical Planning Researc 


1. Lancet, 1943, §, £48. 2. Ibid, p. 246. 3. ont ner 





the new local authorities. Each all -purpose authority 
would maintain its hospital or medical centre—but as 
a first line of defence.in a’regional hospital plan. It 
would care for fevers, the minor sick, the chronic sick, 
the normal confinement, and acute emergencies, but 
its outpatient elinics would be staffed by Visiting 
specialists based on a major key hospital. All serious 
cases, other than emergencies, would be transferred | 
to the key hospital where they could receive the atten- 
tion of specialists who specialised, and the key hospital 
itself would be run in conjunction with, and feed, the 
necessary sanatoriums and rehabilitation hospitals. 
The difficulty, however, at once arises: who is to be 
responsible for these key hospitals ? And is it really 
inevitable that there should be a point at which the 
patient passes from the hands of one authority into 
those of another ? i 

The objections to smallish imdependent health 
authorities, such as NALGO envisages, are serious, and 
the difficulty of coérdinating their activities would be 
great. The Mryisrsr, we feel sure, is well aware 
that sound hospital practice throughout the country 
cannot in fact’ be achieved without regional planning 
and administration of the hos»ital services. was 
the central theme of the Ministry’s first medical 
advisory committee in 1920, and has slowly but surely 
been aecepted by the medical profession as the only 
sound policy. To give “ scope for efficient planning 
and effective execution ” the administrative areas of 
the new health service must be far bigger than all but 
the biggest of the existing units of local government. 


TYPHUS—EPIDEMIC AND “HYPERENDEMIC” 

WIrx typhus seemingly on the increase in Eastern 
Europe and in North Africa, many must be wondering 
where it is likely to stop—what risks there are of an 
epidemic in Westerm Europe. Certain conditions are 
necessary before a bad epidemic can occur: the presence 
of the typhus rickettsia ; a population which is at 
onee reasonably lousy and reasonably susceptible ; 
and probably the presence of hunger or other severe 
hardships. Dr. Yvus Brravup, of the Epidemiological 
Intelligence Service at Geneva, has written a useful 
monograph! on the subject, containing much food for 
thought. He shows that in Poland and the Balkans 
typhus has been i aeatensing since the war to an extent 
which may be summed up as disquieting, but not 
alarming. Sporadic foci have been appearing in 
Germany and Hungary in areas which-are normally 
free from the disease ; presumably the infection has 
been brought in from the Eastern front. In Spain 
typhus showed am increase in the years up to 1941, 
and it was still prevalent in 1942. Its doings in 
North Africa must be of particular interest to us in 
these days. There, it is always present, but rises 
when economic conditions are bad. These depend as 
a rule largely on am adequate rainfall, but have been 
made much worse lately by the abnormal conditions 
which followed the falb of France. ‘‘ The figures for 
1941 are more than double those recorded in any of the 
preceding twenty years and those for the b beginni g 
of 1942 exceeded them again markedly.” 

The feature of the recent typhus im French 
North Africa has been its ae: ever 
distribution over endemic areas, a distribution le ing 
1. The present menace 
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Breau to call it-a “‘ hyperendemic ” rather than an 
epidemie. It will be recalled that ZnisszR always 
maintained that. the typhus of urban New York and 
Boston, the so-called Brill’s disease; was due to 
epidemic or European virus rather than to the 
murine virus which is endemic in the southern United 
States. It is found almost wholly among immigrants 
from Eastern Europe, and Zinsser held that it 
represented a recrudescence of infection contracted in 
earlier years and lying dormant in the meanwhile. 
In mueh the same way, Sereent thinks, typhus 
may be a latent infection in man in North Afriea, the 
host-parasite balance beeoming, upset by hunger and. 
hardship. In support of this view may be urged the 
appearaneeof sporadic typhus in central and southern 
France ; this has been almost wholly in arrivals from 
North Afriea, not only in recent arrivals, but also in 
natives from those countries working in France. 
There has been very little spread to native Frenchmen. 
One can readily imagine how-a “ hyperendemic,” by 
widely seeding the infective agent in a community, 
could prepare the way for a true epidemic in a wholly 
susceptible population living in the same area. 

Defence against typhus will clearly involve 
measures of quarantine, louse-control and the relief of 
destitution. What is the place of vaccines in 
supplementing these measures? Brraup very fully 
reviews. the evidence for and against the numerous 
vaceines which have been tried. He also gives. details. 
of thé techniques for their preparation. Of killed 
vaccines, whether made from rickettsiz grown in 
louse-gut (Weigl’s) or on yolk-sacs or im rodent lungs, 
there is not much new that can be said. Weigl’s is 
certainly of value, but admittedly cannot be prepared 
on.a very large scale. The others are being studied 
all over the world, but the evidence as to their 
practical usefulness is not yet available. In Nerth 
Afriea, Buane and Laiegret have evolved vaccines 
which are very different, but resemble each other in 
containing living murine rickettsiz. 

One strong argument which the French have used 
in favour of a living vacciné in North Africa is that, 
in practice, it is not feasible to immunise the native 
population by any method involving more than one 
injection. But what is justifiable and safe for a 
salted population may be unwise for Europeans, in 
whom “ vaecinal typhus”’ is more apt to oecur and 
may be a more serious disease. The recipe for making 
Blane’s: vaccine runs: “ Take 50,000 rat fleas, add 
two typhus-infected rats...” and soon; ultimately 
you have 10g. of flea feces. The virus is dried and 
treated with bile just before use. There is no claim 
that the biliated virus is permanently attenuated, only 
that in practice it rarely causes vaccinal typhus. 
Laigret’s vaccine.is made from brains of rats, and more 
recently mice, infeeted: with murine typhus ;. formerly 
an oily excipient was used, but this has now been 
replaced by water. It is: claimed that 220,000 people 
have been lately inoculated without any vaccinal 
typhus developing: Though much more evidence has 
been put forwa? for the efficacy of these live vaccines 
than for killed ones, there Pay pasts reasons a 
hesitating to accept them for use. e 
results are apparently inconstant, perhaps because of 
difficulties in standardisation ; comparatively little is 
known of the use: of these vaccines in Europeans ; 
there.is not such convincing evidence as we have for 


the virus used for yellow-fever inoculation, that a 
stable attenuated strain is to hand, and the Blanc 
vaccine, one must admit, does’ not sound a very 
ig preparation.” Nevertheless it is good to 
know that this work is going on ; one can imagine a 
situation on the Huropean Continent in which an 
attenuated living vaceine would help to gain control 
when killed vaccines would be neither available nor 
applicable. 


DICOUMARIN FOR THROMBOSIS 

Iw 1933 the preparation of relatively pure samples 
of heparin that could safely be given to patients to 
make their blood less coagulable led to experiments to 
determine how useful heparin would be in pathological 
thrombosis, both primary and following embolism. 
The results! showed that such an anticoagulant 
action was indeed desirable, but. the use of heparin 
has not beefi popular for several reasons. In order 
to keep up the effect, heparin has to be given by 
continuous intravenous drip, or at least by intravenous 
injections every 6 hours, and the expense of maintain- 
ing a patient on heparin for a long enough period 
is large’; samples of the drug vary greatly in activity 
and the dose is’ therefore difficult to determine ;. 
finally, there have been several disasters in patients 
with subacute bacterial endocarditis being treated 
with sulphonamides and heparin. In 1941 K. P. Livx 
of Wisconsin isolated the hemorrhagic agent of spoiled 
sweet clover and showed that it was 3:3’-methylene-bis 
(4-hydroxycoumarin) ; or briefly “ dicoumarin.” He 
sueceeded in synthesising dicoumarin, so that a pure 
preparation was available for experiment, and we 
now have useful information about its properties. 

Given by mouth in gelatin capsules, dicoumarin 
reduces the coagulability of the blood within 24-48 
hours of the first dose. The effect appears to be an 
inhibition of prothrombin and an interference with 
clot retraction. Like heparin, it will prevent experi- 
mental thromboses.? If large doses are given bleeding 
may occur, but no toxic side effects have so far been 
noted. The dose must be controlled by daily pro- 
thrombin-time estimations—coagulation-times are- 
unreliable—and most workers have found Quicx’s: 
technique, using thromboplastin prepared from rabbit 
brain tissue,* most reliable ; some minor modifications. 
have been proposed. The object is to keep the. 
prothrombin time—normally 11-12 sec.—between 
35 and 60: sec. ;, the dosage suggested by ALLEN, 
Barker and Wave‘ is 300 mg. on the first day, 
200 mg. on the second, and then 200 mg. on each day 
the prothrombin time is less than 35 sec. When 
dicoumarin is stopped, the effect lasts 3-7 days ; the- 
possibility of hemorrhage needing control has there- 
fore to be faced, and experience has shown that 
transfusion of fresh blood or serum is the only effective 
measure ; stored blood is less effective owing to loss 
of prothrombin, and vitamin K is useless. Contra- 
indications to dicoumarin are renal insufficiency, liver 
disease, subacute bacterial endocarditis, deficiency 
of vitamin K, and pregnancy and the first 5 days of 
the puerperium. 

These properties certainly suggest that dicoumarin 
1, Lancet, 1941, ii, 314. 
2. Dale, D. O. and Jaques, L. B. Canad. med, Ass;.J. 1942, 46, 547. 
3, Quick, A. J. The Hemorrhagic Diseases, Springfield, iil., 1942, 
4, 
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could replace heparin with advantage and several 
workers have already demonstrated that it can. 
On another page LEHMANN of Gothenburg describes 
his experiences with 100 established cases of various 
types of thrombosis in the leg and with 170 patients 
who had dicoumarin prophylactically before gynzco- 
logical operations. He used larger doses than the 
American workers and is thoroughly satisfied with 
the results; the thrombosis cases recovered much 
more rapidly than was usual in Sweden before anti- 
coagulants were introduced, and the drug significantly 
reduced the incidence of postoperative thrombosis 
and embolism in the. gynecological patients. “Like 
others, LEHMANN notes hemorrhages in about 10% 
of patients} but in his series it was never severe and. 
always controllable. AttmN and his colleagues 
report on 368 cases of arterial or venous thrombosis 
or pulmonary embolism and they also are impressed 
by the value of dicoumarin in preventing extension of 
_thromibosis. They started dicoumarin 24 hr. after 
operation in patients judged likely to develop throm- 
bosis ; 124 cases of abdominal hysterectomy were so 
treated and none had subsequent thrombosis or 
embolism, although from previous experience some 
might have been expected. One df the difficulties 
they note is the time dicoumarin takes to get into 
action and this first 24 hours after a thrombosis is a 
most im period ; intravenous injection of the 
unstable disodium salt still shows this latent period 
and LEHMANN * has tried other coumarin derivatives 
without success: it is therefore proposed to give 
heparin by the 6-hourly intravenous method of 
CRAFOORD and JoRPES * during the first 24 hours while 
the dicoumarin is coming into action. How far is the 
hemorrhage-producing property of ,dicoumarin a 
disadvantage ? All agree that it must be ae 
seriously. WricHt and PRANDONI’ have recorded 
some unpleasant experiences—one patient, for 
example, had purpura, bleeding gums, hematuria 
and hematemesis, but recovered after transfusion. 
They note that bleeding at a venipuncture site is an 
ominous sign and should be the signal for transfusion. 
ALLEN and his colleagues noted hemorrhages, a few 
serious, in about 10% of patients. Davipson and 
MacDonaLp * have shown that dicoumarin is only 
effective when it has reduced prothrombin to about 
30% of normal, and they were troubled by the variable 
effect that a given dose had on. different patients ; 
they report a case in which blood-transfusion failed 
to influence the low prothrombin time produced by 
dicoumarin. They were unfavourably impressed 
with the drug for the reason that, in their experi- 
ence, reliable control of possible hemorrhage has 
to be sacrificed if it is to be effective; but their 
series of cases is small, and no serious bl 

occurred among them except in a patient with endo- 
carditis lenta. It is clear that if dicoumarin is to be 
used, it must only be where facilities for daily pro- 
thrombin times by a proper technique exist; the 
halting of a spreading thrombosis threatening loss of 
a limb or worse is worth some risk of hemorrhage, so 
long as means for proper control of dosage and for 
stopping bleeding are at hand. In the discussion of 
the American results, OcHSNER * of New Orleans raised 


- Lehmana, J. ‘Laneet, 1943, i, As. 
‘©. and Jorpes, E. J. A sighed Ags. 1941, 116, 2831. 
ht, {..S. and Prandoni, A. 1d, . Jo 
©. S., MacDonald, H. 
mer. med. Ass. 1942, 120, 1 


epee ane Sci. 1943, 205, 24. 


an interesting point : if we pay too much attention to 
anticoagulants, he asked, are these patients going to 
develop emboli? Experience in subacute bacterial 
endocarditis has shown that thisis a pertinent question, 
and this and other risks must be more definitely 
evaluated before dicoumarin can be recommended for 
general use. . 


Am notations 


SUCCESS IN TREATMENT OF PNEUMONIA 


From the mass of papers on the chemotherapy of 
pneumococcal pneumonia that have appeared in the 
past five years two important conclusions emerge. 
With the proper use of sulphapyridine, sulphathiazole 
er sulphadiazine the gross fatality-rate is now in the 
region of 10 per cent.; and of the three drugs sulpha- 
diazine is to be preferred because its toxic effects 
are least. But although the results of chemotherapy 
are undoubtedly spectacular, 10 per cent. is still a 
sizeable fatality-rate and it is natural to inquire whether 
it cannot be further reduced. Recent papers by 
Flippin, Schwartz and Domm? and by Meakins and 
McKenna? illustrate this attitude. “The chances of 
survival are considerably reduced if the age is ever 40, 
if there is bacteremia or if the infection is with type III 
organisms. The combined use of serum and sulphon- 
amides may reduce the mortality in bacteremic cases, 
but the discovery of a sulphonamide more effective 
against type III organisms seems to offer the best 
chance of lowering the figure below 10 per cent. Flippin 
and his colleagues emphasise another point that should 
be taken to heart~by all practitioners. In their opinion 
“the length of time that elapses between the onset of 
the infection and the beginning of specific treatment 
is the most important single controllable factor in the 
prognosis of pneumecoccic pneumonia.” The onset 
of pneumonia is quite characteristic in the great majority 
of cases, and the doctor who waits for the confirmatory 
evidence provided by X-ray examination or signs of 
consolidation before instituting chemotherapy is expos- 
ing his patient to needless risk. 


PYRIDOXINE DEFICIENCIES 


A FEW years ago jt looked as though Dean Swift’s 
witticism about the fleas might also turn out to apply 
to the B’s, since they seemed capable of subdividing 
ad ree The outlook is now more promising and 
recent wo goes to show that animals can be reared on 
diets in which all the B vitamins have been added inf the 
form of fine chemicals. Naturally this has led to a 
rapid advance in our knowledge of the function of these 
substances, and pyridoxine deficencies in various 
species are now beginning to be characterised. It will 
be recalled that Chick and her colleagues in 1938° showed 
that pigs fed on a selectively purified diet developed an 
anemia and had epileptic fits, and that both these signs 
could be relieved with extracts of liver and of yeast 
which were known to contain pyridoxine. Dogs on a 
diet deficient in this vitamin have also been shown to 
develop a microcytic anzmia ; but pyridoxine, although 
temporarily efficacious, has not so far been found to 
effect.a complete and permanent cure.* 

The experiments of Wintrobe® have been on pigs. 
They find that a pure pyridoxine deficiency leads to a 
severe anemia of the microcytic typera rise in the 
serum iron and an accumulation of iron in the spleen, 
liver and bone-marrow. It is interesting that here again 
1. Fitppin, H. W., Schwartz, L. and Domm, A. H. J. Amer. med. 
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the body seems to have little tendency to enenets iron 
even if it is for the moment quite unable to use it—a 
fact which has been emphasised by MeCance and 
Widdowson * in their theory of iron metabolism. Ad- 
ministration. of pyridoxine produces a reticulocyte 
response, mobilisation of the iron, and cure of the 
anemia. Attacks of grand mal and petit mal are also 
produced in the pigs by pyridoxine deficiency and these 
van be prevented by giving the pure vitamin. Pro- 
longed lack of pyridoxine leads to a fatty infiltration 
of the liver. 

In discussing these effects Wintrdbe and his associates 
point out that there are features in common between 
some of the human anemias and the one caused by a 
pyridoxine deficiency, but that there is no evidence at 
present that pyridoxine anzmias ever occur in man. 
Disappointing as this may sound to those who are 
interested only in therapy, the discovery of this new 
anemia and the other symptoms of pyridoxine deficiency 
must be of great interest to anyone whose attention is 
focused on the physiology of the blood-forming organs 
or of the nervous system, and to many others. It is 
evident that pyridoxine has widespread functions in 
the body and its study has already revealed that many 
reactions must have been going on in the cells of which 
we were not in the least aware. Once again pathology 
looks like making a major contribution to physiology. 


FURTHER INVESTIGATION OF HEPATITIS 


INFECTIVE -hepatitis has been a serious nuisance during 
the past three years. The widespread outbreaks are 
attributed to a virus, and the question arises whether this 
hypothetical virus is not also responsible to some extent 
for the jaundice seen in VD clinics, and occasionally in 
TNT factories: may it not cause hepatitis by attacking 
livers already affected by arsenical drugs or liver poisons ? 
Much useful information has been gained from the occur- 
rence of jaundice in a number of children, passively 
immunised with mumps and measles convalescent serum 
and in soldiers actively immunised with yellow-fever 
vaccines. But some of the facts do not fit into the 
expected pattern and more facts are needed to explain 
them. It is welcome news therefore that the Medical 
Research Council, acting on a request from the Ministry 
of Health and in consultation, with the War Office, have 
undertaken a special investigation into the causes of the 
present increased incidence of different forms of jaundice. 
The scheme is being generally directed by a committee of 
the council under the chairmanship of Prof. L. J. Witts 
and with Dr. A. M. McFarlan as secretary. The head- 
quarters of the investigation have been established in the 
Department. of Pathology, University of Cambridge, by 
arrangement with Prof. H. R. Dean. Cambridge is able 
to provide good laboratories and connexions with all 
branches of science, and is the centre of contiguous urbag 
and rural populations of a size convenient for epidemio- 
logical study. 

The team at Cambridge consists of five whole-time 
workers. The services of Dr. F. 0. MacCallum as senior 
bacteriologist have been lent by the Wellcome Research 
Institution ; Major Clifford Wilson (physician) and Capt. 
J. A. R. Miles (clinical pathologist) have been seconded 
from. the RAMC ; and Dr. MeFarlan (epidemiologist) and 
Dr. M. R. Pollock (assistant bacteriologist) have been 
attached from the Emergency Public. Health Laboratory 
Service. In addition, Prof. S. P. Bedson, FRS, is acting 
as general adviser on behalf of the committee. Prof. 
G. Hadfield has to undertake the examination of 
histological material, and Prof. M. E. Delafield to collate 
epidemiological reports from various sources. 

The efforts of the research team will be concentrated 
on the #tiology and exact laboratory diagnosis of infee- 
tive hepatitis. This will probably include attempts to 


6. McCance, R. A. and Widdowson, E. Mw Lancet, 1937, 2, 680. 











grow the virus in vitro, and ales a search for a susceptible 
animal. Any information about hepatitis in animals, 
whether spontaneous hepatitis of the infective type or 
jaundice following the use of serum, would no doubt be 
of great interest to the committee. 





OXFORD HONOURS JOSEP TRUETA 


Oxrorp University has transferred Josep Trueta 
from town to gown by giving him a DSc honoris causa. 
Just before this war began Trueta described his careful 
studies of wounds in the Spanish war,’ and thus provided 
us with a rationale of treatment tested and proved 
effective. He had treated in Barcelona 1073 cases, with 
6 deaths, by what became known as the closed plaster 
method. The fundamental conception of Trueta’s work 
was a profound respect for the natural healing power of 
living tissues. He stressed that dead tissues have no 
defence, so the surgeon must excise them ; the bleeding 
edge is the first assistant and the most important 
collaborator of nature. Excision of wounds was 
practised in. the last 18 months of the last war, although 
its main purpose was looked upon as the erasion of infect- 
ing organisms. For this reason it was backed up by 
antiseptic lavage and frequent dressings, and the 
surgeon still preened himself as the knight rescuing the 
weakling Nature from the giant Bug, Nor was the need 
for absolute immobilisation completely appreciated. 
Winnett Orr was to show that the draining infected wound 
in. osteomyelitis can be left to the unassisted natural 
powers of healing, provided immobilisation. is adequate. 
Trueta was to confirm this in war work. Plaster-of-paris 
came to be used because it was a convenient immobilising 
agent ; Trueta has shown that it casts no magic spell and 
does not excuse us from observing the established surgical 
principles. Working with Barnes in Oxford,’ he has 
established the theoretical foundations of immobilisation 
in plaster. The flow of lymph was the clue. They 
showed that’ when a limb is immobilised the flow of 
lymph almost ceases and infection is thus localised. 
Beyond this, since he came to live in England, Trueta has 
worked on vascular spasm on war burns, and is at 
present acfing as surgeon in charge of the accident 
service at the Radcliffe Infirmary; he has recently’ 
written a striking book on war surgery.* The war has 
provided all the evidence needed to ensure general 
acceptance for the plaster method of wound treatment, 
in the introduction of which due deference is paid by 
Trueta himself to Winnett Orr. Treatment of a wound 
is no longer harrowed by frequent dressings, with their 
risk of secondary infection; secondary hemorrhage, 
so common in the last war, is almost unknown in this. 
In the actual healing process the surgeon has become 
most of the time merely one of Nature’s keen supporters. 


SKI INJURIES 
Tue Finns and the Russians taught us the military 


‘importance of skiing, and it no longer startles us to hear 


of British troops learning to ski in the Algerian Alps, 
and of the activities of the American mountain corps. 
Moritz * has had an ideal opportunity of studying ski 
accidents in Sun Valley, Idaho, where all’ medical 
facilities are under one head. In three years there were 
1373. casualties, of which about half were. minor sprains 
and strains with an average disability period of about 
4 days. Most of these were sprains of the ankle or of 
the medial ligament of the knee, these two injuries often 
occurring together. There -were 261 contusions and 
lacerations, and 257 fractures. Of the fractures three- 
quarters affected the lower limb, as might be expected, 
and of these about two-thirds concerned the fibula— 
in faet, the commonest fracture | was of the lower end 


1, Lancet, 1939, i, 1452. _ FeRY, 3 2. Ibid, 1941, i, 623. 


3: — and Practice of War Surgery, London. 1943. Pp. 
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of the fibula. This fracture, like most ski injuries; is 
due to a torsional strain. The foot is immovably fixed 
to the ski by the binding. When the ski is suddenly 
stopped by sticky and heavy snow, or by some solid 
object, the runner falls to the side and forward. At this 
moment his knees are usually bent, and weight-bearing 
is at a minimmem. In most cases the strain is one of 
lateral rotation only. Bimalleolar and _ trimalleolar 
fractures are uncommon, but care has to be taken to 
exclude tibiofibular diastasis. Fractures of the shaft 
of the tibia, with or without the fibula, were fairly 
common, but other lower-limb fractures definitely rare. 
There were some upper-limb fractures and dislocations 
of the shoulder. Moritz suggests that a binding that 
allows the foot to become disengaged on falling would 
reduce accidents in training and .in warfare; though 
it would never be popular with winter sports enthusiasts. 


“DAMAGED GOODS”’ 


Tue revival of Brieux’s famous play on venereal 
~ diseases, at the Whitehall Theatre on May 6, comes at an 
~ oeppo¥tune moment in the Ministry of Health’s campaign 
to break down the taboos on the discussion of these 
diseases. 

In the present version by Sir John Pollock, who 
originally translated the play in 1914, the scene is still 
laid in Paris; but the modern dress of the players seems 
somewhat inconsistent with a plot which hinges around 
the possible infection of a wet-nurse by a syphilitic 
infant, and on the VD speeialist’s refusal to allow an 
infected young man to marry for four years. There are 
also some inconsistencies in the doctor’s remarks at 
various times about the chances of cure; and it would 
perhaps have been better either to have produced the 
play unchanged, as a period piece, or to have modernised 
it completely—perhaps an impossible task. Neverthe- 
less, both as a play and as pro’ da, Damaged Goods 
wears well, and the tribute paid to the author’s honesty 
and skill in his translator's curtain-speech was well 
deserved. Mr. James Dale, as the doctor, makes the 
most of his enormous part and is well supported by the 
rest of the cast. 


VITAMIN A, BONE GROWTH AND PRESSURE 
ON NERVES 


- ‘Two vitamins, C and D, are known to play a part in 
the growth of bone. The former seems to be concerned 
chiefly in the laying down of the organic matrix, and the 
latter appears necessary for normal calcification. In 
the past there has been disagreement as to whether 
vitamin A also is required for normal bone growth. 
Sir Edward Mellanby' now provides evidence that in 
vitamin-A deficiency there is no cessation of bone 
growth, but rather a form of hypertrophy, and this 
suggests that the vitamin has a growth-controlling 
function. Previously he has drawn attention ? to degenera- 


tion of cranial nerves in animals on a diet deficient in’ 


vitamin A and carotene. In 1938 he demonstrated * 
the effect of bone overgrowth in vitamin-A deficiency 
on the 8th nerve. The present work extends these 
observations and shows that degeneration of other 
cranial nerves associated with lack of vitamin A may 
be partly attributable to pressure caused by overgrowth 
of the bones of the skull. Several factors, he points out, 
are involved in such degeneration. Apart from direct 

ressure on the nerves, there may be restriction of the 

lood-supply to the nerve-cells and fibres ; there may be 
increased intracranial pressure, also due to bone over- 
growth; and there may also be some direct effect on 
the nerve-cell caused by the vitamin-A deficiency. It 


1. Mellanby, E. J. Physiol. 1943, 101, 403. 


2. Mempby, 5 aie. med. J. 1933, 50, 197 ; Nutrition and Diseases, . 
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3. Mellanby, E. J. Physiol. 1938, 94, 380. 


is noteworthy that im these A-deficient animals (puppies) 
the sensory nerves were affected more than the motor 
nerves. Mellanby believes that this is because the 
sensory nerves have ganglia which are situated outside 
the central nervous system and are therefore more likely 
= be Sens 08 by overgrowth of bone in the skull ; 

hereas only the axons of motor nerves can be subjected 
to pressure by overgrowing bone. The optic nerve is 
particularly affected by lack of vitamin A, but there is 
some doubt whether all the changes in it are the result 
of pressure by hypertrophied bone. The 5th and 8th 
nerves are also highly susceptible to degeneration in 
A-deficiency. 

Mellanby’s interesting observations suggest that in 
human beings this deficiency may play some part in the 
wtiology of certain ions of the ear and the eye. 
One may legitimately wonder, too, whether such condi- 
tions as trigeminal neuralgia and the bony exostoses of 
certain types of rheumatism may not be partly due to 
inadequate intake of vitamin A over a period of many 
years. ; 


FACILITIES FOR CONSULTATION 


Tue Minister of Health thinks it desirable to remind 
general practitioners of the help that may be available 
in the treatment of their patients as the result of the redis- 
tribution of consultant services provided under the 
Emergency Hospital Scheme. Owing to the large 
measure of pooling of hospital resources under the 
scheme, additional consultants may be attached to the 
local hospital to which a practitioner has been accus- 
tomed to refer his patients, or at other hospitals with 
which this hospital is linked under the seheme and to 
which patients are transferred in accordance with 
arrangements made by the regional or sector hospital 
officer. 

It is suggested that practitioners should familiarise 
themselves, if they have not already done so, with any 
additional facilities that have thus become available at 
hospitals in their area, and that they should make as 
much use of them as possible in appropriate cases. 
Should any practitioner find difficulty in informing him- 
self of any such facilities the medical officer of health will 
be able to advise. 

It is particularly important in the national interest 
that practitioners should have access to help of this kind 
in the case of young industrial workers up to the age of 
(say) 25. Some, for example, may be suffering from 
general debility following recent illnesses such as influenza 
or pneumonia, or showing signs of undue fatigue, and if 
they are failing toa respond to treatment as well as the 
practitioner would wish, he may feel that a further 
opinion would be helpful. 





Roya Socrery or Mepicine.—At 2.30 pm on Wednesday, 
May 19, at the section of physical medicine of this society, Dr. 
G. E. Donovan will speak on the adaptation of the double-beam 
eathode-ray oscilloseope to biology in medicine, Dr. E. J. Crisp 
on physical methods used in the treatment of feet, Dr. Gwen 
Hilton on the treatment of spondylitis ankylopoietica by X rays, 
and Mrs. Olive Guthrie Smith on rehabilitation by self- 
activated exercises. At the meeting of the section of derma- 
tology on May 20, at 4 Pi., cases will be shown. The section of 
neurology will meet at 4.30 Pm on the same day to discuss 
immersion injuries and yasomotor disorders of the limbs 
in warfare. The opening speakers are to be Prof. J. R. Lear- 
month, Commander C. C. Ungley and Dr. William 
Blackwood. At the of the section of obstetrics and 
serperes on Mar 21, at 3.30 pm, Prof, W. J. Hamilton, Miss 

ladys Dodds and Miss Josephine Barnes will read a paper on 

phases of maturation, fertilisation and early development in 
man, and afterwards Mr. C. MeIntosh Marshall and Miss M. H. 
ee een tetee ee ae ee cesarean 
section of radiology will hold their annual 


operation. 
general meeting at #45 pm on the same day. 
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Special Articles 


CHILDREN IN OCCUPIED EYROPE 
THE NEED FOR ACTION 


Lord Dawson presided over a conference in London 
on May 6 at which delegates from many organisations 
and public bodies considered the present plight of children 
in countries occupied by the Germans. Relief, he said, 
could best be brought by furthering the war effort and 
speeding victory ; but meanwhile conditions were likely 
to get harder as the food situation deteriorated and the 
battle-front widened, and it was urgent to see what 
could be done. : 

Monsieur MicHaELopou_os, Greek Minister of Informa- 
tion, stated that the policy of starvation in Greece had 
been deliberate: the Nazi commander, resenting the 
*‘impudence ’’ of the Greeks in resisting, had promised 
that those who were rich should become poor, and those 
who were poor should starve. This had happened. 
Seven months the Patriotic Institution in Athens, a 
well-managed p for child welfare, secured enough 
milk for 500 babies. The news, however, brought 2500 
mothers with their infants, imploring a share, and the 
nurses had to decide whether to refuse these appeals and 
save the 500, or share the milk and probably save none : 
they chose the former course. With the arrival of 15,000 
tors of Canadian wheat and some dehydrated vegetable 
in Swedish ships the general situation had improved. 
This food had been distributed by the Swiss and Swedish 
Red Cross and the Turkish Red Crescent, and the death- 
rate had fallen. 
the population depended almost entirely on public soup- 
kitchens. All but the strong had died. The immediate 
problem was one of transport. The Nazis were not tak- 
ing the imported food, partly because they were now less 
certain of their position. 

Monsieur Em1Le CamMAERTS said that Belgium, like 
Greece, had suffered famine because she depended on 
foreign supplies, having imported 70% of food and fodder 
in peace-time. During the last war 100,000 tons of food- 
stuffs had been imported from America, but in this war 
only about 1000 tons a month were going in, through 
Portugal. Against a normal average of about 2500 
calories daily before the war, the Belgians now had 800- 
1100. In 1914~I8, with rations equivalent to about 2000 
calories, tuberculosis had seriously increased, and this 
time the effects of food shortage in promoting death and 
disease were infinitely worse. The greatest danger now 
was from disease: “ Belgium is a hospital, the people not 
dying, as in Greece, in the streets, but in their beds.” 
Infant, mortality had trebled, 80% of school-children 
were stunted, and the incidence of tuberculosis was 
variously estimated at 3-8 times what it was before the 
war. Pregnant mothers received last month a very little 
milk, but no-one else above 6 years old had any. Doctors 
all clamoured for vitamins, but above all for milk. The 
decision that medicines, but not food, could pass the 
blockade was inadequate, for no medicines would help 
children dying of starvation. The Belgian Prime 
Minister had applied on March 9 for navicerts : the food 
was available, the ships were waiting, and the guarantee 
by the Germans could be relied on, since they had not 
touched the sealed wagons from Portugal. “Two 
thousand tons of powdered milk could not prolong the 
war,” but the disintegration of the Belgian nation might. 
“‘ We ask them to resist and to sabotage. But there are 
limits to endurance.” If this appeal was ignored the 
effects on future relations would be disastrous. 

Coionel DE CaILLY, deputy director of medical services, 
Free French Army, said that in France milk was now 
very scarce, fate were deficient, and scurvy was common. 
What was urgently needed was milk, oils, cereals and 
food of all sorts. 





The price of food being now prohibitive, - 


Mrs. Lornian Smatu, of the Save the Children Inter- 
national Union, divided the occupied countries into three 
groups : 

(1) Those incorporated into Germany (e.g., Czechoslovalia). 
—The ration is the same as for the Germans: thére is 


,no variety, but the health of children is not apparently 


(2) Denmark, Holland, and Norway (nations closely related : 
to the Germans).—These countries had the highest standard 
of food before the war, and reserves of food and clothes have 
enabled them to carry on for some time. Hoping for colla- 
boration, the Germans have given them rather privileged . 
treatment. Rations are high—in some cases even higher than 
in England—but prices are such that often they cannot be 
bought. Reserves are now exhausted, especially in Norway. 
Holland has about half the food it had before the war. The 
Dutch are not actually starving, but vitality is low and unless 
there is improvement soon children will go hungry. 

(3) Poland, Yugoslavia, and occupied Russia (the slave 
nations).—Here people are moved about like cattle, regardless 
of the splitting of homes. The anxiety of parents is having 
bad effects on children. Rations are far lower than in Ger- 
many—®.g., $ 0z. of fat per week, and skim-milk given only 
on a medical prescription, Ruthless requisitions have meant 
starvation ; there is no soap, and the risk from epidemics such 
as typhus is grave. 

Prof. James YounG (director of the obstetrical 
unit, British Postgraduate Medical School) described 
the bleckade situation as immeasurably worse than in 
the last war, when Holland and Norway, and much of 
the Mediterranean, were excluded. Hunger edema, 
which appeared in Belgium at the end of the second year 
of the last war, was now rampant. In its totality the 
picture was tragic: 30% of Belgian children were losing 
weight, which meant (unless checked) that they would 
die. As long ago as 1941 about a quarter of the children 
attending Brussels clinics died before the age of 4. 
Neither mothers nor children could withstand disease : 
in the hospitals of Brussels, Ghent and Liége premature 
births had risen threefold, and there was now a saying 
among Belgian women: “To have one child is dan- 
gerous ; to have a second is suicidal.” In Greece the 
famine conditions were worse than any since the Dark 

. Children, being unable to make the metabolic 
adjustment often possible for adults, suffered first and 
most severely, and in Greece last winter 9 out of 10 died 
before their first birthday. 

Miss M. L. Harwoon, of the Women’s Group on Public 
Welfare, said that the voluntary organisations wanted 
to show their readiness to support Government action for 
the feeding of occupied countries—even if this meant 
continuing difficulties of rationing for sometime. ‘ Those 
who have the good fortune to breathe the pure air of 
freedom ” (as @.manifesto from Greek women lately 
described us) should not stand aside now. 

Miss Epirn Prez, of the Famine Relief Committee, 
thought that the need was to find a way to help, not at 
the end of the war but now. She recalled that in 1924 
all the nations in Geneva signed the Children’s Charter, 
the first clause of, which is “the child that is hungry 
must be fed.” Our blockade was partly responsible for 
the hunger of the children of Europe, and if action was 
not taken these children would be so weakened as to be 
unable to shoulder the future. 


A RESOLUTION 


After further discussion the following resolution was 
unanimously passed : 

That this conference, representing over 120 organisations, 
having heard the facts about conditions in caemmplcenegiod 
countries, HM Government to t immediate 
facilities, not mimical to the war effort, for the transport of 
food to the children. 


The conference was organised by the National Council 
for Maternity and Child -Welfare in coéperation with the 
Women’s Group on Public Welfare. 
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A NEW ASSOCIATION 
MEDICINE 


PRESIDING at a meeting in London on May 5, met 
to discuss the formation of a new British Association of 


OF PHYSICAL 


Physical Medicine, Lord HorRDER said that the objectives , 


of such an association would be: the achievement and 
‘maintenance of physical fitness; the selection on 
physical grounds, the physical training, and the rein- 
statement after injury, of personnel in industry and the 
Forces, and of children in schools; and the diagnosis 
and medical correction of the diseases of the motor 
system, notably rheumatism, Personal invitations to 
the meeting, he said, had been sent out to 58 people and 
a general invitation had a ppeared in the medical 

ress. Of those written to, 54 had been in favour of the 

ounding of the association; of the 4 who did not wish 
to become members only one had thought the association 
would be a mistake. If formed, the new body would 
have no politicalintentions. He moved that the associa- 
tion should be formed. 

Dr. C, B. HEALD proposed as an amendment that the 
name should be the Britisb Medico-Physical Association, 
an mentioned the analogy of the Medico-Legal Society, 
‘which’ admits members of the bar as well as doctors. 
i felé that the new association should not limit its 
membership to medical practitioners of physical medicine 
but should be at liberty to admit non-medical scientists, 
especially physicists. This amendment was withdrawn, 
since the meeting felt fairly clearly that the association 
should be medical, having prestige within the profession. 
Lord HoRDER pointed out that it would help to integrate 
the work of those who spend their time chiefly on 
encouraging physical fitness and those who are chiefly 
concerned in physiotherapy. Mr.R. WaTsoN-JONEs asked 
that the orthopedic surgeons should be represented, 
and judging by their pm ai the meeting warmly 
agreed. The motion “ t the British Association of 
Physical Medicine is hereby constituted ” 
unanimously carried. 

Having achieved this creative act the meeting seemed 
in doubt about the nature of their progeny. Were they 
all ipso facto.founder members? They decided they 
were not. Who then were the founder members ? 
Lord HorDER suggested that they should be an elected 
council of 20; and that at the next meeting this nucleus 
should vege methods of admission to the association, 
which co then be discussed. After electing the 
inquiry fr wi of 10 to the council in a body, the 
-meeting decided to pick others from nominees of 
the physical-medicine section of the Royal Society of 
moti, and of the physical-medicine group and the 

a practitioners group of the British Medical Asso- 
: tion, these nominations to be sought by post. 

Names should be sent to Sir Frank Fox, 106, Finchley 
Road, NW 3, before May 20. The names will be sub- 
mitted to a ballot at a meeting to be held at 11, Chandos 
Street, W1, at 2.30 pm on Tuesday, May 25. 


MEDICINE AND THE LAW ' 


Disclaimer by Impersonated . Practitioner. 

Last November a general court martial was held on a 
West African described as Lieut. Eustace Edward Alar 
Akwei, a name to which—as will be seen—his claims 
were doubtful. He pleaded guilty to two charges, one 
of having falsely stated in a certificate in his record of 
service that he was a Bachelor of Arts, Medicine and 
Surgery of Edinburgh University, the other of having 
infringed Defence Regulation 20 by using a name other 
than that by which he was known before the war. On a 
third charge of claiming to possess the medical degrees 
with intent to defraud no evidence was offered. He was 
sentenced to be cashiered ; this punishment was com- 
muted (by the army commander before whom it came 
for confirmation) to a sentence of dismissal from the 
service. While the accused had obviously committed 
an offence and had been previously convicted, there was 
some remarkable testimony to his good character and 
valuable work as a member of HM i, For the latter 
reason among others no mention of the case was made in 
these columns at the time. Now, however, it is necessary 
to refer to it in view of a disclaimer which has reached'us 


was then 


from Dr. Eustace Akwei, of Accra in West Africa. His 
letter explains that he himself came from the Gold Coast 
to Edinburgh University in 1935 and took his medical 
degree there in 1940, registering it with the General 
Medical Council in July of that year. A newspaper 
account of the November court martial has been brought 
to his notice in West Africa. He is naturally anxious 
that publicity should be given to the usurpation of his 
identity. The qualifications which the court-martialled 
officer falsely stated himself to possess were qualifications 
actually earned by Dr. Eustace Akwei now practising in 
Accra. The latter complains also that a medical a ar 
lisher in England has sent him a bill for a debt 
ably incurred by the man who was court-marti led las last 
November. This is not the first time that a registered 
medical practitioner residing abroad has been the victim 
of an impersonation and a consequent annoyance for 
which there is no adequate remedy. 

The facts stated by the prosecuting officer last Novem- 
ber were these. The accused had carried out medical 
duties with various units and at the Cambridge Hospital. 
To an officer of the Special Investigation Branch who 
interviewed him in October he described his arrival in 
England in 1935 as a stowaway in a steamship. He 
studied medicine, he said, at Manchester but was sent to 
prison in 1937 for false 'pretences. This set-back and 
his want of money interrupted his medical training ; 
going to London, he was sentenced to six months’ hard 
labour for false pretences. On his release he tried to get 
back to his medical studies. He attended a public 
health course for three months and obtained hospital 
appointments at Croydon, Northamptom and Bristol. 
While he was at Northampton, he stated, the British 
Medical Association raised the question of his registration 
and fees ; he thereupon decided to practise as Dr. Akwei 
from the Gold Coast. He was convicted at Bristol in 
July for forgery (in connexion with documents purporting 
to be testimonials from doctors) and was discharged on 
probation. He admitted that, when he reported for 
military service, he kept up the pretence of being a 
properly qualified doctor from West Africa ; he knew he 


was not entitled to the letters which nagrenontns degrees, 


but he persuaded himself that he could use the name of 
Akwei since it was that of his grandfather. He pleaded 
that, having held various posts at hospitals, he felt 
himself able to look after troops although technically not 

qualified. He wanted to remain in the Army and had 
+ eer vee for air-borne service. 

In spite of the unsatisfactory elements in the career of 
the accused, a colonel of the RAMC gave a good report 
of him during the court-martial proceedings. At a 
gents officers’ course he had come out second from the 

a: the written examination, nearly obtaining the 

tinguished ’’ mark; his conduct during the course 
was exemplary. Asked by the president of the court 
about the nature of the course, the witness said its object 
was mainly to teach army methods to newly-joined 
officers ; medical questions were asked at the examina- 
= and the accused answered them satisfactorily. The 
commanding officer of an OCTU testified that, when 
attached to his unit, the accused did his duties admirably 
and was a well-conducted member of the officers’ mess. 
A testimonial from a Harley-street practitioner was also 
put in: it “Stated that he had been assisted by the 
accused in work at two hospitals and had formed the 
impression that he had a sound knowledge of medicine. 
The defending officer at the court niartial contended, not 
without plausibility, that the accused had been over- 
ambitious but had carried out his responsibilities in the 
RAMC conscientiously and with considerable skill. His 
pursuit of a medical career brought. him into a position 
where he had either to claim qualifications which he did 
not possess or to disclose the iatwaanhe episodes in his 
past. If his record arouses a certain sympathy because 
in his military service he did: apparently more good than 
harm, we must not forget to sympathise with the _duly 
beams 5 practitioner whese name and degrees he 
adopted. 





MUETZEL reports results in the local treatment of 182 
indolent wounds with a dusting powder ‘ Sufortan,’ a combina- 
tion of sulphapyridine with urea and-formaldehyde (Med. 
Welt, 1943, 12, 255). 
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lu Eagiad Now 

A Running Commentary by Peripatetic Correspondents 

THE subject was a school report, and not a good one. 
It’s awful the way these boys copy the politicians : 
‘‘Come, no recriminations,”’ said ones “tell us a 
yarn and not too much ersatz in it.”” We were lying by 
the river, this and the buzz-hum of flies and the barred 
subject like intersecting lines fixed my tale’s position in 
time at 20 years ago and in space on the equator, at 
Guayaquil, sweltering like hell with Chimborazo’s snowy 
cap visible, yet. as incredibly remote as Heaven. I was 
on a small coast. ship, and when we got to this hole up 
40 miles of pestilential river the officials told us that 
no-one was allowed to land because there was yellow 
fever ashore. We lay there for three weeks, over the 
Christmas holidays, unloading and loading cargo from 
tardy lighters. It wasn’t so bad for me because I’d 
got the gulls, pelicans, waders, alligators (not crocodiles, 
my boy) and some amazing insects including locusts 
which ate our white uniforms, to amuse me. The rest 


of the crew in this dank heat got very bored, and on 


Christmas day when we were ving dinner it was 
announced that some of the firemen who had got ashore 
earlier by boat were being chased by the cops and were 
Swi ing back. One of them, a red-haired trimmer 
called Patrick O’Flaherty, was so under the influence 
that. he forgot he couldn’t swim and was drowned. | I 
spent Christmas afternoon with the mate, dragging 
for the body ;, it came up three days later fgom under 
some . Permission was given for a dozen to 
attend the funeral; we looked like a scratch cricket- 
‘team—Liverpool bowler hats, ready-mades from the 
Minories, and white uniforms. When.we had climbed 
up to the cemetery—they bury you in a hole in a wall 
there, like the pigeon-holes in desks, which they seal 
up; so many sucrés a month, or out you go into the 
common grave, my lad—there was no-one there. The 
agent bustled off and after a while returned with some 
Ecuadorians. The remains of poor O’Flaherty were in a 
small mortuary and when the door was opened a vast 
cloud of flies zoomed out—not like our bluebottles but 
with lovely burnished brass bodies and a@ less tranquil 
hum. The procession formed up, the Ecuadorians 
sweating and stumbling under their load, then where 
the chief mourners should have been came a noisy fog 
of flies, followed at a very respectful distance by the 
team.. When we got to the pigeon-hole which the 
shipping company had hired for poor O’Flaherty (only 
for 3 months, I believe) there was no priest. The 
staff work was deplorable. Clearly circumstances did 
not invite lingering ; something had to be done quickly-. 
An ancient association between Church and Medicine, I 
suppose, made them turn to me. I had never been to 
a funeral; alt 1 knew was that bit. about dust to dust 
and ashes to ashes (and I might have added O’Flaherty 
to flies). Thank heavens, I did kncw my Aineid—at 
least the first 50 lines of book 1—Arma virumqué cano, 
Troice qui primus ab oris, splendid stuff, my boy. In 
the middle of line 26, after ‘‘ exciderant animo’’ I put in 
the bit about our dear departed brother Patrick 
O’Flaherty, the dust and ashes, and a few very heartfelt 
prayers in English, then on with the Latin. Very 
useful the classics, they add considerable tone. 
** But how is it you knew just fifty lines,” asked the 
boy suspiciously ? 

** Well, as a matter of fact—er—I learnt it originally 
—as—er—sort of imposition. But no recriminations !” 
* x *~ 

Despite the shortage of doctors, the Admiralty have 
not so far adopted the 1914-18 expedient, of employing 
medical students as surgeon probationers, and those of 
us who were then one-stripers RNVR cannot entirely 
avoid the uneasy feeling that our shortcomings may have 
led My Lords to believe that we were more trouble 
than we were worth. Admittedly some of us had not 
progressed far in the clinical part of our medical studies, 
and the more junior we were the greater was the thrill 
which we derived from being by our fellow- 
officers. as. ‘‘ Doc.”” They knew, of course, that we were 
not really doctors, but this knowledge was not always 
shared by the lower deck ; and one surgeon probationer 
of unusually mature and dignified appearance was 
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believed by the ratings in his destroyer to be a dis- 
tinguished Harley Street specialist. I was fortunate in 
not being left on my own in a small ship ; served under 
a two-striper, and I well remember one of the first tasks 
he allotted to me. It was to make up a prescription 
for a stock bottle of cough-mixture containing ammonium 
carbonate, which was meant to be suspended in mucilage 
of acacia. I had not done any practical pharmacy, but 
my arithmetic was excellent and p entered with confidence 
on the task of calculating how much of each ingredient 
was required for making up a Winchester quart. I knew 
nothing of the use of a pestle and mortar, but my textbook 
told me how much acacia powder should be used and 
accordingly that amount, with the other ingredients, was 
emptied into the large bottle. This was then vigorously 
shaken, but.all the shaking in the world could do nothing 
to prevent the acacia from floating on the top. In due 
course a patient arrived for his dose of medicine and half 
an ounce was poured out—but naturally this contained 
no acacia. I felt it was rather unfair that he should 
not have a little of everything to which he was entitled, 
so with a teaspoon I managed to extract from the stock 
bottle one of the floating lumps, which was then added 
to the dose in the medicine glass. Perhaps the one 
dose cured him ; at any rate he did not return for more. 
But on the strength of this one case I hesitate to suggest 
that acacia will cure bronchitis if administered in large 


lumps. 
a7 1K * 


One of the pleasures of my walks abroad is the brass 
plate of two of our unregistered confreres. Altering 
the names, it reads : 

A. B. SMITH 

B. C. SMITH 
Osteopath and Psychopath 

» * « * 


I found that dreadful time between tea and supper 
even more trying than usual today. At 5 pm I was 
sitting in front of the common-room fire alone. There 
was no-one to talk to. Everyone else seemed to have 
work to do but L had none. The result of it all was 
complete boredom. Fifteen minutes ago I had turned 
on the wireless in search of amusement but could find 
only a propaganda. broadcast in an unfamiliar language 
and somebody’s hot jazz-band grinding out music which 
seemed to be a combination of rhythmic sound-patterns 
indifferently executed on muffled drums and chromatic 


‘ gseales rendered with variable accuracy on a seasick 


saxophone. In a despairing effort to find something 
to take my mind from my misery I had attempted to tune 
in to Hamburg in the hope that Lord Haw-haw might 
stimulate a little healthy hate ; but I could find nothing 
but a cats’ concert.of unearthly wails on that wavelength. 
In disgust I subsided into an armchair by the fireside 
and absently began to stir up the coal in the grate. 
Suddenly I bethought me of Freddy Grisewood and in 
a fit of remorse of conscience I laid aside the dreadful 
instrument of fuel wastage. For five solid minutes 
I sat and gazed with hostile eye at the inoffending fire 
and then with the idea that it was my duty to follow 
the war news more carefully than I had been doing of 
late I looked around for my favourite newspaper, only 
to find that one of my acquisitive colleagues had removed 
it to his room. The only paper which was left was trash 
of the worst kind. I went over to the magazine table 
in search of the Lancet but it had gone too. Only one 
journal, and that on an abstruse and specialised subject, 
remained. I turned its pages but thirty seconds’ 
browsing convinced me that if I were to make sense of 
what I was reading I would require two years special 
study. I thought I might go for a walk but a glance 
out of the window reminded me that it was still raining. 
I. went over to the piano but could not find my own 
music ; in its place were a couple of pieces of hot jazz 
and a futuristic study in F sharp minor by a modern 
French composer. I tried to play some things from 
memory but could not recollect the correct harmonies 
and I gave up in despair. As I rose from the piano the 
mess bore came in. I went out for a walk after all; for 
rain and one’s own company, even when depressed, are 
preferable to his platitudes, his pointless anecdotes and 
half-baked theories. 
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ON THE FLOOR OF THE HOUSE 
MEDICUS M P 


THE improvement in the war situation has opened up 
new problems on the Honie front., In 1940 discussion 
of a housing policy of any comprehensive kind in the 
House of Commons would have been premature; in 
1943 it is urgent. And this sense of urgency permeated 
the debate in the House last week and had its reflection 
in the House of Lords, where a debate on the health of 
the people was introduced by Lord Geddes. Lord Geddes 
took as his text the recent publication Our Towns—a 
Close Up, a report on conditions among women and 
children evacuated during the blitz (see p. 631). These 
conditions arose from the slums in which they lived, and 
Lord Geddes wanted a policy of positive health to prevent 
them.. This goes, of course, far beyond housing. It 
inclaides the bringing together of an immense volume of 
knowledge, by a ‘‘ general staff of health,’’ over perhaps 
fifty years, of everything affecting health. The physical 

~building of houses to which the House of Commons 

-turned-their attention is the basis of the application of 
this knowledge, but the debate cannot be regarded as 
reassuring. he problem is clearly visualised—over- 
crowding in the cities, overcrowding in cottages in the 
country, and the urgent need of more houses in town and 
country alike. 

Under war conditions there is a shortage of materials— 
wood for instance—and in the 3000 rural cottages which 
are to be built, stairways and bedroom floors will be of 
concrete and cement in many places. There is also a 
shortage of materials and of labour for repairs. Lord 
Winterton, who opened the debate in the traditional 
parliamentary way by moving a reduction of the Health 
vote by £5, thought that the Minister should open a 
crusade, like those for saving food or for War Savings, 
to oe the extra bit of energy needed to get a move on 
in housing. During the war there has not only been no 
slum clearance, but houses scheduled for demolition 
have been taken back into use. And the plans for 
planning have rs to the present added to those who 
must be consulted before any housing can be undertaken 
without producing a plan of housing. The provision of 
3000 rural cottages is more of a patchwork than a plan. 

Mr. Quintin Hogg said that we only came to realise the 
housing question as the ugly thing it is ‘“‘ when the 
population of the cities overflowed into the evacuation 
areas ’’ at the beginning of the war. The medical profes- 
sion at least recognised the problem before this, as the 
reports of medical officers of health, school medical 
officers and others bear witness. But no-one did enough 
about it. Mr. Hogg spoke scathingly of the monuments 
of our civilisation—our gasworks and railways, the 
backwaters of canals, acres of back-to-back houses with 
insufficient sanitation, the poor quality of our domestic 
architecture. All these things were known; what is new 


is that my: Gane and women of all parties are now being 


convinced that: these things must be changed. 

Sir Geoffrey Shakespeare spoke ofthe 8 million houses 
which havesuffered war damage, of the million which have 
not been built because of the war. We should need an 
annual output of at least 300,000 to 400,000 houses. . All 
this will keep the buildingindustry busy for twenty years. 
But who is to direct the work, for there is chaos and 
division of responsibility among six departments? And 
if we are to build houses to meet demands, what policy 
of the location of industry is to be pursued ? Without 
an effective policy greater London continue to spread 
into an ever-diminishing countryside in the Home 
Counties. 

All the Minister could say in answer to the debate 
was that the Ministry of Health is alive to the need of 
surveying the ground fully before the end of the war and 
tackling the major detailed problems. The Minister 
also dealt with pore points, such as the amount of 
money allowed for re of houses, which is now 
increased from £100 to . 

We got patches for some present abrasions and we 
got an optimistic prognosis for our more distant future 
condition, but we got no hope as yet of a “‘ positive 
health ” policy in housing. 


FROM THE PRESS GALLERY 
Housing Policy after the War 


In the debate in the Commions on May 4 members of 
all parties emphasised the seriousness of the housing 
problem and the need to make comprehensive plans now 
so that an immediate drive may be started as soon as 
labour and materials: are once more available. Mr. 
ERNEST BROWN, minister of health, in his reply said 
that while the ban on new buildings lasted the policy of 
the Government was to make the best of the accommoda- 
tion available. He refuted suggestions of complacency 
and said that the Central Housing Advisory Committee 
had been regularly active on the problems that really 
mattered. Subcommittees were making reports on the 
issues that would have to be faced. Rural housing was 
not being neglected. The aim would be to supply a 
simple and practical house for country-dwellers which 
would be a comfortable, healthy and happy home for 
parents and children. Shortage of timber might make 
it necessary to use concrete for floors'and stairs. It was 

art of his duty as Minister of Health to see that the 

inister of Planning was consulted. He thought that 
the problem of prs Rint houses would be more subtle 
and difficult than that of slum clearance. But he could 
assure the House that his ministry was fully alive to the 
need of surveying the ground before the end of the war 
and tackling the major details. They were working in 
the closest harmony over this great field with the other 
departments concerned. The War Cabinet had ‘now 
authorised a move for the further repair of unfit houses 
to make them reasonably habitable. An expenditure 
of £200 per house would now be allowed—double the old 
figure. At the moment they were working on 40,000! 
houses in what had been called the “‘ red spots.”’ There 
were 24 towns where the pressure on accommodation was 
the hardest, and labour and material had been made 
available in those. places. The Mi had uisi- 
tioned 51,000 houses for dwelling purposes, and for other 
purposes, such as residential nurseries for children, 
another 13,000 houses. Furthermore orders had been 
issued under magne Espo closing various towns, so 
that no-one could go into them except those who were 
authorised under an Essential Work Order as being 
industrial workers who were necessary for the production 
of war materials, or for certain other essential reasons. 
The provisions of the Rent Restrictions Acts had been 
enforced with great pertinacity and efforts were being 
made to make it known to the public all over the country 
that ‘‘ key money ”’ was illegal and to induce people to 
come forward with evidence which would enable local 
authorities to take action against offenders. In con- 
clusion Mr. Brown said that the moment it became 
possible in his judgment to have new housing construc- 
tion, and labour and materials were available, the hap- 
piest man in the country would be the Minister of Health. 


The Health of the People 

Lord GEDDEs in opening a debate in the House of 
Lords, on May 5, on the national health said that he had 
been familiar with slum conditions in this and other 
countries for fifty years, and was not so surprised as 
others had been at the condition of the chiddren evacuated 
from the cities at the time of the blitz. Indeed, when he 
saw the trains unloading the evacuees he got the impres- 
sion that they showed an enormous improvement in 
physique and in health. Practically no sign of rickets 
was visible, and many of the diseases which used to be 
obvious in the slums were not present to any extent 
among the children. But there was a strange listlessness 
about the children, women and conscripts, and much 
of the independence which had characterised the 
dwellers in the densely crowded parts of the cities when 
Lord Geddes was a medical student and a young doctor 
in the slums seemed to have vanished. The mothers 
did not know how to cook, and one little boy told him 
that he had never seen a meal cooked in his own home. 
Lord Geddes felt that these ple were “ cultural 
orphans.”” Their physical condition was better than 
their mental state, and this shocked him more than that 
some of them were infected with lice and scabies. 
The conditions of 1939 showed our failure, not only in 
such material things as housing, but failure to pass on 
the cultural tradition of the country to our young 
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essential article of diet.-- They inf 
he declared, by the medical profession with the cult of 
negative rather than positive health. The 
tendency of the medica] profession—and it must be so 
under present conditions and he thought it, would be 
worse with a state medical service—was to give people 
tablets or fluid out of a bottle. The term positive health, 
gr athena ag a gg gr a Soggy, aac 
by the Government, but first imtrodueed by i 
Carrel, meant that people should be well without 
medication, that they should resist disease. There was 
at present no organisation on a large seale dealing with 
positive health, “ though a certain amount was done by 
a certain section of the i 


it grew larger, but there was a great deal of evidence to 
suggest that that increase of growth was not good. 
Men of the larger size and bulk were dying younger ; the 
death-rate was rising in the 50-65 period, and that 
showed that something was wrong somewhere. There 
was real truth in spiritual healing and that will made for 
health. Science was laying undue emphasis on the side 
of the attackers, and too little on the side of the defence 
of the human body. Alexis Carrel, some ten or fifteen 
years ago, had suggested that there should be in each of 
the great countries a ‘“‘ general staff of health,’ chosen 
from men of the synthesising of mind, to watch 
over the research that was being done, collect the results 
and advise the government on social legislation affecting 
health. Such a general staff of health in fifty years, or 
Apion a century, might discover what positive health 
meant. 

Lord LatTHaM thought that ifthe nutrition of the people 
was not to suffer, communal feedi must remain a 
permanent feature of our postwar life, at least until 
housing conditions improved. He urged the Govern- 
ment to hasten with their housing proposals, for if peace 
should come before the plans for dealing with over- 
crowding were ready it would not matter much what had 
happened about education, or a comprehensive health 
service. Lord Lane of LAMBETH said that two things 
were urgent—better housing and training for our girls 
in the funetions and responsibilities of motherhood. 
There was no more essential industry than keeping a 
home, and Lord Lang held that we should draw away 
the minds of the mothers from the idea that eniged a can | 
was to be done for them by nursery schools, by medi 
inspection in the schools, and so on, and awaken their 
sense of responsibility. The ARCHBISHOP of YORK said 
that any medical service would fail unless the environ- 
ment of the people was also dealt with. Many children 
when they reached school age had already acquired 
habits almost impossible to eradicate and he made a 
strong plea for the establishment of a large number of 
nursery schools. 

Lord SNELL, replying for the Government, said that 
although there were ——. about the evacuees they 
referred only to a small number. There was nothing 
really wrong with our young people and conditions had 
considerably impro since 1939. This was to be 
attributed to the natural influence of the country, but 
also to the development of welfare services, such as 
children’s hostels, hospitals for difficult children, 
medical services, the provision of clothing, and social 
and oecupational services for mothers. He admitted 
there might have been a wrong emphasis in our educa- 
tional system which in the future might have to train 


children and mothers in the really responsible things. , 


The medical and social ‘services in this country would 
stand compari with any in the world. Comparing 
the first year of the last war with the first year of 
the present war, showed satisfactory results. The 
tuberculosis death-rate in England and Wales in 1914 
was 1361 per million living persons ; in 1939 it had been 


reduced to 636. The death-rate amo 
one year in 1914 was 105 for every 1 children born ; 
by 1939 it had fallen to 50. There had been an increase 
im the average weight of school-children. The expecta- 
tion of life had been lengthened, and there had been a 
disappearance of the incidence of smallpox and a reduced 
pees em e of venereal disease, even allowing for war-time 
increases. ing the war itself remedial measures had 
not stood still. birth-rate in 1942 was the highest 
since 1931. The death-rate was 11-6 per 1000, the same 
as in 1938, which was the lowest since 1930. There had 
been a new attack on tuberculosis; in the campaign 
Se 4 million children under 15 had been 

i ; 1100 war-time nurseries had been opened, 


children under 


imm 

and 475 had been approved or prepared. Nevertheless 
certain defects remained. The services tended to be 
piecemeal and to be restricted in scope. Medical care 
extended only to insured persons and not to their 
families. The administration was divided among a 
number of authorities and codrdination was faulty. 


The 
administrative divisions had a disintegrating effect on 
the health services and the general practitioner found 
himself more or less divorced from the specialist local- 

overnment services, just as those services were divorced 
se one another. The hospital services had developed 
in an unrelated and therefore inadequate manner. A 
ees of reorganisation and reform was essential. 

he Minister of Health’s postwar policy, announced 
in October, 1941, embodied the principle of laying 
upon local authorities a statutory responsibility for 
comprehensive hospital services by planning on the basis 
of wide areas and of division of function between 
hospitals. The -postwar policy must include the 
position of the general practitioner. When our young 
doctors returned from the war they must be given an 
honoured and useful place in their profession. Lord 
Snell said that he did not propose to relate this discussion 
to the Beveridge report, except to say that any scheme of 
social security required a comprehensive health service 
and the Government had accepted the principle of a 
national health service. They had also accepted the 
principle that this must be based on the well-tried local 
government machine, and that the wellbeing of the 
medical gee ge should be safeguarded. The Minister 
of Health and the Secretary of State for Scotland had 
discussed these proposals with their medical advisory 
committees, which had begun preliminary discussions 
with representatives of the medical profession, local 
authorities and voluntary hospitals. All these had set up. 
committees, which were meeting the officers of the 
ministry for detailed discussion, and it was hoped that in 
the next few months a general statement of Government 
proposals would be published. We had reached the 
end of a period of sowing and of growth and we were 
at the beginning of the reaping of a very fruitful harvest. 
The Government would do their best to grasp the 
opportunity for a social change of great importance, as it 
was believed would also the medical profession and the 
voluntary hospitals. The aim of all must be to establish 
a foundation on which a healthier and happier Britain 
might be built. 

Nurses (Scotland) Bill : 

In the House of Commons on May 6, the SECRETARY 
of Stats for ScoTLaND presented this bill, which makes 
provision in Scotland for the enrolment of assistant 
nurses for the sick, for the restriction of the use of the 
name or title of nurse, and for the regulation of agencies 
for the supply of nurses for the sick and to amend the 
Nurses’ Registration (Scotland) Act, 1919. 


QUESTION TIME 
Food Conference in USA 
' Replying to a question the Szormtary or Starp For 
Forzien Arrarrs said that the primary object of the forth- 
coming food conference at Hot Springs is to give the United 
Nations an opportunity to exchange information and views 
on longer term problems concerning the production and 
consumption of foodstuffs and other essential agricultural 
products. The conference will devote particular attention 
to the production and imports of the various countries, with 
an eye to the general improvement of levels of consumption, 
and the extent to which productive resources can be made to 
match the needs of consumption. The conference wiil no 
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doubt also consider what international arrangements would be 
required to improve the efficiency of production and distribu- 
tion, with due regard to the interests of both producers and 
consumers. Relief is not included within the scope of the 
 eonference. . 
Ex-Servicemen and Neurosis 


Captain J. A. L. Duncan ‘asked the Prime Minister if he 
would make a statement on the development of the scheme by 
which personnel discharged from the Services on grounds of 
neurosis or temporary instability could receive appropriate 
rehabilitative treatment ; whether any residential centres 
had been established ; and which Government department 
would -be responsible for its working.—Mr. INSTON 
CHURCHILL replied: All cases of personnel who are being dis- 
charged from the Services on the grounds stated in the 
question are considered by the Ministry of Pensions and, where 
appropriate, medical treatment, including rehabilitation 
treatment, is provided for them either at Ministry of Pensions 
hospitals or at neurosis centres under the Emergency Hospital 
Scheme. These centres, eleven in number in England and 
Wales, and two in Scotland, are residential and are under the 
supervision of the Ministry of Health and the Department of 
Health for Scotland. For those not’ requiring, or no longer 
requiring, inpatient treatment, outpatient facilities and social 

“help-are available at clinics and through other mental health 
agenties conducted by local authorities or voluntary bodies. 
These latter services are not at present complete or fully 
coérdinated, but are being developed under the auspices of 
the Board of Control as far as war conditions allow. 


Medical and Health Services 


Sir Percy Hurp asked the Minister of Health whether steps 
would be taken as far as practicable to enable medical men, 
women and nurses serving with the fighting Forces abroad to 
express their views in the discussions now proceeding on the 
future of medical and health services, especially. seeing that 
these discussions went beyond anything contemplated before 
the war, and that the success of any new type of services would 
be impossible without their coéperation.—Mr. E. Brown 
replied: I contemplate publishing as soon as practicable a 
statement of the general nature of the Government’s proposals, 
which will enable everybody (including men and women in the 
Forces) to see for themselves what is 5 ted and to discuss 
and, if necessary, criticise them before the stage of legislation 
is reached.—Sir P. Hurp: Would it be practicable for the 
Minister to get this detailed information into the hands of 
doctors and nurses overseas who would be affected ?— 
Mr. Brown: I think that in this matter there should not be 
undue difficulty. The several professions have very clear and 
regulated channels of communication. 


Factory Medical Officers 


Mr. E. L. GRANVILLE asked the Minister if he would consider 
the incorporation of full-time factory medical officers in any 
scheme of postwar medical services.—-Mr. Brown replied : 
The position of the various existing medical services, in 
relation to any scheme for a more comprehensive health service 
after the war, will need to be considered and discussed with 
those concerned. I am not yet in a position to make any 
detailed statement gn the subject. 


. Rehabilitation Treatment for Artisans 


Mr GRANVILLE asked the Minister if he would consider the 
immediate provision of rehabilitation centres for sick and 
injured artisans analogous to those provided for the Services, 
to be worked by, or in conjunction with, factory medical 
officers.—Mr. Brown replied: Rehabilitation treatment is 
already being provided at or in connexion with a number of 
hospitals under the Emergency Hospital Scheme, and medical 
officers of my department are at present visiting all the larger 
hospitals in each region to discuss with the hospital authority 
methods of developing such provision for their sick and injured 
patients, whether or not they are included in the EHS, to the 
greatest extent that war conditions will allow. Coéperation 
between the hospital and the factory ical officers concerned 
is an important’ element in the rehabilitation measures 


envisaged. I understand that the Minister of Labour and , 


National Service has decided to set up an experimental centre 
to provide for certain types of cases needing rehabilitation 
-beyond the stage up to which it can reasonably be provided as 
part of the hospital services and that he has under considera- 
tion the question of extending the experiment in accordance 
with the recommendation of the Tomlinson Committee. 


Non-pulmonary Tuberculosis and Milk 

Mr. Davip Apams asked the Minister whether, in intensify- 
ing the offensive against pulmonary tuberculosis by mass 
radiography and appropriaté treatment, together with certain 
financial allowances, he intended to extend these remedial 
measures to sufferers from non-pulmonary tuberculosis and 
other diseases acquired by consumers of infected milk supplied 
under the authority of the Ministry of Food, and which milk 
eould not be rejected by medical officers of health.—Mr. 
Brown replied: No. There is a difference between pulmon- 
ary and non-pulmonary tuberculosis, in that the former is 
probably unique among common disease in combining great 
importance of early treatment with danger to the community 
if the disease is allowed to develop. The second factor is not 
present in non-pulmonary tuberculosis.—Mr. Apams: Does 
not the Minister agree that scientific opinion is clearly in 
favour of early remedial measures with regard to non-pulmon- 
ary tuberculosis ?—-Mr. Brown : Our resources in this matter 
are limited and it is my judgment that it is more important 
to deal with pulmonary than with non-pulmonary tuberculosis 
at this stage. 

Milk for our Cities 


Mr. W. Masane, the Parliamentary Secretary to the 
Ministry of Food, replying to a question, said that the time 
London ‘milk is kept from production to distribution to the 
consumer varies in general from a few hours to 48 hours accord- 
ing to the distance the milk has to travel. 

Mr. JosErH HENDERSON asked if he was aware of the dis- 
quiet in Manchester at the poor quality of milk supplied to 
the inhabitants and the fact that last summer thousands of 
gallons of milk were unfit for urisation on account of 
souring, and that 75°, of the milk supplied to school-children 
was unsatisfactory ; and if he would take requisite steps to 
see that an adequate supply of Grade A milk was supplied to 
Manchester.—Mr. W. MABANE replied: While precise com- 
plaints of the character su ted in the second and third parts 
of the question have not n brought to my notice, repre- 
sentations have been made to my department about the 
quality of milk supplied in the Manchester district and are 
receiving consideration. 

Mr. HENDERSON : Is not the Minister aware that this matter 
is gravely disturbing the mind of the local medical officer of 
health ? Is he further aware that several wholesale milk 
distributors would gladly refuse acceptance of this impure and 
unclean milk but are compelled to take it on the advice of the 
Ministry of Food, and are compelled to mix this low-grade 
milk with high-grade milk ? Is not that a contamination that 
could be avoided ?—Mr. MasaNne: I am aware of the concern 
of the local authority in this matter. Certain adjustments are 
tobe madein the areas in which the Manchestermilk is collected. 
and I hope that they will cause considerable improvement. 


Doctors Repatriated from Italy 

Sir Atrrep Knox asked the Secretary of State for War 
whether all the prisoners of war now being repatriated to and 
from Italy were disabled or seriously ill—Sir James Grice 
replied: No, sir. More than half of those repatriated are 
doctors, medical orderlies, drivers of ambulances and chap- 
lains. These are entitled to be repatriated under International! 
Conventions, but a sufficient number has been retained at the 
camps to care for the needs of the prisoners. 








Infectious Disease in England and Wales 
WEEK ENDED MAY 1 
Notifications.—The following cases of infectious disease 


were notified during the week: smallpox, 0; scarlet 
fever, 1683; whooping-cough, 1640; diphtheria, 667 : 
paratyphoid, 2; typhoid, 16; measles (excluding 
rubella), 13,104; pneumonia (primary or influenzal), 
906 ; puerperal pyrexia, 137 ; cerebrospinal fever, 86 ; 
poliomyelitis, 1; polio-encephalitis, 3; encephalitis 
lethargica, 3; dysentery, 135; ophthalmia neonatorum, 
72. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County: Council on April 28 was 2231. During the 
previous“week the following cases were admitted: scarlet fever, 
142; diphtheria, 41 ; measles, 187 ; whooping-cough, 30. 

Deaths.—In 126 great 'towns there were 2 (1) deaths 
from enteric fevers, 3 (0) from scarlet fever, 16 (3) from 
measles, 15 (0) from whooping-cough, 13 (2) from diph- 
theria, 72 (14) from diarrhoea and enteritis. under two 
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Public Health 


TOWN PLANNING AND PUBLIC HEALTH 

In a Chadwick lecture given on April 6 at the Royal 
Sanitary Institute, Mr. omMAS SHARP said that the 
intention of the P’ Acts in operation before the 
war (and still in operation, though we may hope for 
stronger powers after the war) was to secure “‘ proper 
sanitary conditions, amenity and convenience.’’ In the 
broadest sense, all town oan country planning should be 
directed towards the establishment of a high standard 
of public health ; and public health, he felt, should be 
conceived as both physical and social health. He 
thought it a grave fault of town planning so far that— 
as @ result of the separation of housing from the broader 
planning—physical and social health have been con- 
sidered separatély. In ‘‘ solving ’’ the housing problem 
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Perspective of mode! plans, prepared by the Department of Health 
and approved by the Scottish Housing Advisory Committee, of 
rural houses to be built in county’ areas in Scotland this year. 
(A) two stories, with one living room and four bedrooms; (B) 
single storey, with one living room and three bedrooms. 


by eee housing estates in places which involve 
their inhabitants in excessive daily travel to and from 
work we have not achieved any real solution at all ; 
and, as McGonigle’s survey of Stockton-on-Tees suggested, 
though the new houses are demonstrably healthier than 
the slums they were built to replace the standard of 
‘health of the people living in- them does not necessarily 
correspond. 

In the wider sense of public health, town planning can 
secure a proper relationship of the various parts of the 
town or village to each other. Work-places, ‘schools, 
shops and various kinds of social, cultural and entertain- 
ment centres, open spaces, and the countryside itself 
where possible, should all be easily accessible from the 
homes of the . In the narrower sense, town 
planning for public health will be principally concerned 
with the provision of sufficient space about buildings to 
secure desirable standards of ventilation and lighting. 
In the past thirty years or so town planning has expressed 
the measure of space about houses in terms of so many 
houses per acre. This in some ways has proved to 
be unsound. The numbers of houses per acre laid down 
were never arrived at scientifically ; they were measures 








Continued from previous page 
years, and 23 (0) from influenza. The figures in paren- 
theses are those for London itself. 


There were 9 deaths from diarrhea at Birmingham. Liverpool 
had 5 fatal cases of whooping-cough. 
The number of stillbirths notified during the week was 
228 (corresponding 
births), ineluding 24 in London. 


ing to a rate of 33 per thousand total * 


of space for garden cultivation rather than for ventila- 
tion and nat ing.. From the point of view of 
= health the proper measure is one of space between 
- The space required for ventilation will 
generally be less than that uired for natural lighting, 
so that lighting must be the determining factor. Sheer 
covtens or skyline is the fundamental requirement, since 
it is im ible to get more than a fraction of the total 
available sunshine into a room unless it bas windows 
in all ss from which the sun shines—a condition 
only obtainable in a glass box on a hilltop. But a 
af full measure of daylight can be assured. The 
iving room of a house should have a view of at least 
part of the sky opposite the windows at an angle of 
18-20° above the horizon. In planning for sunlight the 
conflicting demands of various members of a household 
have to be considered. Sunlight penetration into living 
rooms should be planned for the time when they are 
most likely to be used—the evenings when the family 
are most likely to be at home. Thus these rooms should 
be orientated somewhere ‘towards the west. The 
kitchen on the other hand is likely-to be most used in 
the morning, and so should have a touch of east. in its 
orientation. The planning of office quarters has been 
seriously neglected, particularly in large cities, where the 
qenenet standards of natural lighting are deplorable 
ause of the great height of buildings in relation to 
ground space. Under present conditions of land owner- 
ship it is extremely difficult—indeed almost impossible 


—to plan properly for the full requirements of public 
health. 


An Urban Close-up 


Evacuation from the towns to the country in the first 
year of the war not only provided a large-scale social 
experiment, but lifted the lid off the less exposed corners 
of our towns. The way of life of the poorest section of 
the community was suddenly seen by the unsuspecting 
people of Britain. The shock was severe. For fifty 
years there had been undoubted progress in improving 
the economic and hygienic conditions of the population 
as a whole. Before the war most people had seen the 
new building estates, the baths, and the reasonably clean 
and adequately clad families which they presumed repre- 
sented the poorer classes. Remembering the earlier 
reports of urban poverty, of crime; disease and drink, all 
seemed remarkably well. 

In fact of course the ordinary person never penetrates 
the recesses of real slums, and the conditions and habits 
of life in that insanitary and degrading environment is 
known as a rule only to the student of social statistics, te 
social workers who work in them, and the poorest citizens 
who inhabit them. A remarkable study ' of our towns 
just published is therefore an eye-opener. The now 
well-known accusations against evacuees—their wrong 
habits, their laziness and their lousiness—are examined 
both quantitatively and qualitatively, and are related 
to the economics of slum conditions. The accusations 
are substantiated but it‘is the community that stands 
indicted. Many aspects of urban life are examined ; 
some of the recommendations made are immediately 
practicable under existing legislation which is still too 
often permissive ; some require new legislation or the 
amendment of existing statutes ; others belong to long- 

rm policy. Every page underlines the urgent need for 
increased social security to safeguard the community 
asawhole. The report has a well-documented appendix, 
and although the text is spiced with figures and tables 
it retains a human and almost racy style. 

Lest it be thqught that bad conditions exist only in our 
towns, a recent advertisement in a genteel journal is of 
interest. ‘‘ For sale, freehold, six 3-roomed condemned 
cottages bringing in £6 18s. per month rent. £600 for 
quick sale.” 


Lonpon Brxers.—Of the 188,623 children who attended 
elementary schecls.in London at the end of February, 145,863 
were having meals or milk at school, and of the 10,428 who 
attended secondary schools 5587 had meals or milk. In all 
dinners were served to 59,168 children, just over 2000 
being supplied by school canteens and the rest through the 
Londoners’ Meals Service. 


A Study Made During 1939-42. 
Pp. 143. 5s. 


1. Our Towns: A Close-up. 


(Humphrey Milford, Oxford University Press. 
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, Letters to the Editor 


THE SPECIAL CENTRE 
Srr,—In | sem our postwar medical services a 
balanced j t is of paramount importance, not 
onty for the welfare of the community but for the whole 
cause of medicine—social, preventive and therapeutic— 
and medical education. Some of your correspondents 
have urged the need for hospitals given up entirely to the 
rheumatic diseases, hitherto sadly neglected in this 
country. An ana’ has been drawn between the 
facilities. available for the treatment of pulmonary 
tuberculosis with its necessary 30,000 beds and the 
rheumatic diseases with less than 1000 beds. In your 
issue of May 1, Dr. Osman makes a justifiable plea for 
improved facilities for the treatment of Bright’s disease. 
Such well-merited criticisms can be applied equally 
well to almost every disease of chronicity where the 
treatment is necessarily long. (The term “ chronic 
disease,” with its implication of “‘ old chronics,” is to be 
deprecated, for the whole problem of such disease 
should be regarded as an acute one, whether the disease in 
uestion is rheumatism, chronic hung disease, heart 
iséase, or gastro-intestinal or nervous diseases.) Few, 
however, would suggest that postwar planning should, 
in addition to hospitals for the rheumatic diseases, main- 
tain specialised amg for all these varied groups. 
In fact, as General Max Page in the, Lancet of May 8 
writes, rigid specialisation does not make for efficiency 
and hinders rather than assists accurate early diagnosis, 
the basis of all treatment. For the older school of general 
physicians is fast disappearing and we are seeing medicine 
ing so divided and subdivided into isolated compart- 
ments that we can no longer get a general perspective of 
the whole. As an illustration, some months ago I was 
introduced to a clinician who went a stage further than 
being a cardiologist, for he told me he specialised in 
heart-block. I could not resist asking: partial or 
complete ? 
No-one will deny the great value of specialisation and 





its contributions to medicine as a whole, but one must + 


also recognise its risks and take precautions against them. 
It is true that, in the past, the public has demanded 
1 Seer Im TE One commonly hears of phthisiologists, 
rheumatologists, gastro-enterologists, endocrinologists, 
proctologists, and so on, but I would plead for a return to 
the more balanced days of the general physician with his 
specialised knowledge in diseases of, for example, the 
chest or heart, the rheumatic diseases or kidney disease. 
This seems to me infinitely preferable, since spetialisation 
can hardly be effective without a knowledge of general 
medicine. In the past we have had sufficient experience 
of the unfortunate results arising from the divorce of 
preventive and therapeutic medicine. I can illustrate 
this from the point of view of the medical student. 

Throughout his clinical studies the student has little 
opportunity for seeing cases of pulmonary tuberculosis. 
Such cases are not, for the most part, seen in the wards of 
a@ general hospital.and few opportunities are available 
for the student—-the general practitioner of the future— 
to learn anything about the medical, social and economic 
aspects of this widespread disease and its early diagnosis 
and treatment. Yet in the ‘‘ tuberculosis dispensaries ”’ 
and sanatoria there is an abundance of material which, 
from the point of view of student education, is entirely 
wasted because these institutions are generally isolated 
from the teaching hospitals. Again, unless the tubercu- 
losis physician is associated with a general hospital he 
tends to fall into a groove, seeing everything. with a 
tuberculous eye, for pulmonary tuberculosis may, in one 
form or another, simulate almost any disease. This is 
no less true of the rheumatic diseases. 

One solution appears to be the recognition as an acute 
problem in hospital planning of adequate provision for 
the so-called ‘‘ chronic sick;’’ whether they are suffering 
from pulmonary, cardiac, rheumatic, gastro-intestinal, 
psychogenic or other disease of chronicity.. An intelligent 
interest in these cases, a study of their social, economic 
and psychogenic background, their prevention and 
adequately prolonged treatment, followed by re-instate- 


ment into protected industry with a special view to, would put matters ht. 


preventing relapse—hitherto a formidable problem—by a 
carefully planned system of occupational therapy, 


* interests of both the community and the medical 


vocational guidance, &c., will often so improve their = 
morale as to make them useful, self-supporting citizens surre 
instead of a burden on the community. The pioneer these 
efforts which the Ministry of Health are making in this prob 
direction as far as tuberculosis is concerned should be § inclu 
extended to other diseases of chronicity. .The treatment voca' 
of some of these cases may take i Amd or more, but their Af 
restoration to useful citizenship be ample repayment. This 
The time has come when, instead of allowing this large J resea 
group of cases to drift into the hands of irregular with 
practitioners, we as’ a profession should take up their facto 
cause, recognise their potential usefulness, and give them After 
the interest and treatment they need. trans 
I would put forward a tentative solution to the problem §§ EMS 
of this widespread group of diseases of chronicity, 9% work 
Many agree that for the hospitals of the future to be an 9 been 
economic proposition they should be regionalised and Wi 
éach comprise some 1000 beds. Furthermore they should 9 vast 
be adequately equipped for treatment on broad - 
sanatorium lines—that is to say, with accommodation é 
for graded rest and exercises, vocational training, work- 9 the | 
shops for occupational therapy, &c. By all means let us Hm “sec 
have specialised units, but let them be housed in a 
general hospital in one codrdinated system, so that the 
student, whether under- or post-graduate, shall be 


practically familiar with all the newer advances, and the 
patient shall have the advantages of a general hospital 9 Healt 
side by side with specialised attention. In many large M177 1 
eneral hospitals, notably those of the London County 9 19,00 
ouncil, the unit system is already part of the general Ming t 
hospital, and its team of consultants for the various Hi Were 


units have proved to be a successful and practical 
proposition, auguring well for the future. I can speak 
with personal experiencé of the rheumatic unit at St. 
Stephen’s Hospital. Here specialisation is obtained, but 
not in the narrow sense which is contrary to the best 


profession. 

Let us, therefore, in planning hospitals for the future, 
take note of the Tomlinson committee on rehabilitation, 
and recognise, as Lord Birdwood has suggested in a 
recent letter to the Times, the three stages of rehabilita- 
tion in relation to this important group of diseases—the 













Bish 
hospital stage with its purely medical aspects, the : 
transitional stage combining medical treatment and 
industrial training, and the purely industrial side involving Sir, 






protected or full employment. 
Wimpole Street, W.1. 


PSYGHOTHERAPY AFTER THE WAR 


Sir,—The Beveridge report aims at economic security 
for every citizen; but ecgnomic security does nat 
n ily provide ‘‘ emotional security ”’ and it is clear 
that psychology and psychological medicine have an 
important part to play in postwar reconstruction. _ 

nabs pponngwes, uring the first two years of the war 
imp on me the value of the psychological approach 
to general medicine and sociology. In a ag 1939, 
I was sent or of the oe nee e hospitals, 
where my colleague (in chiatry) were wh 
into vey. close slationahin with the other members 6 
the s and we had many opportunities for interchange 
of ideas. We all worked together with the one aim oi 
building up a united and efficient hospitai. As a res 
of this mutual understanding the psychological depart- 
ment became as popular an adjunct as the pathological 
laboratory and we, on our part, were often able to demon- 
strate a psychological aspect of the illness which was 
unduly invaliding the patient and retarding recovery im 
an otherwise simple case. +98 
clinical meetings were instituted at whichif**°™ 
medical practitioners were invited to take part in dis: 
cussions and soon so many patients were being referred 
for opinion and treatment that regular outpatient clinics 
were held. Before the end of the year 1939 we had 
established: a child-guidance clinic. Many of these 
patients presented sociological rather than psychiatric 
problems—e.g., the town child billeted on the country 
family, where the standards of life and morality were 
different. a sim explanatory talk to the 
‘* foster parents ” and a friendly chat to the erring child 
WB yee te a hem” 
viously intellectually retarded. ese 
Phildren were slower to adapt themselves to the ne 
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heir x: = 
Lens surroundings and their behaviour in school reflected 
srt Ul ‘cotatgoar Wace. to the Wemiling of thot changes 
this J} probation cers in the oO c . 
i be [@ including assessing intelligence quotients and giving 
—_ yee of ce colleague 
heir A @ year of progress my was transferred. 
ent. | This departure necessitated cutting out most of the 
arge fj research work which we had undertaken in conjunction 
ular {| with the physicians in evaluating the psychological 
their Sr or ees a en Se romney commenter @ : mn. 
heh ra r year of ever-increasing was 
transferred on the ds that there was no essential 
blem {| EMS work to be done at the hospital and the local 
city, 9 work was considered because there had not 
ve an fm been a psychiatrist in the bourhood before the war. 
and Will the Minister of Health be able to ap the 
ould vast amount of preventive chological work (quite 
road t from the actual psycho treatment of those 
ation y broken down) which is wai to be done and 
vork- fm the part which this can play in the bui up of a 
et us Me Security ” within the patient? Also does under- 
in a 





stand the readiness with which the general practitioners 
will rate in this work if the service is adequately 

















ll be fam offered 
d the In mgr issue of March 20 {p. 379) the Minister of 
spital im Health is reported as saying t there were in 1939 





177 mental clinics in England and Wales and that 
19,000 patients attended in 1938. It would be interest- 
ing to know how many staff trained in psychotherapy 
were allotted to such clinics and the extent of the treat- 
ment which each patient received ; for one can be quite 
Ggmatic in stating that, in 1939, there were not avail- 
able enough fully qualified psychotherapists to give 
really adequate treatment to such a number—advice 
possibly but not treatment. Are these figures repre- 
sentative of those upon which the future planning of 
ar treatment will be based? Does the 
ter of Health really believe that the 19,000 patients, 
as quoted, received the full benefits that really adequate 
treatment can give to a patient, or is he merely gl 

over a grave deficiency in the country’s medical services 


Bishops Stortford. D. N. HAarpcast ip. 


GYNACOMASTIA 


Sir,—Neither Richardson in his article of March 6 nor 
Levi in his letter of March 20 explains these cases of 
gynecomastia in which there is no evidence of endocrine 
abnormality. They ean be satisfactorily explained by a 
study of constitutional pathology, as J. Bauer showed 
20 years ago (Konstitutionelle Di ition, Berlin, 1924, 
and Constitution and Disease, New York, 1942). 
Sex is decided at the moment of fertilisation of the 
bvum by the condition of the parental chromosomes. 
This means that not only the sex ds and their 
hormones bat to a great extent all o physical and 
mental characteristics are then determined. Secondary 
ex characteristics, such as the greater depth of the recto- 
iterine excavation in females, can be observed in the 
mbryo before the genital glands are developed. These 
haracteristics are therefere determined by direct 
Phromosomal as well as by indirect hormonal influences. 
n insects the chromosomal sex determination is the only 
ne, but in animals the later sexual differentiation 
the various o: is taken over by the sex hormones. 
bnormalities disturbances of the chromosomes may 
ring about anatomical and functional errors of develop- 
nent which are grouped together as signs of inter- 
exuality. As, R. Goldschmidt has shown with his 
xperimental work on the butterfly, Iymantria dispar, 
he chromosomal determination of séx is to be interpreted 
s the product of the balancing of opposing tendencies ; 
nthe one sex female tendencies predominate, in the 
‘nies Her male. True hermaphroditism can only be under- 
tood as a disturbance of this primary chromosomal 
ageelance ; the possession of testicles and ovaries at the 
ame time cannot be explained by any endocrine abnor- 
nality. Such complete intersexuality is rare in the higher 










































































































































































































































ty were - Less marked cases, in which the predominance 

to theme’ ‘he sex chromosomes is present but less intense than 
ng obild ormal, are more common. In such cases only one sex 
ere them @d, male or female, will develop ; but disturbance in 





ex differentiation will be found in other organs. More- 
ver, when sexual predominance is subnormal the 
evelopment of the genital gland of the appropriate sy 

















may be faulty and its function subnormal. Secondary 
sex characteristics of the opposite sex, if present, will 
then be more definite because they will not be suppressed 
by normal sex hormones. The endocrine balance as a 
w may be disturbed, and the signs of intersexuality 
may be augmented still further by the action of, for 
example, suprarenal cortical hormone. 

As such minor degrees of intersexuality we must 
regard many cases of hypospadias, the heterosexual ty 
of pubic hair, and mastia. Disturbance of the 
mitotic cell division in certain groups of cells only will 
explain such rarer manifestations of intersexuality as 
unilateral gynecomastia, or unilateral development of 
the chest hair; these cases have nothing to do with 
abnormal endocrine action. We have therefore to 

i between constitutional gynecomastia, due 
directly to a chromosomal imbalance, and hormonal or 
endocrine gynzcomastia, where heredi factors, when 
present, operate through the medium of the endocrine 
system. the latter group are to be included cases of 
adrenal cortical tumour with hyperfunction exhibiting 
abnormal secondary sex characteristics and gynzco- 
mastia, and of gynecomastia after the administration of 
desoxycorticosterone. I hope to discuss these conditions 
more fully in a paper on familial intersexuality which is in 


preparation. 
London, 8.W.3. V. C. MEpDvVEI. 


TEMPERATURE TAKING . 

Sir,—As nobody has commented on the letter from 
G. H. Zeal, Ltd., in your issue of April 17 on the labelling 
- clinical thermometers, I must ask for a brief space to 

0 sO. 

The writer twice admits that it is misleading to engrave 
the time of registration as ‘“‘ }-min.’’ or “‘ 1 min.”’ on any 
clinical thermometer, but he pleads that long-standing 
trade usage and the fact that thermometers have always 
been so described stand in the way of any change. Yet 
the remedy is implicit in his letter ; they should be regis- 
tered as “‘ slow,’’ ‘‘ medium,” or “ rapid,” and it should 
be clearly stated that the latter varieties should be kept 
in the mouth for at least three minutes. To continue 
the present practice is a deception of the medical and 

meth one professions and, more important, of the house- 
wives and mothers who go to chemists to buy a ther- 
mometer. 

South Mimms. Dovuaeias McCLEAN, 


ACCIDENT SERVICES 

Srr,—Having had the privilege of conversations with 
Colonel Cutler, I am sure he takes the segregation of 
fracture cases far more seriously than is implied in his 
note that ‘‘ it is best for the peace and cleanliness of the 
hospital if beds are specially set aside . . . so that noisy 
and dirty accident cases are not suddenly thrown into 
the quiet of the ordinary hospital ward ”’ (Lancet, May 1, 
p. 569). In the past such an attitude has controlled the 
views of some surgeons who have not been interested in 
fractures and who have been only too ready to get rid 
of such cases. The truth is that general surgical cases 
and accident cases are therapeutically and psychologically 
incompatible problems and each group have Ahe right to 
suitable treatment under ideal conditions. 

io NORMAN CAPENER. 

SPONTANEOUS REDUCTION OF 
INGUINAL ‘HERNIA 

Srr,—Capt. Crowe’s interesting report in your issue of 

April 24 leads me to describe a case recently under my care. 
man aged 58 was admitted with all the signs of an 

advanced intestinal obstruction and a history of generalised 
abdominal pain, vomiting and absolute constipation for five 
days. He hada right inguinal hernia which was easily reduc- 
ible and the findings suggested an obstruction in the proximal 
half of the colon, At operation the appearances were almost 
identical with those described by Crowe.. Strangulated but 
viable gut was returned to the abdomen after incision of the 
neck of the sac from within the abdomen. An inguinal 
incision revealed that the sac belonged to a direct inguinal 
hernia with an unusually tight neck. 

The patient made an uninterrupted recovery and gave the 
further history of having noticed:slight pain and swelling in 
the left groin the day before the onset of symptoms. This 
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condition was present when he ascended a ladder in the course 
of his work. On descending the ladder the rupture reduced 
itself and he thought no more about it though vomiting and 
abdominal pain began eight hours later. 

Hope Hospital, Salford. CLEMENT GRIMSHAW. 


MAINTENANCE OF DEPENDANTS 

Sir,—The Committee on Tuberculosis in War-time 
in their report (Spec. Rep. Ser. med. Res. Cown., Lond. 
1942, No. 246) made the suggestion, now adopted by‘the 
Minister of Health (Memo 266T, April, 1943), that 
financial aid from public funds should be afforded to 
the dependants of tuberculous patients during the period 
of the breadwinner’s invalidity. It is now more than 
40 years since this suggestign was made to the ,corpora- 
tion of the City of Manchester by their then medical 
officer of health, the late Dr. James Niven. A passing 
reference to the incident is recorded in his Observations 
on the History of Public Health Effort in Manchester 
(Manchester, 1923). 

Ministry of Health, S.W.1. J. R. HuTcuHINson. 


MEDICAL PLANNING 

«Sin,—We do not deny that the present medical 
‘services are far from ‘perfect, and no member of the 
profession would feaposte any alterations calculated to 
achieve the maximun? possible efficiency. It is the 
stated policy of the present government (elected in 
1935) to institute a unified medical service ; but approxi- 
mately one seventh of the total population of these 
islands, selected by medical boards from a selected age- 
group, require the attentions (under a unified medical 
service) of about a quarter of the whole profession 
(Lancet, April 10, p. 469). The success of any medical 
service must depend on the active and willing codpera- 
tion both of the lay public and the profession ; but at 
present the most virile section of the public (lay and 
professional) is disfranchised, and has not been, nor 
can be effectively, consulted in war-time. We suggest 
therefore that the present time is inappropriate for the 
Government to foist a new medical service upon a public, 
unsuspecting and gagged by the bureaucratic restrictions 
necessary to the successful conclusion of the war. 

"G. O. RicHarpson, G. A. SMART, 
DOUGLAS ROBERTSON, 
Flight Lieutenants, RAFVR. 


*,* The Minister of Health has given an assurance 
(Lancet, April 24, p. 541) that he will publish, in advance 
of legislation, a statement of his proposals ‘‘ which 


will afford all concerned an opportunity of considering, 


and criticising them.” (See also p. 630.) The British 
Medical Association has resolved that ‘‘ every practicable 
step will be taken to give all members of the profession, 
whether members or non-members of the association, 
an opportunity to express their views and in particular 
that every practicable step will be taken to give to 
- members of the profession on Service an opportunity 
of expressing their views, to assess those views, and 
to present them tothe meeting or meetings of the repre- 
sentative body called to consider any proposals by the 
government.’’—Enp. L. 





MeEpicaL Honours.—The MBE has been awarded to Dr. 
Burgess Barnett, principal medical officer of the Burma China 
Railway Construction, and superintendent of the Rangoon 
Zoological Gardens, and to Captain S. D. Sawyer, MB. of the 
Army in Burma reserve. of officers. 


Dr. Barnett was a member of the party which evacuated from 
Burma via the Chaukan Pass and was one of the last dozen men to 


be rescued from Tilung Hka. Although he is an-elderly man he 
elected to remain with the remnants of the party until the end. 
He thus secured to them the medical attention they all so sorely 
needed. Dr. Barnett’s conduct throughout this long and difficult 
march over uninhabited country, in the most trying conditions of the 
monsoon, was worthy of the best traditions of the medical! service. 

. After retreating into Manipur with the Burma Army, Captain 
Sawyer volunteered to remain behind in the Naga Hills in an 
endeavour to extricate the many thousands of refugees who were 
8 coming out. He served during June and July with great 
distinction and helped many hundreds of refugees on the Tonhe- 
Yaripok-Imphal route. Early in September he volunteered to go 
out again, this time into the Hukawng Valley, in a final attempt to 
rescue those unfortunate evacuees who had been forced to spend the 
rains at Shinbwiyang. No other doctor was available for this duty 
and he remained there until the 1600 survivor shad been brought 
out safely to Margherita by Dec..5, 1942. Captain Sawyer showed 
an outstanding sense of duty and self-sacrifice and saved many lives. 
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ALAN LIVINGSTON KERR 
MB LPOOL, FRCS; MAJOR RAMC 

NEws has been received of the death of Major Kerr in 
West Africa, where he was serving as a surgeon specialist, 

He graduated at Liverpool in 
1924 and besides the usual junior 
house-appointments he -held the 
posts of resident ‘surgical officer 
and surgical tutor at the Royal In- 
firm there. When he settled in 
practice in Sutton he quickly won 
surgical reputation both among his 
colleagues and his patients. His 
interests were wide, but, probably 
owing to his association with the 
Liverpool school, he had a par 
ticular enthusiasm for ortho 
peedics, which was turned to good 
account at the Sutton and Cheam 
General Hospital, and when the 
hospital’s fracture service was 
established. as a separate depart 
ment he gave it his loyal, un 
grudging codperation. Two colleagues write: ‘‘ Com- 
plete rehabilitation of surgical patients greatly appealed 
to Kerr, atid it was an idea of his that such treatment 
should apply to all and not only to orthopedic patients, 

‘*He willingly undertook the task of bringing up to 
date the hospital system of note-keeping and filing—a task 
uncongenial to most but which Kerr recognised 4 
important and which therefore was done with his uswl 
thoroughness. At staff meetings he made constructive 
proposals, and he’thought much‘about medical and social 
problems. He had sérved on a PEP committee, and 
his fellow members of the Sutton and District Medical 
Society remember the part he took in their discussions 
on medicine in a changing world. Kerr’s creed in such 
matters was that good health was a ‘manifestation of 
good living, and that medical services should:be organised 
to serve, help and encourage the family and so promote 
good living.” 


WILLIAM WILSON 
M B GLASG 
SURGEON LIEUTENANT RNVR 
Surgeon Lieutenant W. W. Tennant was lost at sea 
when HMS Leda was torpedoed on her way home from 
Russia last September. Born in 1909, the second son of 
Mr. John Tennant of Burnbank, 
Lanarkshire, he was educated 
at Hamilton Academy and at 
the Royal Technical College, 
Glasgow, where he studied for 
the mercantile marine service. 
After several years at sea he was 
due to sit for his second mate’s 
certificate, when he was seriously - 
injured in an accident on board 
ship off Gibralter. During his 
lang convalescence Tennant 
decided to study medicine, and 
in 1940 he graduated MB from 
Glasgow University. He held 
the post of house-physician at 
Stobhill Hospital, Glasgow, till 
he was commissioned in the 
RNVB at the beginfiing- of 1941. Back once more to 
the life he loved, now as a doctor, he was peculiarly 
fitted to look after the men at sea. A brother oflicer 
writes: ‘‘ When we rescued survivors, Tennant was 
utterly grand in his treatment of them—and completely 
sincere. He would brook no interference. He saw 
his way and trod it firmly.’ He was keenly inter 
ested in the effects of exposure on the mind as well as 
on the body, and at the time of his death was planning 
to write a paper based on his own experiences. | 
Tennant was a tall spare man who took great pride 
in keeping himself fit. He was a good listener rathe 
than a talker,:but when he spoke, his slow quiet voice 
compelled attention. Books and music took up mos} 
Of his leisure. 





Burrell & Hardman, Liverpool 
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THE LATE PROFESSOR WARRINGTON YORKE 


In supplement to the brief obituary notice appearing 
last week, Sir Philip Manson-Bahr writes: “‘ The loss 
of Warrington Yorke, at the zenith of his career, has- 
come as a shock, not only to tropical medicine but also 
to medical science.- For many years, almost for a 

generation, he embodied the 

spirit and vigour of the Liver- 

1 School of Tropical 

edicine. It was clear to all 

that the Bh Sr grea and pros- 

perity of that institution lay 

nearest to his heart. In the 

field of research whatever he 

undertook ‘he _ enlightened, 

whether it was malaria, black- 

water fever, amoebiasis, or 

more recently the elaboration of 

specific To me the 

name of Yorke has been a 

legend since my early days in 

Liverpool. The part he played 

in the famous trypanosomiasis 

trial at Runcorn, when he so 

so ably conducted his own 

defence, amply demonstrated his innate ability. This 

event coincided with my introduction to tropical 

medicine, and ever since then his pungent and critical 

attitude has proved an inspiration and corrective. To 

superficial observers he was coldly analytical, but he was 

the most kindly and congenial of men, ever helpful to 

his colleagues. Timorous candidates at examinations 

were apt: to be abashed until they discovered, as we all 

did, that his criticisms were shafts to stimulate and not to 
hurt.” . 

Writing of Yorke’s ge in the modern development of 
the chemotherapy of tropical medicihe Lieut.-Colonel 
F. Murgatroyd recalls that for_15 years he had devoted 
the major portion of his time to research in this field. 
“ He elucidated the mechanism of action of the arsenical 
drugs and made intensive investigations into drug- 
resistance and its influence on methods of treatment. 
He also developed a technique for maintaining trypano- 
somes in vitro and made fundamental observations on 
the metabolism of the parasites. From such studies 
he was able subsequently to develop a series of 
trypanocidal compounds of an entirely new type; the 
latter members of which are active against several other 
parasites. At the time of his death he was engaged in 
the preparation of a Croonian lecture on chemotherapy 
for the Royal Society. 

‘‘ His vigorous personality and. extraordinary intel- 
lectual honesty may sometimes have disguised his 
inherent kindliness but were a veritable inspiration to 
those who really knew him and above all to those who 
ever had the privilege of. working with him.” 


= 





Sanirary SoreNcE-anD HycGienE Prizes.—The Chadwick 
trustees are offering three prizes—the first of £100, the 
second of £50 and the third of £25—for the best three 
essays, received before Sept. 1,-on architectural. engineering 
and administrative principles (relative to sanitation and 
hygiene) which should be observed in the replanning arrange- 
ments of war- ted towns or areas. Further informa- 


‘tion may be had by sending a stamped, addressed envelope 


~~ clerk to the trustees, 204, Abbey House, Westminster, 
.W.1. 


THE Burxp anp BeEveRIDGE.—Mr. Joseph Whitham, 
president of the National League of the Blind, speaking 
to @ meeting of blind men and women, reported in the 
Liverpool Post. of May 3, said that the Beveridge plan 
was designed for the able-bodied worker. The blind, among 
others, would become dependent on national assistance. ’ 
He assumed that this would mean a maximum allowance of 
24s, a week for a single person and £2 for a married couple. / 
At present: at least 100 local authorities were paying an 
average allowance of 31s. or 32s. to their blind and 21 were 
paying 35s. and oVér. The TUC had recommended to the 
Beveridge committee an allowance for the disabled of £2 a 
week plus dependants’ allowances. and free medical service, 
but these proposals had not been accepted. 


: Notes and: see: 


IMPRESSIONS OF AMERICA 


Last autumn, at the invitation of the American Public 
Health Association, and thanks to the generosity of the 
city council, Dr. W. M. Frazer, medical officer of health 
for Liverpool, visited the United States and saw some- 
thing of medical and public-health servi¢es there. He 
also had the opportunity to put a British point of view to 
audiences, groups, and the folk he met. The following 
are extracts from his report printed by resolution of 
the health committee and the city council :— 

My impression was that the medical student is now well 
trained, his curriculiim being rather wider than in Great 
Britain. There is, for example, more emphasis placed on 
Psychology, Mental Diseases; Preventive Medicine and 
Pediatrics. The medical curriculum extends over four years, 
but the student has to take a course of university standard in 
general subjects beforéhand, and he is 19 or 20 years of age 
before he enters on his medical studies proper, qualifying at 
about the same age as British students, namely, 24. 

After graduation the medical graduate is compelled at most 
medical schools to spend a year as an internee at a general 
hospital where his practical experience is much widened. 
This is a valuable provision to which there is nothing to 
correspond in this country. Methods of teaching in the United 
States of America are perhaps more didactic and less practical 
than in Great Britain. Much use.is made of case conferences, 
which are often rather formal and prolonged, and the practice 
of distributing typewritten or printed lecture notes is widely 
followed. It seemed to me that there was less ward experience 
in the American system of medical education than in ours. 
There is nothing corresponding to the British system whereby 
the student spends several terms as a clinical clerk or surgical 
dresser with definite duties and responsibilities in connexion 
with patients.. One of the difficulties in regard to medical 
education in the United States of America is that there are 
many more students in relation to the available number of 
hospital beds than can readily be dealt with. This is due 
partly to the fact that there are, proportionate to the popula- 
tion, more medical men and therefore more medical students 
than in this country, and partly to the circumstance that 
many of the beds at any given voluntary teaching hospital 
are private or semi-private and are not available for teaching 
purposes. 

Some of the features in the public health system in Great 
Britain are frankly needed owing to poverty or at least to the ° 
relatively low standard of living ; in a country with a high 
standard of real wages like the United States comparatively 
few persons require assistance of this kind except during the 
rare periods of industrial depression. One favourable circum- 
stance in regard to the health of the community is that 
American towns are not so congested with buildings as in this 
country—streets are wider, there is much more open space, 
and there is practically no smoke in the atmosphere even in the 
most highly industrialised cities. The Jast-named feature 
appears to me to be of great importance. No person who has 
not visited the United States and lived in its clean and 
wholesome urban areas can appreciate the enormous damage 
which the almost uncontrolled emission ,of smoke into the 
atmosphere does in this country—damage to health, to build- 
ings and to furnishings and clothes. Heating in American 
buildings, both domestic and commercial, is almost universally 
central heating by oil, gas, electricity or steam relayed from 
centrally-situated depots. As one result of the clean atmo- 
sphere of American cities the incidence of respiratory diseases 
both in adults and children is very low. This is part of the 
explanation of the extremely low infantile mortality-rate in 
such highly industrialised cities as Chicago (28-8) and Detroit 
(30). When one considers the high infantile mortality-rates 
in Liverpool (82 in 1942) and other English industrial areas, 
the corresponding for some American cities appear 
almost unbelievable, especially as birth-rates there are 
usually higher than in this country. 

One interesting feature in American public health legislation 
is that in most States, certificates of health are required from 
both bride and bridegroom before the marriage ceremony can 
actually take place. There are special medical practitioners 
who conduct this examination, which is mainly made in 
reference to the possibility of either of the parties having 
venereal disease. If, as a result of the mbdined exennions tion, 
one of the persons wishing to be married is found to be suffer- 


/ 
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ing from venereal disease, treatment is instituted until he or 
she is rendered completely non-infectious. In most parts of 
the United States there is legal provision for the notification 
of cases of these diseases and compulsory treatment, and, 
although there are 
arrangements, health officers to whom I spoke were satisfied 
that they were an integral part of a really efficient scheme for 
dealing with this grave social menace. We have found in this 
country that United States medical personnel dealing with 
troops are surprised to find that no similar compulsory 
measures are available here. 


Space is regarded as a valuable thing to have, and so every 
department of the typical American hospital has a floor 
area at its dis . The entrance hall’ alone is often much 
larger than the whole out-patient department in a British 
hospital, and I aes seen records and filing accommodation 
ina te-sized American hospital which occupied as much 
floor space as is contained in two large wards in a municipal 
hospital here. 


University of Oxford 


Sir Edward Mellanby, FRS, has been appointed a Nuffield 
medical trustee in place of Mr. Douglas Veale who has 
resi 


> title of Radcliffe lecturer in hematology has been 
erate to Dr. R. G. Macfarlane for so long as he holds the 
office of clinical pathologist at the Radcliffe Infirmary. 


University of Cambridge 

Prof. A. C. Chibnall, FRS, professor of biochemistry, 
at the Imperial. College of Science and Technology, South 
Kensington, has been elected to the Sir William Dunn pro- 
fessorship of biochemistry in the university in succession 
to Sir Gowland Hopkins who has retired. 


hool, Clare , Cam 
is a PhD of London ‘tod an Sec. 
war he held a commission in the A 
Egypt and Salonika and late 
he was awarded the Huxley medal and a teovelti 
from the Imperial College, and during aay | he held 
fellowship at Yale- University. He returned to this country to 
me assistant in the department of bioche at Uni 
College, London, and he held this post till 1930 when Sian ne ap- 
pointed | assistant professor in biochemistry at the Im 
succeeding to the chair in 1936. In 1938 he delivére 
lecture at wae ‘and last year he was chosen as Bak 
by the Royal Society which had elected him to its fellowshi 
1937. Professor mall has published many papers on ARs 
—ae and his Protein Metabolism in the Plant appeared 
n 
At a congregation held on April 30 the following degrees 
were conferred : 
MD.—* J. W. Parks, *T. E. Jones-Davies and H. J. Wallace. 
MB, B Chir.—*L. G. Kingdom, *Brian Pownall and *Jeffrey 


as. 
2 * By proxy. 
The.title of the degrees of MB, B Chir has been conferred 
on H, C. Mason of Newnham and E. Tylden of Girton. 


University of Glasgow 


On April 17 the degree of MD with commendation was 
conferred by diploma on Dr: James Stewart. 


Royal College of Physicians of London 


On Tuesday, May 25, and Thursday, May 27, at 2.30 pm, 
Air-Commodore C. P. Symonds will deliver the Croonian 
lectures at the college, Pall Mall East, S.W.1. He will speak 
on flying stress. 4 


Royal College of Surgeons of England 

On Wednesday, May 26, at 3.30 pm, Mr. Victor Bonney 
will deliver the Hunterian oration at the college, Lincoln’s Inn 
Fields, London, W.C.2. His subject will be the forces behind 
specialism in surgery. 
Tuberculosis Association 

On Friday, May 21, at 4 pM, this society will meet at 26, 


Portland Place, London, W.1, to discuss war-time diet and . 


the tuberculous patient...The opening speakers will include 
Dr. H. A. Ross and Dr.’©. H. C. Toussaint, The subject: has 
been prompted by an inquiry from the secretary of the medical 
ae committee to the Ministries of Food and 
. Healt: 

The provincial meeting of the society will be held in Oxford 
on July 8-10. Further information may be had from the hon. 
secretary, 135, Harley Street, W.1, 


tailed difficulties in administering these .- 


A Russian Visitor 


Prof. 8, A. Sarkisov, vice-president of the Scientific Medica] 
Council of the USSR, has arrived in this country as representa- 
tive of thé Soviet Red Cross and Red Crescent Societies. He 
has come to get in touch with our medical institutions and to 
arrange for an exchange of Russian and British experience 
in the treatment and rehabilitation of the wounded and sick. 
Dr. Sarkisov, who is 48 years of age, helped to organise the 
Moscow Brain Institute in 1926, and he is a member of the 
administration of the Soviet Society of Neuropathologists 
and Psychiatrists, of the Soviet Society of. Physiologists and of 
the Neurosurgical Council. 


British Institute of Philosophy 

On Friday, May 21, at 5 pm, Mr. D. G. C. Macnabb will give 
a lecture under the auspices of the institute on freewill, 
determinism and rational choicé, The meet will be held 
at University Hall, 14, Gordon Square, London, :W.C.1, and 
cards of admission may be obtained free of charge from the 
director of studies at that address. 


Birth Control Clinics 

On April 27 Edinburgh public health committee decided by 
nine votes to three to take no further action on the question 
of birth-control clinics. A subcommittee appointed to 
consider the provision of these clinics-had reported that advice 
was given to women in appropriate cases at the maternity 
clinics, and that if further advice was needed the women were 
referred to the voluntary birth-control clinies. 


Medical Casualty 

Captain N. J. H. Davidson, MB Aberd., RAMC, 
posted as wounded, . 
Medical Superi dents Society 


A meeting of the council of this society will be held at the 
Midland Hotel, Derby, on Sunday, May 23, at 2 Pm. 


has been 





Messrs. Cipa inform us that there are at present ample 
supplies of ‘ Percorten’ (desoxycorticosterone acetate Ciba) 
for all normal requirements. 


Births, Marriages and Deaths 


BIRTHS 
BLAINE.—-On May 2, at Oxford, the wife of Surgeon Lieutenant 
G. Blaine, RNVR—a son 
me On May 5; ne | London, the wife of Lieut.-Colonel J. N. 
ves, RAMC—a 
Neuisax.-—On April 28. "at Oxford, the wife of Dr. G. A. Neligan— 


ter. 
STARKIE.—On ape 1, at Northampton, the wife of Dr. E. T. W. 


STARKIE—a son. 
MARRIAGES 


CUSACK—ANGELL.—On May 7, at Weymouth, James Ousack, 
surgeon commander RN, of Newry, N. Ireland, to Pamela 
Angell, section officer, WAAF. 

MusGRAVE-—HONE.—On May 4, in London, Stephen Martin) Mus- 
grave, surgeon lieutenant RNVR, to Barbara Esther Hone. 
RowaN—Bristow.—On May 1, in London, Michael Rowan, 

surgeon lieutenant RNVR, to Steer Bristow. ° 

SMITH—OARMICHAEL.—On May 8, in London, Reginald Farmery 

Smith, Mrcs, of Long Eaton, Nottingham, to Helen Carmichae}, 


MB. 
DEATHS 


BaKER.—On May 6, at Hindhead, = James Baker, MRCS, 
lieut.-colonel, late RAMC, aged 85 y 
; KER,—On May 4, at Witley, Sarvey, 4 Charles William Booker, 


yaar 
BROWNE. —On May 8, Elliott Sanderson Browne, LkcPI, of Hasle- 
mere, aged 92. 
eRs.—On April 15, at Chard, Somerset, Alexander Jasper 
Cham! bers, ~* % brevet lieut.-colonel, RAMC. 
PERRY.—On May 3, J. C, Perry, lieut. -colonel, late RAMC. 











. Prerrigrew.—On April 25, at Rotherham, Yorks, Daniel Pettigrew, 


MRCS. 


Appointments 


ee 


RIcHARDSON, G. B., 
— Falmouth, Helston, Newquay, Penzance, Redrut 
St. Austell (elreuit No. No. 59). 
eileen J. H., MD LON 
districts of Dudle 
hampton (circuit 


: medical referee for county-court district e 


medical referee for county-court 
y. Yalsait, West. Bromwich and Wolver- 
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BLOOD VOLUME IN CHRONIC ANAEMIA 
BY A CONCENTRATED- CORPUSCLE- 
HAMOGLOBIN METHOD 


JoHN McMiIcHAEL E. P. ‘SHARPEY-SCHAFER 
MD EDIN, FRCPE MRCP 


With Data from Differential-Agglutination and Dye 
Methods by 


P. L. MoLuison JANET M. VAUGHAN 
MB CAMB, MRCP D M Ox¥FD, FRCP 


(From the Departments of Medicine and Pathology, British 
Postgraduate Medical School, and the South West London 
and North West London Blood Supply Depots) 


EARLY work on the blood-volume in anemia gave 
conflicting results until the careful studies of Gibson and 
his colleagues (1939a and b) led them to the conclusion 
that the total blood-volume was below normal in chronic 
anzemias, ess of etiology. However, some dis- 
tinction n to be made between anzmia due to blood- 
loss and anzemia from other causes. In the former, 
reduction in blood-volume has been found by many 
since Robertson and Bock (1919), while restoration of 
blood-volume after acute hemorrhage in man may 
slow (Ebert, Stead and Gibson 1941, Wallace and 
Sharpey-Schafer 1941). In patients suffering from 
hemorr , therefore, it is cult to ascertain whether 
reduction in blood-volume is part of a state of ¢hronic 
anemia or is due to recent hemorrhage. In diseases 
such ped Addisonian anemia any reduction must result 
from siological disturbances ple than hemorrhage. 
Sets ge of these mechanisms and their consequences 
is of practical importance when the transfusion of severely 
anemic patients is under consideration. 

Meth of estimating blood-volume need careful 
scrutiny. Plasma-volume measurement by various dyes 
is technically difficult and open to sources of error‘as yet 

May defined, while the cirbon-monoxide method may 
e dangerous in anemic patients. Red blood-cells are 
natural inhabitants of the circulation and methods 
depending on their dilution in the circulation may yet 
cs most satisfactory. The concentrated My anon 
emoglobin (CC—Hb) method (Hill 1941) can be used 
only in anemic patients. This paper reports the results 
obtained by this method and some Ap dl or al measure- 
ments by a_ concentrated-corpuscle-differential-agglu- 
tination (OC-DA) method and a ae method. 


CONCENTRATED CORPUSCLE-HZIMOGLOBIN (CC-—HB) METHOD 
(Hill 1941) 

Donor blood of suitable group was prepared by 
siphoning off plasma after standing. About 500 c.cm. 
of this bleod, with a hemoglobin concentration between 
110 and 170%, was rapidly injected, the hemoglobin 
of the reci - oagerath being measured before and after trans- 
fusion. e initial blood-volume before transfusion 


V(Hiby ~ Hb,) 


(c) was calculated from the formula z = “Hib, — Hb, 


where V = volume.of blood injected in c.cm., Hby = 
hemoglobin percentage of injected blood, HB, = hzemo- 
peg percentage of recipient’ 8 blood before transfusion, 
and Hb, = hemoglobin percentage of recipient’s blood 
after transfusion. The accuracy of the above formula 
depends 6n the assumptions that (1) mixing is complete 
and sampling accurate, (2) injected corpuscles are not 
lost from the circulation, (3) there are no plasma shifts. 
The last is the most serious  peerges source of error, for 
if y c.cm. of plasma are displaced out of the recipient’s 
circulation before Hb, is edtinated, then « Hb, + V.Hb, 
='(x + V — y)Hb, and thus— 
V(Hb,-— Hb,) 


t= = — 


Hb, — Hb, - Hb, — Hb, 

Hill ptrgenet Ag be zero, but if y is 100 to 200 c.cm. (a 
loss that wo be impossible to detect) then the error 
in Hill’s formula increases as the ratio— 

__Hhb, increases. For example, - Hb, _ 
Hb, — Hb, if y = 200 c.cm. and- Hb, — Hb, 
chide Hill’s formula gives an initial blood-volume which is 
low by 1000 c.cm. When Hb, is small and Hb,—Hb, 


6247 


y. Hb, 


= 5 


is large, the possible error is decreeped. The method 
is therefore least liable to this error in severely anemic 
patients. On the other hand, if fluid is added to the 
yo tener ie during transfusion, y becomes a negative quan- 
bes Ss Hill’s formula gives a result which is too high. 
e observations were made at various times of the 
day with the patient supine. Hemoglobin wasestimated 
on freely flowing ear samples A tapeco degen method 
(Hill pow Pincock 1941). Triplicate samples were taken 
before and 2—6 minutes after transfusion, and in some 
cases further samples were taken later. Hematocrit 
readings were made in some patients, but in our hands 
hematocrit estimations are less accurate than hemo- 
globin determinations. In 5 cases the transfusion was 
stopped when about half had been given, and hemoglobin 
samples taken for estimation of blood-vohtme. These 
dway ”’ estimations are perhaps less satisfactory 
than the final estimation, since sedimentation of donor 
blood may occur during transfusion, but they act as a 
check on the final reading. 


= 


CONCENTRATED-CORPUSCLE-DIFFERENTIAL-AGGLUTI- 
NATION (CC—DA) METHOD 
(P. L. M.) 


Ashby (1925) suggested the application of the method 
of differential agglutination to the estimation of blood- 
volume in man. In this method recipients of groups A, 
B or AB are transfused with group O blood and the 
concentration of donor corpuscles in the recipient’s 
blood-stream after transfusion is estimated by Smatotine. 
ting out the recipient’s cells in a sample, and then 
counting the unagglutinated donor cells. Allowance is 
made for the small number of recipient’s cells that are 
not agglutinated by performing a ‘‘ blank ’’ estimation 
on a sample taken before transfusion. The volume and 
red-cell count of the injected blood are estimated, and 
the recipient’s blood-volume is calculated from the degree 
of dilution of the injected corpuscles. Thus, the blood- 
volume at the end of transfusion is given by thé formula :— 


Vol. of blood transfused x red-cell 
count of transfused blood 


™ Count of donor cells in recipient's 
blood 


Count of donor cells is obtained by subtracting the initial 
count of unagglutinated cells from the count after trans- 
fusion. Possible slight alterations in the initial count 
as a result of blood-volume changes are ignored, because. 
the initial count is very small compared with the count 
of transfused cells. 

Ashby’s original method has been modified ‘by using 
concentrated cell suspensions for transfusion in order to 
minimise the _blood-volume changes in the recipient, and 
therefore estimations by this methcd could be carried out 
at the same time as estimations by the CC-Hb method. 
Although the CC-DA method only enables the blood- 
volume at the end of transfusion to be estimated, the 
amount of blood transfused may be subtracted from the 
figure obtained in order to compare the results with other 
methods. 

Venous samples were taken without stasis from the 
antecubital vein before transfusion and 3-8 minutes 
after transfusion (or 3-5 minutes after stopping the 
transfusion in the case of the “ intermediate ’’ samples). 
Differential agglutination was carried out by the tech- 
niqueadvocated by Dacie and Mollison (1943). ‘In making 
red-cell counts after transfusion and in counting the 
donor blood, never less and often more than 1000 cells 
were counted. The error of this method-of estimating 
circulating blood-volume at the end of transfusion is 

robably similar to that of ordinary blood-counting. 
This may be deduced from experiments made by Mollison 
and Young (1940), in which differential a, 
was carried out on 31 samples, after adi 
numbers of group O cells to a suspension of @0 qoup B 
blood, a procedure similar to the in-vivo meth of 
estimating blood-volume. The coefficient of variation 
was found to be + 5%, an error similar to that of ordinary 
blood-counting. 


Final blood- 
volume (c.cm.) 


ste kason, 


DYE METHOD 
(J. M. V.) 
The modification of the Evans Blue method of Gibson 
and Evans (1937) described by Harrington, Pochin and 
x 
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Squire (1940) was.used. At approximately 10 am a 
sample of blood was withdrawn: from a vein in the 
antecubital fossa without congestion: 5 c.cm. of 0-249 
solution of Evans Blue dye (provided by Dr. C. M. Sco: 
of Imperial Chemical Thaubtrles Ltd.) dissolved in normal 
saline was then injected into the vein of the other arm 
ftom a carefully. calibrated ge. Further samples of 
approximately 15 c.cm. each were withdrawn at. half- 
hourly intervals for 14 hours. Part of each —— was 
allowed to clot and part was added to Bex Pac 
Protein and dye concentration were estim upon ie 
serum, and cell-counts, hemoglobin estimations and 
hzmatocrits. were done upon the heparinised blood, using 
methods previously described (Price-Jones, Vaughan 
and Goddard 1935). Colorimetric readings were made 
with a Hellige colorimeter in the dark room. Plasma- 
volume was calculated by the extrapolation backwards 
of the three points obtained on the ppearance curve 
of the dye. 
Repeated observations on the same individual at 
different dates using this method have in our hands 
(J. M. V.) given surprisingly constant results. Five 
observations made in the last eighteen months on a 
healthy ‘individual have shown a mean value of 2960 
— ion TONES from 3150 c.cm. to 2857 c.cm. Ten differ- 
ent es tions made on one sample showed variation in 
plasma-volume of 3-9% ; this includes the variation in the 
colorimetric ‘reading and those inherent in the different 


procedures involved in sampling and extraction of the 
dye. The biggest actual mce observed was. 116 
c.cm., the mean figure being 3042 c.cm. 


RESULTS 


Data obtained by the CC-Hb method are shown in 
table 1. Cases 1 to 12 may be classified as chronic 
anemia not due to hemorrhage. In these cases the 
systolic blood- was within normal! limits on the 
occasion of blood-volume estimation, while many patients. 
showed an increase in pulse-pressure. The venous 

pressure was raised above normal im cases 2, 4, 5 and 9. 
There had been previous hemorrhage in cases 13 to 22. 
The blood-pressure was well maintained in all cases 
except 13 and 16, in whom hemorrhage was probably 
recent and acute. The blood-volume in case 19 was 
estimated on two occasions three days apart and was 
greater on the second occasion, although the hemoglobin 
was lower, possibly owing to dilution following hemor- 

rhage. This case may be com with case 10, 
acholurie jaundice, in whom a higher blood-volume: was 
associated a a var Forney ts a factor— 

or multip any p 
Hb, loss or gain taking place _ Hb, _ 
Hb, — Hb, . during transfusion isgivenfor Hb, — Hb, 
each case. It will be seen that 
is smaller in the cases of severe anemia. Simultaneous 
estimations of: initial. blood-volume by the CO—Hb and 


TABLE I—RESULTS WITH THE CC-HB METHOD 





Final 
BP heemo- | heemo- Hb, 


globin 
% Hb 


ea | al 


Hb, — Hb,| com. 





(44-7 
39° , 





138/70 . ‘ 3-3 
| 140/76 . , 3-1 
| 132/58 . 35-6 2-65 
| 130/65 | 348. | 45:3 4-3 
| 140/65 ‘ . 3-6 
| 190/60: ‘ . 4-9 
F 45 2 | 120/60 . 2-2 


F 61 2 | 140/60 9: . 3-0 
i “6 
F 46 ' 132/60 47 


M 65 . 140/70 4-1 


F 70 80/? 5-4 





¥ 42 | 120/50 . 2-5 
M 38 5 | 110/74 . i 3-4 


F 42 “ 135/76 48-8 60-3 5-25 


F 40 "104/64 | 50-1 67" 3-9 
F 69 124/60 | 30-2 41-3 3-75 


F 34 | 104/64 | 33-2 49-1 3-25 
: 10a }e4 25-5 37:8 3-07 


F 67 . 158/50 28-6 34°83 5-6 

M65! 71 | 115/85. | 58-7 63-7 6-4 

M46| 65 | 120/74 | 44-4 53-6 5-7 
t 























ve 


120/64} 23-1 47:5 1-94 436 
310* 


120/50 ; ‘ 4 | 390 


/ 140 
() = venous blood 


(). = venous blood 


() = hematocrits 


() = venous blood 


12 days after 10a 


BP rose one t 0mm.. 
Died hr. Inter 


Heematemesis 4 days 
previously 


: (“| Blood-urea 27 NaOl 
“e 496 ; 


2-46 | Acute heemorrhage 
2-73 mS | Blood-urea 30 


275 ‘1.H. Blood-urea 38: 
3-20 3 days after 19a 


78 3-20 
"155 2-56 G.LH. 
115-1 3°55 Epistaxis 














BP = Blood-pressure. 





GLH. = Gastro-intestinal hemorrhage. * — Transfusion stopped temporarily at this point. — 
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TABLE II-—SIMULTANEOUS ESTIMATIONS BY CC—-DA AND CC-HB METHODS 





Red-cell tere 
-| tinable 
count of” | cell count | Donor 


blood |, after. _ 


LreLslLUsioOn ; 


} 
Case | cell count 
| before 

\transfusion| 


Amount 
transfused 











|. Final Initial 
| blood vol. | blood vol. | 
litres litres 


| Initial 
blood vol. 
CC-Hb 
method 
| litres 


Remarks 





9000 6,870,000 | 1,394,000 | 1,385,000 
1,397,000 | 100 


"948,000 , "939,000 
850,000 | 885,000 

571,000 | 556,000 | 
$37,000 | 823,000 | 


872,000 866,000 | 
868,000 862,000 
946,000 943,000 
603,000 | _ 600,000 
6,510,000 937,000 
6,550,000 833,000 | 


| 836,000 | 
553,000 | 
| 


15,000 6,020,000 





14,000 
6 | 6000 


' 8,580,000 

| 6,600,000 

108 | | 5,710,000 
| 


10b | 
23 


931,000 
830,000 
833,000 
550,000 








1-92 
1-96 


3°36 
3-58 


3-85 


3-23 
3-28 


2-69 
2-83 


3-08 
3-69 
3°85 


1-84 (2-22) 
1-88 (2-18) 


3-35 
3-30 


4-20 
3-76 (3-79) 


2-42 
2-27 
3-90 
3-94 


() = venous blood 
Sample 1 hour after transfusion 
() = venous blood 


4-26 


3°72 
3-72 


3-22 
3-16 


3-59 
4-22 
4:20 | 


() = venous blood 
Sample from opposite arm 


| 2-80 
| 3-20 
| 3-55 


12 days after 10a 


3 minute sample 
8 minute sample 





CC-DA methods are shown in table 11 and by CC—Hb, 
and dye methods in table m1; the results co nd 
within 0-5 litre. Estimations of total blood-volume 
—— after transfusion were also made by the dye 
method. In two cases increase in blood-volume was 
apparently greater than the increase that would result 
from the simple addition of transfused blood, and in 


TABLE III—SIMULTANEOUS ESTIMATIONS BY DYE, CC-HB AND 
CO-DA METHODS 


CO-Hb 
method 





Dye method 





Case 


| } 
| 
f : . 
| Initial 
A Initial B.V. | Initial B.V. 
a | 
vol. (litres) | (lites) titres} 





- $75 
3°43 
3-18 
2-7* 


7 3-71 
8 4-40 | 
365 
3-76 


j 

| 

} 

! 
tee 
6 | 
L 


3-1* 3-23 








B.V. = -volume. 

* Dye estimation ‘aia! 24 Bos camy Ae we CC-Hb and OC-DA. 
other cases there has been in some instances an apparent 
loss of fluid to the tissues. These anomalous results are 
being further investigated. 

- DISCUSSION 

The primary object of this work was the testing of 
Hill’s method of blood-volume determination in suitable 
anemic subjects and the observation of the relationship 
of any blood-volume changes to circulatory dynamics. 
For reason we do not lay any emphasis on the 
detailed hematological changes, the differential estima- 
tion of circulating red-cell volume, plasma volume, &c., 
--which were studied by Gibson. Furthermore, it should 
be noted that the severe reductions of total blood-volume 
were encountered in Addisonian anzmia, severe macro- 
cytic anemia due to reticulosis and acholuric jaundice. 
The finding of a marked reduction of blood-volume in 
post-hemorrhagic anemia has, of course, an obvious 
explanation. We have not as yet attempted to apply the 
method to a series of cases of nutritional hypochromic 
anemia in which a findings may well differ from those 


in the 

i ity of method.—As emphasised above, 
the oretical possibility of plasma-loss during the 
injection and mixing of concentrated corpuscles may 
introduce quite a serious error. Injected protein solu- 
tions may disappear from the circulation within a few 
minutes (Sharpey-Schafer and Wallace 1942) and trans- 
fused concentrated uscles might displace some of the 


measures the blood-volume at the end of : 
whatever plasma shifts there may have been 


The fact 


* = Transfusion stopped temporarily at this point. 


that no significant difference has been observed in a 
series of estimations made by both methods indicates 
that in practice the CC—-Hb method seems to give reliable 
results. The agglutinable count shows a progressive 
rise over 48 hours in many cases after transfusion, 


_ suggésting that initial blood-volume is regained in about 


this time (Mollison 1943). Calculation of plasma- 
volume directly after transfusion by the dye method 
has suggested to one of us (J. V.) that there may be 
plasma-loss or gain during transfusion from shift of fluid 
from tissues to circulation, or vice versa.. Further 
investigation’ of the effects of transfusion on the dye 
method seems necessary as the contention that there is a 
gain is not supported by the agreement between CC-Hb, 
CC-DA and initial dye determinations. 

The considerable reduction of blood-volume observed 
in severe ansemias was unexpectedly great, but when our 
findings were correlated with those obtained by Gibson, 
a general correspondence was found (see figure). A 
few of our cases had a more severe grade of anwmia 
than any of Gibson’s, and since it appears that the more 
severe the anzmia the lower the blood-volume, results 
round 2-0 litres in a few cases by the CC-Hb method are 
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Cases of anemia not due to hemorrhage 





not incompatible with previous work by other methods 
(Denny 1921,Keith 1923,de Wesselow and Bamforth 1928). 

The finding of greatest interest to us was the observa-. 
tion of normal systolic and rather low diastolic pressures 
in association with gross reduction of circulating blood- 
volume. In acute reductions of blood-volume figures 
such as we have obtained in some of our cases are 
associated with profound circulatory follapse. It is ap- 
parent that chronic reductionof blood-volumeis associated 
with certain, physiological adjustments which ensure a 
main ce of a normal or perhaps an increased cardiac 
output. On theoretical grounds the most probable 
suplonation of this br ose be = ers eta ae pe = 
peripheral capacity of the circulatory » perhaps e 
capillaries and venules. Such vascular constriction 
may play a large part in the production of the pallor in 

severe angemias. 
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From ‘the standpoint of. the shock problem this -con- 
ception of physiological adjustment to marked reductions 
in blood-volume may be of some importance. If there 
are physiological mechanisms for maintaining an ade- 
quate circulation.in the presence of a low circulating 
volume, then it may be of value to consider the possibility 
of seeking corm ny gata methods of bringing these 
mechanisms into 


SUMMARY 


The total blood-volume in 22 cases of chronic anzmia 
was calculated by the concentrated-corpuscle hzmo- 
globin method. With a systolic blood-pressure within 
normal limits many showed a diminished blood-volume, 
a few as low as 2 litres. Seven simultaneous estimations 
by a concentrated-corpuscle differential-agglutination 
method gave results that agreed to within 0-5 litre. 
Three simultaneous estimations by a dye method showed 
similar agreement. Possible errors in the concentrated- 
corpuscle hemoglébin method are discussed. 
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VITAMIN-C SUBNUTRITION IN 
GINGIVO-STOMATITIS 


FREDERICK STUHL, MA OAMB, MRCS, DPM 
LIEUTENANT RAMC 


From November, 1941, to March, 1942, investigations 
were carried out into the vitamin-C nutrition of soldiers 
in hospital, with particular regard to an outbreak of 
gingivo-stomatitis in the Army. Most of the cases were 
men or women suffering from gingivitis or gingivo- 
stomatitis, the condition officially termed acute ulcera- 
tive a or stomatitis by the War Office. 


SYMPTOMS 

The dental condition before the original attack of 
gingivitis was generally satisfactory, and there was 
usually no history of other gum or dental] disease directly 
preceding the original attack. In most cases reasonable 
oral hygiene had been observed. Constitutional symp- 
toms of ill health had often preceded the gum lesions, and 
these were compatible with the vitamin-C deficienc 
discovered after the admission of the patients to cern f 
The gum lesions had characteristics resembling those 
of scurvy. There was swelling of gum tissues, parti- 
cularly the interdental papille; the whole gingiva was 
hyperemic with an extension of the congestion to the 
buccal and nasopharyngeal mucosa; the gums readily 
bled, often spontaneously, and local pain and tender- 
ness were prominent. Usually both upper and lower 
gums were affected, though sometimes the lesions were 
more severe in the lower jaw. Some cases were 
sporadic, which was against a community spread of 
infection by contamination. Discharge, ulceration and 
sloughing developed after the swollen, bleeding and sore 
condition of the gum had been present for variable 
periods in different patients, and it was at this stage 
that most of t came to hospital. 

Such a sequence of sym tog, oe 8 suggests that vitamin-C 
subnutrition may have led to mild scurvy-like gum 
changes. The lowered resistance and pathological — 
in the gums would render them ew susceptible 
to invasion by organisms: and ptic and infective 
type of gingivitis would thus be secondary, not primary. 

Roff and Glazebrook (1939) reduced the incidence, of 
gingivo-stomatitis am: @ group of naval trainees from over 
16% to under 5% by tering vitamin C ; cases which 





did not sleet fully had gingivitis of the snbiginel type 
associated with lack of oral hygiene and dental tartar, 
Campbell and Cook (1941) cured 14 civilian cases of gingivitis 
with vitamin C alone, without dental treatment. I con. 
firmed this on a few selected early cases, but finding com. 
bined local and vitamin-C treatment to be far more effective, 
both were given afterwards as a routine. 


METHODS 

Whether lowered gum resistance due to vitamin-C 
deficiency favours an infective gingivitis ; whether the 
impaired gums are merely invaded by organisms which 
normally inhabit the mouth; or whether vitamin-0 
subnutrition found in cases of gingivitis is merely coinci- 
dental are  axcgy which ought to be decided. For 
example, a large experimental group of soldiers in an 
area where gingivitis is rife could be maintained in an 
optimum ascorbic acid nutritional state by supplemen- 
tary feeding with vitamin C, the initial doses being large 
enough = restore a depleted reserve quickly. This group 
would be compared with another subsisting on the 
ordinary Army diet and cooking. The incidence of 
gingivitis in the two groups should provide evidence 
of the relationship or non-relationship of vitamin-C 
deficiency to the present epidemic of gingivo-stomatitis. 

I have investigated 74 consecutive cases admitted to 
hospital suffering from gingivitis or gingivo-stomatitis. 
Most of them showed vitamin-C deficiency of sufficient 
degree to justify the term subscurvy, The biochemical 


: aoe other procedures adopted in the investigation were 


mainly those worked out by Harris and his colleagues 
(1935, 1937, 1942) at Cambridge. 


The consecutive daily urinary outputs of ascorbic acid 
are estimated after daily massive doses of the vitamin by 
mouth. After the test dose has been taken the urine is 
collected over a period covering the maximum concentration 
of ascorbic acid excretion—that is, several hours after the 
dose. A routine time-table was followed: at 6 am an oral 
test dose of ascorbic acid, 70 mg. per stone body-weight, was 
given; at 10 am the patient emptied his bladder as com- 
pletely as possible; this specimen was discarded and no 
further urine was passed until 1 pm, when the complete 
specimen voided was immediately titrated against dichloro- 
phenolindophenol in acid solution, using the now familiar 
technique developed by Harris, Ray and Birch. The test 
dose’ and urinary estimation were repeated on consecutive 
days, until a surplus of ascorbic acid was indicated by its 
overflow into the urine; tissue saturation was considered to 
have been reached when the curve of ascorbic acid excretion 
showed a plateau. 

The total daily ascorbic excretion is immaterial, 
comparison of figures over the test periods only being 
required ; according to Harris (1940) a subject whose 
past daily intake of the vitamin has been ade ye 
(25-50 mg. per 10 stone body-weight) responds 
satisfactory rise on the first or second day of test doting. 
This ‘was so in several controls taken from hospital 
staff. Nearly 100 cases of gingivo-stomatitis were 
assessed by this method, though only 74 results are 
given below. In the remainder, accuracy of the result 
could not be guaranteed owing to some fault in the 
procedure or collection of. the specimens—usually on the 
part of the patient. In the 74. cases, ascorbic acid 
saturation was reached after varying numbers of test 
doses, as follows : 

Dose eae -2 3 4 5 6 7 

Cases Bas a Soy ae yee ) saber Y Solids 3 

Song. aon wre wnt Gee, ane 
Optimal Border line Subnormal 


Only 6 (8%) of the cases could be regarded as having 
an optimal (i. maximal) vitamin-C nutritional level 
on admission ; 22 (30%) had borderline levels, and the 
remaining 46 cases (62%) had varying degrees. of hypo- 
vitaminosis indicating subscurvy states. Some authori- 
ties regard saturation after the 3rd dose as indicating 
a subnormal level of nutrition. 

Other tests included estimation of ascorbic acid in the 
10 AM aswell to the 1 PM urinary specimens ; consecutive 
24-hour urine assays after test doses ; urine estimations 
after intravenous injection of vitamin C ; and a few blood 
evaluations. The results agreed with the main findings. 
Resting values in 24-hour specimens of urine in subjects 
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who had not taken vitamin C were found to be somewhat 
unreliable indices of nutrition; the ave excretion 
in 50 cases over 24 hours was under 15mg. In the whole 
series of tests, winter values were found to be lower than 
those obtained in autumn, 


CASE-HISTORIES 


In the following typical cases the diets are individual 
and do not represent the full Army ration, 

Case 1,—Vitamin-C intake before admission: one ordinary 
helping of potato and either swede, turnip or one tablespoon- 
ful of cabbage daily. For two months he had felt lazy, tired 
and irritable with headaches and malaise. Soreness and 
bleeding of gums followed and then the complete picture of 
gingivitis. He cleaned his teeth daily. Symptoms dis- 
appeared with vitamin C and local. treatment. Ascorbic 
acid nutrition was subnormal; he required 6 test doses to 
establish saturation. 

Case 2.—Asergeant, Vitamin-C diet before admission was 
grossly’ deficient. Ate in civilian billets. One helping of 
greens two or three times a week. No potatoes. A little 
salad in summer. Had eaten plenty of fruit in civilian life, 
For a year had felt weak and had no energy. Felt the cold 
very much. Irritable and mentally lazy. Aches in various 
muscles; tender calf muscles; anorexia and insomnia: 
Bleeding, sore and swollen gums for 7 weeks; gums then 
became septic, ulcerated and sloughing. “Cleaned teeth twice 
daily. Ascorbic acid nutrition subnormal ; required 7 test 
doses of vitamin C to establish saturation. Striking improve- 
ment subjectively and clinically after vitamin-C ingestion. 
Appetite and proper sleep returned on second day of massive 
vitamin-C dosage. Symptoms of lethargy and apathy 
vanished, . 

Case 3.—Vitamin-C diet before admission; usual helping 
of greens or swedes once daily. Potatoes daily. He hdd taken 
twiee as much vegetable in civil life, besides fruit. Lack of 
energy, easily fatigued, and had felt run down for months. 
Previous attack of gingivitis lasted 5 weeks; received local 
treatment only; bleeding persisted after discharge from 5 
weeks’ treatment. Frequent colds and catarrh. Bleeding 
and soreness of gums stopped for first time for months after 
treatment with vitamin C during present attack. Constitu- 
tional symptoms disappeared. Recovered in 2 weeks with 
combined local and vitamin-C treatment. 
nutrition subnormal ; required 4 test doses. 

CasE 4,.—Vitamin-C diet before admission: ordinary 
hélpings of potato and greens or swedes or parsnips. Meals 
were sometimes kept hot for him when late. Previous attack 
of gingivitis ; received local treatment only. Felt tired and 
sleepy. Unable to stand up to arduous duties; occasional 
joint pains; epistaxis. Local condition improved after local 
treatment only, but gingival soreness and constitutional 
symptoms persisted until vitamin C was administered some 
days after admission. Ascorbic acid nutrition subnormal ; 
required 5 test doses, : 

Many of the other case-histories were similar. Most 
patients ate one helping of potato and other antiscorbutic 
vegetable served to them once a day in the Army. 


DISCUSSION 


Ascorbic acid 


It might be suggested that the vitamin-C deficiency . 


found in the cases of gingivitis merely reflected a universal 
low level, and in fact low ascorbic acid values are not 
entirely confined to cases exhibiting gum lesions, as I 
was able to show in patients without detectable gum 
disease. Absolute saturation is almost certainly not 
essential for complete health, but the deficiencies found 
in most of my patients were substantial as judged by 
accepted standards. Apart from gum changes, petechize 
in a few and red blood cells in the urine of a few others, 
these patients had no manifest scurvy, and should be 
regarded as cases of subclinical deficiency. The exact 
point at which a negative vitamin-C balance becomes 
incompatible with health is doubtful, and in my experi- 
ence varies in individuals, but constitutional symp 
referable to a deficiency suggest that these patients were 
below the minimal level. 

_A study of the Army rations indicates that adequate 
vitamin-C-containing foods are available in the full 
dietary; but they are not necessarily consumed in 
sufficient quantities. Most gingivitis patients stated 
that their intake of vegetables in the Army was less than 
in civil life, quite apart from the absence of fruit. 


The main source of vitamin-C supply in the Army 
during the months concerned was leaf and root veget- 
ables, mainly cabbage, sprouts, swedes, parsnips, turnips 
and ‘potatoes. No fruit was available. Factors known to 
reduce the value of these foods operate in Army catering 
and cooking. Greens—probably unavoidably—are stored 
for several days, and methods of cooking are wasteful 
of vitamin C. Several Army cooks among the patients 
stated that after soaking greens they boiled or simmered 
them for as long as an hour, and one of them always 
added soda. Water in which greens had been cooked 
was sometimes thrown away and sometimes used for 
making gravy. One cook always kept the lid of his 
Soyer stove open. Meals are often kept hot for late- 
comers, or may be heated up again. Cabbage and 
potato, both already cooked once, may be fried together 
as ‘* bubble-and-squeak ”’ or all the vegetables may be 
put into an “ all-in stew’’ or Army “‘ brown stew’”’ and 
cooked for 2-3 hours. Outer leaves of cabbages may 
be removed wholesale, while potatoes may be thickl 
peeled, so that not only the vitamin-C value of the f 
is reduced but the ration as well. The Army dietetic 
authorities recognise the various practices which lead to 
avoidable loss of vitamin C, and recommendations for 
the proper preparation and cooking of green vegetables 
laid down by the Accessory Food Factors Committee of 
the MRC have repeatedly been circulated to all responsible 
for Army catering; but these common practices run 
contrary to instructions and deprive vegetables of a 
proportion, or even the greater part, of their vitamin °C. 
The result is a difference between the antiscorbutic 
value of the diet on paper and its value on the soldier’s 
plate. Some refuse Army cooked greens altogether, 
and in my series there was one patient who ate neither 
greens nor potatoes. 

The diet don the Army home service ration scale 
is satisfactory in vitamin-C content, but the average 
daily intake of this vitamin calculated from reported 
diets of over 50 unselected cases of gingivitis was below’ 
25 mg. and therefore insufficient. In some cases it was 
substantially less than this amount. A few of the 
patients who ate in civilian billets also took insufiicient 
vitamin C. About 70% of all cases were stationed at 
gun or anti;aircraft sites. : 

A daily intake of 25-30 mg. is probably a reasonable 
estimate of the soldier’s minimal requirement ; in condi- 
tions of high metabolic activity it would very likely be 
too low, and the optimum is probably twice this amount. . 

Many of the stomatitis patients had been in the Army 
for more than a year, some without previous attacks. 
This would be expected, since depletion in the body 
reserve of ascorbic acid is likely to be gradual and sub- 
scurvy level might not be attained for a long time ; 
besides, the deficit would be partly made good during 
temporary increases in the intake of the vitamin. Apart 
from gum lesions, many had other symptoms attributable 
to vitamin-C deficiency, includinglistlessness andlethargy, 
mental apathy, lessened endurance and lack of energy. 
Irritability was common ; thus two usually even-tempered 
sergeants had been rebuked by officers for being impatient 
and short-tempered with their men, which was without 
precedence for either of them. 

The initial gum trouble was irritation and discomfort, 
usually associated with bleeding. Some patients neither 
complained of general symptoms nor reported any 
increased feeling of well-being after vitamin-C medica- 
tion, but those with general symptoms almost without 
exception were relieved. 

Test dosing ensures that adequate amounts of vitamin 
C are given ; but where this method is not used and the 
exact requirements of a patient cannot be ascertained, 
the following dosage, based on the requirements of most of 
my cases of gingivitis, is suggested : first week, 150 mg. 
of vitamin C thrice daily ; second week, 50-100 mg. 
twice daily ; thereafter, 50 mg. daily. Where there is 
advanced scurvy or accompanying pyrexia, larger doses 
may be required. The cases investigated were rarely 
pyrexial and had not reached a stage of general clinical 
scurvy. The average requirement to establish satura- 
tion was 2-5-4 g. of ascorbic acid. 

The value of vitamin therapy in the treatment of the 


. present type of gingivitis was demonstrated in the cases 


treated but combined local treatment is essential. Local 
treatmentalone improvesthe condition but is less effective. 
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Some of the patients admitted had relapsed, and had re- 
ceived local treatment only in gba = attacks ; many had 
received only local treatment for weeks ormonths without 
recovery, whereas they cleared up completely when local 
treatment was combined with vitamin ©. Vitamin C 
alone is not usually successful where infection and sepsis 
have become established, which it has often done by the 
time ee presents himself for attention. Vita- 
min 0 restore a scurvy-like gum to normal, but it 
cannot be expected to destroy the invading organisms. 
Rigorous direct treatment of local sepsis is indicated. 
The most rapid recovery is obtained by application of 
antiseptics to the gums together with vitamin therapy. 
Vitamin C was tried alone in only a few cases where the 
swollen and bleeding gum margins were not yet By" 

Early treatment considerably hastens recovery, an 
hesitation in seeking dental attention may pone 
treatment out of all proportion. to the period of delay 
Patients vary in their response to different antiseptics. 
The dyes are useful since patients themselves can apply 
them and the extent of the staining shows whether they 
have been properly applied. Gentian violet 2% was 
particularly effective ; it should be applied to the inter- 
detital spaces by soaking pledgets of cotton-wool in the 
sohition and probing them well into these spaces where 
possible. — is aided by removal of impacted 
unerupted teeth. Areas of ulcération and —- 

in’ association with malplaced or unerw 
third molars and may obstinately persist until apied 
are extracted. Some 20% of my cases had abnormal 


wisdom teeth which aggravated their condition. This 
figure may be high because these cases were admitted to 
hospital and were therefore probably more severe and 
refractory than the general run. 


SUMMARY 


Investigation of 74 consecutive military patients 
admitted to hospital as cases of gingivitis showed 
vitamin-C subnutrition in 46; in 22 the vitamin-0 
nutrition was borderline ; it was optimal-.in only. 6. 

The outbreak of gingivitis was possibly related te 
@ prescorbutic condition. 

ptoms long preceding an attack of gingivitis 
simulated those of vitamin-C deficiency, and the effects 
of local treatment were enhanced when supplemented 
with vitamin C. 

A study of individual diets and methods of cooking 
indicates the danger of inadequate vitamin-C intake in 
the Army unless the stipulated rations and cooking 
instructions are strictly red to. 


I wish to thank Mr. James Coventry, who supervised th 
dental treatment of the cases, and Mr. Harold Blunden, 
Miss Constance Edgecombe and Mr. John Skelding for their 
expert help in the laboratory. 
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NECROTIC GINGIVITIS 


Basi S. KENT, MB LOND, MRCS 
FLIGHT-LIEUTENANT RAFVR 


For centuries gingivitis has been associated with great 
bodies of men, particularly armies in times of war. A 
diagnosis of scorbutus was always made until towards the 
end of last cen when Szimanowsky, Filatov, Plaut, 
Vincent, Miller and other workers described what we now 
know as Vincent’s ulceromembranous ivitis. It is 
well known that both scurvy and Vincent’s infection have 
attacked the gums and mouth of fighting men, but the 
relationship between these diseases has not been empha- 
sised nor have the methods of recognising and differentiat- 
ing between them been sufficiently stressed. It seems 
highly probable that many of the cases treated as scurvy 
in the Middle Ages were in reality cases of Vincent’s 
infection, and that many of the cases diagnosed as 
** trench mouth ” in the last war were in fact anifeate 
tions of early scurvy.. During the present war (1941), 
after several months on a newly formed cant it was 
noticed that the number of men reporting with “‘ bleeding 


sore and ulcerating gums ’”’ was gradually but preter 
increasing. Since routine measures did not eradicate the 
trouble it was decided to investigate the wtiology of 
necrotic gingivitis and allied conditions with a view to 
establishing a moré satisfactory basis of treatment: 


METHODS OF INVESTIGATION 


Case-records.—A case-sheet was drawn up with a view 
to correlating minute details concerning every patient 
reporting with ‘ bleeding, sore and ulcerating gums.” 
Special attention was paid to the interrogation in regard 
to dietary intake and Sasiencina during the previous six 
months, likes and dislikes, and preparation of food. 
The local examination of the teeth, gingive and oral 
cavities was extremely exacting and an onions 
observation by a dental officer was recorded. A full 
medical examination was carried out and particular no 
made of the condition of the ies gr eae ms hair, skin an 
mucous membranes, and also of the alimentary and 
skeletal systems. Smears from affected areas were made 
in every instance. Differential blood-counts were made 
in some cases and hemoglobin estimations recorded in 
every case. Patients were subjected to a sphygmomano- 
meter test on the lines of the tests devised by Rumpel- 
Leede and by Géthlin—the systolic pressure was taken 
with the rested subject in a seated position, and the cuff 
SS was then maintained at a reading 10-20 mm. Hg 

the systolic pressure for fifteen minutes. After 
releasing the pressure, the arm was allowed to hang down 


and observations on the area eae: the cuff position asad 
for the next five minutes. Numerous “ follow-up” 
examinations were made on each subject and both local 
and general examinations, together with smears, hzemo- 
globin estimations and sphygmomanometer tests were 
repeated on every occasion. 

Laboratory technique.—In order to avoid misleading 
peeves due to a preponderance of sencohy us 

acteria, the nena debris was first removed fro 

ulcerating areas and smears taken from the deeper legend 
ofthe ulcers. In cases where ulceration was slight smears 
were taken from gingival pockets, crevices and mucous 
folds. A sterile swabbing technique was observed. 
Fixation was by gentle heat. Prolonged staining with 
Ziehl-Neelsen’s carbolfuchsin 1 in 200 wa was considered the 
method of choice after subjecting numerous other stains 
to experiment. Slides were scrutinised under the oil- 
immersion lens. Smears showing a few scattered 
Vincent’s organisms were recorded-as ‘‘ Negative.”” No 
smear was labelled ‘‘ Positive ’’ unless both spirochztes 
and fusiform bacilli were present in considerable numbers 
throughout the smear. 

Control tests.—(1) Smears from the gums of 20 subjects 
were examined (10 normal healthy men and 10 debilitated 
hospital patients). All these yielded a ‘“‘ negative” 
result, but a few scattered fusiform bacilli and Vincent's 
spirochetes were observed in 14 of them (70%). 

(2) Several smears were taken from other forms of oral 
ulceration (dyspeptic and dental ulcers, tonsillitis, &c.) 
and proved “ negative ” in all cases, although scattered 
Vincent’s organisms were observed in all smears. 

(3) Attempts to infect the gingive: of a healthy subject 
with Vincent’s organisms failed on repeated occasions. 

(4) Vitamin C excretion in the urine was estimated in 
several subjects before and after massive intake of 
ascorbic acid. The results were inconsistent. 

(5) The gyal ae grea pee! test, as previously des- 
cribed, was Mn. ied to 10 normal persons. The results 
were recorded as generalised rubor or reactionary 
hyperemia in all cases. 


DETAILS AND RESULTS OF TREATMENT 


Cases were grouped for treatment on the lines of the 

bag again ng plan. 
main groups were thus formed and afforded a 
simple method of comparing the effectiveness of different 

es of therapy. 

pe 1 and 32: Topical treatment.—This was carried out 
by a dental officer. At the first sitting all slough and debris 
was cleaned from the mouth and an initial scaling effected in 
mild cases only ; in other cases scaling was postponed until 
the condition permitted of such interference. Hydrogen 
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peroxide (5 vols.) was used to rinse out the mouth. Pellets 
of cotton-wool soaked in hydrogen ide (20 vols.) were 
then packed into the interproximal -spaces for 3 minutes. 
After well rinsing the mouth with water, Churchill’s iodine, 
followed by 30% silver nitrate solution, was applied to the 
ulcera’ only. In mild and moderate cases the 
patient was given hydrogen peroxide or sodium perborate to 
use frequently as~a : 

mouth wash, and in 


thereafter 1-5 g. was given 4-hourly. Duration of treatment 
varied according to clinical results. An average course 
required some 40 g. sulphathiazole. Routine diet restrictions 
were enforced and blood examinations made. 

Clinical observations, bacteriological studies and 
supplementary tests revealed that in this particular 
investigation two distinct clinical conditions could be 


NECROTIC at GIVITIS 





severe cases Bowman’s 

solution was painted 

on the affected areas. 

A laxative was pre- r 
scribed and the patient = opycar 
instructed in oral Group! 
hygiene and told to i 
minimise the use of tobacco and alcohol. The second sitting 
was carried out 48 hours later, and at this and subsequent 
sessions the treatment was carried on with the dbject of 
eliminating all lime deposits, yee pockets, hopelessly 
decayed teeth, and other undesirable conditions permitting 
maintenance of disease or tending to create sites of recurrence. 
The patient was thoroughly impressed with the necessity for 
oral hygiene, gum massage and cleanliness, especially of the 
interproximal gingival surfaces. ; 

Groups 2 and 4: Oral vitamin-C therapy.—To ensure a 
sufficient intake of vitamin C a method of overdosage was 
employed, as ascorbic acid is non-toxic. Ascorbic acid 600 
mg. (12,000 international units) was given daily in tablet form 
for one week, after which 300 mg. (6000 IU) was the prescribed 
daily dose. 

Group & (a) and & (b): Arsenical therapy.— Mapharsen ’ 
(PDCo) was the preparation used in all cases for both intra- 
venous and local treatment. (a) Intravenous mapharsen ; No 
food was taken between 2 hours before and 2 hours after the 
injection. With the patient’ lying down the injection was 
made into a suitable superficial vein in the antecubital space. 
A fresh solution of mapharsen was injected rapidly, never 
taking more than 15-20 sec.) ; 0-04 g. maj was used 
initially and 0-04 g. or 0-06 g. subsequently, depending on the 
severity of infection and the reaction to intravenous arsenic. 

ot Local applica- 


| 
NEGATIVE SWAB 


| 
ASCORBIC ACID 
Group 2 


daily ; 60 mg. mapharsen was 

used for first applications and 40 mg. for subsequent 
treatments. / 

Group 6: S hiazole therapy.—Sulphathiazole was given 

by mouth in full doses with the patient in bed in hospital. 

Initial dosage was 2-g. followed in 4 hours by another 2 g. ; 


RESULTS OF TREATMENT AFTER GROUPING OF CASES 
NEGATIVE SWABS 





No. of| No. | Recisvke 





| ese 
14 1 | The one case cured was 

| advised on diet which 
had been lacking vit. C. 


Ascorbic acid | 


} ~ 


} 
13 | The failure was probably 


case of traumatic 
ulceration. 


POSITIVE SWABS * ; 


| Only very mild cases 
| were cured; 8 severe 
5 moderate and 6 mild 


| Mapharsen— 
|  (@) Intravenous 
@) Local 
Sulphathiazole by | 
| mouth | 


i 
EES 





Total 70 








and fusiform bacilli present inconsiderable 
umbers ut smear, 


TOPICAL 
Group 3 


| 
POSITIVE SWAB 


& 
SULPHATHIAZOLE 
Group 6 


‘ 
ASCORBIC ACID 
Group 4 


recogni —pure 
latent scorbutic , 
gingival ulceration, Intravenous Local 
and Vincent’s (a) (b) 
ulceromembranous gingivitis. Recognition of preclinical 
scurvy in the consulting-room is not so difficult as 
is usually believed, particularly if the clinician is 
on the look-out for it as he should be in all cases 
of gingivitis. _ The truth of this statement is borne 
out by. studying the results of treatment (see table). 
The failure of topical therapy and the dramatic response 
to ascorbic acid in these cases indicates the correctness 
of the diagnosis. The following account of what are 
considered to be the main distinguishing features and 
the ae to treatment in these two conditions is based 
on findings in this series. 
PURE LATENT SCORBUTIC GINGIVAL ULCERATION 

Hypovitaminosis © is manifest by innumerable ill- 
defined signs and symptoms which are variable from 
patient to patient, but there are certain more stable 
criteria on which the diagnosis should be based. 

(a) Dietary deficiency.—A history of a diet obviously 

g in vitarain C may or may not be present, but 

more important than this is to examine the actual food 
consumed and the method of its preparation. In this 
investigation the food at source was of excellent quality 
and of high vitamin-C content, but unfortunately most 
of the vitamin C was destroyed in the cookhouses by 
oxidation—prolonged boiling. Little or no uncooked 
food (particularly fruits and vegetables) was on the 
menu. : 

(b) Gums.— Bleeding from the gums of insidious onset 
is usually the first indication of the disease ; it is for this 
and the accompanying halitosis that medical aid is 
sought in almost every case. The condition of the 
gingive is liable to be mistaken for a mild iro- 
cheetosis, but on close examination presents a character- 
istic picture. The gums are injected, swollen and atonic, 
tending to “ fall away ” from the teeth ; they bleed very 
easily but are not extremely painful when touched in 
early cases. A typical sign might be termed ‘“ the 
gingival colour-contrast phenomenon ’’—the gingival 
margins and intergingival areas are spongy, “ frosted ”” 
and of a paler hue than the basal gingival regions, which 
are dark bluish-purple and show up plainly as there is a 
distinct line of demarcation between. Marginal gingival 
cadema, followed by inflammatory zones along the 
margins and interdental crests, finally breaks down into 
ulcerated patches. The ulcerated areas tend to remain 
small and spread slowly by ‘‘ creeping,” forming linear 
traeks.- The lack of an accompanying cervical adenitis 
in early cases of gingivitis due to hypovitaminosis C is 
noticeable. 


(ce) Bacteriological smear.—This is consistently 
‘* negative,” although scattered spirochetes and fusiform 
bacilli are nearly always present. Necrotic debris, a 
multiplicity of pyogenic organisms, blood and pus cells 
are the normal microscopic findings. 

(d) Atonia.—A generalised atonic condition of the 
tissues is a noticeable feature. It is seen in the gums, 
which retract from the teeth, but the musculature of the 
body in general becomes flabby, and this may even affect 
the posture, which is best described as ‘‘ sloppy.’”’ The 
pr ae ne is lowered and rises rapidly to normal 
with in-C therapy, su ting a vascular flaccidity. 

{e) Important sw i ndings.—The facies is 
characteristically haggard, drawn, sallow and ‘“‘ muddy.” 
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A mild microcytic anemia is nearly always present. 
The hair should be closely examined and the patient 
questioned regarding its condition—brittle, dry hair 
which has lost its lustre and may be falling out in quite 
alarming amounts is a common finding. The skin too 
may be unusually dry. Another important change in 
the skin which should be looked for is roughening of the 
back of the thighs and legs where there is a hyperkeratosis 
pilaris and often minute perifollicular hzemorrhages. 

) Further observations.—There are other complaints 
and findings, the importance of which it is difficult to 
assess. Most patients will give a history including 
some such symptoms as general weakness, lassitude, loss 
of vigour, depression, irritability, loss of appetite or 
vague pains in the extremities. Loss of weight seems to 
bear no relation to the condition. . 

The clinical value of the sphygmomanometer test 
described is doubtful. Four types of reactions were 
observed. The first, considered to be a normal nse, 
was a generalised rubor below the cuff (reactionary 
hyperemia); the second was a wmorbilliform or 
“marbled ” effect; the third response was the appear- 
ance of small and the fourth of largé petechie. Of the 
cases of subclinical scorbutic gingivitis a third showed a 
noéfmal response and two-t an abnormal one (1 in 9 
of these showed large petechiz and the responses of the 
remainder. were evenly divided between a mottled 
reaction and small petechiz), whereas 10 normal persons 
subjected to the test all produced normal reactionary 
hyperemia. 

(g) Response to treatment.—Of the 27 cases ome, 
* negative ’’’ swabs, 25 showed evidence of vi - 
deficiency. The table shows that topical treatment 
produced little or no response, while ascorbic acid yielded 

: ic cures in all but one instance. In subclinical 
scorbutic cases the injection of ascorbic acid appeared 
to have no advantage over the oral route. 


VINCENT’S ULCEROMEMBRANOUS GINGIVITIS 

The clinical characteristics of fusospirocheztal infection 
of the gums are well known; certain details, however, 
deserve special mention. Two main t of cases are 
met with—those presenting an acute and severe infection, 
usually in a febrile patient; and those of a chronic 
nature with an insidious or acute onset. Certain 
pathognomonic findings make the diagnosis simple in 
well-developed cases; it is in mild cases that difficulty 
is liable to be encountered. 

(a) Gums.—In the initial stages all that can be seen is 
ocalised oedema with bright red patches superimposed. 
These h mic areas break down, forming irre 


ulcers covered with a yellowish-grey slough. Onremoval 


of this ‘‘ pseudo-membrane,”’ a raw surface is revealed 
which bleeds briskly. The distribution of lesions may 
be divided into two main groups—local and general. 
In the latter a ‘‘ herald ”’ lesion is apparent in the first 
instance, a favourite site being behind the third lower 
molars. The ulcers appear in situations where anaerobic 
incubation may be Sen. prec MOY = folds, crevices, 
periodontal pockets and cracks—and probably for this 
reason ‘‘ trench mouth ”’ does not occur in the edentulous. 
The gingival margins are by far the most common sites 
of ulceration.’ Gingival ulceration may spread to the 
cheeks, lips, tongue or palate (ulcerative stomatitis), or 
pharyngeal region and tonsil (Vincent’s angina). The 
gums are extremely sensitive and much importance is 
placed on this as aclinical test. There is a characteristic 
sickening foetor. - Cervical adenitis is usually pronounced. 
(b) Microscopical appearances and occurrence of 
organisms.—On. sectioning a typical ulcer the upper 
surface (pseudo-membrane) consists of a mass of necrotic 
debris in which are entangled a few spirochetes, a con- 
siderable number of fusiform bacilli and a multiplicit 
of ‘‘ secondary invaders.’”’ Beneath this, fusiform acilli 
predominate and in the deep layers the tissues are found 
to be teeming with Vincent’s spirochetes. Smears 
taken, as previously described, show that in the oe 
mouth Vincent’s organisms may be found in 
numbers and are scattered. In general debility, vitamin- 
© deficiency and other forms of oral and gingival ulcera- 
tion there is a considerable increase in their numbers, 
but the organisms are still scattered and produce no 
uniformity throughout the smear. In trench mouth the 
appearance of the smear is uniform and the severity of 


the case appears to be directly proportional to the number 
of spirocheetes present. 

(c) Response to treatment.—Of the cases with positive 
swabs, three-quarters showed evidence of hypovitamino- 
sis C.. The table shows the results of treatment in the 
series. For simplicity, cases of Vincent’s gingivitis were 
graded as mild, moderate or severe. Briefly, it may be 
said that topical therapy and ascorbic acid sometimes 
cured mild and moderate cases, but that the résults of 
treatment were inconsistent. Topical treatment was 
slow and ineffective in that it was liable to drive a severe 
case into a-chronic stage. Massive sulphathiazole 
therapy, although slow, gave satisfactory results, but 
further research with this drug is necessary. Mapharsen 
by direct application on localised lesions, and intra- 
venously if the lesions were generalised, gave dramatic 
and swift results in all types of case. e addition of 
ascorbic acid by mouth hastened recovery, prevented 
recurrences and promoted a healthy condition of oral 
tissues after the infection. 


DISCUSSION AND CONCLUSIONS 


Latent scorbutus scurvy is an important condition on 
account of its frequency and insidious effects. Thus 
studies in subjects whose diets were believed to be fairly 
satisfactory revealed an incidence of 30-40% (Youmans 
1941). In spite of a tremendous amount of research 
little is yet known of the factors influencing the absorp- 
tion, assimilation and metabolism of vitamin C. In this 
investigation it appears that the food was prepared in an 
unscientific manner and that practically all the vitamin C 
was destroyed by oxidation. Tests of vitamin-C 
excretion in the urine here proved impracticable, and 
subclinical scurvy should not be solely a’ laboratory 
diagnosis. 

The spetificity of the Borrelia vincenti and Bacillus 
fusiformis as causative organisms is controversial. 
Some authorities consider these organisms to be non- 
pathogenic and suggest that the infected areas afford a 
suitable medium for their rapid growth. It seems most 
probable that they flourish in symbiosis and are specific— 
their presence in trench mouth is constant and they never 
occur in such large numbers in any other form of oral or 
gingival ulceration. Itis said that both bacilli and spiro- 
cheetes have been cultivated under anaerobic conditions, 
and that the independence of the two organisms has 
been demonstrated (Dible and Davie 1939). Other 
observers believe that the fusiform bacillus is an embryo- 
nic form of the spirochete (Buehler 1920), and distinct 
transition, after cultivation, from bacillus to spirochzte 
is said to have been séen (Tunnicliffe 1919); certainly 
smears usually exhibit great pleomorphism of the fusi- 
form bacillus which supports such a view, and it is further 
supported by the fact that fusiform bacilli predominate 
early in the disease while spirochetes swamp the field in 
advanced cases. : 

Whether or not the symbiotic theory is correct, there 
is no doubt that the environment of the organisms is 
the most important factor—lowered gingival resistance, 
anaerobic conditions and the presence of other organisms 
are favourable for the rapid growth of Vincent’s organ- 
isms. Tunnicliffe, Fink and Hammond (1936) demon- 
strated that Vincent’s organisms became pathogenic 
when the tissue vitality in dogs had been impaired by the 
injection of ‘ Scillaren > B, whereas in this investigation it 
was impossible to infect a, healthy mouth with the 
organisms. The usual list of predisposing factors 
includes periodontal pockets, carious teeth, ill-fitting 
dentures, food impaction, unsatisfactory oral hygiene, 
over-smoking and many others ; but the most important 
predisposing cause, latent scurvy, is not so widely recog- 
nised. Vitamin-C deficiency produces a lowered-gingival 
resistance with atonia and consequently gingival pockets 
are formed suitable for anaerobic incubation. Once 
Vincent’s ulceration is superimposed there is little chance 
of satisfactory healing in the hypovitaminotic subject ; 
thus a large proportion of cases require treatment for 
the deficiency as well as for the infection. It is ‘possible 
that Vincent’s infection interferes with vitamin-C 
— and so sets up a vicious circle by furthering 
the deficiency. The prevalence of Vincent’s ulcero- 
membranous ‘ gingivitis where ‘ herding’ exists—in 
camps, barracks, trenches and other such communities— 
may be partly due to the handing on of infection through 
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standard topical applications is likely either to create a 
chronic condition or to invite recurrences. This may be 
due to the destruction of superficial organisms while 
active organisms still lie deep in the tissues—the powers 
of penetration of the Vincent’s organisms are well 
established (Cahn 1929). It is interesting to note that 
when treated with mapharsen the spirochetes disappear 


from the lesions less rapidly than in syphilis. For 
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given intravenously, 0-04-0-06 g. at three-day intervals, 
will effect a rapid cure Ascorbic acid in large dosage 
should constitute a routine part of the treatment: 600 
mg. daily is suggested for the first week, and subsequently 
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(From the Department of Bacteriology, 
Hospital Medical School) 


THE proper study of the anaerobic bacteria encountered 
in the practice of clinical bacteriology is hampered by the 
difficulty of maintaining the number of anaerobic jars 
needed to accommodate all the test media. However, 
fluid media exposed to air can be made to support the 
growth of anaerobes by the addition of certain substances 
whose efficacy, at any rate in part, depends on their 
power to produce and maintain in the fluid a reducing 
intensity high enough to counteract the growth-inhibiting 
action of the oxygen diffusing in from the air. Sub- 
stances permitting this ‘‘ aerobic ’”’ cultivation of anaerobic 
bacilli have been known for some time. One of them, 
thioglycollic acid, has recently been made the basis of 
a useful routine medium, thioglycollate-agar-broth 
(Brewer 1940). But though the use of this medium 
leaves the available anaerobic, jars free for plate cultiva- 
tion, its preparation is an added burden to a laboratory 
service, especially in field laboratories, where pathologists 
work with a minimum of stock media. 

The special preparation of thioglycollate broths, thio- 
glycollate sugars, &c., may be avoided by maintaining 
in sterile bottles a stock suspension of 0-5% agar in a 
1% solution of sodium thioglycollate in broth. One 
volume of the melted stock is added to every 9 volumes 
of broth or the peptone-water sugar, required for anae- 
robic culture, the resulting medium heated for ten 
minutes at 100°C. to expel air, and cooled quickly 
before inoculation. We have tested media so prepared, 
and find them as effective as media prepared in bulk by 
Brewer’s method. However, the thioglycdllate, both 
in the concentrated stock and in the final medium, tends 
to deteriorate, and fresh samples must be made up at 
intervals by the exact neutralisation of thioglycollic acid 
with sodium hydroxide. For field work, a more stable 
and simply prepared agent is desirable. Without 
claiming that it has all the advantages of thioglycollate 
plus agar, we suggest that strip-iron meets the require- 
ments of the laboratory worker in these respects. : 

In 1917 Douglas, Fleming and Colebrook found that 
broth to which a rusty nail had been added would support 
the ‘‘ aerobic’ growth of Clostridium ademiatiens and 
Cl. butyricum. Hastings and McCoy (1932) employed 
powdered .iron reduced’ by hydrogen for the ‘‘-aerobic ”’ 
growth of anaerobes in milk. Spray, following a sugges- 
tion by Dunham (see Spray 1936) substituted a simple 
strip of iron sheeting for the prepared powder, and 
devised two test. media, iron-milk and iron-gelatin, for 
use in the identification of clostridia. We.have extended 
= use of the iron strip, and find that it converts 
plain peptone water into a medium that readily supports 
the vigorous growth of the most-fastidious clostridia. 

Preparation of the media.—The fluid media, peptone 
water, sugars, milk, &c., required for the test of an 
anaerobe, preferably contained in narrow test-tubes, are 
heated in a, boiling-water bath to expel air, and cooled 
quickly with the minimum of disturbance. Strips of 
sheet mild steel (‘‘ sheet iron,’’ gauge no. 26) measuring 
about 3 x 25 mm., are dropped into each tube. The 
strips may be kept loose, and sterilised by flaming 
immediately before use, or, after dry sterilising, may be 
maintained indefinitely in a dry screw-capped bottle. 
A small degree of superficial rusting of the strip is 
immaterial. The strips may later be recovered from the 
medium, and used repeatedly until they begin to dis- 
integrate. Nails may be used, and cast-iron or mild 

steel filings, but the upright column of iron in the narrow 
tube is more effective than the filings, whose active 
surface after sedimentation is small and confined to 
the bottom of the tube. g 

Effect of iron strips on broth and peptone water.—If an 
iron ~*- is added to a tube 15 mm. in diameter, con- 
taining 10 ml. of peptone water (1% ‘ Difco’ proteose 
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peptonein 0-5% sodium chloride) at pH 7-2gand the mixture 
incubated at 3 °C., a light precipitate—presumably of 
iron hydroxides—is visible on the iron after 30 minutes. 
At this time the reducing intensity in the medium is 
sufficient to decolorise 0-0005% methylene-blué to a 
distance of 2 mm. from the surface of the metal. After 
one or two hours, the precipitate is diffused throughout 
the medium and at this stage methylene-blue is decolorised 
to within a few mm. of the fluid surface; in narrow 
tubes, this degree of decolorisation is maintained for at 
least 4 days. After 24 hours there is a heavy deposit of 

recipitates on the iron and at the bottom of the tube. 

e pH has by this time risen to 7-8, where it remains 
for several days. When anaerobic bacteria are growing 
in the tubes the turbidity is greater by reason of the 
precipitate and the suspended bacteria. Some species 
produce’ blackening of the iron and of the precipitate, 
and the medium is thereby darkened. If a fermentable 
sugar is present, the acidity that develops from these 
species prevents blackening, and fermentation can 
usually be detected by an absence of blackening as well 
as by colour change in the indicator. As with anaerobic 
bacteria in other sugar media, the indicator may be 
irteyersibly decolorised, and the results of fermentation 
tests should be checked by adding a loopful of culture to 
a drop of brom-thymol blue on a white plate ; the con- 
centration of the pale or.the blackened precipitates in 
iron media is never great enough to mask the colour 
changes on the white plate. 

Germination of anaerobes in iron media.—The chief 
drawback to the use of iron media is the difficulty in 
detecting early bacterial growth ; the precipitate masks 
the bacterial turbidity. If absence of changes attribut- 
able to fermentation is safely to indicate lack of a 
particular fermentative power, and not merely lack of 
growth, the medium must be capable of inducing good 
growth from moderate inocula of the most fastidious 
anaerobes. The growth-promoting capacity of iron- 
peptone was tested as follows. 

Graded, viable-counted inocula of Cl. tetant and Ol. adema- 
tiens were seeded each into iron-peptone water, thioglycollate- 
agar-peptone water and thioglycollate broth; the first two 
‘were incubated in air, the other in the anaerobic jar. The 
minimal inocula giving vigorous growth were : 

Cl. tetani Cl. edematiens 
“** Aerobic ”’ iron-peptone 

water | ie aA se 12 ide 500 

“* Aerobic ”’ thioglycollate- 


agar-peptone water - (not tested) .. 300 
Anaerobic _ thioglycollate 
broth am at about 1 is 5 


Having regard to the notorious difficulty of cultivating 
Cl. cedematiens, vigorous growth'in peptone water from 
4500 organisms must be considered good. In another 
similar test, 100 viable Cl. adematiens readily established 
themselves in iron-peptone water. The ‘‘ aerobic” 
thioglycollate-agar-peptone water was about as sensitive 
as the iron-peptone. water. } 

In addition, small inocula of the following species were 
made directly into iron-peptone water from. stock 
cooked-meat cultures ;: all grew vigorously ; the figures 
indicate the number of strains tested; Cl. welchti, 6; 
septicum, 6; cadematiens, 6; histolyticum, 2; tetani, 6; 
tertium, 6; sporogenes. 9; bifermentans, 6; multi- 
JSermentans type, 5; chauvoei, 2; hastiforme, 6; 4°strains 
of Fusiformis recently isolated from human pathological 
material, kindly supplied by Dr. C. Barwell; and 4 
strains of obligate anaerobic streptococci of the non- 
‘proteolytic type, isolated from human pathological 
material. From actively growing cultures of dextrose- 
‘fermenting clostridia, even a wetted wire carried enough 
viable organisms for establishing growth in dextrose 
‘iron-peptone water. 
iim this medium may be confidently expected from 
‘moderate inocula of anaerobic bacteria. 

Fermentation reactions.—The fermentation reactions 
-of one each of the clostridia listed above, and of all the 
ifusiformis bacilli and anaerobic streptococci, were tested 
‘in iron-peptone water sugars and found correct. They 
‘included acid and gas per apes in dextrose, lactose, 
‘sucrose, salicin, the indole test, reduction of nitrates, and 
:-gelatin liquefaction; the itive results developed 
within two days. It should be noted that the vigour of 


~ which air has been expell 


It appears, therefore, that growth. 


the growth in iron-milk and iron-gelatin may alter the 
characteristic reactions of anaerobic bacteria that are 
to be expected in plain milk and gelatin. These altered 
reactions, and the blackening produced from the iron 
by some species, form part of the basis of a classifj. 
cation of the clostridia described by Spray (1936). 


CONCLUSIONS 


Strips of sheet iron (which is a heat-resistant, moder- 
sbely peente t of rolled mild steel) have a remarkable 
stimulating effect on the growth-promoting properties 
of simple solutions of peptone for anaerobic bacteria, 
The mode of action of the iron is probably complex. 

_ The maintenance of a stock of dry strips of sheet iron 
is a simple matter, and broths or peptone waters from 

ed es 4 heating are converted by 
the strips into excellent ‘‘ aerobic ’’ media for biochemical 
tests of anaerobic bacilli, both sporing and non-sporing, 
and of anaerobic streptococci. 
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SULPHAPYRIDINE ANURIA 


A. L. KERR, MB LPooLt, FRCS * 
MAJOR RAMO 


An African, aged 30, was admitted to a general hospital 
on Dec. 1, 1942. He had been disembarked from a 
troopship with the diagnosis of right lobar pneumonia. 
The temperature had been 103° F. on Nov. 30 and 5 
— of sulphapyridine had been administered over 

4 hours. 

On admission his condition was satisfactory. Symptoms 
and signs were slight, consisting of cough with some sputum 
and pain in the right side -of chest. Four days later, on 
Dec. 5, a temperature of 103° F. was recorded, the pain in 
the right side became worse and signs of pneumonia were 
noted in the right lower lobe. Sulphapyridine therapy was 
recommenced. He was given 2 g. at once and 1 g. four. 
hourly until 16 g. had been taken, making 21 g. in all. 

On Dec. 7 he complained of colicky pain on both sides of 
the lower abdomen. This pain increased and urine output 
decreased rapidly. At midnight catheterisation of the bladder 
yielded nothing but two drops of blood. At 1 am next day 
intravenous 5% glucose saline was started and a total of 
‘1080 c.cm. had been given by noon when 4-28% sodium 
sulphate was substituted. No urine was passed. 

t 5 pm the right ureter was catheterised, with immediate 
flow of clear urine from the ureteric catheter. Catheterisation 
of the ureters was difficult, as has been noted by othen 
(Bailey 1942), and failed on the left side. A local anzsthetic 
was used, aided later by a general anzsthetic. The urine 
contained erythrocytes, leucocytes, epithelial cells and 
scanty granular casts; no crystals were seen, The bladder 
showed acute cystitis with submucous hemorr especially 
round the ureteric orifices which were deformed by. swelling. 
There were whitish crystals in abundance in the bladder and 
these adhered to the tip of the catheter as it was manwuvred 
into the ureter. 50 oz. of urine was collected from the cathetei 
in the next 12 hours, and after 24 hours the total had risen to 
89 oz. The patient was much better. 

A further cystoscopy was ‘ormed under spinal anzs- 
thetic on Dec. 10, with the object of catheterising the left 
ureter, but it was found that both ureters were excreting we 
and that the condition of the bladder was improving. he 
catheter was removed from the right ureter. The ureterit 
orifices, especially on the left side, were still somew 
deformed by cedema. Subsequent progress was satisfactory 

Sulphapyridine, sulphathiazole and sulphadiazine « 
more prone to cause anuria than sulphanilamide. Th 
sequence of events in these cases is as follows : Sulphon 
amide therapy;. low fluid intake; precipitation 
acetylated sulphonamide in the renal tract (especially 4 
the lower end of the ureters) leading to oliguria an( 
finally blockage of the ureters. There is an associate 
acute hemorrhagic inflammation of the kidney, rens 
pelvis, ureter and bladder, especially affecting the lov 
ureter and bladder. The findings in a fatal case 

well described by Carson and Smith (1942). 


* An obituary notice of Major Kerr appeared in last week’s issue. 
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The complicatjon is rare, preventable and curable. 
There have been few reports, considering the immense 
world-wide use of sulphonamides: Laird (1941) quotes 
nearly 800 cases of gonorrhcea treated with sul 
dine with only 5 cases of hematuria and 1 o 
But this rarity does not make the condition unimportant ; 
deaths from anuria, like deaths from anaesthetics, are 
unusual but none the less tragedies when they occur. 

There are three effective methods of prevention. 

(a) During therapy the fluid intake must amount to not 
less than 3000 c.cm. every 24 hours. ~ 

(6) The urine should be rendered alkaline, because the 
as derivative of sulphonamides form more readily in an 
aci um, ; 

(c) The use of sulphonamides should be restricted to 
suitable cases, and they should be administered in adequate 
doses and continuously. The practice of giving a few tablets 
on chance is inexcusable, for it nfay render renewal of sulphon- 
amide therapy dangerous and useless. 


A close watch should be kept for hematuria and 
anuria. If anuria develops it can be cured by prompt 
ureteric catheterisation. Laird (1941) suggests that 
catheterisation should be performed after 12 hours’ 
anuria. In the present case no urine had been passed 
for 20 hours. 


The amount of sulphonamide that may cause anuria 
may be as low as 5 g. if the fluid intake is inadequate 
(Laird 1941). It is perhaps noteworthy that this case 
and the one reported by Benson and Percival: (1942) 
were received from ships. The supply of drinking-water 
in ships does not always permit of a ration of 4—5 pints 
per day for each sick person. 


REFERENCES 
Bailey, H. (1942) Medical Annual, Bristol, p. 28. 
Benson, R. CO. 8. and Percival, R. ©.-(1942) Lancet, ii, 360. 
Carson, J. and Smith, G. 8, (1942) Ibid, p. 359. 
Laird, S. M. (1941) Ibid, ti, 272. 





ANURIA FROM TUBULAR AND URETERIC 
OBSTRUCTION 


FOLLOWING SULPHAPYRIDINE THERAPY 


WALTER THOMPSON, MB LEEDS, FRCS 
SURGEON EMS 


THIs case is reported under the above title in order to 

emphasise the réle of obstruction in rom af rma 

i inical picture 

seen after transfusion of gary em matched blood or 
after sudden decompression of the bladder. . 


CASE-RECORD 
A soldier, aged 20, previously healthy, was admitted to a 
northern EMS hospital with lobar pneumonia. On Nov. 25, 
1942, a course of sulplfapyridine 1-0 4-hourly by 
mouth was begun. On the 26th he had kache, and on the 
27th he passed 16 oz. of blood-stained urine in 24 hours. 


Sulphapyridine was stop after a total of 10-0 g. had been 
taken and fluids were with potassium citrate 30 grains 
4-hourly. The urine showed tals of acetylated-sulpha- 


erys 
pyridine with a total content of 170 mg. of the drug per 100 
c.cm. No casts were seen. On the 29th oliguria continued, 
hematuria became more profuse, and the patient had to be 
given morphia and atropine for repeated attacks of right- 
sided renal colic. Only 9 oz. of urme was passed next day 


and it was very bloody. By Dec. 1 complete anuria had 


supervened. He had been vomiting since taking the sulpha- 
pyridine. 
The temperature was then 99° F., the pulse-rate 92, the 


respiration-rate 22, and the blood-pressure 160/100. The 
patient was flushed, drowsy and sweating, with a furred 
tongue and uremic breath. There was tenderness over both 
loins, some abdominal distension, but no signs of cedema. 
Radiography of the renal tract showed no opaque calculi. 
Blood-urea was 75 mg. per 100 c.cm. 

On cystoscopy no urine was found in the bladder, and the 
mucosa was normal. Scattered over the trigone were white 

ighly refractile stellate crystals. Both ureteric orifices were 
tous, not contracting and blocked by brown spi 

masses projecting for about 3 mm. from the end of eac 
ureter. After repeated washings of the bladder, these pro- 
jecting masses were cleared and a ureteric catheter was passed 
up the left ureter, which clinically had become obstructed 
last. Some difficulty was experienced in passing the catheter 
for the first 7 om., and on reaching the pelvis of the kidney, 
dirty brown urine spurted from the catheter in a continuous 
stream. The kidney immediately began to secrete and the 
urine was collected every 2 hours. The biochemical findings 
are shown in the table. 

An intravenous glucose saline drip was started and sodium 
bicarbonate gr. 30, was given hourly by mouth as the urine 
was still acid. .The patient improved steadily except for a 


TABLE OF URINARY, FINDING WITH CORRESPONDING BLOOD-PRESSURE AND BLOOD-UREA 














Date and | Vol 8 ab! | Urea | geome? 
an olume pe | | urea (mg. 
Dec. 1 | a pia he fe 
4 PM eaets ee 4 v3 befor 2x | 160/100 | 75 - 
6 te ie 4 | i. sees me Yaa | rey | an Few rbc and wbc; acid hematin. 
10to12Pm| 6-0 125 1007 | Ditto | 08 .. | Few rbe and whe ; some epithelial cells. 
Dee. 2 } . ee 
12 to 24m 60 | 140 1008 Ditto 0-9 | Fewrbcand wbec; anumber of hyaline casts. 
2to 44M 60 690 1008 | — Ditto | 12 Few rbc; many hyaline caste. 
4to 6 aM 6-0 100 1010 | } 1:3 Fewer rbc; still many hyaline caste. 
6 to 8 AM 6-0 110 1010 | Ditto | 1-6 } on | ore rbc ; few hyaline casts. 
8 to 10 am 6-0 70 1010 | Heavy cloud | 1:8 | 3% Many rbc; few wbc; no casts. 
10 to 12 amt 6-0 3 1010 | Light cloud | 1-75 ee ee at Few rbe; occasional hyaline casts. 
2 to 6 PM 65 | 150 1010 Ditto 1:85 180/120 | 65 Few rbc; few blood and hyaline casts. 
6to10Pm | 7-0 140 1010 Trace 1-9 “| se Ditto 
Dee. 3 } | 
Veda) #3) 8 | WR} Bee | | | Bit 
4 PM 3 Fy R “ps Bee | 180/120 | 28 ci 
Per urethram 
he 0 950 1010 |. coua} 09 | | | Some rbc; many pus and epithelial cells; 
Bi: = if gaat Ben Bs | | |  plood pigment casts. : 
Per + ioe 1 } | 
2 A 6-0 200 1010 Ditto iz | |. Rbe and whe ; no casts. 
6 AM 55 150 1012 Ditto 2-1 | rede} Many rbe ond. whe : * scanty hyaline and 
‘ fe iS a ae | 160/120 | 20 | ss 
ye at See ee ee as eh | 150/100 bs oi 
x= 2 9-0 as eg None 110/65 | No casts; triple phosphate crystals. 











Sugar : negative result. Rbc = red blood corpuscles. Whbc = white blood corpuscles. 
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rise in blood-pressure to 180/120 on the following day (Dec. 2) 
with some visual symptoms. By the 14th his blood-pressure 
was down to 115/65, and the urine was completely normal. 
The ureteric catheter was removed after 48 hours and cysto- 
scopy showed both kidneys secreting well. ~~ 


DISCUSSION 
Although much has now been written on this subject, 
there is still some doubt about the pathology and treat- 
ment. In the above case the final cause of anuria was 
undoubtedly a mechanical block in the lower portion of 
the ureters. This is shown by: * 

1. The cystoscopic findings, especially urine spurting under 
pressure from the ureteric catheter on the latter reaching jhe 
pelvis of the kidney. 

2. The immediate secretion of urine by the left kidney 
with absence of secretion from the right kidney until at least 
24 hours later. 

It is interesting to note how the kidneys responded, 
the right following the left after an interval, first by 
secreting a dilute urine and later concentrating normally. 
The fact that, as the concentration increased, the volume 
did not much decrease, suggests a gradual opening up 
of tubular units. Although the urine in the first speci- 

~merts~closely corresponded to plasma, the absence of 

“glucose from it showed that the tubular epithelium was 
still active. The gradual opening up of tubular units 
would mean a slower passage of filtrate through the 
tubules with resultant increase in concentration, which 
fits in with the findings shown in the table. Examination 
of the deposits also suggests glomerular damage secondary 
to mechanical obstruction, rather than an acute toxic 
tubular nephritis. The rise in blood-pressure after the 
left kidney had n to clear the blood of metabolites 
may be explain by the right kidney remaining 
obstructed. The blood-pressure started to fall when 
both kidneys began to secrete, and it remained high 
when the urine was normal. s 

The sequence of improvement was as follows: 

1, Filtration by the glomeruli 

2. Absorption by the tubules, with gradual clearance of 
blocked tubules. 

3. Disappearance of red cells and casts from the urine. 

4. Disappearance of albumin from the urine. 

5. Return to normal blood-pressure. 

No calculi were recovered, but the obstructing agent 
was presumed to be a conglomerate mass of blood-clot, 
acid hematin and sulphapyridine acetylate. It has been 
shown (Antopol et al. 1941) that acetylated sulphon- 
amides precipitated in the collecting tubules can cause 
degeneration and hemorrhage in the kidney. The 
history of the above case agrees with the view that the 
primary change is precipitation of the insoluble acetylate 
in the renal tubules. is is likely to oecur in febrile 
states with inadequate fluid intake and vomiting. 
Renal congestion and hematuria follow, and a vicious 
circle is set up. . Owing to the acidity of the urine usual 
in these cases, acid hematin is also precipitated in the 
tubules, leading to-further tubular block, oliguria and 
hematuria. Hyaline casts will also help to block the 
tubules. Finally, blood, acid hematin and crystals of 
sulphapyridine acetylate block the ureters and cause 
complete anuria. : 

It is necegsary to look out for the early clinical picture, 
with true renal pain deep in the loins and microscopic 
hematuria. This complication is quite common, usually 
within 48 hours of first giving the sulphapyridine. 
From the time the condition is recognised, no more 
sulphapyridine should be given by mouth; if the — 
must be given at all the soluble salt can be injec 
by intravenous drip. In the case recorded sodium bicar- 
bonate was administered as a means of quickly making 
the urine alkaline so as to prevent precipitation of acid 
hematin in the tubules, and also use sulphapyridine 
acetylate is more soluble in an alkaline than in an acid 
medium. On reflection, it would have been much better 
to have given 5% glucose instead of normal glucose- 
saline, for this Would have given the damaged kidneys 
about 60 g. less salt to deal with, corresponding to 12 
pints of intravenous fluid in 48 hours. 


5 SUMMARY 
A case is described in which a young man with pneu- 
monia developed anuria after taking 10 grammes of 


pet on be beep His condition is attributed to mechan- 
ical blockage of the renal tubules and ureters by crystals 
of the acetyl salt of sulphapyridine precipitated in a 
relatively scanty acid urine. 

The treatment recommended for such cases is catheter- 
isation of the ureters, with administration of 5% glucose 
intravenously and, sodium bicarbonate by mouth. 


I would like to thank Dr. D. H. Collins, medical superin- 
tendent, for permission to publish this case and for his general 
help; Dr. K. Hardy, RMO, for facilities for investigation ; 
and Mr. W. H. B. Vincent for his laboratory work. 
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SULPHAPYRIDINE ANURIA 
AND ITS TREATMENT 


W. A. FLYNN, MRCS 
MAJOR RAMC 


THE value of massage of the renal tract in cases of 
anuria following the use of sulphapyridine was demon-: 
strated for the first time, so far as I know, by Major 
Laird at the beginning of last year. The patient had 
been treated with M&B 693, one gramme four-hourly 
day and night, commencing with an initial dose of 3 ¢g. 
He showed some signs of intolerance, including malaise, 
nausea and vomiting. On the second day hematuria 
was followed immediately by danuria. The drug was 
stop and he was pressed to drink as much water as 
possible. In view of the vomiting, saline was adminis- 
tered by intravenous drip, and c.cm. was given 
in some six hours. Soon after the infusion was started, 
renal colic set in and within an hour it became bilateral. 
The bleod-pressure and blood-urea rose and it was 
decided to perform intra-ureteric catheterisation under 
general anesthesia. In spite of prolonged attempts the 
surgeon was unable to ihtroduce a catheter into either 
ureters, owing to obstruction by the crystals. At this 
point Major. Laird ed over the kidneys and 
ureters and a flow of sludge-like urine was at once seen 
by the surgeon. y 

Before a satisfactory technique had been evolved, the 
treat t of such cases presented ‘a grave and anxious 
problem. Every effort was made to avoid anuria—by 
inspecting urine, by watching water intake and by 
keeping patients showing signs of intolerance under 
close observation. Yet, as was inevitable with the large 
numbers treated, hematuria and anuria still occurred 
from time to time. With rigid control the incidence at 
or pares has been very much reduced, and in the last 
1 patients treated for gonofrhcea with sulphapyridine 
24 g. in five days, there have been only 2 instances—one 
a simple hematuria, the other going on to anuria. The 
latter patient had concealed his hematuria and had 
taken 1-0 g. of the drug after secretion of urine stopped. 
He complained of pain in the lumbar region, but there 
was no renal colic and vomiting was not severe. Both 
cases responded, within an hour, to treatment on the 
lines to be described. It was not necessary to give 
intravenous saline in either of them. 


TREATMENT 


In simple hematuria it will usually be sufficient to 
stop the drug and make the patient drink plenty of 
water. If hematuria is followed by anuria, the same 
treatment may suffice, provided enough water can be 
retained by mouth. The seriousness of the case largely 
depends on the severity of the inggees g because of the 
consequent concentration of urine, and the early onset 
of renal colic is an unfavourable sign. Rarely anuria 
sets in without a preliminary hematuria. 

If no urine has been passed in the first half-hour after 
the diagnosis has been established and enough water has 
been retained, it may be unnecessary to give a saline 


: 
. ‘ 
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infusion. With the patient in the knee-elbow position, 
the ureteric openings into the bladder (three-quarters of 
an inch to 1} inches above and to the outer side of the 
prostate) are massaged per rectum. The ureters enter 
the bladder at a point one-third of the way up the 
seminal vesicle on the outer side, and crystals are 
commonly formed at this site. Massage over the 
kidneys and ureters is then performed, from. above 
downwards, with the’ patient lying on his back; two 
or three minutes per side is usually -sufficient. The 
pelvic portion of the ureter is inaccessible except where 
the ureter enters the bladder. : 

Should renal colic commence and vomiting become 
severe, intravenous saline will usually be required ; 
but, once this has been started, massage of the ureteric 
openings becomes more difficult and it is therefore wise 
to make another attempt per rectum, in the knee-elbow 
position, before the infusion begins. If no urine is 
passed, intravenous-drip saline is given and after 
100 c.cm. has been injected, another rectal and abdominal 
massage is performed. With an infusion in progress, 
the ureteric openings into the-bladder must he massaged 
in the left or right lateral position, according to which 
arm is being infused. Success Fapende largely on the 
correct position of the patient. is head should be as 
near the arm as possible, the lower knee should be 
brought nearly up to the arm, the upper knee higher still, 
and, most important of all, one or two pillows should 
be placed below the buttocks. The patient should 
rotate the spine to the left if he is in the left lateral 


position and to the right if he is in the right lateral - 


position. If these instructions are carried out the 
operator will find that usually he can reach well above 
the prostate, though not so easily as with the knee-elbow 
position. The upper renal tract can readily be massaged 
whilst the infusion is in progress, with the patient lying 
on his back. 

When the fluid in the body is augmented, either by 
mouth or by intravenous infusion, the whole of the renal 
tract, which is elastic, becomes dilated. The massage 
displaces the obstructing tals and allows them to be 
dissolved or washed away by the urine when the flow 
is re-established. Pressure on the pelvis of the kidney 
has the same effect as pressure on the bulb of a Higginson 
syringe. Local heat may be helpful in relieving the 
pain, which may become severe, and possibly in dissolv- 
ing the crystals. Thereis no reason to withhold morphia. 
If this treatment should fail it would be unwise to wait 
longer than twelve hours before performing intra- 
ureteric catheterisation. (In one instance the bladder 


was washed out and filled with normal saline, and the 


ureteric openings were then mag on a full bladder. 
If massage on an onary bladder fails, this method might 
be worth trying.) en intra-ureteric catheterisation is 
found cana Scag the operator finds that he can 
introduce a cath on one side only, he may comfort 
himself with the anaes. that in certain reported 

, cases the un-catheterised kidney has resumed its function 
after a short interval.1. The general condition of the 
patient improves as soon _as urine flows again, and the 
pein subsides, although it may not disappear for about 
8 hours. 

The small number of cases of anuria treated does not 
permit conclusions as to the proportion in which a good 
result might have been achieved without recourse to more 
heroic measures. It seems, however, significant that 8 
cases in sequence have nded to » sometimes 
aided by saline infusion, without intra-ureteric catheterisa- 
tion. All the patients were suffering from gonorrhea, 
and although the course of treatment had to be cut short 
—the second day was the commonest time for the 
development of anuria—most of them did well and did 
not require further treatment. The liability to anuria 
with sulphathiazole less; althongh 
the drug is more rapidly excreted, it does not cause 
so much vomiting. ; 

SUMMARY 

In 8 cases of anuria following the use of sulphapyridine 
the flow of urine was re-established by over the 
kidneys and ureters externally, and the lower end of the 
ureters per rectum, sopementen, where b 
intravenous infusion of normal saline solution. 


1. Laird, S. M. Lancet, 1941, ii, 272. 





PNEUMOCOCCAL MENINGITIS 
RECOVERY WITH SULPHAMETHAZINE 


R. PAKENHAM-WALSH, DM OxFD, DPM 
SECOND ASSISTANT MEDICAL OFFICER AT THE COUNTY MENTAL 
HOSPITAL, LANCASTER 
SULPHAMETHAZINE has been used with success in the 
treatment of pneumonia and meningococcal meningitis 
(Macartney et al. 1942, Jennings and Patterson 1942). It 
therefore seemed justifiable to try it in a case of ppneumo- 


‘coccal meningitis, especially as sulphapyridine has 
- often failed to cure this condition an 


treatment may 
be hampered by vomiting (Cooke 1941). With sulpha- 
methazine, moreover, high blood concentrations are 
maintained with less frequent doses than are required for 
sulphapyridine, the concentration in the cerebrospinal 
rr age 50-80% that of the blood (Macartney et al. 

In the previous reports on sulphamethazine, already 
quoese: there is no record of cyanosis, and in the case 

escribed here, it did not appear until the sixth da: 
of treatment. The absence of renal injury was signifi- 
caht because such injury was a feature of the first two 
adult cases of pneumococcal meningitis successfully 
treated with sulphathiazole (Ruegsegger and Hamburger 
1941, Myers et al. 1941). 

Although Cooke (1941), from his analysis of 94,cases 
of pneumococcal meningitis treated with sulphon- 
amides, concluded that the older age-groups have a bad 
prognosis, this patient recovered at 68. In a compre- 
hensive review of pneumococcal meningitis, Ruegsegger 
aL traced only three cases of recovery after the age 
° : 

A female paraphrenic, aged 68, who had been undergoing 
treatment for constipation in the hospital ward since Jan. 11, 

1943, was noticed to be unusually drowsy on the evening of 
Jan. 15, and there was herpes on the upper lip. Her 
, temperature on that day had been up to 102-4° F., but after 
an enema it dropped to 99-2° F. (A similar fall of temperature 
had occurred after an enema on Jan. 12.) 

On the 16th lumbar puncture was performed which resulted 
in a rapid flow of turbid fluid. As by this time slight neck 
rigidity, mild photophobia, and a doubtful Kernig sign had 


CSF REPORTS 





| Protein Pneumococei 
i oe 38: 


Sugar 
| mg. per 100 c.cm., Smear 


Culture 








| scanty 

| scanty 
neg. 
neg. 
neg. 
neg. 
neg. 
neg. 


Jan, scanty 
” | 350 | neg. 
»9 | neg. 

Feb. neg. 

March 


neg. 
neg. 
3 18 
April 19 | 


neg. 
neg. 
Wassermann reaction negative. Chlorides normal. 


developed, a provisional diagnosis of a coccal meningitis was 
made and treatment with sulphamethazine was started 
immediately, 2-0 grammes being given at 11 am, and again 
at lpm, 5PM, and 11 Pm. During that day the temperature 
remained at about 99°F. The subsequent report on the 
cerebrospinal fluid showed that the infecting organism was a 
pneumococcus. On Jan. 17 she was given 2-0 g. at 5 am 
and 1-0 g. at 11 am, then 1-0 g. was given six-hourly till 
5 am on Jan. 22, when 30 g. had been taken altogether. 
There was no obvious change on the second day of treatment 
except that the temperature rose to 102-4° F. and was not 
lowered by an enema. On the third day the temperature, 
which had remained at about 101° F. during the morning, 
rapidly fell to normal. While this drop was taking place the 
patient stated that she was hungry and wanted something to 
eat, and from.then onwards she became progressively brighter, 
Neck-rigidity and Kernig’s sign, however, were still present 
and she complained of headache and pain across the shoulders. 
The temperature showed a peak of 99-6° F. on the fifth day 
(Jan. 20) but did not rise again above 99° F. On the sixth day 
cyanosis developed, but this subsided next day when 
treatment was stopped. By Jan. 25 the clinical signs had 
disappeared, but the symptoms persisted for a few days 
longer. On March 2 she was able to walk unaided round the 
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airing court and her further was uneventful. In 
view of a persistent high cel -eount in the ‘CSF, however, 
she was given a further course of consisting 
of 1-5 g. t.d.s. for a. week, , eacianeing Sak 10, but in spite 
of this the pleocytosis persis see 

The es which had shown a ee of albumin and a few 
granular casts on Jan. 15, was normal on the 26th. Examina- 
tion of the blood on the 30th showed no evidence of 
agranulocytosis. 

No primary focus in the patient could be traced, but 
pneumococcal sore throats were prevalent among the 
nursing staff at the time. 

My thanks are due to Dr. J. D. Silverston for permission to 

bitch this case and to Imperial Chemical espero 
td. for supplying the drug. 
or 
Cooke, W. T. (1941) apes. i. & 


Jennings, P. A. and Patte Se Orr. (1942 ii, 308. 
Macartney, 1 W., Luxton, R. W ith d 4, i Ramsay, W. A. 


Soidinan,’3 942 Teia.' i, 
Myers, % = hte 8 Tia 68 gees: Mich. med. Soc. 


46, 280 
Ruegsegger, J. M. (1942) Ann. intern. Med. 17, 693. 
: . (1941) New Engl. J. Med. 224, 686. 





— and Hamburger, 


Reviews of Books 


The Practice of Refraction 


(4th ed.) Sir Srewart Douxz-Exper, MD St. And., 
FRCS. (Churchill. Pp. 328. 15s.) 


THE new edition of this book, which does not ‘differ 
greatly from its predecessors, contains a clear and not 
too lengthy description of the eye as an optical instru- 
ment, the methods of testing for errors of refraction, 
and the indications for their correction. Many ophthal- 
mologists will be grateful for the chapter on spectacle 
frames and lenses—subjects sometimes omitted as being 
the province of the optician, though vital to the oculist ; 
he will certainly be called upon. to criticise the fitting of” 
these frames, and must know how the job should be 
done before he can advise. The chapter on eyestrain is 
perhaps somewhat overdrawn. It is especially necessary 
ped ig rgm to keep this subject in its correct perspective 
to avoid burdening the public with unnecessary 
glasses in an attempt to relieve symptoms which are 
ue to fatigue. .The best pair of eyes may be 
tired at the end of a day’s close work, when the catch 
phrase “ eyestrain” springs to mind, but the same 
person would not be surprised to have tired legs at the 
end of a walk and begin to talk of “leg strain.”” The 
book ends with some useful appendices on eyesight 
grading and visual standards, visual requirements for 
poe. spesvioess and some optical tables taken from 
ercival. 


Shock 


Its Dynamics, Oceurrence and Management. Vireo H. 
Moon, MD, + rofessor of pathology, Jefferson Medical 
College, Philadelphia. (Kimpton. Pp. 324. 21s.) 


Tuts is not a renamed second edition of Shock and 
Related Capillary Phenomena, though it contains much 
of the same material in condensed form. The book is 
divided into two parts: the vascular d ics of shock ; 
and the prevention, recognition and management of 
shock. In the first part, — oo oa ore ' — _ 
— recent papers in support o: argumen 

ary change in shock is a generalised capillary damage 
ue mot0 ro the action of some toxic substance or substances. 
He is above all a unionist. He sees the same mechanism 
’ at work in the “ shock’”’ (if one may use this word) 
sometimes accompanying such diverse conditions as 
burns, heat-stroke, eclampsia, icterus gravis, severe 
infections, and arsenical poisoning. The main 
which lead him to this conclusion are hemoconcentration 
during life, and, after death, those pathological features 
so well known under the name ‘‘ Moon’s wet cee g 
the constant presence of which is not admitted by all 
workers. His arguments do not bring final conviction. | 
Moon is an experienced worker, and -his experimental 
results are undoubtedly true; the-weakness of his posi- 
tion, as we see it, is to apply them too widely. In the 
second ‘part he is on less secure ground, as 4 pathologist 





‘7. 





adventuring into the clinician’s realm. This part 
contains little new, and his reports of the a - 
workers who have treated many shocked casualties 

this war do not refer to the newer British sodleny 
Academically, the book is useful because it sets forth, 
in some detail, one school of thought ; but it has little 
fresh information. for the doctor who wants to improve 
his treatment of shock. 


Venereal Disease in Britain 

Sypyey M. Lamp, BSc, MD Glasg., FRFPS, DPH. 

(Penguin Books. Pp. 80. . 9d.) 

Tue first, five chapters of this little book—well and 
poe written for the ‘ntelligent layman—carefully 

the facts and figures of venereal disease in this 

ooenaey, while the later ones consist of a plea for com _ 
sory notification and treatment along the lines pract 
in Scandinavian countries. Major is careful to 
emphasise the need for public enlightenment as a pre- 
liminary to comprehensive legislation and believes that 
‘the people of Britain could be made venereal-disease- 
conscious im six ar end the intensive use of the public 
press, radio and filnis, if the Government made up its 
mind to pursue such a ‘poliey.” There can now be little 
doubt that such in fact is the intention of the Govern- 
ment, and the appearance of this new Penguin on the 
bookstalls indicates that publishers have sensed a coming 
change in public opinion. 

Ignorance and prejudice are the two great enemies of 
progress and though intensive education may do wonders 


against the former, the latter will yield only after a long 


hard war. Until this ha’ aye the legislator will have 
to walk warily. England differs in many ways from 
Sweden, and measures nh fail in Live: l- which are 


successful in Stockholm. e book is ideal for discussion 


groups, and the more it is read and talked about the 
tter. 


Year Book of Urology, 1942 

Oswatp 8. Lowstxy, MD, FACS, director of the James 

Buchanan Brady Foun dation, New York Hospital. (Chicago : 

Year Book Publishers; London: H. K. Lewis. Pp. 456. 

198.) 

Tuts yearbook maintains its customary high standard. 
It differs from its predecessors in that most of the uro- 
logical. advances ove to be credited to American 
urologists, as must necessarily be the case when work in 
Buropean clinics is severely restricted. An unfamiliar 
feature is the list of test pr sin on the Pape Ps on. 
one of which for example demands 
roentgen si may be considered APD rhino Mimgpe of 
ureterocele For the answer see page 20.” On sub- 
jecting himself to this unexpected form of examination 
the reader is apt to find his Selidine deficient, but on 
turning to the Sppecerene. pages will np puis Fee ‘the 
answers, given cp and with a minimum of padding: 

It is a good way of keeping urological knowledge up to 
date, reminiscent of the clinical rags of student days. 


Tropical Nursing 


(2nd ed.) A. L. Greece, MD Dubl, 
(Cassell, pp. 185. . 6s.) 


A NuRSE in the tropics deals with a large number of 
conditions not commonly seen d her normal 
training, and she may be called upon to work in remote 
areas where a highly organised medical service is not 
available, and to undertake many procedures that at 
home would be carried out by junior medical officers. 
In peace-time special courses were available for nurses 
proposing to go to the tropics; but it is probable that 
many now in the military services have had to be sent 
abroad without such extra training. This little hand- 
book should therefore have a wide appeal among _ 
nursing profession; it gives a good account, from the 
standpoint of practical nursing, of the commoner and 
more important tropical diseases, and describes the 
technique of the rs tone diagnostic and therapeutic 
hate that the nurse in the tropics ay hogan to 
out. There is also a chapter on 

in e tropics which will be useful to the wal obeet t to 
take -up her first ap o Ig 4 Fos gers t is of con- 
venient size, well p & from paikien errors and 
well worth its modest mee” 


DTM & H. 
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DRIED 


@ For bottle-fed babies Oster- 
milk remains to this day the infant 
food of choice. Prepared from the 
bést milk by a special roller-dry- 
ing process, Qstermilk is readily 
digestible giving alight flocculent 
curd in the stomach. Ostermilk is 
virtually sterile and therefore safe. 
Simple dilution with water accord- 
ing to instructions enables any 
mother-to prepare a feed. 
Ostermilk is nourishing because 
‘it contains protein, fat and milk 


MILK 


moni 


sugar. But more, Ostermilk is pro- 
tective because it contains added 
vitamin D and iron in stated 
amounts. ‘ 

Two varieties of Ostermilk are 
available. Ostermilk No. 1 is modi- 
fied by the addition of lactose to 
approximate to the composition of 
breast milk, and is suited to the 
need of the youngest babies up to 
the age of 3-4 months. Ostermilk 
No. 2 is a full cream infant food for 
older babies. 


INFANT FEEDING 


. 





OSTERMIL Ka 
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GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. 
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BYRon 3434 


A Natural Stimulant 
of Proven Efficacy 


In cases of convalescence and where a mild 
tonic and stimulant is desirable, you may 
safely prescribe Tintara. An Australian 
Burgundy, produced from grapes: grown 
on ierruginous soil, Tintara is a well- 
balanced wine of minimum acidity. It 
contains no added alcohol or sugar and 
is entirely free from drugs. This palatable 
tonic from Empire sources has proved its 
value time and time again. 





irgoyne' 
"”. TINTARA 


PURE TONIC BURGUNDY. 


“In flagons and half flagons. A flagon is equal in content 
to a bottle and a‘half. Also in ‘bottles and half bottles. 


P. B. BURGOYNE & CO. LTD. 
DOWGATE HILL, LONDON, E.C.4 


Telephone : CITy 1616 
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-To meet the demand for this ideal 
general purpose barbiturate in 
sedative deses for the treatment 
of such conditions as restless- 
ness, anxiety states, disorders of 
cardiac rhythm 


HALF STRENGTH DIAL TABLETS 
Acopy of the Ciba Handbook 


No. 3, Ciba Hypnotics and have been introduced contain- 
Analgesics, containing full ing 0.05 g. (gr). tinted pink 


cology and clinical sees ot (0, istinguish them from the 


Dial will be sent on request to original tablets 


members of the Medical Pro- 
fession. Samples for Clinical Dosage: 1-2 tablets one.to three times daily. 


trial are also available. oa Tubes of 12 and bottles of 100 


The original FULL STRENGTH DIAL 
TASLETS are still available for 
full hypnotic doses. 





DIAL 1S A BRITISH PRODUCT 


Li HORSHAM, SUSSEX. 


Telegrams Crmacans. HorsHam 
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SULPHONAMIDES AND THE RENAL TRACT 

H2MatTvRI4 and anuria have come to be recognised 
as serious complications of sulphonamide therapy and 
have been reported with increasing frequency follow- 
ing the use of sylphapyridine, sulphathiazole and 
sulphadiazine. The condition was well described in 
these calumns by Larrp ! in 1941, and its prevention 
and treatment formed the subject of a later annota- 
tion The clinical events comprise three stages. In 
the first stage, hematuria is microscopic only and 
there is sometimes pain ; in the second, the hematuria 
is gross and is usually accompanied by pain, but clears 
up rapidly on withdrawing the drug and giving ample 
fluids ; in the third, despite such remedial measures, 
there is impairment of renal function which may lead 
to nitrogen retention, anuria and death. The pain 
is usually severe and situated in the suprapubi¢ and 
lumbar regions. In the first and second stages treat- 
ment is straightforward, for withdrawal of the drug 
and the pushing of fluids will bring rapid improvement. 
Where it is impossible to administer abundant fluids 
by mouth because of vomiting or unconsciousness, 
4-28% sodium sulphate with 5% glucose in normal 
saline should be given by intravenous drip. In the 
third stage, with anuria, early ureteric catheterisation 
will save life. 

Hematuria due to chemotherapy should be diag- 


nosed in the earlier stages in which the simple measures 


are uniformly successful. It results from the deposi- 
tion of crystals of the acetylated compounds in the 
renal tract, which oceurs only in relatively concen- 
trated urines (specific gravity above 1014).* Macro- 
scopic hematuria is thus most likely to develop in 
patients in whom the daily urinary output is allowed 
to fall below 1500 c.cm. Special vigilance is required, 
in this respect, in patients suffering from shock and 
in those being treated in a hot climate where the 
tendency to dehydration may be strong. Elsewhere 
in this issue Kerr reports sulphapyridine anuria in a 
patient who was treated initially on board ship where 
the ration of drinking water normally falls far short of 
that required to prevent hematuria. Alkalisation of 
the urine is not a complete safeguard against crystalli- 
sation of the drug in the urinary tract and many cases 
have now been reported in which hematuria developed 
in patients receiving alkalis and excreting an alkaline 
urine. To prevent anuria by ensuring secretion of 
1500 ¢.cm. of urine daily it is important that. all 
patients taking full doses of sulphonamides should 
have an intake of at least 5 pints of fluid. For its 
treatment the value of early ureteric catheterisation 
and lavage cannot be too often emphasised. Anuria 
of twelve hours’ duration is the signal for surgical 
intervention, and cystoscopy with ureteric catheterisa- 
tion and lavage of the renal pelves is usually the 
operation of choice. In infants or in other patients 
for whom this proves technically impracticable,*uni- 
lateral nephrostomy has been successful When 
1. Laird, S. M. Lancet, 1941, ii, 272. 2. Ibid, 1941, ii, 646. 
a Science 


3. Lehr, E. and Antopol, W. 1941, 94, 282. — 
1. De Lacy, G., Cohen, R. H. L. and Spencer, J. Lancet, 1943, i, 74, 





anuria is present fluids must not be pressed without 
relieving the obstruction in the ureters, for they are 
liable to cause hydronephrosis and flooding of the 
peripheral circulation.® 

On p. 648 Fiynn describes successful treatment 
in the early stages of anuria by massage of the kidneys 
and accessible parts of the ureters. _He reports that 
massage per rectum over the ureters in “their course 
through the bladder wall—the commonest site of 
obstruction—followed by external massage over the 
kidneys and upper ends of the ureters is a useful 
addition to the usual regime of fluids, morphia and 
atropine and heat to the loins. In 7 cases of anuria 
treated by this method the flow of urine has 
been re-established without recourse to ureteric 
catheterisation. 


DOCTORS AND THE FUTURE 


Is there any need for this ‘‘ comprehensive medical 
service’? Qn p. 663 a group of Bournemouth 
doctors question the necessity for interfering with 
medical practice as it exists today, and ask for 
evidence of its imperfectiohs. The demand ~ is 
reasonable, but surely it has already been met ? 
Most reformers begin by explaining what they want 
to reform, and more or less concise statements of 
the inadequacy of medical services can be found in 
the Dawson report (1920), in the report of the Royal 
Commission on National: Health Insurance (1926), 
in the report of PEP on The British Health Services 
(1937), in the interim reports of the BMA Medical 
Planning Commission (1942) and of Medical Plan- 
ning Research (1942), and in the Labour Party’s 
National Service for Health which has just appeared. 
In the United States such works as The Cost of 
Medical Care (1932) and American Medicine (1937) 
have analysed the objections to private practice as a 
means of transmitting to every man, woman and child 
the full benefits of medical science. Obviously the 
individual doctor no longer suffices by himself; and 
a large variety of other agencies—from hospitals 
downwards—have been established to supplement 
his work. But the practitioner who has no status 
in hospitals or public, services is not always in a 
position to make the best use of available facilities, 
and his preventive work is hindered if many of his 
patients must think twice about fees before they 
consult him. In a prosperous town like Bourne- 
mouth, with its well-codrdinated services, there may 
indeed seem to be little need for change in the present 
system ; but elsewhere a larger proportion of the 
population is “ medically indigent.” In the poorer 
areas the need to apply medical knowledge more 
effectively seems more urgent. > 

These shortcomings of medicine are not the fault 
of doctors: they arise from altered conditions. But 
the medical calling has altered too. The ancient and 
honourable craft of medicine long ago became a 
profession, but~“‘ the profession has lived on into an 
epoch in which it has had to make its terms with, to 
employ pecuniary devices from, and to respond to 
the incentives of, businegs.”"* Few would deny 
that the business element in medicine has made 
headway, and many besides idealists would like to 
see the profit motive taken out of it. Further, the 


* idea of a comprehensive medical service in which 


”§, Laird, Ibid, 1942, ii, 527. 
6. Hamilton, W. H., Cost of Medical Care, Chicago, 1933. 
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there are’no economic barriers between the patient 
and his efficient treatment must be attractive to all. 
Nevertheless there would be wide opposition to 
reforms in these directions if they involved lay control 
of the detail of medical work, and few would agree 
that the profession—-to save itself from commerce— 
should be reduced to a state or municipal service and 
nothing more. The neat and convenient solution 
proposed by the Labour Party in its National Service 
for Health is unacceptable because it treats the doctor 
purely as a technician and makes no attempt to 
preserve the traditions of a learned profession. 
These traditions are useful because they give every 
entrant to medicine, in greater or less degree, a sense 
of duty toe the past and also to the future: and 
in practice the professional pride of medicine is 
more potent than the feeling of’ privilege and duty 
inspired by municipal employment. The holidays 
and regular hours of the Labour Party scheme are no 


~ substitute for the spirit of the profession. In escaping 
~ eorhMercialism and building a comprehensive medical 


service we must somehow ensure that the doctors of 
the future shall be capable and cultivated men and 
women working at the top of their powers for the 
sake of their work—doing their duty with more in 
mind than obedience to rules. For each of them we 
must preserve the sense of personal responsibility. 
The resolution from a Manchester meeting which 
we print on p. 659 reflects a fear that Labour’s 
simple programme may be realised, and that the 
relations between profession and public may be 
changed overnight. This risk we believe to be 
negligible so long as the profession remains construc- 


tive in its policies. Medical —- as Lord 
or 


Dawson puts it, requires “ collectivism for its fabric 
and individualism for human relationships.” We must 
insist on the latter, but equally we must accept the 
former. We may ask for progress by, instalments— 
for experiment and multiformity. But we cannot, 
at this’ stage, deny the need to codrdinate and. 
complete. It is reassuring to know, from the state- 
ment on p. 667, that discussions with the Govern- 
ment continue. 


TRENCH MOUTH 


In this war we have had no large-scale outbreaks 
of ulcerative gingivostomatitis (Vincent's disease) 
comparable with those in 1914-18, when the syndrome 
was.christened ‘‘trénch mouth ”’ ; but there has never- 
theless been ample evidence ** **" that trench mouth 
is still with us in one-form or another. Qn-another 
page Stunt. and Kent describe their separate 
experiences of it and both lay stress on the value of 
supplementing local hygiene of the gums with 
vitamin C. In direct contrast to their findings, Krne* 
in this country and ScHwaRTZMAN and GROSSMAN ?® 
in the United States obtained no significant improve- 
ment in ulcerative gingivitis when vitamin C was 
given but. found nicotinic acid beneficial. Evaluation 
of these conflicting results is impossible until more is 
known of the many etiological agencies which appear 
to be concerned. A further complication is the 
absence of established standards of a normal gum 
and hence of the earlier deviations from health 
towards disease. In & discussion at the section of 


1. = J. D. Lancet, 1940, ii, 32 ; Brit. dent. J. 1943, 74, 113, 141, 
2. Schwartzman, J. and Grossman, L. Arch. Pediat. 1941, 58, 515. 





odontology of the Royal Society of Medicine on 
April 19 ulcerative gingivostomatitis was defined 
as an acute ulcerative condition of the gums or other 
tissues of the mouth, accompanied by characteristic 
foetor, regional adenitis, hemorrhages, and general 
symptoms of lassitude and malaise.* This would 
include only the later phases of the disease, and takes 
no aecount of the typical pre-ulcerative h 

of the interdental gum papillz or third molar “flaps,” 
which if left untreated is apt to flare up into true 
ulceration or remain as a subacute potential danger. 
Moreover, among 100 unselected cases of ulceration 
of the gums, Kine noted that little or no foetor was 
present in 57 and little or no adenitis in §9 cases. 
The significance of proliferation of fusiform bacilli 
and spirochetes in ulcerative gum lesions is uncertain. 
Contrary to Kent's opinion, there is a mass of 
evidence to suggest that a diagnosis of trench mouth 
based on smear-findings should be accepted with . 
considerable reserve if not completely discounted. 
This evidence includes not only the presence of large 
numbers of fusospirochetal organisms in various 
non-ulcerative gingival lesions, and the almost 
constant failure to induce trench mouth in healthy 
mouths, but also the frequent absence of cellular 
defensive reactions in an established case and the 
fact that in many biopsy sections the organisms are 
found lying in the superficial necrotic debris and not 
in the deeper tissue. These considerations all point 
to the fusospirochetal flora being mere secondary 
invaders of tissues already damaged by other 
means. The crux of the problem would then be 
the manner in which the gingival soil is prepared 
for ulceration. 

Trauma of the gums undoubtedly playsan important 
part in the ulcerative syndrome. The inflammation 
set up by such injury may itself be the result of a 
variety of agencies, both constitutional and local. 
Among the constitutional factors are any conditions 


_ which predispose to gum hyperemia, inflammation 


and hyperplasia, such as mouth-breathing, catarrhal 
infections, fevers and certain vitamin deficiencies. 
Local factors include tartar deposits, food -debris 
about the teeth, cervical and interstitial caries and 
fillings, incomplete eruption or malposition of the 
teeth, loosening of the teeth from chronic parodontal 
disease or accidents, and ill-fitting crowns, bridges 
and partial dentures. The onset of trench mouth is 
prone to be preceded or accompanied by infections 
such as the common cold. “It is surely no mere 
coincidence,”, says Kine, “that in this country the 
number of trench mouth cases reaches its peak in the 
autumn and winter months, when the common 
infections (colds, &c.) are rife, and falls to a minimum 
in the late spring and summer when tissue resistance 
is usually highest.” In his view other general 
debilitating diseases may play a similar rdle, but the 
common cold is the principal depressor of tissue 
resistance under British climatic conditions. The 
reported successes with nicotinic acid or ascorbic acid 
are probably due to stimulation of tissue resistance. 
‘Both of these vitamins are closely concerned in tissue 
respiration, so that any debilitating diseases or even 
heaty physical exertion may, by increasing the rate 
eh Whink Siam Socd faahsen aro anol up, resultin a 


‘relative deficiency even though the intake would be 


adequate under normal circumstances. No definite 
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conclusions are yet possible as to the respective 
sotediae as 
ra mages 


of ascorbic acid and rrmconel 
adjuncts to local treatment. One grow 
may require vitamin C, a second tr 
a third both vitamins. Some confusion might be 
avoided if investigators stated more precisely the 
type of lesions treated and the criteria adopted for 
assessing recovery. 

The viruses associated with herpes have lately been 
implicated in ulcerative gingivostomatitis* The 
cases of “ primary herpetic stomatitis ” described by 
Sootrr and Srziraman in children, however, differ in 
certain clinical signs and symptoms from typical 
trench mouth. Thus the tongue was often involved, 
which is rare in trench mouth, and regional adenitis 
remained for as long as four to five weeks after the 
mouth was healed, whereas in trench mouth if 
adenitis is present it disappears rapidly under 
‘treatment. No causal association could be found with 
fusospirochetosis. The cases of stomatitis described 
\ by Watton, Granam and LANspown,‘ and by Hunry® 
form another apparently separate ulcerative affection 
of the mouth cavity in which fusiform bacilli and 
spirochzetes take no part; here the bacteriological 
picture includes certain streptococci. Here, too, the 
signs and symptoms differ considerably from those of 
trench mouth. Ulceration of the gums is not a 
prominent feature and there is severe toxemia, 
together with bulle and crusting of the lips, con- 
junctivitis, blepharitis, and skin lesions. The condi- 
tion responds dramatically to blood-transfusion, but 
sulphanilamide and sulphapyridine seem to bé of no 
benefit. 

Whether trench mouth is contagious has been 
much debated. The balance of evidence, excluding 
the merely circumstantial, suggests that the disease is 
not transmissible from man to man unless local or 
general tissue resistance is sufficiently depressed. * 
On this basis alone it would be rash to condemn the 
segregation of patients and their feeding utensils, 
especially when large groups of people are living 
communally. Some believe, however, that a more 
reliable method for the prevention of outbreaks would 
be the prophylactic gum treatment of all those in 
contact with an established case, together with a 
close inquiry into their nutritional status. Much 
detailed investigation is still required before we can 
even hope to classify ulcerations of the mouth with 
any degree of accuracy; it is still less feasible to 
attempt to lay down hard and fast rules for their 
treatment and prevention. 
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THe next session of the Gaxmpat Mxpreat Counocm 
will open on Tuesday, May 24, at 2 pm, when Mr. H. L. 
Eason, the president, will take the chair. 


Sir AntHuUR NEWSHOLME, who died at his home in 
Worthing last Monday at the age of 86, was principal 
medical officer of the Local Government Board from 
1908 to 1919 and a leader in public, health in this 
country for 40 years. 


Annotations 


WARMING THE WOUNDED 

A YEAR ago we drew attention! to some work by 
Blalock and Mason and its bearing on the traditional 
methods of treating shock. They found that “ shocked ” 
animals died sooner if they were warmed, whereas 
cooling postponed though it did not ultimately prevent 
their death. Blalock and Mason thought that the ill 
effects of warming were due to the transfer of blood from 
the internal organs into the skin. Recently further 
attention has been drawn to this interesting and very 
practical problem.** It has been suggested that 
injury may bring into play a cooling mechanism, so that 
an actual or threatened diminution of the blood-volume 
may be compensated by a reduction in the metabolic 
demands of the body tissues. Where the circulation of a 
limb has been gravely impaired, artificial cooling of 
the part has been found to reduce.the needs of the 
tissues for blood, and also to bring bacterial processes to 
a standstill, with consequent benefit to the patient. It is 
hinted that during some phases of shock recovery may be 
assisted by active cooling? 

More recent evidence does not support this idea of a 
cooling mechanism. Wakim and Gatch‘ found that a 
variety of animals shocked by the method of intestinal 
stripping, and all showing a progressive hzemoconcentra- 
tion, died more rapidly when placed on bags cooled to 
5°C. Animals kept at body temperature fared best, 
while those heated by raising the temperature of the 
bags to 50°C. died more quickly. This work supports 
the opinion formed during the last war that cold favours 
shock. Further argument against the existence of any 
cooling mechanism is provided by Cuthbertson. He 
found that within 24-48 hours of an injury, which might 
be comparatively trivial and unassociated with shock, 
there is a detectable rise in the body metabolism. This 
rise is probably proportional to the amount of soft- 
tissue injury. At this stage there is inevitably a demand 
for an adequate circulation, and one of the objects of 
treatment must be to replace lost fluid before this demand 
arises. One can then summarise by saying that the 
body temperature of shocked patients should be kept as 
near normal as possible. Artificial aids to warmth are 
required only when the temperature of the environment 
makes them necessary. 

In conclusion attention should be drawn to a recent 
paper dealing with the properties of the heat cradle 
commonly used in hospital for applying heat to patients.® 
Normally such cradles have bare lamps and polished 
reflectors ; consequently they feel very hot, and in fact 
they may inflict a serious burn on an unconscious patient. 
If, however, the reflector is blackened all danger of 
burning is obviated and the cradle can be left in place 
without discomfort to the patient. Such a specially 
prepared cradle has been found capable of raising the 
body temperature of a normal person several degrees 
within an hour or two. This powerful weapon may have 
its uses in some other field of therapy, but it certainly has 
no part to play in the early treatment of shock. 


PLANTAR WARTS 
Some of the schools of Buckinghamshire have lately 
had an epidemic of plantar warts. This is no new thing 
in the district, for in his 1938 report Dr. A. W. Forrest 
described an exhaustive investigation by himself and 
Mr. John O’Brian, senior chiropodist, on these plantar 
warts which for some years had been causing anxiety 
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to the school medical department. Little was heard 
about plaritar warts until 1934, when the school medical 
officer of London reported a small outbreak, and it was 
not until Sir Arthur MacNalty gave them a chapter in his 
Health of the School Child for 1937 that any great atten- 
tion was paid to them. They may have been common in 
the past, for most cases only come to light on inspection 
_and medical inspection of school-children used not to 
include inspection of the feet. People with corns do not 
usually go to doctors for relief, so these peculiar warts 
might well escape the doctor. But since 1937 school 
medical officers have been on the look out for them and 
numerous outbreaks, some of considerable extent, have 
been reported. -The distribution of plantar waris points 
to infection as a certainty. The infective agent is a 
virus, but whether it is the same virus as that which 
causes multiple warts in other parts is disputed. Infec- 
‘tion has been alleged to be spread by bare-footed 
dancing (floors), by communal plimsols, by swimming- 
baths, and by shower-batlis into a small foot basin. 
All these are possible, but none covers the whole ground. 
The foot basin is the most promising suspect, though in 
most-.cases no means of spread can be proved. Pre- 
disposing causes and possible means of entry are wearing 
plimsols, rubber*soled shoes, wellingtons, splinters from 
floors, &c., abrasions and sundry lesions of. the sole ; 
but it is doubtful if any of these are of much importance. 
The disease is about twice as common in girls as in boys, 
is most frequent about the ages of 10-12 and rare in 
infants, but may occur at any age. Treatment by local 
applications is unsatisfactory, but the warts can be 
destroyed by X rays. If the plantar warts are caused 


by the same virus as the multiple warts not uncommon, 


in children, the natural course of the disease would be 
automatic disappearance from the development of 
immunity. . The warts are papillomata and the question 
whether they are likely to become cancerous has been 
raised, since one view of cancer genesis is that it involves 
a virus. But warts in children mainly affect the hands 
and soles’ of the feet, and how often is cancer seen in 
these sites ? There seems to be no evidence of a plantar 
wart becoming cancerous, but an early squamous 
epithelioma might be mistaken for a benign wart. 
Where special attention has been given to the discovery 
of plantar warts in school-children incidences averaging 
about 6% of girls and 3% of boys are found, but they 
occur definitely in local topical epidemics. These do 
not correspond with increased incidence of warts on 
the hands, which suggests that the viruses of the two 
are not the same, Until there is satisfactory evidence of 
the means of spread, no measures for suppression can 
rest on a sound basis and none has been shown to have 
value, except -periodical foot inspection and treatment 
of the cases discovered. 


BIRTHPLACE OF ANTIBODIES 

Or the several possible sites of antibody production 
in the animal pony the reticulo-endothelial cells have 
been most favo because it seems plausible that the 
cells which ingest and destroy foreign antigens should 
also be concerned with the formation of antibody. This 
view is supported by experiments which have shown 
that, after the intravenous injection of antigens, specific 
antibodies can be detected in the spleen, liver and 
bone-marrew earlier than in the blood-serum. Experi- 
ments in which the reticulo-endothelial cells have been 
immobilised by such agents as india ink have also lent 
some weight to this view. More convincing evidence 
was produced by Topley,! who transferred the minced 
spleens of recently immunised rabbits into the peritoneal 
cavity of normal rabbits and found that the donor cells 
produced a detectable amount of antibody in the 
recipient’s body. One might expect that the part 
played by the reticulo-endothelial cells. could be more 


1. Topley, W. W. ©. J. Path. Bact. 1930, 33 339. 





clearly demonstrated by tissue-culture experiments. 
Beard and Rous,? however, working with pure Kupffer. 
cell cultures, could not demonstrate that these cells 
produced any antibody in vitro, and they suggest that 
the physiological isolation inherent in such experiments 
may be misleading. There is, therefore, only circum. 
stantial evidence that the reticulo-endothelial cells are 
concerned in the production of antibodies, and it is well 
to remember that even in passively: immunised animals 
immune serum tends to be found in greatest concentra- 
tion in such organs as the liver and spleen. There is even 
less reliable evidence for the local production of antibody 
by the histiocytic cells at the site of local infection. 
Again it must be remembered that antibodies concentrate 
at sites of infection, and Burnet® was quite unable to 
demonstrate any local antibody production in the skin. 

A third possibility, originally suggested by Pfeiffer in 
1898, is that antibodies are produced by the lymphatic 
nodes which drain an area of infection. This view has 
the support of McMaster and Hudack,* who showed that 
if two different antigens were injected, one into each ear 
of mice, the corresponding antibody appeared first in the 
lymph-node of the same side. Experiments by Burnet 
and Lush* using influenza and herpes virus as antigens 
also suggest. that in certain circumstances antibodies can 
be found in the lymph-nodes one or two days before 
significant amounts are demonstrable in the blood- 
serum. The most recent work is that of Ehrich and 
Harris,> who were able to collect 0-2—0-6 ¢.cm. of lymph 
from the vessels of the popliteal lymph-node in rabbits, 
which is the only node-draining the hind foot. These 
workers injected typhoid vaccines into the hind foot of 


‘rabbits and at various intervals after injection collected 


the lymph from the afferent and efferent vessels of the 
popliteal gland. In all experiments it was found that 
the titre of antibody was-higher in the efferent lymph ; 
in some cases the concentration was 100 times that 
found in the lymph of the afferent vessels. In 
adequate control experiments such findings were 
never obtained. Antibodies could be detected in the 
regional nodes 2-4 days after the injection of antigen 
and they reached maximum concentration by the 6th day. 
It is noted, however, that while the titres in the serum at 
first lagged slightly behind those in the efferent lymph 
of the injected foot they reached a higher level within a 
day or two. In addition to watching the serological 
reactions Ehrich and Harris made histological studies of 
the regional nodes at intervals after injection. They 
found that the presence ef antibody in the efferent 
vessels was preceded by a sharp rise in the output of 
lymphocytes in the efferent lymph, while sections of the 
nedes showed a well-developed lymphatic hyperplasia. 
They suggest that these findings point to the lymphocyte 
as a possible site of antibody formation but the evidence 
on this point is not yet convincing. It seems likely that 
antibodies can be formed within the lymph-nodes, but 
there is still not enough evidence to incriminate any 
particular type of cell. 


* OUTSIDE THE TEXTBOOKS 

Dr. C. E. Lakin described his oration to the Medical 
Society of London on May 9 as a string of beads, only 
held together by the idea expressed in his title. He 
ave\some gruesome examples from the 150 recorded 
feaths from spontaneous combustion, beginning with 
Dickens’s fictional but horribly realistic account of the 
end of Mr. Krook in Bleak House. According to Hooper’s 
Lexicon Medicum of 1848 the victims of this mysterious 
catastrophe have mostly been aged alcoholic women ; 
some burning substance has come in contact with their 
body or been in the room at the time, or there has been 
reason to attribute combustion to an electrical cause ; 
cesta a Mtb d tase s9. 
. D. and H , 8.8. J. ap: ed. 1935, 61, 783. 

. and Harris, T. N. Ibid, 1942, 76,335. 
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the extremities have usually escaped and often the 
clothes as well; and the products of combustion have 
consisted of greasy and fetid ashes whose quantity has 
been small compared with the animal matter decom- 
posed. The phenomenon is distinct from ordinary 
pene cot se says Hooper, for this flame speedily reduces 
the body to ashes, whereas incineration of a human body’ 
is normally tedious and difficult ;' there is no evidence 
that the ignition ever arises in the body itself ; the con- 
dition seems to be one of preternatural combustibility, 
in some way connected with the long use of aleohol— 
but does it exist at all? Dr. Lakin had found what seems 
to be the earliest medical bulletin on record—a false one 
delivered from the top windows of a palace in Rome by 
the wife of Ancus, one of the early kings, and intended 
to conceal his assassination while her adopted son seized 
the throne. Then there was Sir StClair Thomson’s 
unpublished case of a woman with chronic cerebrospinal 
rhinorrhea due to gummatous infiltration near the 
cribriform plate, in which the copious discharge could 
be explained by the presence of a papillomatous mass 
growing from the choroid plexus. Dr. Lakin told of a 
doctor who had found a trick posture which would 
reduce his recurrent intestinal volvulus, and of an 
alleged recurrent hernia inté a peritoneal pouch which 
was relieved by cold compresses after a hot bath; he 
had other tales to show that the source of abdominal 
distension may be outside the intestinal tract—a retro- 
peritoneal hemorrhage, an ascending infection of the 
vas deferens or even severe oxaluria—if it reflexly 
stimulates the sympathetic nerve-supply of the intestines. 
He ended with a plea for the retention‘of freedom within 
our profession, and quoted a saying of Salvador de 
a: ‘* A democracy that goes to war, if beaten 
loses its liberty at the hands of its adversary, if victorious 
it loses its liberty at its own hands.” 


NEW LESSONS IN FIRST-AID 

TuIs war has revolutionised the doctrines and practice 
of first-aid. The methods of the St. John and St. Andrew 
Associations and the Red Cross can now be regarded as 
classic, but. while their principles remain unaltered it has 
been found necessary to modify the details of practice 
profoundly. This was brought out by Dr. H. N. Garrus on 
May 11, in his lecture to the Institute of Civil Defence on 
maintaining the standards of organised first-aid. The 
training of first-aid personnel, he said, falls into three 
stages—the personal basic training in technique, team 
training, and finally combined exercises of large-scale 
civil-defence work. Organised first-aid is concerned 
essentially with team work, and great advances have 
been made both in the methods of teaching and 
the actual carrying out of the procedures. Many 
people thought it was extremely difficult if not impossible 
to train the manual worker, who is often recruited for 
rescue work, in first-aid technique, but Dr. Garrus has 
shown that this is erroneous. Such men are not accus- 
tomed to think in book terms, but rather from the 
experience of their eyes and the use of their hands. 
This clearly pointed the way to the best method of 
instruction—demonstration. Not nearly enough use is 
made of the demonstrative method. The bulk of train- 
ing hours are too often taken up with lectures in which 
an odd practical point may be shown, but purely as an 
inciden Three-quarters of the time could well be 
oceupied by the demonstrations accompanied by a 
running comment from the lecturer. This point was also 
lately brought out by Prof. H. A. Harris in a course for 
Home Guard medical officers, when he said that classes 
wanted to be shown. A class will have a far better idea 
of what a bone is like -if a fresh shin-bone from the 
buteher’s is handed round; this could be made the 
focus for many lessons such as the effect of infection on 
bone, Five principles must be brought home to the 
first-aid team, and the first is the need for saving time. 


- f 


Time can often be saved by improvisation, but that does 
not mean hasty first-aid. A elove-hitch round the wrist 
with the ends tied round the neck for a broken clavicle 
will save a minute, and is adequate treatment for a 
walking case close to hospital. While this saving of 
time is in itself small, it becomes significant when many 
eases have to be treated. The saving of manpower is 
again important, and it is possible for one man to treat a 
fractured tibia by binding the legs together and support- 
ing with sandbags, when two men are needed to apply 
the classical method adequately. The third principle of 
saving material may loom large when many casuaities 
must be treated at the same time; improvisation will 
then enable a fractured femur to be immobilised with 
three bandages if the subsequent carriage is short and 
easy. The fourth point is that full training in classical 
first-aid is the only sound basis for the practice of 
improvisation methods. The man who has had only 
four hours’ training may think he knows all the answers 
but this view will not be shared by his patient. Finally, 
deployment of the first-aid facilities at an incident must 
be carefully studied, and the team leader must add to his 
present responsibility of deciding priorities of sorting, 
treatment and despatch the responsibility of deciding . 
how much first-aid is necessary. As bombs become’ 
heavier and more efficient so the amount of debris at 
an incident is likely to increase, and so more rescue work 
will be necessary. When we are faced with the sum of 
less personnel plus more work, the only answer to equate 
with this is better work. 


MENIERE’S DISEASE 

In 1861 Meniére showed that lesions of the inner ear may 
be responsible for paroxysmal attacks of vertigo, nausea 
and vomiting, deafness and tinnitus,’ and since that time 
his name has been associated with such attacks. It has 
long been appreciated that the immediate origin of the 
symptoms is a lack of balance between the impulses 
reaching the central nervous system from the two 
labyrinths, due to intermittent failure of one of them. 
A similar though more prolonged and possibly more 
severe group of symptoms arises when the inner ear or its 
central connexions are suddenly overwhelmed by infec- 
tion, injury or some vascular disaster: if the loss of 
function caused by these or other intracranial conditions 
is gradual, the symptoms will be correspondingly mild. 
It is, however, to the fairly large group of cases in which 
no abnormality is evident that the title Meniére’s 
syndrome has been applied. Hallpike and Cairns? 
in 1938 were able to demonstrate in two such cases an 
obstructive distension of the endolymphatic system of 
the labyrinth, and this has since been confirmed by Hall- 
pike and Wright* and by Rollin. Their work has 
established on an anatomical basis the existence of a 
disease process, sui generis, of the Mabyrinth. Both 
custom and tradition suggest Meniére’s disease as a title 
for this condition. 

More recently the clinical aspects of this disorder have 
been examined in considerable detail at the National 
Hospital, Queen Square,® and on May 7 Mr. Cawthorne 
and Mr. Hallpike discussed their observations at a meet- 
ing of the section of otology of the Royal Society of 
Medicine. In the first place they have developed the 
technique of the caloric tests, so as to facilitate recogni- 
tion of vestibular changes at an earlier stage. There is 
hope, too, that the tests may be interpreted on a qualita- 
tive basis, yielding information as to the particular organ 
in the labyrinth, canal or utricular otolith, which is 
involved. In 50 cases of Meniére’s disease vestibular 
function has been studied od by means of these tests applied 


- eae. P. o. med. Fr. 4861, 16, 597. 
allpike, C. S. and . 1938, 53 
: Halipike, Cc. 8. and Wright, A. J. Proe. 1 «© ‘Med. ori9, 32, 16. 
. H. Hals-, Nas.-u. eenaret, 1940, 23, 39. 
Cawthorn re, tr. E., Fitzgerald, G. and lecwens C. 8, Brain, 
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according to the new vechinique, and no less than 46 
exhibited abnormal reactions. These abnormalities 
appear capable of classification into isolated lesions of 
the external canal, isolated lesions of the utricle and 
combinations of the two. 

This condition of obstructive distension of the endo- 
lymphatic system explains the finding of Dederding ° 
and Furstenberg et al.’ that measures designed to 
prevent the retention of fluid within the body would 
alleviate symptoms. Cawthorne and Fawcett*® noted 
in a small series of cases that the converse was also true. 
Wright ® believes that an active focus of sepsis can 
aggravate the condition, and he has seen many patients 
improve after the removal of such foci, but it is not 
certain how prominent a part focal sepsis plays in this 
disease. An allergic basis for the symptoms has often 
been suggested and eustachian insufficiency still has its 
adherents. It is possible that any of these conditions 
may precipitate an attack, but in view of the pathological 
findings it must be affirmed that the essentiad lesion is a 
deficiency in the excretion or absorption of endolymph 

leading to a distension of the whole éndolymphatic 


system. 
Cases in which the attacks cannot be checked by one or 
~more of the conservative measures of treatment can get 
relief by cutting out the impulses from. the affected 
labyrinth. This can be done by draining the endolymph 
system—a harmless procedure—or by injecting alcohol 
into it, either operation being relatively simple. Intra- 
cranial section of the vestibular division of the 8th nerve 
will have the same effect without destroying the remains 
of the hearing in the affected ear. This is a more formid- 
able operation than is indicated when it is thought 
desirable to preserve hearing on the diseased side. It 
sometimes happens, however, that the hearing in the 
diseased ear is so distorted, especially for loud sounds, that 
its destruction is an advantage because it enables the 
patient to listen in comfort to sounds that he could not 
previously tolerate. Whatever forms of treatment are 
employed, it is well to remember that the disease has a 
tendency to spontaneous remission, and that the recur- 
ring paroxysms of vertigo and associated symptoms place 
a heavy burden on the nervous system and often evoke 
additional symptoms of nervous strain. Once the true 
nature of the disease has been appreciated, however, it is 
now possible to offer enough relief from attacks to enable 
the large majority of sufferers to maintain or return to a 
normal life . 


MEDICINAL HERB COLLECTION 

EaR Ly in the war the Minister of Health appointed an 
interdepartmental Vegetable Drugs Committee, under 
the chairmanship of Sir Weldon Dalrymple-Champneys, 
with some outside experts, to investigate home produc- 
tion of vegetable drugs in short supply and particularly 
the utilisation of wild plants. For administrative reasons 
the responsibility for the committee was later trans- 
ferred to the Minister of Supply, though the personnel 
remained unaltered. A survey of national resources 
showed that enough material was available to justify 
collection and so county herb committees were organised. 
The basis of these was national organisations such as the 
National Federation of Women’s Institutes, the Wonien’s 
Voluntary Services, the Boy Scouts and the Girl Guides, 
with locai-pharmacists, botany teachers and other 
specialists to advise. Soon a large army of voluntary 
collectors was at work, and though the first year’s work 
began rather late 10 tons of dried herbs were gathered 
and the central committee decided to go on with the 
scheme a second year. In 1942 the enthusiasm of the 
county herb committees, far from being dulled, increased, 
7: Purstonbere, AG “6, Lachey ¥. Hana Lathrop, W. Ann. Otol., 
8. Cawthorne, T. om and rig ty M. N. Lancet, 1938, ii, 1404. 
9. Wright, A. J. J. Laryng. 1938, 53, 97. 





and their organisation improved all round, with the pro- 
vision of drying sheds, more sacks, better transport 
facilities and closer liaison with the trade. Unfortun- 
ately, the weather did not fit in so well with the collecting 
periods; the incidence of foot-and-mouth disease 
prevented access to much useful land; and greater 
‘demands on part-time labour for potato lifting and the 
like also hampered the work. Nevertheless 192 tons 
of dry herbs were collected, which fully justified the 
effort. The work was helped by a monthly bulletin 
issued by the main committee, pamphlets, lectures by 
competent botanists and others, press notices and broad- 
casts. This year all these are again being fully used 
and the committee feel confident of a record harvest in 
1943. In 1941, 220 tons of rose hips were collected, and 
last year 341 tons. A National Rose Hip Products 
Association was set up to handle the crop and nearly a 
million bottles of delicious syrup containing 200 mg. 
ascorbic acid per 100 ml. were produced in 1942. This 
part of the scheme, too, will be continued this year. 
Another venture which started last year was the collec- 
tion of horse chestnuts, which were used as a source 
of ‘glucose, and at the same time provide saponin and 
cattle fodder as by-products. The Vegetable Drugs 
Committee early interested itself in the possibility of 
making agar from British seaweeds; here they were 
helped by the Scottish Marine Biological Station at 
Millport. Long and painstaking experiment showed 
that the scheme was possible; extensive ecological 
survey, and manufacture research by a pharmaceutical 
house, showed it was practical. Continued improve- 
ments were made in the product and now bacteriologists 
have passed the manufacturer’s samples of British agar 
as satisfactory. Prof. Lily Newton, honorary algologist 
to the committee, will supervise collection, and a target 
of 200 tons dry weight of the special seaweed has been 
set for collection this year. In her lecture at the Royal 
Society of Arts on May 12, Miss E. M. Delf, DSe, 
explained that agar can well be extracted from many 
kinds of red alge, several of which already grow on the 
coasts of the British Isles, and she was hopeful that 
research will lead to successful cultivation of desirable 
types. Here then is a small but important contribution 
to the war effort, and perhaps the beginnings of a post- 
war industry. 


A CONNOISSEUR OF DISEASE 

WHEN one of our peripatetic correspondents wrote of 
*‘a disease unknown to Professor Parkes-Weber ” he 
was of course indulging in wishful thinking: there is 
no such malady. An interest which covers antenatal 
and postnatal developmental anomalies, respiratory 
disorders, diseases of the blood-forming organs and 
blood-vessels, dermatology, endocrine disturbances, 
medical problems connected with life insurance, and 
climatology and balneology leaves few loopholes. And 
since it is true that if you only know medicine you don’t 
know that, Dr. Frederick Parkes-Weber’s mind overflows 
into other channels: he is an antiquarian of standing 
who has presented a fine collection of coins to the 
British Museum and whose wide knowledge of books 
and pictures has found one expression in Aspects of Death 
in Art and Epigram, published first in 1910 and reaching 
a fourth edition in 1922. His presence graces meetings 
of most sections of the Royal Society of Medicine, where 
he joins actively tn discussions, especially those of the 
clinical section, and the sections of the history of 
medicine and for the study of disease in children; and 
his knowledge and versatility are equally valued at the 
Medical Society of London. His eightieth birthday, 
and the fiftieth anniversary of his election to the German 
Hospital, which coincided on May 8; were announced 
in our issue of that date. It is permissible, perhaps, to 
congratulate Dr. Parkes-Weber on his birthday and the 
hospital on Dr. Parkes-Weber. 
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THE STRANGE CASE OF MR. HUXLEY’S EYES 
HAMILTON HARTRIDGE, MD, SCD cams, FRS 


PROFESSOR OF y PHYSIOLOGY IN THE UNIVERSITY OF LONDON, AT 
BARTHOLOMEW’S MEDICAL COLLEGE 

Mr, yeas Huxley's book, aay Art of Seeing,’ has 
disturbed public confidence in orthodox methods of 
treating disorders 


ef vision. His argument therefore 
requires an answer. 


“ Ever since ophthalmol became a science,” he writes, 
“its practitioners have snr af attention exclusively to eyes, 
not at all to the mind which makes use of the eyes to see 
with.” 

““T have been treated by men of the highest eminence 
in their profession, but not once did they so much as faintly 
hint that there might be a mental side to vision . . . They 
gave me spectacles and they let me go . She gpg basso 
my mind and my bespectacled eyes well or badly . . were 
to them matters of perfect indifference.” 


The reader might be excused if he concluded that Mr. 
Huxley was suffering from some psychological defect of , 
vision. Such was not the fact however. 


‘* At sixteen,” he writes, “ I had a violent attack of keratitis 

ta ... My subsequent inability to see was mainly 

Se re ee eee 
hyperopia and tism.”’ 

At first 1 waa advieed by my dactors to do my reading 
with the aid of a powerful hand but later 
I was promoted to spectacles . . . With these I was able to 
read tolerably vided always that the pupil of the 
better eye was kept dilated with at ine . . . A measure of 
strain and fatigue was always present.” 

“Things went on in this way for twenty-five years, when, 
in spite of greatly strengthened glasses, the task of reading 
had become increasingly difficult and fatiguing.” 

But, at this time, Mr. Huxley happened to hear 
of Dr. *s methods of visual re-education. Within 
two months he wa’ reading without glasses, with neither 





strain nor fatigue, and the corneal yr which had 
remained 


unchanged for upwards of 25 years were begin- 
ning to clear up. 
THREE CHARGES AGAINST THE PROFESSION 
From these and similar statements we may formulate 
Mr. Huxley’s case against the medical profession as 
peta 


1) They treat the eye, but ignore the mind, and the patient 
to hich both belong. 

(2) They prescribe glasses which neutralise symptoms only. 
Eyes fitted with these tend to grow progressively weaker, and 
to require stronger glasses for t correction. 

(3) They en as unorthodox the methods of visual ré- 
education such as those of Dr. Bates. Had they prescribed 
these methods at the start, Mr. Huxley’s eyes might well have 
been cured in a few months. 


Let us, then, take each of these accusations in turn, 
to see how the profession stands. 

(1) All medical students, before they enter the wards, 
learn the position and structure of the visual parts of 
the brain, together with the courses of the optic nerves 
and tracts which connect these with the retineg. During 
their clinical studies they repeatedly see patients in the 

general parts of the hospital being sent to the eye depart- 
pn for or treatment. Later on, when 
they themselves are aot - as pW - Se 
de; ent, see sen‘ m . 
el ie neurological and the other ial 
denanieastie These roan events can hardly fail to 
emphasise in their mind of the connexion 

pen wane Yee and every po oe part of the patient’s 
any English textbook of ophthalmo- 

1 presage pewscctiged convince. Mr, Huxley ; for in it he 
aoe » on nearly every page, references to the other 

bce he the patient as a whole. 

With regard to spectacles ; there is no doubt that 
neutralise symptoms and moreover experience 
shows = ec a the more comp! lete the 


. London : Chatto and Windus. 1943. 
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neutralisation, the hebben for the ultimate welfare of the 
patient. That spectacles aggravate symptoms is entirely 
untrue. There are eye diseases where the symptoms get 
worse ; but this is in oh ns of, not because of the spec- 
tacles which the patient is wearing. 
(3) Mr. Huxley is quite wrong in thinking that doctors 
visual ucation as unorthodox. Such 
methods have been used for years for the treatment of, 
for example, squints and amblyopia. That Dr. Bates’s 
precise methods are not more used is probably due to the 
recognition that his methods have no special advantages, 
and in some ways may not be so good as those proposed 
by others. The profession did not advise Mr. ade 
to use such methods, presumably because they appeared 
to be inappropriate to Mr. Huxley’s case. When Mr. 
Huxley states that in two months he could read ne wey 
, and that the corneal opacities were smaller, I 
accept his statement. What I am quite unable to accept 
is his assurance that visual re-education brought about 
these dramatic changes. 
All the criticisms brought by Mr. Huxley against the 
medical profession have thus been met, and I now 
propose to advance a hypothesis to explain the various 
phases of Mr. Huxley’s illness which he so aptly describes. 


THE DISABILITY 

Until the age of sixteen Mr. Huxley appears to have 
had.normal, or nearly normal vision ; the hypermetropia 
of childhood was easily dealt with by: an efficient mechan- 
ism of accommodation. At sixteen, the attack of 
keratitis punctata left corneal opacities, hypermetropia 

astigmatism. Corneal irregularities produced by 
the disease may have caused the two latter, but to my 
mind a much more plausible explanation is that both were 
due to over-corrected spherical aberration. 

Tscherning* refers to the observations of Thomas 
Young, Volkmann and Brudzewski, who found that the 
normal human eye often exhibits spherical aberration in 
the peripheral zones of the pupil. In some cases these 
zones are myopic, and in others hypermetropic. On 
theoretical grounds we should expect this spherical aber- 
ration to be accompanied by some degree of astigmatism 
of the second order. Eyes in which these peripheral 
defects are. present usually have excellent visual acuity 
under normal conditions of illumination, because the 


* peripheral zones of the pupil are cut off by the § iris 


Only when the iris dilates, for example, in Feeble illu. 
mination, do these peripheral zones transmit light and 
produce their deleterious effects ; but, as retinal acuity 
is low in feeble illumination, the fall in definition of the 
image does little or no harm. 

Very different is the condition of an eye in which an 
opacity of the cornea or lens cuts off these central rays of 
good definition. Under these conditions the iris dilates, 
in order to admit light to the retina, and in so doing 
uncovers the peripheral zones of the pupil, causing a 
serious fall in visual acuity. 

Two further factors adversely affect the situation—the 
Stiles-Crawford effect and veiling glare. It will be 
remembered that the former is the retinal direction 
phenomenon, which restricts the subjective intensity of 
the light which has passed through the periphery of the 
The latter-is due to the light which is scattered 

hazard over the retina through diffusion by the 
o tical media of the eye. In normal eyes this veiling 
g is small in amount; on the other hand, in 
pathological eyes it may have a very serious effect on 
vision. This is due to the fact that the light which 
‘is broadcast over the retina reduces the differences 
in intensity of light and shade, and thus renders the 
appreciating functions of the retina far more difficult. 
In eyes where the peripheral rays alone form focused 
images this veiling glare becomes still more harmful, 
because the peripheral rays are themselves, as we 
have seen above, reduced in intensity by the Stiles- 
Crawford effect. 

Now that is the condition that I picture Mr. Huxley’s 
eyes were in, when, following keratitis punctata, he was 
left with two corneal opacities occupying the centres of 
the pupils. Smail wonder that the visual acuity in the 
better eye was reduced, so that using spectacles and with 
the pupil dilated with atropine, he could just see the 
70-foot line on Snellen’s type at 10 feet. 


siol Philadelphia. 
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That this veiling glare was a factor of considerable 
difficulty to him is clearly shown by two improvements 
which he describes in his book—the use of an electric 
spotlight for reading, and the use of a black screen, with 
an aperture in it, whieh could be held in the hand and 
moved to and fro over the page. The spotlight produces 
the maximum light on the page, and the minimum light 
on the corneal opacity ; the black screen reduces the 
panei of light reflected from the page on to the corneal 

ity ; the two in combination would be expected on 
eoretical grounds greatly to diminish the amount of 
veiling glare. 

I have gone into the are: estion of glare rather thoroughly 
because I think that factor was likely to have had 
effects on Mr. Huxley’s vision which were more serious 
than those of the hypermetropia and astigmatism which 
he mentions. It was probably serious in its effects, not 
only on vision, but also on diagnosis. It would make 


difficult, if not impossible, the use of the excellent mirror * 


test (retinoscopy), used by A 2 er paca ea and would 
force them to depend exclusivel ‘4 on subjective tests. 
These are quite good when visual acuity is satisfactory 
and the —s is a good witness, but correspondingly 
vague when visual acuity is a small fraction of the 
~no’ 
om 8 shave no means of ascertaining what amount of 
hypermetropia or astigmatism Mr. Huxley had, but I 
think it doubtful that the hypermetropia was large in 
amount. For if it had been large it seems td me unlikely 
that he would have been allowed by his doctors to use 
atropine to dilate his pupil, for fear of precipitating 
an attack of glaucoma. As to the astigmatism it seems 
to me unlikely that it exceeded 2 dioptres. 


THE DETERIORATION 


I have now reconstructed, so far as I am able, what 
may be called the first phase of Mr. Huxley’s visual 
. defect. The second phase now presents its problems— 
namely, to explain the steady deterioration during the 25 
years which followed the acute condition. 


‘**In spite of greatly strengthened glasses,’’ he writes, “I 
found the task of reading increasingly difficult and fatiguing. 
There. could be no doubt of it; my capacity to see was 
steadily and quite rapidly failing. re 
What could have caused matters to approach a anit 
like this after all those years ? Of a number of possible 
explanations, two only seem to me to meet the case: 
(1) that the climax was due to a decrease in pupil 
diameter, and (2) that it was due to a reduction in the 
opacity of the cornea, or to both these factors in 
conjunction. 

It is quite usual for the pupil diameter to ouffey a 
decrease as age advances. If this had occurred*in Mr. 
Huxley’s case, it would have had the effect of reducing 
the intensity of the rays, which, in conjunction with the 

tacles that he wore, were producing focused rays on 
the retina ; whereas it would have had no such effect 
on * the glare-producing nays from the corneal opacity. 

With regard to this opacity, the ideal treatment would 
have been to remove it altogether if possible ; the next 
best would have been to have rendered it completely 
opaque to all light—e.g., by the injection of a suitable 
aniline dye—for this would at once have cut off the glare- 
producing rays. The worst thing that could happen 
would be for the opacity to become more transparent 
bed fom rays, for this would have the effect of.increasing 
the glare. 


Now, we must ma oa that that is precisely what. dia” 


happen to Mf. Huxley’s eyes: by degrees, year by og 
the opaque material began to soften and a emg 
allowing more scattered rays to fall on the retina. 

alone may have made vision increasingly difficult, ieading 
to asthenopia, and possibly setting up a vicious circle. 
If at the same time the pupil diameter was decreasing, 
then one could readily imagine that sooner or later a 
climax would be reached. 


THE CURE 
We must now turn to the dramatic third phase of Mr. 
Huxley’s illness, about which he writes : “In two 
months I was reading without spectac 


Many explanations might be tentatively offered for 
this sudden and miraculous improvement—e.g., that a 


«brought about. 


sudden sclerosis of the crystalline lens had neutralised 
the hypermetropia. Two arguments can be advanced 
against this ex pose oe : (1) that the h etropia 
was only a of the disability, and (2) that iti is 
hardly credible t this sclerosis should have occurred 


at precisely the same time that Mr. Huxley began to 
visually re-educate himself. 

An explanation must therefore be sought. elsewhere. 
To my pe it is to be found in Mr. Huxley’s own book. 
** Moreover,”’ he writes, “‘ there were definite signs that 
the opacity of the cornea, which had remained unchanged 
for upwards of twenty-five years, was beginning to clear 

up. 


Suppose the diameter of the opacity was suddenly 
reduced. Then certain beneficial effects would follow : 
first, there would be a decrease in the intensity of the 
rays which were producing glare; secondly, there 
would be an increase in the intensity of the rays which 
were producing focused images; and, thirdly, there 
would be a constriction of the pupil, which would cut 
off the peripheral rays which were causing the hyper- 
metropia and the astigmatism. 

The problem that still has to be solved is how the 
decrease in the diameter of the opacity could have been 
I have already stated that I find it 
impossible to credit that this was the result of visual 
re-education as such, but it is quite likely that it was due 
to the vigorous eye movements which form a part of 
ones of the exercises. These eye movements would be 

pected to cause relative motion between the anterior 
one ye vcentheine and the aqueous humour. Gentle lavage 
of the posterior surface of the cornea would take place, 
and the opaque mass, softened by the lapse of time, would 
be progressively eroded, starting at its edges and working 
towards its centre. The little particles .as they became 
separated would be slowly swept out of the. anterior 
chamber via the spaces of Fontana and the canals of 
Schlemm into the scleral veins. 

The above hypothesis may require modification as 
fresh facts come to light.’ But until it is definitely dis- 
proved Mr. Huxley cannot claim that beyond all doubt 
his cure was due to Dr. Bates’s methods. Another 
explanation is evidently ible ; and this is also true of 
the other cases of defective vision which he claims were 
cured by visual re-education. 


MEDICINE AND THE LAW 


The Patient’s Demand for Radiograms 

A SPECIALIST in radiology often becomes aware that 
patients are anxious to possess the radiograms of which 
their bodies are the subject. They have a general 
impression that, if they pay to have their picture taken 
by a photographer, they are entitled to expect _copies 
of the Sas that is what they have paid for. If they 
are not misled by the imperfect analogy of commercial 
photography, some patients like to keep the radiograms 
as souvenirs, while others may wish to carry about these 
records from one consultant to another in the hope 
perhaps of obtaining an opinion which will really satisfy 
them. The legal problem of property in radiograms * 
may not have been as finally sett. ed in this country as 
in the United States, but at least, as a recent case in the 
Darlington county court has shown, the patient cannot 
plead the non-delivery to him of the radiogram as an 

excuse for not paying the radiologist’s fees. 

In the Darlington case (Fothergill v. Robson) a general 
ractitioner had arranged that Dr. William Crichton 
a an should make an X-ray film of a boy’s cervical 

ine. This was done; Dr. Fothergill sent next day 

e films with his report to the general eg ; 

the findings, as it happened, were negative. The radi 

logist sent in his account to Mr. Robson, the bor . 
father, at intervals. It was ignored. - After a year he 
wrote a letter drawing attention to the overdue account. 
Mr. Robson then replied that Dr. Fothergill had under- 
taken to provide him with an X-ray photograph and a 
written report and had failéd to perform his reg 
Dr. Fothergill answered that in accordance with 
fessional custom he had sent the films and the repo: "to 
the defendant’s doctor who would doubtless be ney 
to pass them on to him. Not receiving any reply, Dr 
Fothergill was obliged to take proceedings, the defend 


1. Lancet, 1942, i, 118; also 1932, i, 56. _ 
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reiterating in his rege 2 the previous avorment. "The 

judge ay ase ows plaintiff the two gu.ress he had 

; Fothergill, he said, had done the work and 

was ol Bee entitled to the fee. The judge, however, 

a certain radon tr en with the defendant who 

kee that the pi had been taken and the 

——— but was not able himeeif to see then. The 

per account preceedings nowhere states 

Mr. Robson ever applied to his medical attendant 

for the films and the report or that the judge had any 

comment to offer upon the fact, not unknown to the 

medical profession, that, when fees remain long unpaid, 

a demand for them es elicits oe of 
which nothing has previously been heard 


Claim for Dentures 
A dentist’s appeal from a county-court decision has 

lately cmaiehio’l an important point of law. He had 
made some dentures and claimed 12 guineas for his work ; 
the defendant answered that this was a sale of goods and, 
under section 14 of the Sale of Goods Act, there must be 
implied a condition that the dentures were reasonably fit 
for the purpose intended ; the buyer relying upon the 
seller’s skill and judgment. The patient’s mouth, it was 
said, was in no way unusual and the dentures did ‘not fit. 
The county-court judge accepted the defendant’s 
contention and his-decision has been upheld on appeal. 
The point is that, if a dentist extracts a tooth, he is 
obliged only to take such reasonable care and to show such 
skill as might be expected from a qualified practitioner. 
But, if he contracts to provide dentures, he must, by 
reason of the relationship between the parties and the 

purpose for which the pon te is made, be deemed to 
undertake that, given reasonable coéperation on the 
patient’s part, he will achieve reasonable success in his 
work and produce dentures which will fit well and can 
be used for the purpose of eating and talking in the usual 
way. If the case is a difficult one and it is doubtful 
whether, with the reasonable degree of skill which a 

rofessional man may be expected to command, he will 
succeed, the dentist must make an express contract 
limiting his liability. The plaintiff in the case under 
discussion had Ciendind that, if this was not a contract for 
the sale of goods, then it. was a contract for work done 
and materials supplied for # particular purpose—in which 
event a similar term must be implied. The Court of 
Appeal says it is a matter of ser indifference whether 
the contract was for the sale of goods or for work done 
and materials supplied. Either way the dentist was 
undertaking to achieve reasonable success. 


A GROUP OPINION 


A MEETING of Manchester and Salford practitioners 
was held at the Manchester University Union on May 9, 
to consider the ‘following resolutions :— 

1. That this meeting has no confidence in the committee 
nominated by the eceuncil of the British Medical Association 

‘to diseuss matters with the Minister of Health.” 

2. That no state medical service can be accepted which 
oes not provide adequate compensation for loss. of practice 
and capital, the preservation of the doctor’s professional status, 
and remuneration commensurate with the services he is 

required to render. 

3. That the control of the service in all professional matters 
shall be invested in the hands of medical practitioners of 
recognised standing and experience in actual medical practice. 


After considerable discussion resolution 1 was lost by 
40 to 42 votes; a number refrained from voting. 

Resolutions 2 and 3 were carried with a single dis- 
sentient, and then the meeting considered. the following 
re solution : : 

That this representative meeting of members of the medical 
profession is. st: ¥ opposed to any scheme which 
entire control of the health services of the country in the 
hands of local authorities: and calls for the formation of 
a Royal Commission to consider the matter'in all its aspects. 
This was carried unanimously and with acclamation. 








The Reich Minister for Industry has given doctors the 
power to withdraw tem: ily or altogether the tobacco 
ration cards from patients who continue to smoke against the 
doctor's orders ( Weachr. 1943, 22, 244). 
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In England Now 


“s Running Commentary by Peripatetic Correapondents 
THE Town Hall was packed to the roof for the ‘‘ Wings 
for Victory” variety concert. I had certain qualms 
about the children draped round the walls to which they 
mysteriously adhered apparently in defiance of the law of 
eure. Despite nervousness on their account and my 
own, I enjoyed the three turns preceding mine—the 
quartettefrom the church choir, looking as foolish as only 
elderly men with their heads together can look, but singing 
like angels: Mrs. Stockleigh’s rich mezzo, rather wasted 
thought (but not so the rest of the audience) on those 
hackneyed ballads, and Mr. Dart’s adroit conjuring which 
ended with a triumphant display of the flags of the 
United Nations clearly fabrica from thin air. No- 
body could have wished for a more sympathetic audience, 
my introductory ‘“‘ Good evening’”’ being unex dly 
returned with a shrill ‘‘ Good evening, doctor ”’ from all 
the impaled children, and my mildest sally being received 
with shouts of laughter and applause. The quiz I 
conducted (married v. single) revealed some startling 
ignorances; one bright young thing thought that 
‘* England expects . . .”’ was originally spoken by Mr. 
Giant be and nobody could see why a coin dated 2000 Be 
pel ona J Much fun, was had with tongue- 
rit, = a recitations with assumed colds in the head 
or impediments of maneeh, ane mnersing won, 9-6. 


To a hayseed such pa Ia visit to London is little short 
of a great adventure. The railway company, in return 
for my illuminating talks to its employees on first-aid, 
sranted me a free first-class pass both ways. It may be 

@ surprise to some—though not perhaps to many—that 
I did not have a carriage to myself. Among my fellow 
travellers was a subaltern of marines who told me that 


. he had weighed 14 Ib. at birth and now weighs 14 times 


as much (work it out for yourself). There was also an 
obvious prep. school headmaster with a harassed (and, 
I’m sure, gainlessly occupied) spouse and two small 
boys, a rather pretty girl who seemed bored by a neurotic- 
looking young man (adorer or brother, I couldn’t say 
which) who smoked too many cigarettes. There was an 
5 ee man with a twinkling eye who read the Christian 

Herald, a lean man with a boil on his right. cheek who 


-never lifted his eyes from his novel, a US subaltern 


with sandy hair, and a couple of tired- -looking RAF 
officers. No sustenance was offered except by the head- 
master’s wife, who had over-estimated the potential 
sausage-roll intake of her offspring by the narrowest 
possible margin. 

Both ducks and tulips in St. James’ Park seem to be 
getting through the war very satisfactorily. Not far 
away a pair of mallard have set up house in one corner 
of the flooded cellar of a demolished building—a nidi- 
fying spectacle.._I put them up as I went by. They 
flighted straight down the road, swung left and coming 
in again would have offered a nice right and left. What 
fun, by the way, one could have (police permitting) with 
a shotgun in London these days. A great variety of 
sporting shots could be taken at pigeons who look fit 
enough even if they have got what used to be called 
psittacosis in my young days but is now called something 
else—just to make medicine more difficult. Until it 
was pointed out to me I had never noticed that a pelican’s 
wings are exactly like those in conventional representa- 
tions of angels. 

A little ¢ pardonable jiggery-pokery enabled me to visit 
the private view at Burlington House. I also saw the 
exhibition of war paintings at the National Gallery. 
Among many other things I admired the bold sweeps 
of Mr. Paul Nash’s brush no less than the detailed and 
patient work of Sir Muirhead Bone and reached the 

wistful conclusion that one must be both young and 
blue-eyed before one can hope to be chosen to sit for 
@ vigorous portrait by Mr. Erie Kennington. 

A visit to Co ve’s Love for, Love at the Phoenix 
Theatre convin me that, though this thoroughly 
witty and bawdy restoration comedy Re oy doubtless 
have been done differently, it could 'y have been 
done better. 


With a cast composed entirely of stars 
of the first magnitude this is not to be wondered at. 
They tell me that when Mr. Gielgud feigns madness in 
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the second act he had the ee to burlesque his own 
interpretation of Hamlet, which to my regret I never 
saw. The air-raid in the last act of Heartbreak House is 
surely quite the best kind of air-raid, the noise of the 
aero-engines coming through to us is lovely musie and 
the bomb selecting for destruction just those antisocial 
members of the community who never would be missed. 
I revelled in Mr. Robert Morley’s devastating rudenesses 
in The Man who came to Dinner but ru my hands 
with satisfaction when his unhappy nurse, stigmatised 
on, I am sure, insufficient evidence as a sex-starved 
cobra, got a bit of her own back. I saw also a film of 
Random Harvest, in which an amnesic and lexed 
Mr. Colman was restored to health and serenity by the 
patient efforts of Miss Garson. The lady in the next 
seat drove me and her presumably medical companion 
ae by inquiring every ten minutes whether the 
freakish behaviour of Mr. Cohman’s memory was ible. 
Whocares? Thesubsequent cartoon featured my favourite 
actor, Mr. Donald Duck, who is in a class by himself. 
* * 7. 


Hard are the ways of the practising democrat. I 
went the other day to the local municipal hospital to 
~Operate on a mastoid. Now it is a part of the charm of 
~sach-work to meet young men and women from the 
schools of the empire, and on this occasion a boy from 
Dublin was to give the anmsthetic and a girl from Glasgow 
to assist. I-had met neither before. When we had 
finished it was the time for the evening draught, and I 
wished to invite my two young helpers to join me. 
But no! Keen as I am on women in the professions, I 
cannot stand a pint at the not-quite-local to the lady 
house-officer. And so the male midder student from the 
near-by medical school who had been looking on joined 
us instead. It is not often that I visit this hostelry, 
so I was surprised while standing at the bar to be ad- 
by a stranger who said “‘ You were in here last 
time I was.” “ Then,” said I, “ it must have been a 
long time since.” ‘‘ Yes,” says he, “ it’s over four 
months and fifteen of those days were spent on the open 
sea on araft’’ ‘Well! you must have one with me now 
youare back when you’ve drunk that one.”” ‘“ Oh! that’s 
for the missis,” he said. And so we had to join the two. 
The sailor started to tell us of his adventures; but as 
these included the names of many ports and the routes 
that convoys take between them, we had, with tact, to 
silence him. And then his missis took up the tale. 
‘“* Well!” she says, ‘“‘ however bad your job is, it’s not 
as bad as mine.”’ And so to get us away from the sea, 
I asked her what that was. It appeared that she was 
@ cleaner at the hospital from which we had just come, 
and she started to dilate upon the enormities of her job. 
This was awkward. However democratic one may try 
to be, it does not do fdr the visiting otologist to hob-nob 
with the cleaner that waits upon the ward-maids. So I 
finished my pint and we went. 
* 


* 7 

““We are now witnessing,’’ wrote Pearsall Smith in 
1912, “‘ the struggle of the Genius of language with the 
powules but somewhat indigestible word cinematograph.” 

e language has done it by ejection. The word is not 
heard today. We go to the pictures or the flicks. But 
what can the Genius do with the octosyllabic names of 
modern science ? Teachers have long given up trying 
to prevent students soy streps and staphs, and polys 
vie a ut now we subdivide the 
— » and perhaps the paper shortage will come 
to the assistance of the genius of language by compelling 
us to write hemostreps (57) for the 57th of Griffith’s 
types of Lancefield group A of the hemolytic strepto- 
cocci. Certainly we should speak of hemostreps. It is 
the same with the new drugs. ageing brain cannot 
remember all their names; the young one should not 
attempt to do so for many will soon disappear. Generic- 
ally we should speak about the Sulphs. Often we need 
to discuss whether we should use them at all before 
deciding which one to employ, and for ‘‘ The question 
is whether we should exhibit chemotherapy ” we may 
well ask ‘‘ Shall we put him on a Sulph ?’ 

» 


Two things 

at the start and not wing when to stop. As Spenser 

ut it: ‘* Be bolde, be bolde, and every where Be bolde— 
e not too Bolde.”’ 


* * 
may spoil a sulphonamide cure: timidity 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


To Mr. Attlee as deputy prime minister fell the enviable 
duty of announcing the victorious end of the Tunisian 
operations to a cheerful and cheering House of Commons. 
Field-Marshal Smuts has called this the beginning of the 
end and it may well be. The Government and the 
House now turn to still greater objectives for which 
preparations are already being carried out behind the 
scenes. The Prime Minister is in Washington, military 
and government conferences are being held in the Near 
East and there are consultations in the Pacific, for the 
new phase of this global war. The House goes on with 
its business, but realises that there is more urgency 
about postwar organisation than before. 

The debate on the Town and Country Planning 
(Interim Development) Bill was notable for a grasp of 
the big issues involved. The Barlow report on the 
location of industry, the Seott report on the utilisation 
of land in the countryside, the Uthwatt report on com- 
pensation and betterment give clear indication of the 
great scale of the planning necessary. The bill gives the 
Minister some of the powers that he will need and it is 
hoped that in the year when the war ends the transition 
from war to peace will not be marked by the mal- 
adjustments of 1918-20 followed by the economic 
blizzard of 1930-31. 

Preparations are also being.-made on the food front. 
Mr. Mabane, the parliamentary secretary of the Ministry 
of Food, had a good account to give of our supplies. 
We are the only country in Europe with an unrationed 
loaf and we are probably the only country in Burope 
adequately ing for 1944 and 1945. Mr. Mabane 
warned the House that at the end of hostilities we shall 
still face a shortage of food. To meet that shortage we 
must maintain the present world-wide organisation 
operating through the Anglo-American Combined Food 
Board with which are associated directly or indirectl 
all the Dominions (except Canada and Hire), India, a 
the colonies and all the United Nations. This board 
operates in London through the London Food Committee. 
“The pi of that committee is to prepare a pro- 
gramme of the essential needs of all the countries with 
which it is concerned, to relate those needs to the supplies 
available, and, finally to present an agreed programme 
to the Combined Food Board for approval and sub- 
mission to their governments.” This organisation 
prevents competitive buying of foods in short supply 
and for this reason alone it will be necessary after the 
—_ Mr. Mabane thought perhaps for “‘ longer than we 

The grand strategy of food in war-time has its lessons 
for the period of disturbance that will inevitably follow 
the collapse of the Axis. But after the war the field of 
operations will be greater, including China and the Far 

ast, and epidemics of typhus, malaria and other in- 
fections may threaten us. A great deal of the work in the 
immediate post-armistice period will be that of epidemic 
control, food relief and other “‘ ambulance ”’ activities 
under medical control. The medical profession, and in 
og rag those who have been trained during the war 

y their service in the forces, will have a great task to 
perform. \ 





FROM THE PRESS GALLERY 


Mr. MABANE, parliamentary secretary to the Ministry 
of Food, in presenting estimates in the House of Commons 
on May 13 said that if home agriculture produced as 
large a proportion of our food this year as last the 
national larder would remain well stocked during the 
next twelve months. The Minister’s desire, differing 
slightly from Julius Cesar’s; was: “ Let me have men 
about me who are fit.”” Scientists now properly related 
food and fitness; we were able to produce and import 
not merely food but food values: This, however, was 
a long-term business. The main concern of the Ministry 
today was not with what people would eat tomorrow, 
but with what they would eat in 1944 and 1945. The 
strategy of food was not a domestic affair: it concerned 
all the United Nations. The aim of the Government 
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had been to secure a common food strategy so as to 
avoid competitive buying during the war, and they 
looked ard to the maintenance of machinery for 
the food needs of the peoples of the world 
after the war, for producing —— to meet those needs, 
and for their pro 4 allocation. Stabilisation had kept 
food prices ste and in the av home. toda; 
95% bf the capeniities on food, went on foods 
subject to some form of price control. the 
last two years food prices fallen from 23% above 
pre-war tO 20%. In the of 1918 the equivalent 
rise in food prices was 108%. During the 
March 31, 1942, subsidies to maintain level 
staple f amounted to £145,000,000. 
attempts had, been made to secure to the public an even 
flow of such intractable commodities as h fruit and 
vegetables. The national milk scheme and the develop- 
ment of the milk-in-schools scheme had increased the 
consumption of liquid milk far abeve the peace-time 
level. far as children and expectant mothers were 
concerned, the Minister was determined to sup ly 
whatever ‘they needed, not only for an adequate 
for a full diet. The taw material of the race was 0 
valuable to put at risk. 


- UNSAFE MILK 


In debate mere of all parties praised the work 
of the ministry. A number, iewavied, expressed anxiety 
on the purity of milk supplies. 

Major York complained of the fact that consumers 
could not change over from non-tuberculin-tested milk 
to TT milk, ostensibly because of the official rationalisa- 
tion scheme, under which retail milk rounds were 
“ frozen ’’ to a retailer. The drive for “ quality ’”’ milk, 
which could have been made universal in less than 
10 years, would have a terrific setback.—Mr. WILFRID 
Roserts stated that the testing of cattle had greatly 
improved, and, looki forward to peace-time con- 
ditions, it would be much less difficult now to follow the 
example of the United States and clear up herds in a 
realiy wholesale way. This should be done whether 
pasteurisation was established or not.—Mr. Davip 


Apams contended that if our milk-supplies produced 
disease in children, Mr. Mabane’s statement that we 
were protecting the raw material of the race was refuted. 
In Neweastle, for example, despite all efforts by the 
health committee and the city council, the public still 


received a deal of unsound milk, and it was not 
surprising that, in the North of England Par peoperly 
tuberculosis ened increasing among children. If proper 
carried out, pasteurisation woul ensure a safe mi 


supply, 

TREE thought there was not the slightest use 
trying to improve the health of the nation by asking 
people to drink more milk unless the quality and cleanli- 
ness of the milk supplied could be anteed. <A deter- 
mined effort should be made to Sieieate disease from 
herds. Pasteurisation should be left to the local 
authorities to decide.—Mr. SNADDEN said that 90% 
of all the milk supplied in schools in Scotland was TT.— 
Sir ERNEST GRAHAM-LITTLE said that the 500 cases of 
undulant fever reported last year were a mere fraction 
of those which occurred through drinking infected milk. 
Diphtheria, scarlet fever, paratyphoid, typhoid, septic 
mastitis summer diarrhosa of children were also 
milk-borne. Unless present defects in production and 
distribution of milk could be remedied, pasteurisation 
ought to be compulso: 


ry: 
Mr. MABANE replying to the debate said that TT 


milk had always been bulked because it sold at a higher 
price and the demand was not adequate to enabie all 
TT milk to be sold assuch. The bulki of TT milk 
was not due to the scheme for rationalisation of delivery. 
But the Ministry of Food desired to do all that they 
could to encourage the demand for TT milk. There 
was plenty of TT milk to meet the demand in generai. 


WHEAT GERM 
Sir Ernest GRAHAM-LITTLE said that for 24 years 
— 70-75% of the grain imported into this country had 
been used for human food. As a consequence 700,000 
tons of shipping a year was needlessly used. It ought 
to be laid down that no food that was any use should 
be diverted to any other purpose. The real core of 


uestion was = thet a » high d of extraction con- 

with the interests of the industry ; removal 

of the germ, the more nutritious — of the grain, was 

@ very profitable transaction, 90% of the extracted 

being supplied to ag og ks articles. Sir 

est made a final appeal to the Ministry of Food to 

— raising the extraction percentage from wheat, 

oe riment at the Lister Institute showed that at 

feast 9 % extraction would be possible and advantageous. 

With certain improved processes it might even be 
possible to raise the extraction to 95%. 


QUESTION TIME 
Food-supplies for Greece 

Mr. Dinas Foor, parliamentary secretary to the Ministry 
of Economic Warfare, replying to a question stated: food 
supplies which have reached Greece during the last three 
months in pursuance of the relief scheme comprise 28,703 
tons of wheat, 8561 tons of pulse and 1096 tons of condensed 
milk, Further shipments which have left Canada but which 
have not yet arrived at Greek ports include approximately 
32,000 tons of wheat, 6000 tons of pulse and 600 tons of 
condensed milk. I have not yet been informed whether these 
cargoes include vitamin tablets, though we have agreed to 
their inclusion. Recent rts have shown.a considerable 
improvement in the state of nutrition in Greece, as compared 
with a year ago, especially in Athens. But, in the absence 
of definite information regarding many areas, I should hesitate 
to say that thissimprovement is/equally marked throughout 
the country. 

Mr. Rays Davies: In view of the grave concern in this 
country about the starving peoples of Europe, is it not 
possible for the Government to change their policy as the 

le who are suffering belong to nations which are very 

diy to us ?—Mr. Foor: I think it does no service to the 
countries concerned to make out, as is done in many quarters, 
that there is any analogy between conditions which existed in 
Greece when the relief scheme was started and those which 
prevail now in Western and Northern Europe.—Mr. T. E. 
Harvey: Is not a considerable portion of those supplies 
purchased by the Greek Red Cross or the Greek government ?— 
Mr. Foor : To the best of my recollection, condensed milk is 
purchased with funds supplied by Greek sympathisers.on the 
other side of the Atlantic, but the wheat is a free gift of the 
Canadian government. 


Regulation 33B 

Dr. E. Summerserxt asked the Minister of Health whether 
he could now say how many persons, men and women, had 
been informed against under Regulation 33B; how many 
had refused treatment and subsequently been imprisoned ; 
and whether the informers were compelled to complete their 
own treatment.—Mr. E. Brown replied: Information now 
received from all but a very few authorities in England and 
Wales shows that 36 men and 475 women have been reported 
to medical officers of health as alleged sources of venereal 
infection, of whom 1 man and 27 women have been the 
subject of more than one report, which is necessary before 
Regulation 33B can operate. Of these 28 persons 2 women 
have refused treatment, 1 expressly, and 1 by default, and 
have been prosecuted and imprisoned. No civilian voluntar- 
ily undergoing treatment for venereal disease is subject to 
compulsion to complete it.—Dr. Summersxmi: Is the 
Minister satisfied that this regulation has made a substantial 
contribution to reducing the incidence of venereal disease ? 
Is he aware that, as we anticipated, this regulation is operating 
unfavourably against women ?—Mr. Brown : I do not agree 
with that at all. It is quite clear to me from the reports I 
have received that the regulation is assisting local authorities 
in their voluntary work in this matter to a marked degree.— 
Dr. SumurskitL: In view of the fact that only 36 men 
have been informed against, can the Minister say that this 
is, a marked reduction ?—Mr. Brown: The hon, lady is 
interpreting the regulation in a sense different from that in 

which the House received it. It is not the intention of the 
House to use compulsion for compulsion’s sake, but in order 
to secure the desired end of an improvement in the position. 


Supply of TT Milk 
Mr. W. Masané, replying to questions, said that consumers 
may purchase whatever type of milk the supplier with whom 
they are registered provides ; but if he does not provide TT 
milk they are not permitted to transfer their registrations to 
another dairyman in order to obtain TT milk. Efforts are 
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being made to encourage and to assist dairymen to provide 
TT milk. for customers who require it. We are doing all 
we can; he added, to see that as little TT milk as possible is 
bulked and that as much as possible is sold as TT. 


Tuberculosis 

Mr. James Grirriras asked the Minister of Health the 
number of cases of tuberculosis notified during the past year ; 
if he would give separate figures for Wales, the comparable 
figures for 1938 and 1941, and indicate whether any particular 
age-group showed an increase.—Mr. E. Brown replied: The 
numbers of cases of tuberculosis notified in England and Wales 
together, and in Wales alone, in 1938, 1941 and 1942, and the 
percentage increases or decreases in age-groups, are as follows : 


TUBERCULOSIS : NUMBER OF CASES NOTIFIED 
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Miners’ Medical Service 


The mines medical officers appointed recently are as 
follows : Deputy chief mines medical officer : Dr. T. E. Howell. 
Regional mines medical officers : Dr. W. C. Sharp, Dr. D. G. 
Robinson, Dr. J. T. Watkins, Dr. A. Roberts, Dr. T. H. 
Jenkins, Dr. J. B. Adamson. Two posts of regional mines 
medical officer remain to be filled. (Major G. Luoyp Grorcr 
replying to Mr. T. E. Groves.) 


Rehabilitation of Colonial Troops 


Colonel O. Sranuey informed Mr. A. Creecu-Jonss that an 
African rehabilitation centre had been set up in Kenya for the 
treatment of Africans belonging to any of the East African 
territories who had been discharged from the military forees 
on account of injuries sustained during their service. The 
provision of similar facilities was being considered for West 
Africa. In Malta special consideration was being given to the 
problem of persons disabled, whether by enemy action, acci- 
dent or disease. He had no detailed information about other 
parts of the Colonial Empire. 


Eye Injuries to British Troops 
Sir J. Griac, replying to a question, stated that0-4% of the 
awards made by the Minister of Pensions to British troops are 
to those who have lost one eye and 0-16% to those who have 
lost two. The actual figures are 222 and 89 respectively. 


Detained Soldiers and Medical Examination 


A soldier sent to a detention barracks is medically examined 
before he leaves his unit and again on admission to the barracks. 
(Sir James Grice replying to Sir Jocetyn Lucas.) 


_Very many 


Ex-Service Men and NHI 

Major C. Yorxk asked the Minister of Health whether he 
was aware of the unfairness caused to di ed ex-Service 
men who were unable to obtain sickness benefit for 26 
weeks after discharge if the cause of sickness arises out 
of the disability for which a pension was being paid; and 
whether he would take steps to remedy this hardship.— 
Mr. Brown: The rates of contribution payable under the 
NHI acts are based on the expectation of incapacity under 
normal conditions, and do not cover the risk of incapacity due 
to war service, Therefore, I am unable to propose any amend- 
ment of the specific provision of the statute whereby a man dis- 
charged from the forces becomes temporarily disentitled to 
sickness benefit. The 26 weeks, however, run from the 
beginning of the week in which the man was injured or was 
removed from duty and accordingly a substantial part of that 
period will ordinarily have expired before the date of discharge. 
Major York: When a man is in the Services does not the 
state pay his contributions ? If that is so, why should there 
be this discrimination when he leaves the Services ?—Mr. 
Brown: There is no unfair discrimination. The issue is 
whether he has been subject to the normal conditions on 
which the scheme is based. 


Purchase Tax on Deaf-aid Batteries 

Lieut.-Colonel Sir lan Fraser asked the Chancellor of the 
Exchequer, whether he had been able to give further considera- 
tion to the question of removing purchase tax from the 
batteries required for the operation of deaf-aids.—Sir 
Kincstey Woop informed Sir Ian Fraser that certain 
high-tension batteries specially designed for use with hearing- 
aids were now exempt from purchase tax. 





HOW MANY IS A FEW? 

R. A. J. Asher’s plea for less jargon * has stirred many 
readers ; but misunderstanding may spring not only 
from the use of rare or cumbrous words but from the 
different meanings we may attach to words in common 
use. To illustrate this P. C. Ackerman * gave percentage 
values to the meaning of common descriptions of quan- 
tity, such as ‘‘ few,”’ ‘“‘ most ’’ and ‘‘ very many,”’ and 
asked how much they differ from estimates in the minds 
of others. We have carried out the same test on five 
people and_their values are compared with his in the 
accompanying table. Estimates in this series fall widest 
of Ackerman’s gnark in the values given to “‘ many ”’ and 
‘very many.” On seeing the results each of the five 
contributors was confident that his assessment was the 
right one, and that the others just didn’t know the 
common shades of meaning attaching to these words. 


bast Ackerman} A | B oc |p |-s8 
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Few 3- 5 
10-25 
30-40 
45-55 
80-95 
98-99 


Many 


About half 
Most 
Nearly all 





The experiment seems to show how little we have so far 
developed speech as an instrument of precision in convey- 
ing facts: but this does not necessarily mean it is a 
clumsy instrument for conveying ideas. Part of the 
richness of language lies in the multiple associations 
attaching to single words; Gray would have told us 
less, not more, if ‘‘ the ploughman homeward plods his 
weary way ” had implied a man of standard physique, 
employed in an exactly defined occupation, taking steps 
of known length when a correction had been made 
for fatigue. In fact when we want to convey concepts, 
definitions not only may, but must have some play. If 
we wish to convey precise facts we are about a different 
business : we are stating percepts, and must narrew our 
definitions aecordingly. 


1. Lancet, 1943, i, 213. 





2. Science, 1942, 96, 560. 
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Letters to the Editor 
DOCTORS AND THE FUTURE. 

Smr,—We have been unable to find: any concise state- 
ment of the evidence on which the agitation for the drastic 
and immediate changes in the conditions of medical 
practice is based. The agitation suggests a general feel- 
ing that something is radically wrong with our present 
methods, and that patients do not get proper and 
efficient treatment. 

Is such a feeling really yay amy and, if so, how has 
it arisen ? If it is justified by facts it is apparent that a 
serious effort must be made to remedy the proved defects, 
bearing in mind that it takes some time to assess the value 
of any new form of treatment. If itis of the nature of a 
panacea envisaged by idealists it deserves respect and, 
possibly, consideration. If it is merely a nostrum 
exploited by political hucksters it might justly excite 
resentment. 

The production and publication.of evidence in a form 
that could be readily digested by busy doctors would be 
of incalculable value not only to them and to the younger 
men serving with the Forces—-who after all are those most 
affected by the proposed changes—but to those, less 
actively engaged in professional work, who have time to 
decide the future of medicine. 

A. Bastmy Rooke C. E. P. MaRKBY 

Tuomas Rosson J. W. NANKIVELL 

J. H. BENTLEY HUMPHREY MARRINER 

D. D. Maras C. HEYGATE VERNON. 
Royal Victoria and West Hants Hospital, Bournemouth. 


RESPONSIBILITY IN HOSPITALS 

Sir,—I think that your leader of April 3 gave a timely 
warning. A realisation of present defects in the 
administration of the municipal hospitals is most 
essential for their further progress. A criticism of such 
shortcomings is no reflection on the excellent work done 
by the medical staff, but a suggestion of how their 
efforts might be aided, and their burdens lightened. 

Dr. Horace Joules in his letter of April 17 appeared to 
evade most.of the points raised im your leader. His 
illustration of the four beds of a famous gynecologist 
may have other applications. From the patient’s point 
of view the care and attention received by one of four 
may be preferable to that received by one of a hundred 
cases. Dr. Joules does not suggest that these were the 
only clinical activities of this celebrity. 

His reference to 14,402 beds in a single municipal 
service is a formidable figure ; but he does not state the 
number of medical officers available. From the last 
annual report under normal conditions (1938), the bed 
capacity of the five general hospitals is given as 4439. 
The total full-time staff was 77. Of these about 54 
would be engaged purely in ward work, a figure of 
approximately 82 patients each exclusive of a small 
consultant staff who acted largely on a sessional basis. 
This reveals a certain degree of understaffing even in 
these excellent hospitals. 

The Middlesex County Medical Society deserves the 
greatest credit for its excellent presentation of clinical 
material. Dr. Joules, however, does not state the cause 
of its inception. I am told that it was to stimulate a 
free and open clinical discussion and criticism of cases 
presented which had not been practicable in the restric- 
tion of any individual municipal hospital. An additional 
stipulation being that the chairman was not to be a 
medical superintendent for the first two years of the life 
of the society. This may have contributed largely to its 


initial success. 
Dr. W. A. me oar 8 in his letter of April 17 states that 
ents have played no minor part in 





medical superinten 
the -process of uplift of the status of the municipal 
hospital. This statement would be much more con- 
vincing if it came from. other members of the senior staff. 
Unfortunately these are often the hostages of the 
municipal system. With dependants they hesitate to 
protest when criticism would jeopardise their position, 
possibilities of pramotion, and hopes of superannuation. 

Some examples of superintendent authoritarianism 
are set out below : 

1, The discharge of the cases of'senior and junior colleagues 
from hospital without; their knowledge or consent. 
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2. The removal of medical and surgical cases from a senior 
colleague’s wards and the performance of operative or medical 
procedures without his consent. 

3. The removal of a colleague's cases of general peri- 
tonitis from the Fowler position without his knowledge or 
consent. 

4. The alteration of a senior colleague’s ward. treatment 
without consultation. 

5. The alteration, cancellation or substitution of theatre 
operation lists without a colleague’s consent. 

6. The direction as to signature of statements by a colleague 
of malingering, or of mental incapacity, on the part of a 
patient. “ 

7. Irregularity as to the allocation of fees from the Coroner’s 
court. 

8. The summary dismissal of junior colleagues and locum 
tenents without a fair*hearing of their case. 


With regard to the medical officers’ living conditions : 


1. They were not allowed to spend a night. or a weekend 
away, from the hospital even when off duty, without the 
personal consent of the medical superintendent. 

2. Similar approval was necessary even for permission to 
exchange living rooms with a colleague. 

3. These simple requests were frequently met with flat 
refusal or only grudgingly conceded. 


These are only a few instances of situations that have 
arisen. Dr. y will find it difficult to imagine that 
they are in the interests. of the patient, the medical man 
or the public. 

Until relatively recently, the municipal hospital was 
a@ poor-law institution, housing a number of chronic 
patients. On the staff the medical officer might be the 
only literate person capable of coping with difficulties 
which arose. These institutions have since become 
larger general hospitals with many acute cases and a 
much larger staff. Yet in their rise the medical superin- 
tendent has remained and his position is now anomalous, 

His duties are administrative, medical, financial and 
legal. For three of these he may have had no previous 
experience or training. Itis only natural that a medical 
man placed in such a position may be in conflict with his 
colleagues. The responsibilities are heavy and far too 
numerous for any single person. Many superintendents 
themselves wish to see the system abolished. 

The medical superintendent and chief county medical 
officer form a bottleneck through which all matters 
relevant to a large hospital have to pass, both from the 
council to the institution and vice versa. In this way,’ 
many purely hospital problems are left unconsidered. It 
is essential that a wider basis of contact be established 
for further development in the municipal system. 

It has been suggested recently that three war years 
have been deleterious to municipal hospitals. The 
voluntary system has suffered more heavily. Soon after. 
the outbreak of hostilities, many municipal authorities 
intimated to their senior-staff that, with the exception 
of those on the reserve, entering the Forces would 
terminate their contracts with the council. The volun- 
tary hospitals raised no such objections and have suffered 
a larger loss of staff. In addition, the influx of con- 
sultants, junior medical staff, student house-officers 
and students eager to work, has made it possible in many 
cases for the first time to build up an adequate medical 
staff for the enormous amount of work done in the 
municipal hospital. It would appear that some of these 
hospitals have definitely gained through the war at the 
expense of their voluntary counterparts. 

MUNICEPS. 


THE SIZE OF LOCAL HEALTH AUTHORITIES 


Sir,—Surely your leading article of May 15 creates 
quite unnecessarily a difficulty by making health 
services synonymous with hospital services. Health 
services are based on the home and the local environ- 
ment. Hospital services may quite well be organised, 
though in some respects to the disadvantage of the 
patients, for a larger area. Codrdination there must be, 
but that does. not seem to present any insuperable diffi- 
culties. -There is a substantial change in the facts of 
the situation since 1920. May not the medical pro- 
fession be éxpected to move with the times ?- 


Herne Hill, S.B. 24. C, E. A. BEDWELL. 





664 <EE Lancer] 


THE RED CROSS.—STERILITY 


[May 22, 1943 





EXPERIMENTAL NECROSIS OF ISLET CELLS 


Srm,—In commenting on our paper which appeared in 
your issue of April 17, Dr. Lawrence, while recognising 
the importance of the main result, necrosis of islet cells 
from alloxan, has very judiciously drawn attention to the 
need for caution in interpreting the symptomatology and 
biochemical findings in disordered sugar metabolism. 
It may be that in putting forward a single essential 
cause, for both the necrosis and the hypoglycz#mia, in 
over-stimulation of the islets with over-production of 
insulin, the amg went too far towards simplicity 
of explanation., There was, however, the fact that the 
anatomical lesion was entirely hew and it was not 
apparent that an explanation of its causation and effects 
could be found in the knowledge of the past, while there 
appeared to be no special reason to,attribute importance 
to a supposed toxic effect on the liver which was un- 
supported by any evidence. Alloxan is a substance 
with quite low general toxicity, and the doses of it which 
were first recognised to affect the islets were large, 
corresponding weight for weight to } to } oz. for an adult 
man, and even with such doses only relatively slight and 
inconstant changes might be seen in other organs. 
regret very. much that at the time the paper was 
written, now several months ago, the work of H. R. 
Jacobs (Proc. Soc. exp. Biol. Med. 1937-38, 37, 407) had 
escaped notice. “He had observed not only the 
intense glycemia after intravenous’ alloxan, but 
also he ensuing convulsions could be cured or 
averted by intravenous glucose with return of the 
animals to normal. This observation we have inde- 
pendently confirmed in a way which suggests that the 
only lethal effect of alloxan in these doses lies in its 
causing hypoglycemia like that due to insulin and 
relieved in the same way. 

The problem in sugar metabolism which is set in 


experiments with alloxan can no doubt be approached ~ 


by various techniques, and it seems probable, as Dr. 
Lawrence suggests, that evidence of relative value may 
be obtained by comparison with acute disturbances of 
blood-sugar produced in other ways. The terminal 
h cemia, which goes also with hypothermia, due 


ypergly' 
to diphtheria toxin, is striking by contrast and it may 
be significant that this is commonly associated with 
hemorrhage and necrosis in the suprarenals although, as 
these are believed to be concerned largely in the mobilisa- 


tion of sugar, an acute damage of them might, a priori, 
have been expected to cause the reverse, a hypoglycemia. 
In this case, however, the hyperglycemia may well 
depend rather on poisoned Vanoem Weinet unable to use 
— even when an excess of insulin is supplied. There 
will probably be general agreement with the view that 
in the assessment of biochemical data in experiments a 
useful purpose will be served by continuance of correla- 
tion with histological findings. 


Glasgow. JoHN SHAW DUNN. 


THE RED CROSS 


Sir,—The letter from Lord Amulree in your issue of 
May 1 requires some-explanation. Of course a medical 
diploma does not protect in war, and physicians serving 
outside the RAMC are subject to the same treatment 
as all combatants. However, physicians and nursing 
personnel caring for the sick and wounded in war-time, 
whether belonging to the RAMC, the Red Cross or any 
voluntary association, are definitely protected by the 
Geneva Convention. In principle they cannot be taken 
prisoner and thus must be repatriated after falling into 
the hands oftheenemy. In practice, however, the enemy 
keeps a certain number of them for the care of com- 
— who are prisoners. It is true that the Geneva 

onvention has not been applied strictly in this war, and 
that although there has been some repatriation of medical 
sem by the Italians this has not happened, as far as 

know, in the case of doctors in German hands. Whether 
the Germans can base their action on their need of this 
personnel for the care of British and Allied prisoners is 
another question. It is not the Geneva nvention 
embodying the Red Cross principle that is at fault, but its 
mode of application. For this reason I have stressed the 
point that in future more definite international action 
should be taken in support of the Geneva Convention. 
I have emphasised the need for regarding the Red 


Cross principle as a not purely humanitarian one, for 
otherwise it could not develop in time of war, when 
humanitarian principles are not invoked. The Red 
Cross organisation is based on a realistic, a utilitarian 
principle, and contributes to the war effort of all nations. 
An t national Red Cross contributes greatly to the 
war effort. of the particular nation. In fact, one of the 
conditions of an efficient war effort is the ad te 
treatment of wounded, prisoners and civilian populations 
in conquered countries, but for this condition to be 
fulfilled a certain degree of neutrality as embodied in the 
Geneva Convention is necessary. 4 Pp. CawaDIas, 


London, W.1. President, Greek Red Cross. 


STERILITY 


Sir,—In view of the fact that at least 10% of married 
~~ suffer from involuntary sterility, it is obvious 
that the problem of such sterility is one of great national 
importance, not only because of the personal unhappiness 
it may cause, but because of the urgent need to increase 
our present birth-rate if a falling population is to be 
averted. 

Not all cases of sterility are as intractable as might 
be supposed from the literature on the subject, and many 
yield to quite simple advice. Only in so far as this 
fails, is it necessary to institute more complex enquiry. 
In cases which continue to prove refractory, elaborate 
examination of both parties may be necessary. 

Although many experts are interesting themselves in 
this subject, few facilities exist for a broad study of 
the problem, and for that codperation between gynzco- 
logist and male genito-urinary specialist which is essential 
to its solution. Nor, indeed, is there much likelihood 
that the average country patient who seeks advice in 
this matter can obtain expert help. 

The Family Planning Association has long been in 
touch with working-class family life through the medium 
of its contraceptive clinics, scattered throughout the 
British Isles. It believes that there is a great oppor- 
tunity to reach a certain type of patient who is not likely 
to present herself at a hospital out patients’ department 
complaining of sterility, but who is nevertheless deeply 
disappointed by finding herself barren. Many such 
women have already asked for help at F.P.A. clinics, 
thereby demonstrating the reality of the demand. 

‘The association has formed an ad-hoc committee which 
intends to organise clinics to deal with cases of sterility 
eifher by referring them, where necessary, to the appro- 
priate hospital centres, or, where these do not exist, by 
providing such expert attention as facilities permit. 
Such sessions would be called ‘“ motherhood clinics,” 
and would be held occasionally in the same premises as 
already existing birth-control clinics. Details of such 
developments will be communicated later to the medical 
press. 

In this way there will be the beginnings of a nation-wide 
effort to eliminate the present distressing wastage of 
potential maternity. 

Family Planning Association, 


HoRDER, 
69, Eccleston Square, 5.W.1. 


President. 


SERODIAGNOSIS OF SYPHILIS 

Sir,—In your annotation of April 3, and in the paper by 
Rappaport and Hichhorn in the same issue, it is claimed 
that high salt concentration, as used in the Meinicke 
reactions and in the new test of Rappaport and Eichhorn, 
causes chemical inactivation of the serum, so that 
inactivation by heat is unnecessary. It is true that 
performing the serological syphilis tests in the presence 
of high salt concentration has the same effect in principle 
as previous heating of the serum. In developing the 
first flocculation test of Sachs and Georgi, I was able to 
demonstrate (with F. Georgi) as early as 1921 that 
unheated sera which usually do not show flocculation in 
normal saline have the same reactivity as heated sera if 
the tests are performed in salt solutions of higher 
concentration. However, the term ‘“ inactivation” is 
hardly applicable to the phenomenon. ‘The correlation 
of heating with inactivation is actually only of historical 
igni ce. It oniginates from the early days of sero- 
logical research when it was believed that heating the 
serum inactivation of the ‘‘ complement ’”’ which 
was supposed to be a thermolabile toxin-like substance. 





THE LANCET] 


OBITUARY 


[may 22, 1948 665 





Today we know, however, that the complement activity 
of fresh serum is not attributable to a single substance, 
but depends on the physical structure of the whole serum 
protems. The latter—in particular the most easily 
precipitable euglobulins—lose by heating the reactivity 
which is necessary for their complement action. It is 
better, therefore, to speak of ‘‘ stabilisation ’’ rather than 
of ‘‘ inactivation.” . 

The reactivity of syphilitic sera in the Wassermann 
reaction.is in fact decreased by heating, although at the 
outset one anticipated an increase because of the destruc- 
tion of complement. On the other hand, unheated sera 
may only used for the Wassermann reaction when 
certain technical conditions are fulfilled. Otherwise 
they are liable to give non-specific reactions. Heating 
the sera abolishes non-specific reactivity caused by the 
labile globulins because the latter become stabilised. In 
the flocculation tests unheated sera behave in a similar 
manner. They react with the lipoid particles, but 
flocculation is prevented. Higher salt concentrations 
inhibit the combination of the labile serum globulins 
and the lipoid particles and so permit flocculation to be 
obtained with unheated sera. In these circumstances, 
however, one cannot assume any inactivation, for the 
high salt concentration is only a corrective which may be 
eliminated by dilution with distilled water. 

It appears important to understand the position clearly. 
Only by distinguishing between antibody reactivity and 
serum lability does the occurrence of non-specific 
reactions in serological tests for syphilis become under- 
standable. Heating the serum and performing the tests 
in more highly concentrated salt solution is without 
influence on the combination between antigen and 
antibody, but both cause a stabilisation—heat by altering 
the most labile serum globulins, and sufficient salt 
- concentration by preventing their reactivity. 


Sehool of Pathology, 
Trinity College. Dublin. H. Sacus. 


STATUS OF HOUSE OFFICERS — 


Sm,—I am heartily in agreement with Dr. Fendall in 
his i on the payment of house-officers. ‘The 
only modification that I can suggest to his letter is that 
in many teaching hospitals, so far from earning 9d. per 
hour, a house-officer may be £100 out of pocket at the 
end of the standard series of ‘appointments, as he is 
actually paid nothing at all. 

the remuneration of the whole 


y. rofession is to 
be decided, we are told, before long, I 


ope those who 


have to do it will read, mark, learn and inwardly digest’ 


the severe remarks of Mr. Boythorn in ‘‘ Bleak House ”’ 
on this very subject before they come to a decision ; 
otherwise the Royal College of Surgeons may get some 
remarkable new specimens. 

Haywards Heath. 


Infectious Disease in England and Wales 
WEEK ENDED MAY: 8 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1458; whooping-cough, 2225; diphtheria, 643 ; 
paratyphoid, 7; typhoid, ; excluding 
rubella), 10,090; pneumonia (primary or influenzal), 
745; puerperal pyrexia, 138; cerebrospinal fever, 61 ; 
poliomyelitis, 3; polio-encephalitis, 1; encephalitis 
lethargica, 2; dysentery, 193 ; ophthalmia neonatorum, 
101. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of:civilian and service sick in the Infectious Hospitals 
of the London ig et gp! on May 5 was 2049. ane we 

ae oe were admitted: scarlet fever, 
: 145; whooping-cough, 41, 

Deaths.—In 126 great towns there were 1 (0) deaths 
from enteric fevers, 1 (0) from scarlet fever, 7 (4) from 
measles, 16 (2) from whooping-cough, 12 (0) from diph- 
theria, 45 (3) from diarrhoea and enteritis under two 
years, and 15 (1) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham. reported 7 deaths from diarrhea, no other great 
town more than 3, 
The number of stillbirths notified during the week was 
221 (corresponding to a rate of 31 per thousand total 
births), including 20 in London. 


Obituary 





WILLIAM JAMES EASTWOOD 
-M CH ORTH LPOOL, FRCS 
ACTING BRIGADIER, ARMY MEDICAL SERVICES 


On the lst of this month James Eastwood died, at 
the age of 40, while on service as consulting orthopedic 
surgeon in the Middle East. His death was entirely 
unexpected and. the news has come as a shock. “ It is 
often said that hard work never killed any man, but 
Eastwood’s death makes one 
doubt the truth of this generali- 
sation. For many years his 
hours of work had far excéeded 
the safety zone, but in working 
and in organisation he found 
his greatest pleasure.’’ 

A student and graduate of 
Liverpool University, where his 
outstanding scholastic career 
was equalled by his prowess in 
every branch of athletics, East- 
wood soon showed a special 
interest in orthopedic surgery. 

He was fortunate to come ,, 

under the influence of the late 

Sir Robert Jones, who inspired 

him with much of his own 

enthusiasm and implanted in 

him the fundamental principles on which his own 
surgical career had been based. Eastwood’s worth was 
recognised early; he joined the staff of the Northern 
Hospital in Liverpool and by his ability, driving force 
and charm built a reputation which spread far beyond 
his own district. He was also a member of the staff 
of several other hospitals in the district, and in connexion 
with the Wigan Infirmary fracture service had formed in 
1932 one of the first rehabilitation centres. As a 
teacher he had the ability to make his subject interesting 
to the most thoughtless and inattentive student, and 
his work in postgraduate instruction was of a very high 
standard. 

When the war started he felt that it was incumbent 
on him to join the Army at the earliest: possible date, and 
it was with difficulty that he could be restrained for a 
time. ‘Two years ago he got his wish and was posted 
to the Middle East where he was given charge of a- 
surgical division in a large general hospital. The division 
soon became a hive of fracture and orthopedic patients. 
Medical officers who had had a small training in ortho- 
peedics were sent to learn from him, and he guided two 
moderately experienced men. His ability, ready wit, 
and perseverance quickly overruled all obstructions to 
his work. Patients obviously appreciated that they were 
in first-class hands and wanted him to see them through, 
rather than be moved on, until the first stages of treat- 
ment were over. Although somewhat biased against 
physiotherapy, he made full use of masseurs as physical- 
training experts and occupational therapists, In treating 
fractures due to gunshot. wounds, he never altered hisideas: 
he almost abhorred skeletal traction; he immobilised 
the fracture and neighbouring joints over a somewhat 
long period, but he never hesitated to urge the necessity 
for active movement from the moment when he thought 
this was advisable. His influence on surgeons in the 
treatment of fractures was apparent in the other hospitals 
in the area where he was stationed. ‘‘ He had a fertile 
brain, was delightfully quarrelsome on detail and was 
determined supporter of H. O. Thomas and his chief, 
T. P. McMurray.” 

When Brigadier St.J. D. Buxton, the then consulting 
orthopedic surgeon for the Middle East,.was forced to 
return home for health reasons, Eastwood was appointed 
to the vacant post. This he held for only a few months, 
but the same reports of enthusiasm, kindliness and 
organising ability had already come home. Colonel 
Buxton writes of a letter received since his death, ‘‘ full 
of fun—stories of peripheral nerve injuries, of padding 
of plaster splints—but no word of his being under the 
weather. He realised he had a responsible post for 
one of his age and was determined to do his best for his 
country, his patients and orthopedic surgery.”’ 
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Mr. McMurray, to whom we are indebted for details 
of Eastwood’s earlier career, Ley with deep regret 
of his early death, “‘ particularly at this time in view 
of his work for the Army and the necessity for such men 
in the reconstruction inevitable when the war is over.” 


WILLIAM BREMNER HIGHET 
MBNZ, FRCS; LIEUTENANT RAMC 

Mr. Bremner Highet has been missing at sea since the 
beginning of December, and his loss is now presumed. 
Within two or three years he had made several valuable 
contributions to surgical research, and his qualities 
were such that he was chosen to establish the first 
nerve-injuries centre for the Army 
overseas. But he did not reach 
his destination. 

He was 30 years of age and 
was born at Dunedin, New Zea- 
land. He took his MB at Otago, 
where he was awarded junior, 
senior, and university national 
scholarships, and he held house- 
appointments at Dunedin Hospital. 
In 1935 he sailed with the second 
Byrd Antarctic Expedition as 
medical officer, and on his return, 
before coming to England, he 
spent three months visiting hos- 
pitals in the United States of 
: America. From 1935 to 1937 he 
held resident posts at the Norfolk and Norwich Hospital, 
and while resident orthopedic officer there he became 
deeply interested in orthopedic surgery. As RSO at 
the Princess Beatrice Hospital he had charge of the 
fracture clinic and inau: d a septic-finger clinic, and 
as surgical registrar at the Royal Cancer Hospital he 
made a thorough study of bone tumours. In April, 1940, 
he joined the staff of the Wingfield-Morris Orthopedic 
Hospital, Oxford, where he had been appointed Nuffield 
scholar in orthopedic surgery. The creation of the 
peripheral nerve centre later in the same year -was fol- 
lowed by such an influx of cases that it soon became 
necessary to appoint a man, who could devote all his 
time to nerve injuries, and at the end of 1940 Highet 
gave up his scholarship, and with a special research 
grant from the university took on the work. 

No-one could have made better use of his oppor- 
tunities. He examined every patient with great care ; 
he assisted at every operation and became so dexterous 
and,sound in his judgment, that it was soon possible 
to entrust him with the most intricate explorations of 
peripheral nerves. He blossomed out as a first-rate 
research worker. Mr. J. Z. Young welcomed him in his 
laboratory where, with William Holmes and F. K. 
Sanders, Highet carried out a thorough investigation 
into the evil effeets of postoperative stretching on 
nerves sutured after extensive resection. Of their work 
together Mr. Holmes says :— ; 


““ When Highet burst into the laboratory for an afternoon’s 
work he brought a tremendous enthusiasm to supplement. his 
operative skill, and @ gift for the solution of the decisive pro- 
blems of the experimental method; he saw clearly what 
experiments were sufficient and necessary, and what results 
significant. We learnt a lot from him: he was intensely 
eritical of work he thought unconvincing or unnecessary, and 
no weight of authority could prevent him frorn condemning 
methods or results which seemed to him unsatisfactory. 
Collaboration with hini was made happy by the mental powers, 
which he carried so lightly, and by his,charm and friendliness. 
We always looked forward to seeing him, no matter how 
tedious the work we had to do. 

“ During his last months in England he was unceasingly 
active in the preparation of his work for publication. Every 
spare moment he sat writing, either alone or with his colla- 
borators, and each day saw an addition to a mass of only just 
legible manuscript. The fruits of this labour are still coming 
to us, and we should be grateful that he left so much ready 





for the press. But it seems sad that he left himself so little . 


time then for the more orthodox pleasures, for he loved a 
y, and I think that he would like his friends to remember 

im as he was on these rare ‘ evenings off.’ ” 
Highet also developed a technique for investigating 
anomalies of motor and sensory nerve. distribution, he 


devised splints, and investigated nerve lesions produced 
by arterial ischemia. In two years he published. seven 
original papers, and was awarded the Jacksonian prize 
of the Royal College of Surgeons for an essay on ‘pene ral 
nerve -injuries. Of his abilities Prof. H. J. Seddon 
writes: ‘‘ Good clinical scientists are rare, for it is 
unusual to find the keen impersonal precision of the 
scientist wedded to the humane understanding and 
intuitivn that mark the able clinician. In Highet these 
qualitigs were combined. At first sight he appeared 
rather cold-blooded in his it of knowledge, but his 
patients knew better. y trusted him implicitly ; 
he always told them what he was after and they regarded 
all his laborious investigations as an entertaining game, 
These men learned from him that to find out and to cure 
were one and the same. He was utterly reliable; his 
loyalty was of that rare kind that is quite untinged by 
intellectual sycophancy ; his devotion to duty was un- 
remitting and his industry unflagging. Let us hope 
that he is not lost, for he was one of the most promising 
men of his generation.” 
Mr. Highet leaves a wife and daughter. 


Appointments 


*IcuT, MENAHEM, MBO : temp. deputy medical superintendent at 


um. 
Fiemine, G., MB: examining factory surgeon for Castle Douglas, 
Kirkcudbrightshire. 
Colonial Medical Service.—The following appointments are 
announced : 
GuuetTtr, J. A., MB: MO, British Honduras ; Green, B. J., 15 
.LPOOL, DTM and H: MO, Nigeria ; 
PaRK NOBLE, G. S., MB GLASG., DOMS : ophthalmic specialist, 
Tangan Territory : 
PICKLES, 2 MO, Swaziland. 








BIRTHS 


Le1cH.—On May 16, at Ealing, the wife of Lieutenant P. R. W. 
Leigh, c—a gangpies. 

MatTroews.—On May 13, the wife of epticon aae D: N 
Matthews, RAFVR, of Wendover, Bueks—a son. 

McCaLt.—On May 8, at Southborough, the wife of Surgeon Lieu- 
tenant A. M. McCalj, RNVR—a son. 

MorE NisBetr.—On May 8, at Scarborough, the wife of Surgeon 
Lieut.-Commander J. G. More Nisbett, RN——a son. 

MorRRIsON.—On May , at Stirling, the wife of Lieut.-Colonel 
J. E. Morrison, ic—a son. Y 

Prri.—On May 12, at Ashbourne, Derbyshire, the» wife of Major 


I. B. Pirie, RAMC—a son. 
REYNOLDS.—On May 10, the wife of Dr. S. J. Reynolds, of Streatham 


—a@ son. 
RINKEL.—On May 8, at Holt, Norfolk, the wife of Dr. Ronald 
Rinkel—a daughter. x 
St. Joun-Brooxs.—On May 7, at Mussoorie, U.P., India, the wife 
of Major W,. H. St. John-Brooks, Ims—a son. : 
INTERTON.—On May 14, in London, the wife of Mr. Ralph 
Winterton, FRcs—a daughter. - 


MARRIAGES 
NoLan—Hocgin.—On May 8, at Frome, James Paul Nolan, Ms, 
to Joan Hockin. 
MARSHALL.—On May 8, at Ewell, Lawrence Garth 
Topham, surgeon lieutenant RN, of Leeds, to Olive Barbara 


DEATHS 
Correr.—On May 14, at Eltham Road, 8.E.12, Cornelius Cotter, 
MB 


» NUL. 
MacBrRYaN.—On May 4, at Bath, Henry Crawford MacBryav, 
LRCPE, of Box, Wilts, aged 88. 
McCrEaDY.—On May 10, at Farnham, Henry Ernest McCready, 
MC, MD DUBL., colonel RAMC (74. 
McRazE.—QOn May 7, at Edinburgh, Douglas McRae, MD EDIN., 
Linton, late of Glengall, Ayr, aged 68. 
May 15, at Hogsthorpe, Lincs, George Mullins 


ed 75. ; 
Nawanoun Gn Say 17, at Durrington Hill, Worthing, Sir 
Arthur Newsholme, KCB, MD LOND., FRCP, aged 86. 
Paton.—On May 15, Leslie Paton, MB CgMB., FRCS. 
Rosrvson.—On May 7, Soonee age aig rt Robinson, surgeon 


3 , 
Suimiry.—On May 14, in Lendon, Herbert John Shirley, cmMé¢, 
MD LOND., FRCS, DL, lieut.-colonel RAMC (T). 
STANLEY CLARKE.—On May 14, at Sturminster Newton, Dorset, 
Crispin Stanley Clarke, MD CAMB, agéd 63, 


Mepicat Honovurns.—The following awards have lately 
been made to RAMC officers for gallant and-distinguishe: 


services : 
MBE.—Major L. E, C. Davies, BM-OXFD ; Major J. R, Keilett, 


MB D 
MC.—Major G. H. G. Hope, MB GLASG. 
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FUTURE OF MEDICAL SERVICES 
STATEMENT BY BRITISH MEDICAL ASSOCIATION 


WHEN the representative committee was authorised 
to enter into non-committal discussions with the Minister 
of Health, an assurance was given that from time to time 
a report of the position would be made to the profession. 
This is the first such report. 

In the past two months discussions have been proceed- 
ing. In the course of such discussions, the Ministry put 
forward certain tentative proposals for a comprehensive 
medical service based on modified central and local 
administration and the employment of doctors as 
salaried. Officers, mainly whole-time, by a new type 
of local authority. The representative committee, 
considering that further discussion on the basis of such 
proposals would be unfruitful, met the Minister, and the 
joint parliamentary under-secretary representing the 
Secretary of State for Scotland, on Monday, May 17. 

The representative committee made plain that though 
not empowered to commit the medical profession, it 
believed that such proposals would be contrary to the 
public interest and unacceptable to the great majority 
of the profession, and sought their withdrawal. 

The Minister, in reply, stated that the only Govern- 
ment commitment on the subject of a comprehensive 
health service was that outlined by Sir John Anderson in 
the debate on the Beveridge report in the House of 
Commons in February. The -Government was not 
committed as yet to any particular form of medical 
service, and the Ministry proposals in question were put 
forward only as a basis of discussion. He agreed to 
regard these proposals as ‘“‘in the discard”’ and to a 
re-examination of the whole position. He stated that 
after further full consultation with the representative 
committee and other bodies with whom discussions had 
been taking place he would proceed to express his con- 
clusions in the form of a white-paper which would then 
be open for consideration and discussion by the public 
and the medical profession before final decision by 
Parliament. He stated that he was not bound by any 
timetable in relation to the issue of a white-paper. He 
had not made up_his mind and he did not wish that the 
proposals already put forward should be regarded as in 
any way prejudicing the issue of a white-paper, the form 
and substance of which had not yet been decided. 

These assurances were accepted by the representative 
committee which decided to continue the non-committal 
discussions with the Ministry. The discussions will 
accordingly go forward on the basis of these assurances. 

The representative committee asks for the continued 
confidence of the profession in pursuing these vital dis- 
cussions on the understanding that at no stage will the 
profession be committed without prior consultation with 
it through the established machinery. 





MATERNAL MORTALITY AND THE NEED ror MipWIvEs.— 
The Minister of Health, speaking in London on May 12, said 
that the maternal mortality-rate for England and Wales last 
year was the lowest ever recorded—namely, 2°47 per 1000 
births, compered with 2-77 in 1941 and'4-41 in 1934. Though 
the number of maternity beds had increased by more than 
3000 since 1938, it did not keep pace with the growing demand 
under wartime conditions. “‘I hope that the district mid- 
wives will be able to ease the by helping in every 
possible way the woman who stays at home to have her baby. 
We all know that it is much less easy for her now than in 
peacetime, but we are doing what we can to help to stimulate 
the supplies of home helps. . In trying to get more mid- 
wives so that more maternity beds can be opened, we look 
for help from the Ministry of Labour and also from the 
midwives themselves. I still feel convinced that if those 
midwives who are qualified but are not practising realised 
how much their country needs them, we should not have to 
ask so often.” 


. 


“ey Notes and News 


‘FRESH WATER FROM SEA-WATER 

To distil drinking water from brine for the use of men 
adrift in lifeboats has long been thought impracticable : 
but now, the Ministry of War Transport announces, this 
straightforward measure is to be practised. Three types 
of still have been devised for the purpose, one by the 
Department of Scientific and Industrial Research and 
one under the auspices of the Admiralty ; ; the third is 
already being produced commercially in collaboration 
with the Ministry. It can produce half a gallon of fresh 
water for each hour it works, and thus on a 14-day 
voyage, working 10 hours a day, it will produce about 
70 gallons of drinking water, or about twice the amount 
carried in a lifeboat intended for 40 people. It can take 
either solid fuel or paraffin, but is meant to work chiefly 
on briquettes of compressed coal, supplemented by waste 
material or wood recovered from the sea. The briquettes 
can be stuffed into odd corners of the boat; and the stills 
can be used to provide hot drinks and to dry wet clothes, 
spread against the hot sides. The other two types of 
still now being developed are paraffin-consumers and 
are expected to have a higher output in relation to 
fuel consumed. Shipowners will thus soon have a 
choice of effective equipment, and we may hope that 
survivors of marine disasters may in future be spared 
one of the worst aspects of their experience. 


A NUFFIELD PROVIDENT ASSOCIATION 


The Nuffield trustees have inaugurated a central provident 
association constituted on a non-profit-making basis, the 
solvency of which is guaranteed by Lord Nuffield’s Fund to 
the extent of £150,000. Membership in the association is 
open to anyone under the age of 60 who resides or is employed 
in any part of England, Wales, Scotland or Northern Ireland, 
other than the London area in which a hospitals services 
association has already been sponsored by King Edward’s 
Hospital Fund (see Lancet, 1943, i,.127), and there is no income 
limit to membership. The benefits offered are intended as 
grants-in-aid towards the cost of consultant and other special - 
ist services and hospital pay-bed or nursing-home treatment. 
They do not include contributions towards general medical 
practitioner services or treatment. For hospital or nursing- 
home treatment of a member or his dependants £6 per week 
will be paid for an aggregate period of six weeks in any one 
year. Substantial grants will be made towards consultant 
and other specialist services during inpatient ‘treatment. 
An adult member will receive up to £70 for any one operation 
or illness and a family may claim benefit up to £105 in any one 
year. Tlie annual’contribution for a member without depen- 
dants is £2 15s. There is nodimit to the number of dependants 
included in a family membership. An adult dependant’s 
contribution is £1 15s. per annum and 10s. is payable for each 
child under 18. Thus, a man and wife with two children 
would pay £5 10s. for a maximum benefit of £105 in any one 
year. The association’s offices are at 16, King Edward 
Street, Oxford. Area sections are being organised at other 
centres including Edinburgh, Hull, Manchester, Tyneside, 
Hertfordshire, Surrey, and Lincolnshire. A Nuffield provident 
asso@iation is also being formed in Northern Ireland. Provi- 
dent societies will have a large measure of autonomy, but rates 
of contribution and benefit will be uniform throughout the 
country. Removal from one area to another will not affect 
membership. After the war the trustees hope to extend 
the scheme to outpatient treatment and to provide full cover 
for families within certain income- -groups. 


Royal College of Physicians of London 

Air-Commodore C. P. Symonds will deliver his Croonian 
lectures at the college, Pall Mall Hast, 8.W.1, on Tuesday and 
Thursday, May 25 and 27, at 2.45 pm (not at 2.30 pm). His 
subject is to be flying stress. 


Cancer Control Organisation for Edinburgh and Scuth 

East Scotland 

A meeting of the executive committee of the organisation 
was held in Edinburgh on April 28. Among the subjects 
discussed was how medical doctors might make fuller use of 
the organisation’s arrangements for the issue of travel 
vouchers to patients attending Edinburgh Royal Infirmary 
for treatment or examination for malignant disease. The 
treasurer of the organisation is Prof. William Annan, CA, 
22, Charlotte Square, Edinburgh. 
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University of Oxford 


The following have been appointed members of the com- 
mittee of the Nuffield Institute of Social Medicine 


—_ 
. 


ex officio 


chairman); Prof. A. W. M. Ellis, DM; secre of the Nuffield 
vincial Hi. tals Trust, ex officio (secretary) ; 2 LJ. Witts; 
Lady Goodenough; Dr. Janet Vaughan; Dr. G. 0. ; Mr. W. 
yde; Mr. A. D. Lindsa of the Nuffield Committee for 


H . pa f chairman 
the Advancement of Medicine, ex officio ; Prof. J. A. Brie, professor 


of social medicine and director of the institute, ex o 


In a congregation held on May 6, the following degrees were 
conferred :— 

BM, BCh.—M. J. Long, Roshun Patuck, *J. C. H. Dunlop, 
*G. K. H. Hedgkin, *D. M.de R. Winser, *L. BE. D. F. Joubert, 
*D. H. Garrow, *G. D. W. McKendrick, *E. H. Hillyard, *T. H. J. 
Williams and *Sheila R. Tangye. 

: * In absence. 

The Radcliffe prize has been awarded to Dr. R. H. 8. 

Thompson. 


Royal College of Surgeons of England 

At a meeting of the council of the college held on May 13, 
with Sir Alfred Webb-Johnson, the president, in the chair, 
Mr. J. B. Hume was re-elected a member of the court’ of 
examiners for a year and Prof. R. V. Bradlaw a member of the 
“Bédard of examiners in dental surgery for three years. Air- 
*“Cdmmodore Geoffrey Keynes was nominated external 
examiner in surgery for the fellowship examination of the 
Faculty of Radiologists. 

It was decided to recognise the post of resident surgical 
officer at the Guest Hospital, Dudley, for the six months’ 
surgical practice required of candidates for the final fellowship 
examination. 

Mr. Arnold Sorsby was appointed research professor in 
ophthalmology at the Royal College of Surgeons of England 
and the Royal Eye Hospital for five years, and a professorship 
in experimental pathology was -conferred upon Dr. W. E. 
Gye, FRS, director of the Imperial Cancer Research Fund. 
Professor Gye and Mr. H. G. Crabtree were appointed lec- 
turers of the fund in the college for the ensuing year. 

Mrs. H. P. Herbert was appointed a Leverhulme scholar 
for her research on the metabolism of proteins, especially in 
relation to their protective properties against disease. 

Diplomas of membership were granted to Sheila W. Ander- 
son, G. A. James, M. F. C. Walker, and to the candidates 
named in our report of the comitia of the Royal College of 
Physicians (Lancet, May 8, p. 603). 


Venereal Disease in the Colonies 

The Colonial Office has appointed a subcommittee of the 
Colonial Advisory Medical Committee to advise the Secretary 
of State on venereal disease in the Colonies. Mr. T. I. K. 
Lloyd, an assistant jrmcanaagease ys 55 of state in the Colonial 
Office, will be the chairman, and the members will include Sir 
Wilson Jameson, Sir Drummond Shiels, Dr. Mary Blacklock, 
Dr.. Letitia Fairfield, Dr. Robert Sutherland and the medical 
advisers to the Secretary of State. 


London County Council and Mass Radiography 
In a report presented to the LCC last Tuesday, the hospitals 
and medical services committee refer to the Minister of 
Health’s proposals for the early diagnosis of tubercylosis 
(Lancet, May 8, p. 593) which, they say, offer a prospect of 
great improvement on present methods of dealing with the 
disease.. A mass-radiography unit will be delivered to the 
council shortly, and it is proposed. to locate it at fourcentres in 
turn, two in the north and two in the south of London. The 
centres will require adequate dressing accommodation and 
facilities for the speedy marshalling of a substantial number 
of persons and for the technical requirements of the work. 
It is hoped to arrange them at hospitals or health centres, but 
in the early stages its use will be limited to the more urgent 
demands. It is estimated that the staff and the maintenance 
of the unit will cost £2100 in 1943-44, for which there is 
sufficient provision in the maintenance votes, and £3020 a 
year ultimately. “The proposed extended arrangements for the 
diagnosis of pulmonary tuberculosis will certainly mean some 
increase in the demand for bed accommodation in hospitals 
and sanatoria, and it ie estimated that at least 100 additional 
beds will ultimately be required in respect of each mass 
radiography unit. tt is doubtful whether this demand can 
be met for London in the council’s own hospitals or in volun- 
tary institutions with which the council has arrangements. 
On the basis indicated the additional expenditure for bed 
accommodation is estimated to be £23,000 @ year @ unit.” 


Local Authorities after the War 

In a Chadwick lecture given in London on May 11 Dr. (. F 
White, MOH for the City, said that whatever the Gover 
ment’s four-year plan may be it will involve local authoritie 
in increased responsibilities. The authorities must not be 
small that they cannot provide efficient services; on th 


other hand, they must not be so large that they lose th: 


personal touch essential to successful administration. Man 

of the ynits of local government in London are, he think: 

too small; on the other hand, the London County Coung/ 

is too big. 

ae for the Relief of Widows and Orphans of Medicz 
en 


At a meeting of this society on May 12, Dr. R. A. You 
was elected president in place of the late Mr. Warr 
Low. During 1942 relief was granted to 56 widows, an 
£4400 were distributed. One of the widows, who died 
the age of 95, had received nearly £4000 from the socie 
in grants over forty-six years. Membership of the society ; 
open to any registered medical man, who at the time of hi 
election is residing within a twenty-mile radius of Charin 
Cross. Full particulars and terms of subscription may } 
obtained from the secretary, 11, Chandos Street, London, W. 


American Library 

The U.S. Office.of War Information announced on May | 
the tenth anniversary of the Nazi burning of books, t 
formal opening of the reference library at the America 
Embassy, 1, Grosvenor Square, London, W.1. This libra 
designed for American, British and other United Nation 
officials, for research institutions, for business and for th 
press, has now been in use for several months, and as My 
Richard H. Heindel, the director, said : ‘‘ The experience gaine! 
will help us when the time comes to rebuild the libraries ani 
intellectual life of the continent.” 


Anglo-French 

The first London performance of Mr. Edward Knoblock' 
new play, Bird of Passage, is to be given at St. James’s Theat 
on May 31 at 2 pm, in aid of the Anglo-French bed in th 
new Queen Charlotte’s. This bed provides free hospital car 
to wives and dependants of British and French service men 
The play is based on an Anglo-French theme of today 
Tickets (ranging in price from 4s. 6d. to 21s.) maybe hai 
from Mrs. Khan, Queen Charlotte’s Maternity Hospite 
339, Goldhawk Road, London, W.6. 


Medico-Legal Society 

A meeting of this society will be held at 26, Portland Placg 
London, W.1, on Thursday, May 27, at 5.30 pm, when Mi 
J. L. Stoves, PhD, will read a paper on the identification « 
animal fibres. 


Medical Casualties 

Among the casualties sustained in the loss of HM destroy 
Beverley, T/Surgeon. Lieutenant P. A. Rees, MRCS, RNVE 
has been posted as missing, presumed killed. Captain G. | 
Hodge, MRCS, RAMC, is reported missing in North Africa, 


Royal Society of Medicine 
At a meeting of the section of odontology of this society 
Monday, May 24, at 4.30 pm, Mr. B. W. Fickling will read 
r on severe retrusion of the mandible treated by bucca 
inlay and dental prosthesis, and Sir Frank Colyer will descri 
specimens illustrating some points in comparative dents 
pathology. At the section of medicine on May 25, at 4.30 px 
Mr. R. Milnes Walker and Dr. A, M. Cooke will speak o 
laparoscopy, and Dr. A. F. Foster-Carter on anatomy of th 
bronchial tree. On May 27, at 5.15 pm, there will be a discus 
sion oh the relationship of hypertension to renal diseas¢ 
The openi ers are to be Mr. Kenneth Heritage, D 
R. W. Searff, Dr. Horace Evans and Mr. A. Dickson Wrigh 
On May 28, at 2.30 pm, Sir Alexander Russell is reading 
paper to the section of epidemiology and state medicine on th 
Scottish diphtheria campaign 1941-42. The section of diseas 
in children are holding their annual general meeting on May 2 
at the Hempstead House Base Hospital, Hemel Hempsteaé 
and at 2.30pm there will be a demonstration of cases by-men 
bers of the staff. 





The fact that made of raw materials in short supply owing 
Fspee mpay ~ ateeat ib thin pamer ahould nobbe taken 
as an indication that they are necessarily available for export. 
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Dr. C.F THE FORCES BEHIND SPECIALISM IN 

» Govern. * , 

sthoritis SURGERY 

not be VictoR BoNNEY, MS, MD, BSC LOND, FRCS 

> ON thi coNSULTING OBSTETRICAL AND GYNZXCOLOGICAL SURGEON TO THE 

lose th MIDDLESEX HOSPITAL 

“ fog “« Continue in the faith,” —Sr. Paun. 

y Counei I sTAND here to commemorate the work of John 
Hunter who, born 215 years ago, still in spirit presides 

Medical over the art. of British surgery. The honour is a re. 
sponsible one, and I am the more diffident because, of © 

.¥ e seventy-five previous orators, only three have been 

Was ME avowed specialists; two in opht ic surgery and 

/ Wart one in orthopedic surgery. ‘ But I am sustained by the 

ows, ’M@% pride that, in me, gynecology and obstetrics, the two 

> died largest special departments of surgery, are today and 

e Societe for the first time, playing the chief réle in the affairs of 

coger our beloved College. 


f Charin . I 
Specialism in the widest sense is a state in which the 


i may } 
don, W. main intellectual activity of an individual, or a group of 
individuals, is permanently concentrated on one object, 
or one set of objects, and the forces compelling it are 
1 May 1] nearly as old as mankind itself. The present terrific 
ooks, thi struggle has made us painfully aware that the ultimate 
Americal potentiality of a nation is strictly determined by the sum 
is library of its man and woman power, and similarly man’s 
L Nati intellectual potentiality is, in the last resort, limited by 
i for th@™ the number of higher units which his brain possesses ; 
id as Ma but as we shall see, this absolute limit is never reached. 
ice gaine Although the average size of the frontal portion of the 
raries an@™ cerebrum of 5 rer man was, and of a few existing 
aborigines still is, smaller than ours, the size of it in the 
higher races has not altered within historic time, in spite 
J@ of the enormous increase in the number of things known. 
noblock If every new increment to knowledge required new 
sTheatg™ neurons to be added to the frontal lobe, then comparing 
ed in tl what I, as a student, had to learn with all that the 
pital cami student of today has to master, the head of the latter 
vice mei would resemble a pumpkin. All other organs of the 
of toa body enlarge with use but the cerebrum is the exception, 
y be hag or at least the process is so slow that ages ate required to 
Hospital make it perceptible. 
From these and other considerations and the fact that 
a considerable area of the frontal cortex may be removed 
nd Pla without impairing the intelligence, it seems clear that, 
ha ‘yam «of the multitude of higher units which the brain contains, 
ere only @ proportion are ever trained, correlated and put 
— into action, even by the most active minded, the re- 
mainder forming a reserve which can be drawn upon, 
provided that the time and material necessary for their 
destroval aining and correlation are coincidently available—and, 
, RNVE of course, that the will to put them into action is forth- 
Africa. This time-material coincidence constitutes oppor- 
tunity, and opportunity is the factor which limits the 
acquirement of knowledge long before- the absolute 
woelety « potentiality of the brain is reached, but the limitation is 
ill read @ “2viable. Thus there are certain kinds of knowledge the 


opportunity to acquire which is large and constant so 
that many persons can avail themselves of it. Con- 
versely there are other kinds, the opportunity to acquire 
which is so small and inconstant that few can ever 
partake of it and consequently, in these kinds of know- 
ledge, the number of the expert must always be small. 


i 


At man’s beginning, the demands on the mind were so 
few and simple and the opportunity for satisfying them 








% 
a so abundant that each individual was self-sufficing. 
ine on th Put as the intellect, passing beyond the immediately 
of discs obvious, began to explore deeper and deeper into things, 
n May 24 the limiting factor of opportunity came into play. 
smpatead Primitive man must originally have made both his own 


clubs and his own clothes and as in those early days 

fashions did not change, the need for making new ones 

was governed solely by how long the old ones took to 

wear out; so that, even supposing that a dandy of the 

Acheulean age made himself a new club and a new suit 

* Hunterian Oration, delivered on May 26, 1943, at the Royal 
. — of Surgeons of England. 
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once a year, a long time had to elapse before he became 
expert in the making of either. It must presently have 


‘occurred to the tribal mind that better clubs and clothes 


would be produced if one man made all the clubs and 
another man all the clothes, but there is deep down in all 
of us, a natural repugnance to change, and most of all to 
change which carries with it the implication that another 
fellow can do the job better than we can, so I expect that 
some of the tribesmen resented the idea. I feel sure that 
certain of the elders opposed it and pointed out the 
dangers (and there are dangers) of narrowing a work- 
man’s outlook. But popular opinion prevailed and thus 
began the arts, crafts and callings and the first phase of 
specialisation. 

As the ages rolled on, more and more occupations had 
to be segregated off, while each one grew in complexity, 
until at length certain of them became so multifarious 
that the opportunity afforded to a single mind was 
insufficient to fit it for all the demands the occupation 
made on it and these occupations had to be split up into 
departments. This, the second phase of specialisation, 
has resulted in the profound specialism which we see all 
around us today. 

° mr 

Passing from the general to surgery in particular, 
man at his beginnings had to treat himself, whatever the 
nature of the ailment. Then arose the medicine-man 
whe combined the réles of doctor, priest and wizard, the 
last of which continued to have some association with 
the healing art right down to the opening of the seven- 
teenth century. In ancient Egypt the calling was 
priestly and, in the epoch of Greek civilisation, the 
priests and lay assistants of the temples dedicated to 
rama formed an hereditary medical caste. 
Throughout the dark ages this connexion with religion 
was maintained in Christendom for the monks kept the 
flame of medicine burning, but such surgical procedures 
as were then required were more and more delegated to 
certain of the lay brethren, usually the barber who, from 
his calling, was deemed most fitted to wield the knife. 

The separation of surgery from medicine becomes 
distinct in England in 1308 when the Company of 
Barber- eons is first mentioned and a second com- 
pany, called the Guild of Surgeons, was existent in 1369. 
In 1540 these two companies united, but it was not until 
1744 that the association with the barbers was dissolved 
and the surgeons became a separate company. Then, in 
1800, this company became the Royal College of Surgeons 
of England and since then surgical knowledge has grown. 
so great that the span of one life is much too short to 
contain the opportunity needed to acquire it all, and 
et surgeon today is compelled to specialise more or 

ess. 

At present the special departments of surgery afe 
twelve in number: obstetrics, gynecology, ophthalmo- 
logy, laryngology, urology, proctology, anzsthesiology, 
orthopedic surgery, neurological surgery, thoracic surgery, 
reconstructive or plastic surgery and dental surgery ; 
and of them the first is by far the oldest and the only one 
with an origin separate from surgery. Indeed, unless we 
accept the storied origin of Eve, which makes Adam the 
first surgical patient, midwifery antedated surgery, for 
the first attendant on labour must have been our 
common forefather. 

Of all the departments of surgery, obstetrics is perhaps 
the most surgical, for pre: cy is a state induced by the 
rapid growth of a neop , natural labour is io be 
regarded as an operation which the woman performs on 
herself, and when the obstetrician has to intervene he 
does so with his hands or his instruments. It is sur- 
prising therefore that for so many many centuries so 
operative an art should have been allowed to wander 
disconsolately between the confines of medicine and 
surgery, but the fact is explained by the independence of 
its origin and the circumstance that for a very long time 
its practitioners were not medical men. You will 
remember that at the time of the Exodus (1300 Bc) two 
midwives, Shiprah and Puah, presided over Jewish 
midwifery and these ladies incurred Pharaoh’s wrath by 
refusing to slay the newborn males. I have over a long 
period of years urged the recognising of midwifery as a 
department of surgery, both to raise the status of 
pe rsa and obstetricians and to complete surgery as 
a whole. 


= 
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cal specialties 
t indications 


With this exception all the other s 
have branched off the main stem and the 


of them are very old indeed. Thus trephining was. 


performed in neolithic times, ephthalmic operations by 
the Babylonians in, 2250 Be and splinting by the 
“Egyptians before 1600 sc. In India, the medical 
classic Sushruta Samhita, written about 500 Bc but 
recording surgical practice long before that date, makes 
mention of cesarean section, lithotomy, neurotomy, 
trephining and plastic repair of the nose. Hippocrates, 


about 500° Bc, was familiar with thoracotomy, while 


Herodotus who wrote about the same date refers to 
artificial limbs and artificial teeth. Brasistratus (300 
BC) treated stricture with an S-shaped catheter and 
Ammonius (200 BC) was the first western lithotomist. 
Celsus (first century AD) wrote about plastic operations 
on the nose and mouth, dental surgery, the removal of 
nasal polypi, the treatment of piles and fistule, lithotomy 
and the excision of goitre. Heliodorus (first century) 
is said to have cured stricture by internal urethrotomy. 
Galen (second century) operated on the nose, repaired 
harelip and removed the uvula. Soranus (second 
century) wrote the first special treatise on midwifery 
and: the diseases of women. Paul of Mgina (seventh 
century) practised trephining, tonsillectomy, lithotomy 
and eye surgery. Albucasis (tenth century) described 
tithotsity as well as lithotomy. illiam of Saliceto 
(twelfth century) advocated suture of divided nerves. 
Lanfranc (thirteenth century) trephined for cerebral 
irritation, —— neurotomy, intubed the cesophagus 
and opened the chest for empyema, and John of Arderne 
(fourteenth century) carri out the operation for 
fistula-in-ano as it is performed today. 

Even in those days there were. specialists, notably 
among the cutters for stone and the couchers of cataract, 
and they used to travel about the country plying their 
craft ; indeed Herodotus states that in his e, among 
the Egyptians, each physician applied himself to one 
region of the body only. Some were for the eyes, others 
for the head, others for the teeth, others for the intestines 
and so forth. From the medieval — up to the time 
of the founding of ;the Royal lege of Surgeons, 
specialism continued slowly to increase. The Chamber- 
lens, who invented the midwifery forceps, may be looked 
upon as the first of the modern obstetric specialists and, 
in the same century (seventeenth) we read in the 
memoirs of the Verney family how Edmund Verney the 
younger, who was evidently suffering from scoliosis, was 
treated at Utrecht by a specialist named Schott who 
applied an iron apparatus covered with leather, into 
which the patient was immovably fixed. This early 
perder = sean like his modern counterpart, was a very 
confident surgeon for he agreed only to be paid if a cure 
was effected ; also he was a very trusting man for the 
amount was left to the generosity of the patient. 
Edmund was cured and, as in after life he came to 
weigh 20 st., his backbone must have remained a strong 
one; but what he paid is not stated. Let us hope he 
was both grateful and generous. 


Iv 

Thus we see that in very ancient times certain men 
had sight of those vast surgical fields which were to be 
exploited hundreds or thousands of years later; but 
excluding obstetrics all the surgical specialties, in their 
modern form, have appeared within the last 150 years 
and their rapid development did not begin to take place 
until the two great bars to the expansion of surgery, 
—pain and sepsis—were removed in 1846 and 1867 
respectively. e dates of the founding of the special 
hospitals show how comparatively recent they are: the 
oldest of them, the Royal London Ophthalmic Hospital, 
was opened in 1804. 

Again excluding obstetrics, the modern surgical speci- 
alties were all created by certain general surgeons who 
concentrated their main efforts on one particular facet 
of their art. These men initiated the special hospitals 
and special departments which have made possible 
the pure specialist and which supply the beginner with 
the material needful for his training so 'that his way is 
made comparatively easy. The task that these pioneers 
had to face was much more difficult for, ess the 
opportunity of acquiring special knowledge happened to 
be thrown in their way, they had to create it by their 
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own ability and perseverance ; and if in the future new 
surgical specialties arise those who lead the way will 
have to tread the same uphill path. Let us then con- 
sider how special experience can arise in the course of 
general surgery. 

In the past, surgeons who chanced to practise in 
localities where, say, vesical calculus or cataract were 
unusually common, or who were attached to armies in 
the field, naturally attained outstanding skill in litho- 
tomy, extraction of the lens or the surgery of injuries, 
and their services e specially sought in those 
connexions. The same thing es today; for 
instance, the general surgeon who working in one of our 
midland cities where football and mining occupy the 
male inhabitants, sees in a month as many cases of knee- 
joint injury as his southern confrére sees in a year. 
Again, many general surgeons in the past have become 
attached to special hospitals and there have had the 
opportunity o applying their general surgical knowledge 
to the problems of the specialty, often with great benefit 
to the latter. In devout gratitude I recall the name of 
John Bland-Sutton, to whose inspiration I owe so much. 
It is however increasingly rare nowadays for specialism 
to be attained to in this way. 

Special experience is often the result of special aptitude 
for, when a surgeon begins to achieve a reputation in a 
particular class of operation, a number of cases of that 
class are sent to him. Thereby his experience, skill and 
reputation are enhanced and still more cases of the same 
sort present themselves. A circle is thus established 
(whether vicious or not I leave you to determine) until at 
length, though still claiming to be a generalist, he has in 
fact become a specialist. 

Not all general surgeons welcome this transmutation. 
I knew one who was very anxious to become distinguished 
in a department of surgery quite different from that for 
which he was widely known, and indeed his performance 
in the sphere of his ambition was good. But it was of no 
use; the medical and lay public had irrevocably decided 
the kind of surgery he was to do and the old class of case 
continued to roll in and the desired class to keep away. 
I am reminded of a celebrated author who told me that 
he hated his best-knewn book because the public 
expected, and indeed insisted, that he should write others 
exactly like it. Who determines these matters in the 
first instance for us ? The house-surgeons who help us, 
the dressers we teach, the nurses who wait on us; these 
form the inexorable jury which notes our shortcomings 
and acclaims our good work. Their criticism is merciless 
but their verdict is just, and he who has to pass through 
that fiery trial can rest assured that, if there be true 
metal in him, it will show the brighter for it: but woe 
betide the dross. 

Lastly the opportunity for acquiring special experience 
can come into being as the result of the surgeon’s over- 
mastering determination to obtain it. There have been 
many such men in the history of surgical specialism, 
men who pressed on with the quest against discourage- 
ment and difficulty,. courageous explorers of the dark, 
resolute to achieve their aim. 


™ 


Like the paleolithic tribesmen of whom I have spoken, 
we of the tribe of surgeons have been brought (not very 
willingly) to recognise that better surgical work is 
produced if, say, A confines his chief activities to the 
abdomen, B to the thorax, C to the cerebrospinal 


system and so on; provided always—and it is an - 


essential proviso—that neither A, B, C or D, or the whole 
alphabet if you like, loses touch with surgery as a whole. 
Specialism has been scoffed at as a state of ‘‘ knowing 
more and more about less and less ’’ ; but the whole trend 
of modern science refutes the gibe, for it increasingly 
finds in the study of the minute the way to the under- 
standing of grosser things; and if, in perfecting the 
units of surgery, we can at the same time maintain them 
in cohesion, we shall perfect surgery as a whole. 

. But in this question of ¢ohesion lies the whole difficulty 
and danger. Too restricted attention to one subject 
cramps the outlook, narrows the mind, destroys the sense 
of proportion, deforms the specialty and tends in the 
end to transform it into a cult. The founding of 
hospitals devoted to special departments of surgery is, 
as we have seen, of comparatively recent date. These 
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institutions have conferred great benefits on the speci- 
alties for many of the modern advances are the result 
of work within their walls. But, as in this naughty 
world nothing worth ha can be got for nothing, so 
the benefits conferred are offset by the introduction of a 
danger. It is this; that, whereas before their advent 
the surgeon made the specialty, it is now possible for the 
specialty to make the s mn. This product is the 
specialist ab initio, whose knowledge is derived solely 
from the specialty, so that, unless he possesses unusual 
powers of educating himself, he will remain a person of 
confined vision and narrow ability. The immediate 
effect on the specialty is bad, but its ultimate effect, 
though not. so obvious, is worse, for his successors- 
designate, who work under him and learn from him, are 
in grave danger of inheriting the same limitations. 
It may be argued that it is up to any man to strike out 
new lines of thought for himself but the chains shackled 
on us by faulty teaching are exceedingly hard to break, 
and some persons continue to wear them throughout 
their working lives. Moreover, duds beget duds, not 
merely by teaching and example but also because they, 
very naturally, prefer to work with their own kind ; and 
there have been institutions where, for a long time, a 
level of dismal mediocrity was maintained simply for 
this reason. Over-specialism is not only harmful to the 
specialty, but is injurious to gs wi as a whole for, 
the wider conception being lost, the specialty becomes 
self-centred and parochial and sooner or later this 
attitude tends towards a movement for complete 
separation. One such severance has already occurred 
and there are threatenings of others which, unless 
countered, will end in converting the strong tree of 
surgery into a scrub of weakly-rooted saplings mutually 
deforming one another. 
¥I 

What can be done to guard against over-specialisation 
and the ill results which spring from it ?. First, every 
aspirant to surgical specialism, before ever he begins to 
practise the specialty, should have undergone an 
adequate training in surgery in general, and (excepting 
dental surgeons and anzsthetists) as evidence of such 
should have attained a fellowship of one of the royal 
colleges. That of this college is the highest prized, and 
attempts have been made at different times to mitigate 
the rigour of the examinations on which its bestowal 
depends and lighten the burden of the training which 
has to precede them. But these examinations have for 
their object not only the testing of knowledge but the 
possession, or otherwise, of qualities equally necessary 
to a surgeon: industry, for his life should be one of 
unremitting work ; self-abnegation, for he will have to 
forgo many pleasures; determination, for the calling 
pre-eminently demands moral courage; quick-witted- 
ness, because in surgery vital decisions have to be made 
instantly. Would anyone of us here, whose life one day 
may depend on a surgeon’s qualities, have it otherwise ? 

Since all parts of our art overlap and nothing would be 
so harmful as its division into a number of watertight 
compartments, the conception that his prime allegiance 
is owed to surgery as a whole and not to the subsidiary 
shrine wherein his immediate service lies, should be 
rooted in the mind of everyone working in a special 
department of surgery, and all he does to. advance his 
own particular craft should be undertaken with that 
obligation in view. He should make a point of seeing 
the work of surgeons practising in other departments, 
hot only to keep his mind open but to try to pick up 
ideas and suggestions transferable to his own department, 
non the basic principles of surgery are applicable every- 
where. 

It cannot be too strongly insisted that no-one should 
practise in a special department of surgery unless he is 
competent to deal with every condition with which he 
may be confronted. For this reason he should not 
rigidly limit his operative work to that peculiar to the 
specialty which he professes, for occasions will certainly 
arise when such limitation will be harmful or even 
disastrous to a patient. Thus, in my own calling, the 


gynecological surgeon should be familiar with the 
surgery of the bladder, the rectum and the abdominal 
contents generally, and should perform such operations 
as occasion demands, for otherwise he cannot remain 
competent in them. 


I have known surgeons whose 


fields of work lay in contiguous regions of the body, 
intensely indignant when the other of them invaded his 
neighbour’s territory. Such anattitude su ts inability 
to think clearly ; but if it arises from a fear that their 
practices will suffer, I can assure them that such mutual 
excursions, while immensely increasing their individual 
competence, will have no such effect. 

It is the duty of this college to epitomise the whole of 
British surgery and to keep within the fold all its mani- 
fold activities; Unfortunately in the past, like many 
other old institutions, it has been complacent and short- 
sighted, and the disruptive tendencies to which I have 
referred would almost certainly never have arisen, had it 
realised earlier the strength of the forces behind speciali- 
sation, and reorganised itself to meet the needs of the 
future. Of recent years a wider view has come into 
being, but to implement it much more has got to be done. 

I should like to see more representatives of special 
surgery on the council, for taking the great hospitals in 
aggregate more than half the surgical staff (not counting 
dentists and anesthetists) works in the special depart- 
ments ; the disproportionate number of general surgeons 
who appear as candidates for the council not only 
wrongly suggests that specialism in surgery postulates a 
lack of interest in surgery in general but is a way to make 
that suggestion come true. Further I am strongly of 
opinion that part of the final fellowship examination 
should be conducted by a surgical specialist or specialists. 
Our famous museum has suffered grievously at the hands 
of that accursed race whose purpose, slowly accumulated, 
compassed the destruction of all that is good, gracious 
and great in human life. That vile purpose is doomed 
to perish and our museum is going to arise again and 
when it does so I want to see it contain departments, 
each of which shall be the shrine, the meeting place and 
the spiritual home of one of the specialties and, like the 
chapel of an Order in a cathedral, stand as the outward 
and visible sign of the unity of the part with the great 
whole. To form, extend and keep live these depart- 
ments, delegates from the specialties will have to be 
coépted. Changes on these lines are I hold imperative 
if we are to keep this college in the proud position it 
has occupied in the past and maintain it, not merely as 
the root of the main stem of British surgery, but as 
the source from which all its branches derive their 
strength and growth. 

vil 

I have traced the course of specialism in surgery and 
shown that it is only one expression of that universal 
specialisation which has been forced on man’s intellectual 
activity by the shortness of life and the limitations 
imposed by opportunity. If its appearance and 
development were compelled solely by the pressure of 
circumstances there would be little to be proud about, 
but there is another aspect to be considered. Will 
is the motive power which puts the intellect into 
spontaneous action. When existing for the sake of the 
thing itself we call it aspiration, when aroused for the 
sake of what the accomplishment will bring, we call it 
ambition. The one is an impulse of the spirit, the other 
a product of the reasoning mind ; but without the goad 
of one or the other nothing much has ever been achieved. 

Modern physical science no longer supports the 
materialist philosophy of the last century, but, I think, 
tends more and more to justify the intuition which 
perceives the brain not as a factory wherein are produced 
all impulses and thoughts but as an organ of which the 
frontal grey matter forms the keyboard. The more 
elaborate the organ, the greater and more varied are the 
musical effects it can produce; if the keyboard be 
defective or damaged there is no harmony; if it be 
destroyed there is no sound, but that which plays upon 
it remains. Now there can be very few persons so 
materially-minded that the spiritual factor in will is 
entirely wanting, and I submit that there exists in 
almost all of us an urge to perfection—not the perfection 
that is one thing to me and another thing to you, but 
absolute or abstract perfection. We cannot fully 
define this concept, but we can confidently assert that it 
is something which in its nature is entirely fitting and 
entirely final, and that it shares these attributes with 
absolute beauty and absolute truth, the three forming a 


1, See Eddingtons’s The Nature ot the Physical World, 1928. 
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trinity of which each member is the profile of the same 
entity. viewed from a different angle; so that when the 
craftsman seeks perfection, and the artist and poet seek 
beauty, and the scientist and philosopher seek truth, 
they are in fact all seeking the same thing. ' 
impulses to perfection, beauty and truth are quite 
distinct from reasoned thought on the one hand and the 
reflex emotional states on the other, nor can they be 
explained by any philosophy based on materialism. 
Plato 2300 years ago taught that the world as it appears 
to our minds is only the shadow of what is real; and 
modern physical science goes further, for it conceives it 
merely as a symbol of ultimate reality; but, if any 
portion of ultimate reality be permitted to leak past the 
thick veil which surrounds us, these spiritual impulses 
are 5 part of it, pointing as they do to something 
fixed and unchangeable with which, for the brief spans 
of their existence, our bodies are in touch. 

The urge to perfection is disclosed very early in the 
history of mankind, for many of the chipped flint 
implements are fashioned with an artistry beyond the 
mere mechanical needs of the tool. Still stronger 
witness is the beautifully finished axe-head of neolithic 
man. It could have cut no better nor lasted longer than 

_that chip by his paleolithic ancestor, yet what an 
_amotint of endeavour he expended on it. We recognise 
the Same impulse in the carved corbel high above the 
cathedral floor, in the illuminated missal hidden in the 
dusty library, in the decorated backplate concealed 
within the case of a seventeenth century clock and in the 
work of every craftsman of today who, often in obscurity, 
joyously sacrifices his time and his strength in the 
endeavour to make his work perfect. The urge to 
perfection has had this effect on surgery : it has impelled 
certain surgeons to elect to try to do a few things 
perfectly rather than to do a number of things well, and 
this spiritual dedication to the ideal of perfection is 
the crowning justification and the glory of surgical 
specialism. 
* One instant’s toil to Thee denied 

Stands all Eternity’s offence. 

Of that I did with Thee to guide, 

To Thee, through Thee be excellence.” 

“Who, lest all thought of Eden fade, 

Bring’st Eden to the craftsman’s brain— 

Godlike to muse o’er his awn Trade, 

And manlike stand with God again.” 


Vilt 


From time to time men appear whose impact on their 
calling is so great that the mark is permanent, like the 
fabled impress of Buddha’s foot on the rock. The 
pageant of surgery shows us many such great ones, 
moving on in stately procession, each, ere he passes, 
making a lasting contribution to the art. Their gifts 
have been various: inventions, discoveries, the fixing 
of knowledge, the raising of ideals, or that heroic appeal, 
so attractive to the young mind, which dresses the drab 
details of everyday work in the shining garments of 
adventurous romance—the romance of high endeavour 
and high faith in ordinary things, the true romance. 

“Yet may I look, with heart unshook 
On blow brought home or missed— 
Yet may I hear, with equal ear 
The clarions down the List, 

Yet set my lance above mischance 
And ride the barriére ! ” 

That which they bequeathed to us was, and still is, a 
part of themselves, so that in our surgical work we are 
surrounded by an invisible multitude, and at no time is 
its presence so clearly sensed as on occasions like this, 
when we come together in the temple of surgery humbly 
to acknowledge our debt to the past. 

Certain rare lives epitomise and give form to the 
shadowy aspirations common to most men, and among 
this unseen company which crowds around us here 
Jobn Hunter stands supreme: not for what he dis- 
covered or even for the vast material he left us, but 
because the intense spiritual force of his example has 
crystallised about his memory the ideals of the host of 
surgeons treading after him, until transfi into a 
concept of the perfect surgical life it has become the 
great tradition which guides and inspires our calling. 
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He bestowed on surgery a religion, whose service gathers 
all its units together; the units which, like tesserz, are 
by themselves of small account, but cemented side by 
side make up the magnificent mosaic of the Art of Surgery. 
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THE vital statistics of England and, Wales in 1942 
would have been remarkable even in times of peace. 
The standardised death-rate of civilian females was 6-80 
per 1000 living, of which about 0-08 was attributable to 
enemy action and the selective effects of recruitment on 
the civilian population. The previous lowest rate was 
7-43 in 1939, so the third year of war produced a rate 
9% better than any peace year had done. Civilian males 
gave a standardised rate of 9-54 which was 0-18 below 
the previous record of 1939, despite the considerable 
inflation of the rate by selective recruitment, which is 
difficult to evaluate accurately for males, and the 
inclusion of deaths of civilians from enemy action. 

Examination of death-rates for separate age-groups 
in the years before 1942 shows that for every age-period 
under 45 the year 1939 registered the lowest rates, 
whereas for every age-period over 45 1938 was the best 
year, and that this applied to each sex. The strange 
happening that in 1939 rates continued to decline at 
ages up to 45 but retrogressed at all higher ages has not 
yet been explained, and the next two years were too 
much disturbed by the unkindnesses of climate and war 
to throw any light upon it. In 1942, however, the story 
of these rates can be taken up again, for women at least, 
and it presents fresh surprises which may help towards a 
solution of the 1939 mystery. In table 1 the 1939 rates 


TABLE I—TREND OF CIVILIAN DEATH-RATES AT VARIOUS AGES 
From 1938 to 1942 

1942 rates 

% of 1939 


M } 


1939 rates 


% of 1938 


% of 1938 








* Corrected to include non-civilian women also. 


are neseates as percentages of those in 1938, and in 


succeeding columns the 1942 rates are expressed as 

reentages first of 1939 and then of 1938 figures. 

ortality indices for the first year of life are influenced 
at the present time by the rising birth-rate and other 
disturbing factors, and are best omitted from this 
discussion of trends until the fully corrected rates are 
available. Civilian rates for males between the ages of 15 
and 45 in 1942 were greatly affected by physical selection, 
which tended to leave behind in a much reduced popula- 
tion the bulk of those already suffering from di » and 
thus to enhance the mortality per 1000 of that popula- 
tion. Comparisons with 1938 or 1939 for these groups” 
can give no useful information about the health position - 
and they also are omitted from the 1942 columns. 
Similar considerations apply to women aged 15-25, but it 
can be stated that after ioeition has been made for the 
effect of recruitment into the women’s services the 1942 
death-rate amongst women of this age-group was 
approximately the same as in 1939, giving the corrected 
figure of 100 im the 4th column and 98.in the 6th. At 
other oar-qpoape of women the effects of selection on the 
rates may be discounted as unimportant. 

Comparing female death-rates in 1939 with those in 
1938, the ratios show Bod jag em as one passes up the 
age scale from a 24% in childhood to a 10% rise in old 
age, the age-period around 40 registering no change. 
Comparing 1942 rates with 1939, the ratios show a pro- 
gression of the opposite kind from a 3% fall in childhood 
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to a decrease of about 15% in old age. Some important 
influence tending to reduce mortality must have operated 
first upon the younger ages in 1939 and then spread up 
the age scale during the years 1940-42. Natural or social 
causes can scarcely have produced this phenomenon ; 
but sulphonamide therapy, applied in the first instance, 
like most new remedies (e.g, insulin), to younger patients 
whilst the drugs were in short supply, and later to older 
people also as they became more plentiful, provides, I 
think, a possible and adequate explanation. Much of the 
mortality of childhood, and indeed at all ages, arises from 
the infective complications of diseases which, without 
those complications, are not very fatal, and it would not 
be surprising if by 1942 the effects of sulphonamide 
therapy should have become evident throughout the age 
scale, with the single exception of the young-adult 
period when tuberculosis and violent causes are together 
responsible for most of the mortality. If this be the 
true explanation, analysis of the deaths by cause ought 
to show that the disease groups likely to have been treated 
by sulphonamide drugs (1) accounted for most of the 
decline in deaths of children from 1988 to 1939, and (2) 
registered a much greater proportionate decline in death 
at all ages from 19388 to 1942 than did other groups of 
diseases. As will be shown below, the data so far avail- 
able indicate that this did in fact happen. 


CHILDREN UNDER 15 YEARS OF AGE 


The live births registered in 1942 numbered 654,579, 
compared with 587,228 in 1941, 621,204 in 1938, and 
580,413 in 1933 after which the crude birth-rate began to 
recover from its prolonged fall. The increase in births in 
1942 compared with 1938 was rather greater than that 
which occurred between 1933 and 1938. Stillbirths 
formed 33 per 1000 total births, this proportion having 
declined steadily from 38 in 1939. 

The infant-mortality rate, defined in the conventional 
manner as the per-mille ratio of the deaths at ages under 
| year registered during the year to the number’ of live 
births regigtered in the same year, was 49 in 1942, com- 
pared with 59 in 1941, 56 in 1940 and 50 in 1939 (the 
lowest recorded up to that time). With a rising birth- 
rate, however, the conventional rate may be appreciably 
below the corrected figure obtained by relating the deaths 
in 1942 at each age-period to the number of infants who 
were born alive at the appropriate interval of time before 
the deaths occurred. us most of the infants who were 
at risk to die at ages 9-12 months during 1942 must have 
been born in the year 1941, and they numbered about 
60,000 fewer than the live births registered during. 1942. 
All the necessary data are not yet available to complete 
the calculation of the corrected infant-mortality rate, but 
it is likely to be either 50 or 51, not appreciably different 
from the rate achieved in 1939. 


TABLE II—DEATH-RATES AT AGES 1-2, 2—5, 5-10 anp 10-15 





Annual rate per 1000 living 


1931-5 | 1936 | 1937 1938 | 1939 || 1940 | 194 





13: 10- 

‘ 3: 
2- 
1- 


4 





Table u shows that the death-rates of children in the 
second year of life, always very sensitive to environ- 
mental conditions, was decreasing about 7% annually 
between 1931 and 1936; in 1937 it fell by 9% and in 
1938 by 13% but in 1939 by 26%. The rate was higher 
during 1940-41 but in 1942 it fell again to slightly below 
the level reached in 1939. At ages 2-5-the rate was 
declining up to 1938 by about 5% annually but in 1939 
it fell by 21% and after a considerable set-back 
in 1940-41 returned to the 1939 level in 1942. At ages 
5-10 and 10-15 the same thing happened, 1942 rates 
being equal to the low levels attained in. 1939. 

The causes of death responsible for the remarkable 
decrease in 1939 are indicated for the age-~period 1-5 years 
in table m1. Measles accounted for more than one-third 
of the decrease in deaths from 1938 to 1939, and part of 
this was due to the lower prevalence of the disease ; but 
the rate of 71 per million was far below that in any pre- 


vious year of low prevalence. Pneumonia accounted for 
nearly two-fifths of the decrease, the 1939 rate being only 
62% of that in 1938 and 42% of the mean annual rate 
in 1931-35. The 1942 rate showed a further fall of 16% 
from the low level of 1939. Diseases of the throat and 
ears, mainly streptococcal infections in the fatal cases, 
registered rates of 154 in 1931-35 and 148, 136, 139 in the 
next three years, but the rate then fell to 94 in 1989, 


TABLE II—DEATH-RATES PER MILLION AT AGES l—5 BY CAUSE 


— 1931-5) 1936) 1937/1938)1939)1940)1941 1942 





248) 22 131 
128) 5 


208) 27: 


102 71; 83) 69) 52 
444 | 382) 330) 221) 221 
758 759) 276) 419) 71 3 
100 73, S37 57 30| 19) 25 
Pneumonia 1727 1324/1395|1164) 724/1138 9¢ 
Bronchitis eS ian 278 | 196; 194) 147) 138) 218 
Kar and mastoid disease 69 77| 66; 30) 46) 43 
Mouth and throat disease 85 71, 70) 69) 48) 43 
Appendicitis .. Sa 67 74, 75) 66) 56 56 
Tuberculosis 596 468) 479) 451 401 436 
Diphtheria ; +4 457 | 455) 454) 414 342) 398) 482 30% 
Other diseases he 1425 1117)1208)1019 943/1069) 1050 
Violent causes 444 | 441 434) 434 422) 815) 835 
All causes 6552 |5508/5121/4600) 3494) 4819!5296)3424 


+ Rates not yet available. 


86 in 1940 and 76 in 1941, a remarkable drop since 1938. 
Appendicitis mortality also fell from 75 per million in 
1937 to 56 in 1939 and 48 in 1941, and bronchitis from 
194 in 1937 to 138 in 1939 and 110 in 1942. Scarlet 
fever showed also a rapid fall in death-rate after 1938, 
but this rate has been declining for many years. 

Aggregating all these disease groups likely to have been 
specially influenced by sulphonamide therapy, separating 
measles, whooping-cough and cerebrospinal*fever whose 
variable prevalence affected the death-rates, and compar- 
ing with other groups of causes, the trend of rates from 
1937 to 1939 was as shown in table tv. 


TABLE IV—-DEATHS FROM DISEASES LIKELY TO BE INFLUENCED 
BY SULPHONAMIDES 


Cerebrospinal fever 
Whooping-cough 
Measles a 
Scarlet fever 


623 4 





% of previ- 


Rates per million 
5 ous year 


at ages 1—5 


1937 1938 


1939 1938.1939 

Measles, whooping-cough, CSF 689 709 344 103 449 

Pneumonia, scarlet fever, ) 
bronchitis, throat and raid | 1857 
diseases, appendicicitis 

Tuberculosis .. pe 479 

All other causes of death 2096 


1573 | 1042 85 66° 


401 94 89 
1707 89 91 


451 
1867 





The next two years were disturbed by war conditions 
and 1942 rates are not yet available for all the diseases, 
but the 1938-39 rates reflect the first effects of the new 


drugs. It is doubtful whether national vital statistics 
have shown any more remarkable achievement than the 
halving of the total. death-rate from disease at the 
pre-school age-period in the course of 6 years (6-11 per 
1000 in 1931-35, 3-07 in 1939), a result to which chemo- 
therapy undoubtedly contributed. 

Diphtheria deaths and rates among children for the 
years 1939 to 1942 are shown in table v. 


TABLE V—DEATHS FROM DIPHTHERIA 


No. of deaths | Rate per million 
1940 1941 | 1942 | 1939-' 1940 1941 
0- } i 973 | 1181 | 730 285 338 416 255 
5- é 1043 9380 727 | 323 373 355 264 
10-15 284 178 83 95 78 61 
Under 15, 1982 2300 


Age- | _ 
— 1942 





229 


2390 | 1635 | 228 266 280 192 











The rate at ages under 5 in 1942 was the lowest ever 
recorded, and those at 5-10 and 10-15 were the best 
except in 1924. The rate of 192 per million childre 
under 15 was the best recorded, the nearest to this being 
223 in 1932, 225 in 1924 and 228 in 1939. 


TUBERCULOSIS AND SYPHILIS 


Deaths from respiratory tuberculosis at all ages 
(including non-civilians) numbered 20,987 in 1942 
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omnpend: with. 23, 633 i in . 1941, a llabiebas of 11% ; ; 
the correspondin numbers in 1938, 1939 and 1940 were 
21,282, 21,542 and 23,660 res tively (table v1). Tuber- 
culosis of the manners a nervous system registered 
1993 deaths comp ith 2365 in the preceding year, a 
decrease of 16% ; and for other forms the total was 2564 
compared with 2670, a fall of 4%. The total deaths from 
all forms of tuberculosis (25,544) were 11% fewer than in 
1941, and almost the same as in 1938 (25,539) and 1939 
(25,623). During the period from 1930-32 to 1936-38 
tuberculosis deaths were desseaaing by about: 4% 
annually, and had the decline continued at that rate there 
would have been about 21,700 deaths in 1942, so there is 
still much leeway to be overtaken. 


TABLE VI—TUBERCULOSIS DEATHS 1938-42 


Respiratory — 


Meningitis _ Ot her forms 
mM .| F | 





918 8 
=e 8 
1395 11 
1021 9 


73 
16 
929 
70 
72 


13,985 
12,511 





Syphilis, recent or unspecified, was certified as causing 
898 deaths, compared with 1000 in 1938 and 968 in 1939 ; 
and deaths from locomotor ataxia, general paralysis of 
the insane and aortic aneurysm totalled 1892, compared 
with 2311 and 2194. The congenital form has, however, 
registered no significant change since 1938. 


RHEUMATISM, GOITRE, DIABETES, ANZEMIA, 
PEPTIC ULCER 

The remarkable decline in deaths from acute rheumat- 
ism continued, the totals in the five years 1938 to 1942 
being 1104, 955, 851, 639, 503. In 1931-36 the annual 
average was 1201. 

Exophthalmic goitre deaths also decreased again as in 
1940 and 1941, the 1942 total being only two-thirds of 
that in 1939. 


1938 
162 
1187 


1939 
174 
1206 


1940 
164 
1022 


1941 
140 
817 


1942 
119 


752 


Males 
Females 


Diabetes deaths, which increased in 1939 and 1940, 
began to fall ~— as indicated in table vi. 


TABLE VII—DEATHS FROM DIABETES 


1939 1940 1941 
1015 1195 1071 
1737 1814 1704 

873 854 751 
1536 1489 1339 


1942 
Jan.—June M 949 
F 1538 

680 
1260 


Comparing the figures for each half-year separately, 
owing to the constant seasonal variation, it is seen that 
the decrease set in early in 1941, after sugar rationing 
had been in force for a year. 

Pernicious anzemia deaths, which increased each year 
from 1938 to 1941, showed some improvement in 1942, 
= numbers in the five years being 1771, 1922, 2167, 2422, 

8. 

Gastric ulcer deaths, which had increased from 3204: in 
1938 to 3893 in 1940, with slight improvement to 3664 
in 1941, dropped to 3048 in 1942 ; duodenal ulcer deaths, 
which had risen from 1539 and 1554 in 1938-39 to 1931 
and 1934 in 1940-41, fell to 1699. The total for peptic 
ulcer was, therefore, almost the same as in 1938. The 
yous of high mortality from this cause was from early in 

940 to mid-1941, the successive half-year totals during 
to agg being 2637, 2412, 2908, 2916, 3372, 2226, 2627, 


July—Dec. = 


DISEASES CHIEFLY OPERATIVE IN ADVANCED AGES 


Cancer deaths totalled 70,422 in 1942, compared with 
pi 154 in 1939, but an increase of this ‘order was to be 
pected owing to the rismg population of old people. 
awash 1936 Sea 1939 a similar increase in deaths was 
accompanied by a fall in the standardised death-rate for 
cancer, and it may be concluded tentatively that the war- 
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tans rise in thaed @natiee is fully eccvubtea for by the 
increasing numbers at risk. Cancer of the mouth and 
p , however, has registered a fall from 2994 deaths 
in 1939 to 2787 in 1942. 

‘The trend of deaths classed to degenerative heart 
disease, arteriosclerotic diseases, gangrene, nephritis 
and senility is shown in table vm. 


TABLE VIII—DEATHS FROM DEGENERATIVE CONDITIONS AND 


75,733 
18,722 
48, 382 2 

548 
12,968 
13,379 
15,855 


185,587 


Diseases of the myocardium 
‘a disease, 


toris 
Intracranial vascular lesions 
Other a arterial disease, hyper- 


Pies 
Nephritis 


Senility 15,399 


178,691 





194,877 





Nephritis and gangrene deaths have decreased, but deaths 
attributed to coronary ase and angina pectoris 
continue to increase. Cerebral vascular lesions and other 
arterial diseases registered little change from 1939, 
although myocardial degeneration and “ senility” 
deaths returned to 1938 levels. 


DISEASES PROBABLY INFLUENCED BY 
SULPHONAMIDE TREATMENT 


In table 1x have been grouped together the principal 
diseases whose fatality, either from the disease itself or 
because of infective complications, might be expected to 
be appreciably influenced by sulphonamide therapy. In 
group A are separated those diseases whose prevalence 
was, or may have been, widely different in the years 
compared, thus affecting the numbers of deaths; and 
group B consists of the remainder. Cerebrospinal fever 
notifications numbered 6029 in 1942 and the ratio of 
deaths to notifications was 20% (22 for civilians, 8 for 
non-civilians). In 1939 notifications numbered 1500 
with a 34% fatality ratio and in 1937 they were 1140 
with a 61% ratio. ad the fatality of pre-sulphonamide 
years been operative in 1942 there would have been about 
3700 deaths instead of 1206. On the other hand lower 
measles prevalence in 1942 must have accounted for part 
of the drop in mortality compared with 1938, but it is 
doubtful whether this was true of whooping-cough. In 
the aggregate Group A showed a reduction of nearly 
TABLE IX—DEATHS FROM ‘“‘SULPHONAMIDE GROUP” 

DISEASES 


OF 





7 
| 1942 % 
| of 1938 


No. of deaths 


1938 1939 1942 





Group A— 
Cerebrospinal fever 
Scarlet fever 
Whooping-cough 
Measles ie 
Gonococeal infection |: 


655 517 
311 181 
1052 1229 
1524 303 
44 36 


342 
9753 
| 1,714 


248 
6977 
16,426 
487 
1204 
1189 
2733 
1173 
649 
1345 
2266 


32,431 
34, 697 


L r pneumonia 

Other pneumonia 
Septiceemia, pyremia .. 
Mouth and throat diseases | 
Ear and mastoid disease 


| > oman ee 

of ‘bladder, 

uret si ax 

Puerperal and postabor- 
sepsis .. 
subcutaneous tissues . | 


Totals .. Group A | 3586 


ag a Of TRS 
Ais. | 41335 





27,883 
30, 482 


1000 deaths, or 28% compared with 1938, but this takes 
no account of the saving of perhaps 2500 lives amongst 
the cerebrospinal-fever cgses. Group B, the diseases of 
more stable prevalence, Pecorded 26% decrease, erysipelas 
showing most improvement (59%), followed by lobar 
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pneumonia (39), mouth and throat diseases (37), appen- 
dicitis (33), diseases of the bladder and urethra (31), ear 
diseases (28), skin conditions (28), maternal sepsis (23), 
septicemia (20) and pneumonia not specified as lobar 
(16). Co these groups with other diseases, the 
increase or decrease in deaths from 1938 to 1939 and from 
1938 to 1942 is summarised in table x : 


TABLE X—DIFFERENCES IN MORTALITY, 1938-39 anD 
'1938—42 


& 1938. |..1980, |. 1942 |, OSS, | tase 
} 
| 


to 1939 to 1942 





“ Sulphonamide ”’ 

groups pik 41,335 34,697 30,482 — 6638 — 10,853 
Tuberculosis and | 

syphilis 2 29,002 | 28,933 28,483 — 69) — 519 
Cancer .. Pa 66,584 | 67,154 70,422 + 570|+ 3838 
Degenerative dis- | 

eases, senility 178,691 | 194,877 185,584 + 16,186.+ 6893 

and nephritis | 
Other diseases .. 140,653 | 149,276 134,022 + 8623.— 6631 





Total deaths from | 
disease .. | 456,265 | 474,937 448,993 + 18,672;— 7272 








It is quite possible that part or all of the 5% reduction for 
the group of ‘‘ other diseases ’’ may have resulted from 
the inclusion in it of many infective complications of 
these diseases, though in smaller proportion than in the 
selected group. 

Though alternative explanations might be advanced, 
it seems to me reasonable to conclude from the figures, 
that the lives saved by sulphonamides in 1942 ran well 
into five figures, neutralising the increase in deaths since 
1938 attributable to the rising ulation of old people 
and sensibly reducing the stan: ised death-rate. 


SUMMARY 


In 1942 the standardised death-rate for civilian females 
was 9% below that of any previous year, and for civilian 
males it. was also the lowest rec , notwithstanding 
the unfavourable effects of selective recruitment. When 
the death-rates of 1939 at separate ages were compared 
with those of 1938 a pronounced improvement for each 
age-group under 45, coupled with a deterioration for each 
higher age-group, was noticed. By 1942 the improve- 
ment had spread over the whole scale of ages above 1 year, 
which suggests that some ameliorative factor operated 
first upon younger people about 1939 and later upon 
older people also. Analysis of the deaths by cause shows 
that the bulk of the improvement in death-rates since 
1988 has occurred amongst those diseases either directly 
affected by sulphonamides or else commonly fatal from 
infective complications likely to have been treated by 
those drugs. 4 

Mortality of children aged 1-5 years from disease was 
halved between 1931-35 and 1939, an achievement which 
has not received the attention it deserves; and 1942 
registered a. further improvement. The diphtheria 
death-rate at ages under 16 in 1942 was the est ever 
recorded, being 14% better than the previous lowest 
figure. Tuberculosis deaths returned to about the level 
of 1938, and the same was true of tic ulcer. The 
decline in diabetes deaths, which began about a year after 
food rationing was introduced, continued in 1942. 
Deaths attributed to coronary disease and angina 
pectoris continued to increase one g degenerative 
circulatory diseases as a whole registe a considerable 
fall since 1939, notwithstanding the larger population at 
advanced ages. Rheumatic fever and exophthalmic 
goitre deaths continued to fall rapidly. Cancer shows no 
evidence of any important war-time trend when the 
changes in age constitution of the population are taken 
into account. 


Non-civilian deaths registered in England and Wales are 
included in all totals of deaths unless otherwise stated. 
Deaths and rates by causes for years before 1940 have been 
corrected to the new method of classification in force from 
1940 onwards. Details of deaths by sex and by quarter in 
which they were registered, for the causes in tables v1, vii and 
Ix, and for other causes also, are given for years 1938-42 in 
the appendix tables of the Registrar-General’s Quarterly 
Returns of 1941 onwards. 







INFECTIVE HEPATITIS 
300 CASES IN AN OUTER LONDON BOROUGH 


J. C. ForRD, MB.LonD 
LATE DEPUTY MEDICAL OFFICER OF HEALTH, BOROUGH OF WEMBLEY 


JAUNDICE of epidemic type is mentioned in De internis 
affectionibus, often ascribed to Hippocrates, and quoted 
by Cockayne (1912). It was recognised as contagious in 
the 8th century A.D. (correspondence between Pope 
Zacharias and St? Boniface). Cockayne differentiated 
between Weil’s disease and “‘ epidemic catarrhal jaun- 
dice,”’ of which he gave an excellent description. Several 
outbreaks of the latter disease in this country have been 
investigated—e.g., Morgan and Brown (1927) Pickles 
(1930). In New York State 700 cases were reported by 
Williams (1923). 

The 300 cases of infective hepatitis in Wembley now 
reported form part of a larger outbreak extending over 
surrounding districts. The only death among them was 
that of a boy aged 16, a pupil at a school in Wembley, 
who was admitted to hospital.on March 24 in coma, and 
died on the 27th from hepatic failure. The autopsy 
showed acute yellow atrophy of the liver. 

As sources of infection there has been no cause to 
suspect water or milk-supplies or foodstuffs, nor could 
the infection have been spread by rodents. With few 
exceptions, the patients all reported known close contact 
with other persons who either were suffering from the 
disease or had just recovered. 


CLINICAL FEATURES 


Most cases showed well-marked prodromal symptoms 
such as mental depression, irritability, or drowsiness, 
with loss of appetite, and constipation, often accom- 
panied by headache (usually frontal or retrobulbar), with 
pain in the right epigastrium, sometimes diagnosed as 
acute appendicitis. Many patients complained of 
shivering attacks, and a few of muscular tenderness or 
photophobia. In only eight cases was there any coryza 
at the onset. 

After 3 or 4 days, nausea and vomiting appeared and 
there was arise of temperature, usually to about 101° F., 
but reaching 104° F. in one case. Bile appeared in the 
urine on the 5th or 6th day of the illness and was followed 
in 24-48 hours by jaundice. The jaundice commenced 
always in the ocular conjunctive, and often.spread to the 
face, neck, abdomen, and indeed the whole body. As the 
illness is unaccompanied by any definite anzmia, the 

atient’s cheeks frequently showed a peculiar orange tint. 

ith the onset of the jaundice there was in most cases a 
remarkable improvement in the patient’s general condi- 
tion. The mental depression and drowsiness—and 
usually the vomiting—disappeared, and within a few days 
many of the patients had ravenous appetites. The 
stools were pale, described by the parents as grey or 
clay-coloured. Although most patients were constipated 
at the outset, a few complained of diarrhea. In some 
cases the quantity of urine passed was considerably 
diminished, but with the appearance of the biliuria, 
there was a return to the normal volume. The liver was 
found to be moderately enlarged in each patient exa- 
mined, but the spleen could not be felt. Many patients 
lost several pounds in weight. 

It was found that in a mild case, after the initial 
symptoms of headache, nausea, and epigastric pain, bile 
would appear in the urine for -a short time only, and 
that jaundice, even of the conjunctive, did not follow. 
It must be assumed that these patients are as infectious 
as those more severely attacked. Many did not consult 
a doctor, and called the illness a bilious attack. 

The jaundice usually clears within one to three weeks, 
but in one patient it was still clearly visible 8 weeks 
after its first appearance. Several of the adults affected 
were more severely ill than is usual with children, 
the jaundice being deeper and. #he vomiting and prostra- 
tion more evident ; some of them sweated excessively 
and stained the bedelothes yellow, and three or four 
were confined to bed as long as 5 weeks. In a few cases 
the jaundice was associated with other diseases, including 
diphtheria, whooping-cough, and mumps. The only 
one developing a complication, however, was No. 14, 
described below. 
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In only one case was there complaint of enlarged 
lymph glands: the patient, a boy of 6. had a swelling on 
the left side of the neck 14 days before the onset of jaun- 
dice, and an enlarged gland could be felt on the left side 
two months later.. Joint pains or general aches were 
noted in 13 cases. Several of the adults said that they 
had had the disease as children ; one man, aged 25, was 
able to recall an attack when he was 7. 

The illustrative cases recorded below show the possi- 
bility of confusion in the prodromal stage with acute 
appendicitis, acute gastro-intestinal upset (including 
‘* gastric flu ’’), basal pneumonia, and meningitis. The 
more severe cases of jaundice must be distinguished from 
Weil’s disease. 

Most of the patients were under the care of private 
ractitioners, and it was found that confinement to bed 
or a few days with restriction of fats, and as much in- 

crease of carbohydrates as possible in war-time, were 
effective measures. Calomel was a useful purgative. 


ILLUSTRATIVE CASES 
PRODROMAL STAGE 

CasE 1.—Female aged 40. Onset with shivering attack 

which lasted three days accompanied by a moderate amount of 
~—pain,of, pneumonic type over the bases of both lungs, nausea 
~and yemiting. 

A child also commenced the illness with pneumonic 
pain. 

Case 2.—Male aged 7, subject to attacks of vomiting. 
Vomited each Friday for three weeks—Jan. 1, 8 and 15, 1943. 
Had diarrhea from Jan. 8. Vomited again at school on the 
18th, and was sent home. Bile appeared in the urine the 
same day. 

Three children had mild delirium at the onset and the 
following patient showed a meningeal reaction. 

CasE 3.—Male aged 10; has congenital pulmonary stenosis 
and mild post-scarlatinal nephrosis. Sudden onset on Jan. 17 
with complete loss of appetite and rise of temperature. By 
the evening of the 18th the temperature was over 103° F. 
and the patient wanted to be left alone in a dark room. He 


complained of tinnitus and vertigo, headache and epigastric 
pain, and vomited. There was neck rigidity for 48 hours ; 
the private medical attendant reported that he could raise the 
patient by his head from the bed. Bile appeared in the urine 
on the 21st and jaundice commenced on the 23rd, the patient 


at once feeling much better. Incidentally, the temperature 
continued to rise each evening until Feb. 17. 

Four children, none of whom had ever previously 
fainted, commenced the illness with one or more simple 
faints (vasovagal attacks) 

PRE-ICTERIC PRURITUS 

This was well illustrated in three cases. 

Case 4.—Female aged 7. Itching of the skin of the 
abdomen from Jan. 22. Patient very miserable and irritable. 
Loss of appetite from Jan. 25. Jaundice appeared Jan. 29. 
The pruritus persisted for a further week. 

CasE 5.—Female aged 14. Pruritus of the whole body from 
Feb. 1. Slight vomiting from the 8th. Dark urine from the 
2ist. Jaundice ap on the 22nd. The pruritus 
persisted and was still present on March 9 after the jaundice 
had cleared. 

CasE 6.—Male aged 5. Cousin of case 5, living in the same 
house. Absent from school with varicella followed by measles. 
Complained of itching of the skin of the whole body and 
depression from Feb, 28. Vomiting commenced on March 7 
with a rise of temperature and abdominal pain. Dark urine 
from the 8th and jaundice from the 9th. 


RASHES 

Four children developed rashes of urticarial type at 
different stages of the illness. 

Case 7.—Male aged 8. Typical lesions of papular urticaria 
on Feb. 1, On the 22nd he had a rise of temperature with 
epigastric pain followed later by vomiting. His urine was 
dark on the 26th and the developing icterus was first noticed 
by the private doctor on the same day. 

Case 8.—Female aged 9. Severe bilious attack Dec. 11-13, 
1942. Returned to school onthe 14th: On Christmas Day the 
urine was seen to be dark, and the patient presented the fol- 
lowing alarming ce; She was “ blood-red colour all 
over,”’ with large weals in the flexures and dependent parts. 


Later the same day she complained of itching of the palms 
and soles. urine was stated to be red. The eruption 
disappeared within two days and jaundice appeared on Dec. 29. 
Case 9.—Male aged 8. Developed typical lesions of 
ular urticaria all over his face and both deltoids while 
Faundice was present. The lesions reached a maximum within 
a few hours, lasted 3-4 hours and faded the same day. They 
reappeared four days later, following the same course. 
CasE 10.—Male aged 8. Whooping-cough from Jan. 7. 
On the 15th he complained of epigastric pain and nausea. 
Jaundice appeared on the 22nd. While the jaundice was 
present, the cough disappeared, but it returned as the jaundice 
cleared. When last seen on March 3 he had typical papular 
urticaria which first appeared about 14 days after the jaundice 
faded. | Incidentally, this patient’s brother, aged 44 years, 
who developed whooping-cough at the same time as he, failed 
to contract the hepatitis. 


INSTITUTIONAL CASES 


These are reported as showing several features of 
interest. t 

Case 11.—Male aged 10; complained of lassitude from 
Oct. 1, 1942, constipation from the 8th, and abdominal pain 
from the 13th. When examined on the 15th his temperature 
was 98-8° F., pulse 98. He was very prostrated, drowsy and 
listless. There was norash. There was very slight icterus of 
the conjunctive. The tongue had a thick white fur. The 
abdomen was a little scaphoid, soft and not tender. The pain 
was localised in the left iliac fossa. While being examined, the 
patient vomited about 10 oz. of clear watery fluid. He was 
transferred to hospital as a possible case of typhoid fever. 
On admission the temperature was 100°; pulse 64, physical 
examination negative. The same evening the pulse had 
fallen to 52 and the liver was found to be enlarged below the 
costal margin. Jaundice appeared on Oct. 18, and he made 
an uneventful recovery. 

CasE 12.—Male aged 6 ; was admitted on Oct. 28, 1942, to 
the local isolation hospital suffering from diphtheria, which 
followed a normal course until Nov. 27, when he developed 
a number of septic spots on the back and arms. On Dec. 3 
he was noticed to be very flushed, but did not complain. The 
following day he complained of nausea and vomited a large 
amount of undigested food. On the 5th he vomited several 
times. and on the 6th the conjunctive were noticed to be 
tinged with yellow. During the same day the skin of the 
whole body became jaundiced. There was only a very slight 
rise of temperature throughout the attack. There had been 
no previous case of hepatitis in this hospital nor have any 
since occurred either among the patients or the staff. 

CasE 13.—Female aged 10. First complained of abdominal 
pain and considerable flatulence on Nov. 16, 1942. The pain 
recurred on and off for a week. The appetite disappeared on 
the 20th; right-sided epigastric pain appeared on the 2Ist, 
and vomiting on the 22nd. She was admitted to hospital on 
the 23rd with a tentative diagnosis of acute appendicitis. 
There had been absolute constipation for two days. 

On admission: throat clear, tongue coated, tenderness in 
the right iliac fossa, no rigidity. Feces palpable in the iliac 
colon. Shotty glands felt in all areas of abdomen. Chest 
clear, Rough mitral first sound, systolic murmur at apex. 
No history of previous similar attacks of pain. Nov. 24: no 
further vomiting; constipation persists. Nov. 25: total 
white-cell count 3100 (polymorphonuclears 28%, lympho- 
cytes 70%, monocytes 2%). 

Exploratory laparotomy was performed under general 
anesthesia on Nov. 26. Battle’s incision. Free fluid + +. 
Muitiple enlarged mesenteric glands, some calcified and some 
caseous.. Part of caseating gland removed for biopsy. Long 
retrocecal healthy appendix removed. The biopsy report 
pra “healed caseating tuberculosis, no evidence of recent 
sp’ vss 

On Dec. I the patient became jaundiced, with dark urine. 
The stools were normal in colour. There was no tenderness 
over the gall-bladder. By Dec. 10 the jaundice and pain had 
gone, and the bowels were functioning normally. A Mantoux 
test was positive at 1 in 100, negative 1 in 1000. The patient 
was discharged from hospital on Dec. 23 feeling well. 
Incidentally, her twin brother, with whom she had no contact 
after her admission to hospital on Nov. 23, developed jaundice 
at home on Dec. 1. No further cases occurred in the ward. 

During the 5 months October, 1942, to February, 1943, 
four further patients were admitted to the same general 
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hospital, as cases of acute appendicitis, in whom the final 


was infective itis. The above (case 13) 
was the only patient sub to operation. 

Case 14.—A medical specialist who fell a victim has kindly 
described his symptoms and ces. He was taken 
suddenly ill on Jan. 10, when he felt cold and shivery all day. 
During the night he had a very heavy sweat, and his tempera- 
ture was found to be slightly raised next morning. By lunch- 
time it was down to normal, #0 he left his bed and returned to 
his clinic. That night and the next he again sweated, but was 
able to do his morning clinies. His ite remained good, 
but slight cough was present. By the 13th, however, he felt 
really ill, and his ture was 101-6°. 

The next day his appetite eg PEW his stomach “‘ felt 
eo ee ee ee was tender in the 
epigastrium. The tongue was heavily coated, and he vomited 
once or twice. He was really ill for a few days and became 

jaundiced on the 19th. The urine had been very dark and the 
ceatlie pale for a couple of days before. He soon began to 
improve, and by the 25th his temperature had fallen to normal 
and his appetite began to return. The jaundice slowly 
subsided, and the liver, which had been slightly enlarged and 
tender, receded beneath the costal margin. 

On the evening of Jan. 31, however, he started shivering ; 
his temperature rose, he sweated copiously and started to 
cough. Two evenings later he had another shivering attack, 
with a slight temperature and a heavy sweat, and during the 
night his temperature dropped 7°. His cough had become 
very severe, and he rears x up about 1 oz. of purulent sputum 
aday. On Feb. 5, and for the four following days, the sputum 
was flecked with blood. He had been admitted to hospital on 
Feb. 3, and quickly recovered. The sputum was negative. 
Radiography of the chest was very streaky at first and indica- 
tive of bronchiclitis, but im ed after a week in hospital. 
By Feb. 20 he felt fairly well but easily fatigued. 


EPIDEMIOLOGY 

The first intimation of the outbreak was on Oct. 15, 
1942, when a ean es practitioner requested help in the 
diagnosis of case 11, living on the extreme southern 
borders of the borough. It was ascertained that 10 other 
cases had occurred in the same district. Since that time, 
the local medical profession has assisted by informing the 
public health department of cases of jaundice as they have 
arisen 

In the middle of November there was a sharp rise in the 
incidence, falling in the main on two schools in the east 
and north-east of the borough., In one of these schools, 
which has 778 children on the register, 78 known cases 
have occurred among the pupils, and 2 of the staff have 
also been affected. In one class of children aged 8, with 
44 on the register, 8 children and the teacher fell victims. 
No explanation can be offered as to why this school was 
singled out for such a heavy attack. It was found that 
the maximum incidence was in the artisan districts, 
although seattered cases appeared in the rest of the 
borough. 
, be first 250 cases have been considered in some 
detail. 

Sex-incidence.—Of 250 cases, 144 were males, 106 
females. 

Age-ineidence.—This is indicated in table 1: 80-3% 
were under the age of 15, and 89-4% under the age of 
24 years. 


TABLE I—-AGE-INCIDENCE 


0— 5 years AK 8 10-15 years 45:82 
5-10 years .- See Over 15 years .. 44 


Seasonal distribution.—There used to be a saying in 
France ‘‘ Il y a des mois ow il pleut de la bile a Paris.”’ 
Of the 250 cases analysed, the dates of onset of 203 cases 
were between Dec. 1, 1942, and Feb. 28, 1943, and of 
these 102 began the illness in the month of January. 
Although there has been a decline in the incidence, cases 
were still being reported up to the middle of April at an 
average rate of 9 a week. 

Multiple cases in householde.—85 (34%) were multiple 
—i.e., there was more than one case in a household. The 
maximum number of cases in a home was seven. In 165 
instances there was only one in a house, in .28 instances 
there were two, in 2 instances there were three, in 4 
instances four, and in l‘instance seven. The attack-rate 
for the 200 families affected is shown in table m. 





TABLE [!l—ATTACK-RATE 





Over 15, Total 





Age... .. | @5 | 510 | 210-15 
Exposed in household) 73 72 66 435 646 
Clinically infected 2 20 18 8 43 
“/ (27%) | (278%) (273%) (EB%) | (74%) 


Infectivity. —Both home and school centact could be 
blamed for the spread of infection, but it appears that 
close contact is required. The attack-rate in the houses 
involved is aon in table uu. These are con- 
siderably lower than those for rural districts given by 
Newman (1942). 

Although many instances of parallel infection were 
found, nevertheless the serial incidence, as noted by 
Pickles (1939), was well-marked. 

As a contrast to the above, in one remarkable family, 
where 2 adults and their 8 children share a bedroom (of 
choice, not necessity), and where one child—a girl of 10 
—was a victim, no further cases have occurred. Further, 


TABLE III—HOME CONTACTS, INDICATING PROBABLE 
INCUBATION PERIOD 





: Date of onset of Probable incuba- 

Age [Ox illness tion period (days) 
9 M Sept. 2 x 
13 F Oct. 27 29 
9 M Dec. 18 ok 
13 F Jan. 1 14 
18 PF ¢ ») 26 35 
40 F Feb. 6 36 
7 F Jan. 4 i 
it M Feb. 1 28 
8 F Jan. 8 i 
35 M Feb. 3 26 
12 F Jan. 11 aK 
25 M Feb. 10 30 


of the 44 patients over the age of 15 years, 18 were 
married persons (11 wives and 7 husbands) whose respec- 
tive spouses were living at home. In no case were beth 
husband and wife affected. 

There were 5 pairs of twins in the series. In2 instances 
both twins fell victims on, or about, the same day. In 
the other 3, only one twin was affected. 

Incubation —The difficulties of determining the 
probable incubation period in an urban community are 
well known, but in several instances where members of 
the same family, or the same school class, were affected 


TABLE IV—-SCHOOL CONTACTS, INDICATING PROBABLE 
INCUBATION PERIOD 


"Last | Date of 
Probable incubation 
attendance | onset of period (days) 











at school illness 
A Class of boys Oct. 15 | Oct. 15 io 
age 12 Nov. 13 | Nov. 13 28 
Dec. 18 | Dee. 15 30 
Jan. 7 | Jan. 7 20 
” 1 ll 24 
B Class of girls Dec. 23 Jan. 2 e 
age 9-10 Jan. 22 = ae 33 


(There was no contact 
between these two 
girls between 
: 23/12/42 amd 18/1/43) 
Cc Boys of 8 Nov. 18 | Nov. 15 


years Dec.. 22 | Dec. 18 30 

Jan. 12 | Jan. 13 22 

Cc Mixed class Dec. 18 | Dec. 16 ch 
age 7-8 (teacher) | 

Jan. 15 |Jan: 8 21 

” 8 i i» 8 21 

P) on 13 4 14 27 

. 20 | » 14 27 

Dee. 23 e" 15 28 

Jan. 24 | 24 37 

Feb. 26 | Feb. 19 26 

C | Mixed class Jan. 13 | Jan. 1 #3 


age 5-6 Feb. 10 | Feb. 11 
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dere was an interval of 14 to 37 aoa: rereaeewt the onset 
of the first symptoms in successive cases. In case 12 the 
incubation period appears to have been a minimum of 
36 days. 

.Table 11 gives examples of home contacts. The last 
pair of cases was remarkable in that the girl of 12 lived 
with her parents in an upstairs flat, and the man of 25 
with his wife and child in the downstairs flat ; and the 
two patients had very little, if any, contact with one 
another. 

Table 1v shows some examples of cross-infection in 
schools. Each of the children quoted was either the 
first case, or the only case, in a household. 

Mode of spread.—It is probable that the infection is 
spread by droplets, but this so far has not been proved, 
and the spread of infection may well be fecal contamina- 
tion conveyed by the fingers. 

Method of control.—It is suggested that, in the case of 
the schools most seriously affected, a child ‘who vomits in 
school should be sent home for seven days, and that if at 
the end of that time jaundice has not developed he may 
return to school. 


SUMMARY 


wienshley there were 300 cases of infective hepatitis 
ES witht 94 months, with one death. The first 250 cases 
have been analysed. 

The prodromal symptoms are very various, and cases 
are described showing pre-icteric pruritus, urticarial 
rashes, a meningeal reaction, and other manifestations. 

As the infective agent has not yet been isolated, and 
as it appears that the incubation period is long, the only 
suggestion put forward for the control of the infection 
is that, during an epidemic, children who vomit in school 
should be excluded for seven days. 


I am grateful to Dr. A. G. Morison, medical officer of health 
for Wembley, for his advice and encouragement, and to the 
many colleagues who have assisted by supplying much of the 
information here presented. 
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JAUNDICE FOLLOWING YELLOW-FEVER 
IMMUNISATION 


TRANSMISSION BY INTRANASAL INSTILLATION 


N. H. MARTIN 
BM OXFD, MRCP, FIC 
MAJOR RAMC 


In 1937 Findlay and MacCallum drew attention to the 
occurrence of jaundice following yellow-fever immunisa- 
tion, cases of which they had been investigating since 
1934. The condition’ was seen in er the Anglo- 
Egyptian Sudan and West Africa. 938 Soper and 
Smith reported a similar occurrence in Brazil. 

In ee communications (Findtay and MacCallum 
1938 ; Findlay, MacCallum and Murgatroyd 1939) evidence 
was brought forward to show that the jaundice following 
yellow-fever immunisation had nothing whatever to do 
with the yellow-fever virus as such, but was probably due 
to some agent in the human serum used in the prepara- 
tion of the vaccine. It was considered possible that this 
icterogenic agent had multiplied, together with the virus 
of yellow fever, in a serum- e culture medium 
containing minced chick embryo, and it was certain that 
the agent had passed through a Seitz filter-pad. When 
the technique of preparing the vaccine was altered by 
employing only serum taken from donors who had 
remained in veet health for a month or more after the 

had n withdrawn, and by inactivating the 

serum for at least 30 minutes at 56° C.,it was found that 
no further cases of post-inoculation jaundice occurred in 
oo ee thousands of persons immunised in England 
from November, 1937, onwards. Similar 

prece recautions taken in Brazil also resulted in the elimina- 
n of jaundice as a sequel to yellow-fever immunisation. 


G. M. FINDLAY, CBE 
MD, DSC EDIN, MR CP 
BRIGADIER 


After more than a million | reste had been inoculated 
in Brazil jaundice reappeare ain in October, 1939, in 
about 27% .of a group of 304 persons, all inoculated, 
some four months previously, by Fox et al. (1942) with 
one lot of vaccine. In May, 1940, in South America more 


* éases appeared in relation to a small number of different 


lots of vaccine. Out of approximately 107,000 people 
injected with the incriminated batches 1072 became 
icteric after an incubation period of 12 to.20 weeks. In 
all these instances the possibility that the serum was not 
inactivated for sufficient time was not, apparently, 
excluded. 

Recently jaundice has been reported among American 
army personnel inoculated with yellow-fever vaccine : 
28,585 persons are stated to have developed jaundice and 
62 of —_ have died (Journal of the American Medical 
Association 1942), 

Findlay and MacCallum (1938) suggested that jaundice 
following yellow-fever inoculation was due to a virus 
in the serum obtained from apparently healthy persons 
who were in reality suffering from subclinical or very 
mild infective hepatitis and introduced into the tissue- 
culture flasks of the yellow-fever virus used as vaccine. 
In the cases described by them the clinical symptoms 
were identical with those of infective hepatitis and the 
pathological changes in one fatal case (Findlay, 
MacCallum and Murgatroyd 1939) were consistent with 
infective hepatitis. 

Two differences were, however, noted from ordinary 
infective hepatitis—namely, the length of the incubation 

eriod and the fact that cases of post-inoculation 
jaundice have not given rise to epidemics of infective 
hepatitis. 
he prolonged incubation period, sometimes up to 
120 days, is not inconsistent with a virus etiology, 
since in many virus infections if the virus is inoculated 
by an abnormal route or in very small doses the incuba- 
tion period. may be greatly increased. Considerable 
evidence goes to show that infective hepatitis is a droplet 
infection and is not normally acquired by subcutaneous 
injection. It is difficult to see how a toxic agent in 
serum could become active only after an interval of 120 
days unless it multiplied in the body: an explanation 
alleging an allergic phenomenon is also not easy to 
sustain. 

The failure of patients with pom: t-inoculation jaundice 
to set up an epidemic is more cult to explain. The 
persons inoculated by Findlay and his colleagues, 
however, were scattered in ones and twos throughout 
West Africa and any case of infection from them would 
have been difficult to determine. Where whole popula- 
tions or whole military units are inoculated with 
icterogenic vaccine it is possible that those who do not 
develop jaundice may nevertheless receive an immunising 


s injpction. 


t will be recalled that jaundice has also followed the 
injection both in children and adults of pooled serum 
taken from measles convalescents ahd adults (MacNalty 
1938). In an institution where 7 children developed 
jaunc after an inoculation of measles convalescent 
serum 2 other uninoculated children who had been in 
contact with the jaundiced children developed jaundice 
two months later (Propert 1938). The incubation period 
after the injection of the measles immune serum varied 
from 2 to 16 weeks. 

Within the last few months an opportunity of 
investigating a number of the problems raised by post- 
inoculation Jaundice has presented itself, since Sebthoen 
250 and 300 cases of jaundice have again been seen 
following yellow-fever immunisation. A full account 
of these cases will be published in due course, but in the 
meantime it may be said that the symptoms have been 
identical with those previously noted by Findlay et al. 
(1937-1939) in the cases of post-inoculation jaundice 
and with those of infective hepatitis. Joint pains have 
been absent while urticaria—or, to be precise, erythema 
multiforme—has been seen in approximately only 
3%. The incubation period, however, has never been 
shorter than 62 days. The reason why in certain out- 
breaks of post-inoculation jaundice skin rashes and joint 
involvement are common while in others they are rare 
is not at the moment possible to explain. On a virus 
swetiology the action of slightly different strains fe 


be postulated. 
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In the present communication evidence is brought 
forward to show that an infective ieterogenic agent is 
resent in the nasopharynx of patients suffering from 
jaundice following yellow-fever vaccine infection. 


EXPERIMENTAL TRANSMISSION TO HUMAN VOLUNTEERS 


All attempts to transmit the disease to the usual 
laboratory animals, i Saanonpie, mice, rats, rabbits and 
two horses, in ition to baboons, cercopithecus, 
eercocebus and colobus monkeys again failed; it was 
eon determined to investigate the possibility of 

on to human volunteers. 

hoor adult males placed themselves at our dis as 
volunteers. As far as they knew they never 
suffered from jaundice. All were immune to yellow 
fever and been immunised some eight months 
previously from a batch of vaccine that had not produced 
jaundice in‘any person into whom it had been inoculated. 
The volunteers were living and had lived for the past 
year in a semi-closed community in which no case of 
infective hepatitis had occurred. for the previous ten 
months. They were located some miles from the 
nearest town which they rarely, if ever, visited, while 
careful inquiry in the villages in their immediate 
neighbourhood failed during the six months before the 
initiation of the experiments, and during what must be 
regarded as the period of “‘ incubation ” of the disease in 
the volunteers, to reveal any cases of jaundice. 

It thus appears not unreasonable to assume that if 
jaundice was not seen in the semi-closed community of 
approximately 500 persons except in the volunteers, 
the jaundice in the volunteers was due to the experimental 
inoculation and not to chance. 

The method of obtaining washings from the naso- 
pharynx of patients with icteric or preicteric symptoms 
following yellow-fever inoculation was as follows : 


With the head thrown well back a total of 10 c.cm. of 
sterile physiological saline was instilled with a Pasteur pipette 
in small amounts into the nostrils. After retaining the saline 
for $-1 min. the patient spat into a sterile petri dish. The 
washings were then collected in a sterile test-tube, placed ih a 
thermos flask and taken for inoculation into the volunteers 
who were some miles distant from the donors and thus never 
came in direct contact with them. The interval between the 
removal of the nasal washings and their instillation into the 
volunteers was not more than one hour. 


For instillation into the nares the volunteers were 
placed flat on.a couch with the head hanging over one 
end. The nasal washings were then slowly dropped 
into the nostrils of the volunteers who were told to sniff. 
The whole process took about 10 min. and for a further 
5 min. eac ih volunteer remained supine with his head 
thrown back. 

Each volunteer had his temperature taken regularly 
and was seen frequently. Every week the icteric index 
of his serum was determined, his urine was examined 
for bile and albumin and a differential leucocyte-count 
was carried out. The volunteers were asked to report 
if they felt unwell, but no volunteer had any but the 
most: getieral: ‘knowledge of what, if any, symptoms he 
might develop or at what time he might be expected to 
develop them. 


ILLNESS OF. THE DONORS s 


Before describing the findings in the 4 volunteers it is 
necessary to give brief clinical notes on the 4 donors of 
nasal washings : 


(1) Lreur. A., inoculated against yellow fever Oct. 20, 
1942, first felt unwell 80 days later, on Jan. 8, 1943; he 
complained of feeling tired with general malaise, loss of 
appetite and slight nausea. No nasal catarrh was present 
and there were at no time urticaria or joint pains. On Jan. 9 
the symptoms were similar,: slightly Tebrile i in, the evening ; 
no jaundice of the skin. No bile in the brevet Total 
leucocytes 10,000 per c.mm.: polymorphonuclears os 
lymphocytes "32%, mononuclears 6 6%, eosinophils 2%. 
Nasal washings were taken for instillation into Recipient T. P. 
Jan. 10: conjunctive showed a very faint: icteric tinge but 
no bile or albumin was present in the urine. Jan. 13:. the 
conjunctive were now definitely yellow and there was a 
faint icteric tint on the skin; the urine. contained neither 
bile nor albumin. On the 15th and 16th he felt better but 


jaundice was deeper and both bile and albumin were present 
in the urine: constipated throughout and stools slightly 
lighter than norma) but never putty-coloured. No abdominal 
pain and no enlargement of the liver or spleen. Condition 
gradually improved and by Jan. 25 there was only a faint 
icteric tinge in the conjunctiva and a trace of bile in the urine : 
albumin was no longer present. On Feb. 3 he was discharged : 
no bile in urine and no jaundice of the skin or conjunctjva. 

(2) Lreur. B. was inoculated against yellow fever on Oct. 
20, 1942. On Jan. 9, 1943, 81 days later, he developed 
diarrhea in the morning and had approximately one stool 
every hour till the evening when the diarrhcea ceased; the 
stools were brown and contained neither blood nor mucus : 
he felt tired at night and had a slight headache which lasted 
two days. During the next three days there was a tired 
feeling and some discomfort in the upper part of the abdomen. 
On Jan. 12 nasal washings were removed and instilled into 
Recipient J. D. At this time there was no jaundice of the skin 
or conjunctiva but the urine was ‘ copper-coloured " and 
contained bile. Temperature in the evening 100-2°F. For 
four days the appetite had been poor and there was a feeling 
of nausea whenever he took food; no actual vomiting. 

On Jan. 13 the conjunctive were jaundiced ; no enlarge- 
ment of liver or spleen but some tenderness immediately 
below the right costal margin. The urine contained bile and 
a trace of albumin; no urticaria was present at any time 
nor were there joint pains. Leucocytes 4300 per c.mm. 
Polymorphonuclears 49%, small lymphocytes 47-5%, mono- 
nuclears 2%, eosinophils 1-5%. On Jan. 15 jaundice was still 
evident in the conjunctiva and to a slight extent in the skin. 
Bile in the urine but no albumin. Liver just palpable below 
the right costal margin; spleen not palpable or tender. 
Constipated ; stools light grey. By the 17th jaundice was 
oo he felt much better and appetite has improved. 

on Jan. 25; no jaundice of skin or conjunctiva 
an no bile or albumin in the urine. 


(3) Carr. C. inoculated against yellow fever Oct. 20, 1942; 
felt off colour, with poor appetite, nausea and general malaise, 
on Jan. 11, 1943, 83 days after inoculation. These symptoms 
continued and on Jan, 14 the urine was dark though neither 
skin nor conjunctive were tinged. Jan. 17: jaundice of skin 
and conjunctive; appetite very poor; constipated. Jan. 
18: jaundice more marked; urine contains bile but no albumin; 
liver and spleen not enlarged; stools pale anid pasty. Nasal 
washings were taken for instillation into Recipient M. M. 
Jan. 20: total leucocytes 5000 per c.mm.; polymorpho- 
nuclears 49%, small lymphocytes 40%, mononuclears 9%, 
eosinophils 2% 

Jan 22: bradycardia. Jan. 26: 
and feeling very nauseated ; 
orange. Jan. 31: jaundice rapidly fading; feels better. 
Feb. 4: urine now free from bile but bradycardia and 
jaundice still present. Feb. 11: only a faint icteric tinge in 
the skin ; pulse-rate normal ; feels fit. Feb. 15: discharged. 
No skin rash and no joint pains were noted at any time. 


(4) Lrevut. D. was inoculated against yellow fever on Oct. 
20, 1942. Belongs to same unit as two previous patients. 
Admitted to hospital Jan. 4, 1943, with slight pyrexia, 
diarrhoea and vomiting ; diarrhea continued for six days but 
no pathogenic bacteria or protozoa were found in the. feces. 
No bile in the urine and no evidence of jaundice in the skin 
or conjunctiva ; no urticaria or joint pains. Nasal washing 
removed for instillation into Recipient A. Y. on Jan. 10, in 
the hope that the donor was then in the preicteric stage. 


The three first patients were all mild cases of post- 
inoculation jaundice and in no way differed from those 
seen previously by one of us or from cases of infective 
hepatitis. Lieut. D. on the other hand differed in his 
symptomatology from the other Europeans in his unit 
who develo jaundice. There is thus considerable 
evidence in favour of the view that he did not suffer from 
jaundice as a result of his yellow-fever inoculation. 


appetite still very poor 
skin and conjunctive deep 


ILLNESS OF THE RECIPIENTS 


The effects following the nasal instillation of the four 
volunteers with washings from the four patients 
now require consideration. 

(1) T. P.—Received 10 c.cm. of nasal washings from 
Lieut. A., instilled into the nostrils on Jan. 9. No symptoms 
till Feb. 8 when he complained of feeling tired and of pains in 
the upper of the abdomen, and a feeling of nausea. 
Temp., 100° F.; the lower edge of the liver just palpable and 
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the spleen one finger-breadth below the left costal margin. 
The conjunctive showed no trace of icterus : the temperature 
in the morning was 99° F., rising to 100-:2° in the evening, 
the highest temperature recorded. Constipation was present 
and the stools were light grey in colour. 

On Feb. 8, 30 days after inoculation, there was no albumin 
in the urine and no bile. The serum icteric index was 6; the 
icteric index having not previously exceeded 4, On Feb. 11 
the icteric index was 8, the van den Bergh reaction gave a 
delayed direct positive ; a trace of albumin was present in 
the urine and a urobilin (spectroscopic determination) and 
bile were also found. Differential leucocyte-counts showed no 
significant change but the initial differential count on Jan. 
9 showed 48% of small lymphocytes.. On March 12 the urine 
contained a faint trace of albumin, but no bile and no 
urobilinogen. 

(2) J. D.—Inoculated intranasally with 10 c.cm. of nasal 
washings from Lieut. B. on Jan. 12; no symptoms till March 
3, 50 days after the experimental inoculation, when he 
complained of “belly palaver”; he was constipated and 
there was some tenderness over the upper part. of the abdomen 
but no enlargement of the liver or spleen. These symptoms 
continued till March 9, the temperature having been raised 
on the evenings of March 7 and 8 between 99° and 100° F. On 

~examination on March 9 the conjunctive were a pale lemon- 

~yellow; the tongue was clean and the only symptoms were 
referred to the upper abdomen. The bowels had not been 
open for 4 days. The urine was dark orange. On March 7 
the urine contained a trace of urobilin but no bile and no 
albumin ; the icteric index of the serum was 3-5. March 9: 
urine, albumin +, bile and urobilin present. On March 10 
bile was strongly positive in the urine, urobilin and albumin 
also present. The serum icteric test was 20 and the van den 
Bergh gave a positive direct reaction. March 14: bile and 
urobilin in urine; no albumin; icteric index of serum 18; 
van den Bergh positive delayed direct reaction. On Jan. 12, 
the differential leucocyte-count had been polymorphonuclears 
49%, small lymphocytes 34%, mononuclears 7% ; on March 7 
it was polymorphonuclears 40%, small lymphocytes 58%, 
mononuclears 2%, and on March 10, polymorphonuclears 
34%, small lymphocytes 63%, mononuclears 3%. On 
March 14 the percentage of small lymphocytes was 50. 

(3) M. M.—Inoculated intranasally with 10 ¢.cm. of nasal 
washings from Capt. C. on Jan. 18. No symptoms of any 
sort till Feb. 15—i.e., 28 days later—when he complained of 
general malaise, tiredness and loss of appetite. His tempera- 
ture in the evening was 99-2° F. Urine contained no abnormal 
constituents. No van den Bergh reaction in serum. Feb. 
17: urobilin and a trace of bile in the urine while the blood- 
serum now gave a weakly positive direct reaction; general 
symptoms improved ; no trace of jaundice in the conjunctive. 
March 2: nothing abnormal in urine ; feels quite well. 

(4) A. Y.—Inoculated intranasally on Jan. 10 with nasal 
washings from Lieut. D. in whom no symptoms or signs of 
icterus had been noted. On March 7 there was a trace of 
albumin in the urine but no bile and only a minute trace 
of urobilin in the urine. The icteric index of the serum was 
2-5. On March 11] the urine showed ‘no albumin and no bile 
and no urobilin. The icteric index of the serum was 3:5. 

All spectroscopic analyses of urines were controlled 
against urines of normal persons. on the same diet. 

Of the 4 volunteers one, A. Y., has shown no evidence 
of illness. There is considerable doubt whether the 
patient with whose nasal washings he was inoculated 
ever suffered from post-inoculation jaundice. Of the 
three others, M. M. had subclinical icterus associated 
with mild symptoms; the patient from whom he was 
inoculated had had bile in the urine for 4 or 5 days. 
T. P. and J. D., however, suffered from definite jaundice 
and the latter had a comparatively severe attack. The 
clinical symptoms in these two cases were identical with 
those of infective hepatitis, while the symptoms of M, M. 
may be compared with some subclinical attacks of 
infective hepatitis. 

The findings in these three experimentally produced 
cases are very similar to those recorded by Voegt (1942) 
after feeding volunteers with duodenal juice and injecting 
serum from patients in the preieteric stage of infeetive 
hepatitis : the shortest incubation was 28 days. In this 
connexion it is interesting to recall that Findlay, 
Dunlop and Brown (1931) recorded what: there is every 
teason to think was a spontaneous infection of a 
laboratory worker with infective hepatitis. The 


. 


‘yellow-fever immunisation show that in the 


incubation period in this case was not less than 34 and 
not more than 41 days. 


DISCUSSION 


The results so far obtained with jaundice following 
nasal 
washings from patients in the preicteric and possibly 
icteric stage there exists an agent which is conere of of 
inducing jaundice in human volunteers with sym 
similar to'those of nog year hepatitis, after an. incu ation 
period varying from 30 50 days. 

The events recorded al Acad (1938) in relation to 
the ible infectivity of the jaundice following 
injection of measles immune serum thus receive some 
degree of confirmation since it is shown that yellow- 
fever post-inoculation jaundice is potentially infective 
by the intranasal route, In addition further evidence 
that this post-inoculation jaundice is infective is forth- 
coming; for in a unit where a large number of the 
British personnel have suffered from jaundice following 
yellow-fever inoculation, a condition in every way 
simulating infective hepatitis has been seen in African 
personnel within a period which would here allowed of 
its transmission from Euro to 

Besides jaundice following injection “Of yellow-fever 
vaccine prepared with human serum, and injection 
of measles immune serum, jaundice following transfusion 
with human blood and jaundice following injection of 
mumps convalescent plasma have now been recognised 
(Ministry of Health 1943). Thus the agent responsible 
for the jaundice is obviously present in serum as well as 
(the present observations suggest) in nasal washings. 
The presence of an infective icterogenic agent in nasal 
washings is suggestive of a virus rather than of a 
hypothetical toxin. Further investigations are in 
progress. 

CONCLUSION 


Nasal washings in physiological saline taken from three 
patients in the preicteric or early icteric stages of 
jaundice following yellow-fever immunisation and 
instilled into the nares of three volunteers have produced 
jaundice after incubation periods of 28, 30 and 50 days. 
There was a considerable variation in severity but the 
symptoms were similar to those of infective hepatitis. 

Our thanks are due to Brigadier R. A. Hepple for his 
interest in these investigations, while to the volunteers who 
so readily came forward we must render our admiration and our 
thanks. 
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A CHANCE TO GO TO BED.—The joint war organisation 
of the Red Cross and St. John Ambulance has maintained, 
since March, 1941, asick-bay at 25, Cadogan Square for the 
nursing of civil- defence workers, men and women, and Red 
Cross and St. John personnel. The 26 beds are intended 
for those who though notill enough to go to hospital would 
in normal times need nursing at home.for a few days. 
Cases of influenza, acute bronchitis, minor accidents, 
jaundice, and over-strain have been admitted as well 
as patients discharged from hospital after an operation. 
A trained nurse is in charge, helped by several Red 
Cross workers. Patients may be attended by their own 
doetor, but there are two doctors attached to the sick-bay. 
So far 550 eases have been admitted. Dame Barrie 
Lambert, the present chairman, wishes to draw the 
attention of. general practitioners in London to the 
adv the siek-bay offers a le who may 
otherwise have no chance to go to bed for a few days 
when they are ill. Any doctor who wishes to see what 
care the sick-bay an will be welcome as a visitor. 
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TREATMENT OF 
IMMERSION FOOT BY DRY COOLING 


C. C., UNGLEY, MD DURH, FRCP 
SURGEON COMMANDER RNVR, AT A NAVAL HOSPITAL 


Webster and his colleagues (1942) treated cases of 
immersion foot in the hyperemic stage by dry cooling. 
Cooling was achieved in one of three ways: (a) dry 
ice-bags were placed round each foot and changed every 
4hours or oftener if necessary, to reduce skin temperature 
by about 6° C.; (6) the feet were fanned with air cooled 
by cold water sprayed from a nebuliser; (c) the feet 
were exposed room tem; ure in a cool ward. 
Pains were relieved, and within 4 hours patients were 
comfortable. (2dema usually subsided rapidly and con- 
tents of blebs were absorbed. In several cases impending 
gangrene was arrested. Too early removal of the ice- 
bags was followed by increasing oedema and even 
extravasation of blood. These ian workers men- 
tioned an apparatus under construction for maintaining 
uniform dry cold. Later Greene (1942) described a 
“therapeutic refrigerator,” remarking that he had no 
opportunity of trying it. The cabinet consists of an 
upper and lower compartment. The upper contains a 
tray for solid carbon dioxide. The lower has padded 
apertures for hands or feet. It contains a thermometer 
which registers at the back of the cabinet. Air circulates 
through two flues between the compartments. By 
opening and closing these flues the temperature of the 
lower compartment can be or increased. 

Since a previous report (Ungley and Blackwood 1942) 
an opportunity has arisen to try out methods of dry 
cooling in immersion foot in the hyperemic stage. 


Two men, A and B, after exposure for 34 hours on a raft 
in the North Sea were rescued on Jan. 5, 1943, reaching 
hospital a few hours later. The feet were cold, blue and 


moderately swollen. During the night the feet became hot 
(32°-34-5° C.) and more swollen, With the legs horizontal the 
feet were slightly red ; dependent, they became congested to 
a deeper colour with a slight bluish tinge; elevated, they 


blanched rapidly. Peripheral arteries pulsated strongly. 
Power was deficient in the toes and electrical reactions were 
somewhat impaired in distally innervated muscles. Sensory 
loss to light touch (eotton-wool) and pain (pinprick) was 
chiefly confined to plantar surfaces of toes, distal soles and 
heels, lateral margin of feet, malleoli and dorsum of some toes. 
Sweat tests (Guttmann 1940) showed anhidrosis over plantar 
surfaces and margins of feet and dorsum of toes. Vasomotor 
responses to immersion of arms in hot, cold and hot water were 
absent in both feet of A and deficient in the right foot of B. 


Case A.—The skin vessels of the hot toes showed sensitisa- 
tion to adrenaline (outflow invoked by insulin hypoglycemia) 
such as follows sympathectomy. For the first 7 days A had 
no paresthesiz or pains. On the 8th day he awoke with pins 
and needles of slipper distribution in both feet, and stabbing 
pains made worse by coughing. He also complained of an 
indescribable pain which surged through his feet. During the 
next few days pains were more intense, calling for repeated 
doses of morphia. On and after the 15th day 
attempts were made to relieve pain by cooling 


or just below this level. From 10 pm, after morphia gr. }, 
the patient was asleep. Room temperature fell during 
the night to 15° C, at 5 am, rising ‘to 16-5° C. at 8 am. 
Though there appeared to be no lack of solid CQ, in 
the upper chamber, and the flues were wide open, the 
temperature within the lower chamber had risen to 15°C. 
at 10.35 pm and to 18°C, by the next morning at 8 am. 
At the same times the left great toe had warmed to 25-5° C. 
and ultimately to 27-5° C. Pains. were less frequent 
and less severe than on the prévious night, but the patient 
suffered considerable discomfort, because being “in stocks ”’ 
as it were he was unable to move his legs. On the morning 
of the 16th day when the feet were removed from the box 
the toes warmed up to 30°C. and pains increased. 

Comment.—Efficient cooling of the feet could no doubt 
be maintained by such a cooling cabinet if its walls were 
suitably insulated ; however, in view of the discomfort 
resulting from restriction of leg movements we tried 
other methods. On the 16th day cooling of the feet by 
means of an electric fan was begun. 


The patient was transferred to a cabin with a temperature 
of 16° é. covered with blankets except for his feet. Exposed 
thus for an hour, the feet remained hot (great toes 31°-32°C.). 
Pains were severe and the feet often twitched. An electric 
fan at full speed 12 in. from the soles cooled the toes in 2 min. 
to 23-7°C., and in 80 min. to 18-6°C. and 20°C. During 
the next 3 hours, with the fan at reduced speed and at a 
greater distance, the temperature of the great toes was main- 
tained in the region of 17°C. and the dorsum of the feet at 
22°-25°C. Within 5 min. of starting the fan pins and needles 
and pain had ceased. The patient remarked that his feet no 
longer felt stiff and he could move ankles and toes more 
easily. When asleep his expression was no longer pained and 
his feet did not twitch. Hyperesthesia to pressure on the 
feet was less extensive and less severe now that the feet were 
cool. During the night the feet became uncomfortably cold, 
so that he drew them up under the blankets; here they 
became warm and pains recommenced. He went on alter- 
nately putting his feet out of, and under, the blankets until 
4 am, when he asked for the fan to be turned off. For some 
time the feet remained cold and free from pain, but as they 
warmed up soreness reappeared. On the 17th day the observa- 
tions for the previous day were repeated. As before, pain 
and tingling “were relieved by cooling the feet. The figure 
illustrates the rate of cooling and the way in which the 
temperature rose, at first gradually, and then steeply after 
the fan had been turned off. Subsequently the fan was used 
whenever the patient complained of pain or tingling. Efforts 
were made to adjust the speed and distance of the fan, so . 
that the temperature of the feet was not reduced below 
23°C. Cooling below 21°C. was liable to cause considerable 
discomfort. 


Case B.—For the first 6 days this man had no discomfort 
oper from a dead feeling in some of his toes. On the evening 
of the 6th day he had slight aching in both ankles and mild 
needle-like pains, chiefly in the right foot. On the evening 
of the llth and 12th days after rescue the feet felt as if 
burning, and there was “electric stabs’’ into the borders 
of the feet. About this time the feet, especially the right, 
became hypersensitive to pressure. On the 13th day, during 





the feet by means of a therapeutic refriger- 
ator. 

The refrigerator was constructed on the lines 
described by Greene, but made from wood 
instead of metal and not specially insulated. 
With the refrigerator standing at a room tem- 
perature of 12° C., solid CO, was placed in the 
upper chamber, the flues were opened and the 
apertures for the feet sealed. The temperature 
in the lower chamber fell in the next 40 min. to 
3° C. and then remained fairly constant. How- 
ever, when the refri was transferred toa 
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7 rigerator 
room with a temperature of 18°-19° C, and the 
patient’s hot feet were placed inside, the tem- 
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perature in the lower chamber soon rose to 
12° C. and was not reduced, even when a 
further 10 lb. of solid CO, were added to the 
top compartment. During the first 75 min. that 
the feet were in the refrigerator the left great 
toe, to which a thermocouple was attached, 
cooled from 30° C. to 24° C., and remained at 


a cooling curve of different type, the temperature 


ht great toe of case A during an cooling by electric 
attained by suitably adjusting the speed and distance of the fan, produces 


falling 4-5° C. in the first 3 minutes. 





* whereas the left foot remained cold (great toe 20-9° C.). 
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exposure of the unclothed body to a room temperature of 
18°C. for 80 min., the left foot cooled satisfactorily, the right 
remained hot (great toe 30-5°C.). Vasomotor reactions to 
immersion of arms were normal in the left great toe, defective 
in the right. Colour changes of the feet on dependency-and 
elevation were most definite in the right foot. A sweat tegt 
by Guttmann’s method on the 15th day showed anhidrosis of 
lantar surfaces, toes and borders of the feet. The cold left 
oot showed a normal vasodilator response when heat was 
applied to the trunk. On the nights of the 14th and 15th 
days after rescue, the patient suffered considerably from 
aching and stabbing pains, chiefly in the right foot. On the 
16th day these pains were promptly relieved by cooling the 
right foot with a fan. On the 18th day, with the unclothed 
body exposed for an hour to a room temperature of 17-1°- 
17-8° C., the left great toe cooled to 19-7° C., while the right 
remained hot at 30°C. Afterwards, with the fan at full 
speed | ft. from the soles, the hot great toe cooled to 21-6° C. 
in 22min. The fan was switched off, but even after an hour, 
the patient having had food and hot tea, the right great toe 
showed no tendency to warm up to its original level. When 
the whole body, including the hands and feet, was covered 
with blankets for 100 min. the right foot again became pot, 
The 
left_great toe had cooled normally during exposure; _ its 
failure to warm up under blankets is not surpr: ng considering 
its low initial temperature. The cooling of the hot right great 
toe, under the influence of the fan is similar to that observed 
in A, in whose toes there was no evidence of vasomotor 
control. The fact’ that in B the right great toe did not 
immediately warm up again when the fan was turned off 
suggests that the skin vessels of this foot were ing to 
regain tone. Even 5 days earlier (on the 13th day) reflex 
vasomotor reactions in the hot right great toe were not 
entirely lacking. On the 23rd day the right foot still failed 
to cool during exposure of the unclothed body for an hour 
to room temperature (19-7°C.), but by the 27th day both 
feet cooled normally on exposure. 


DISCUSSION 


Our experience in these cases of immersion foot, one 
mild and the other moderately severe, confirms Webster's 
finding that cooling the hot limbs relieves pain and 
tingling. Exposure of the feet to a cool room tempera- 
ture (15°-18° C.) with a fan playing on the soles proved 
a simple and satisfactory method. It was not found 
necessary to spray cold water through the fan or to use 
ice-bags. The speed and distance of the fan were 
adjusted to maintain skin temperatures of 23°-26°C.; 
cooling to less than 21° C. gave rise to discomfort. 
Webster and his colleagues refer to severe cases in 
which premature removal of ice-bags was followed by 
marked increase of cedema, extravasation of blood and 
spread of gangrene. Clearly in such cases cooling must 
be continuous. In our cases, cedema had _ subsided 
before treatment was commenced; no exudation or 
necrosis followed interruption of cooling, and return to 
high skin temperatures was not necessarily associated 
with immediate return of pain and tingling. In these 
circumstances the fan would be used intermittently 
when symptoms called for it; between times feet 
remained uncovered, exposed to room temperature. For 
severe cases requiring long, uninterrupted cooling and 
not intolerant to restriction of leg movements, Greene’s 
therapeutic refrigerator might well prove useful. 

The mode of action of dry cooling requires further 
investigation; Webster suggests that, by reducing 
metabolic requirements, it overcomes a relative anoxia 
existing in the hot tissues. It has yet to be determined 
whether long cooling will influence the rate of recovery 
of the peripheral nerve lesions. 
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Education in World Ethics and Science . 
Sir RicHarp GrREGoRY, Bt., FRS (Watts. Pp, 39. 1s.) 
THE literature of scientific humanism now claims an 


ever-increasing body of distinguished contributors. 
Sir Richard Gregory stands so high among. those. who 
have concerned themselves with the application of 
science to education and human betterment that his 
opinions must always command attention and respect. 
His Conway lecture is timely, refreshing and rational- 
istic. He summarises the theme which the lecture 
develops by saying that “efficiency of individual 
service and right human conduct are the primary social 


aims of educational endeavour, whatever means or 


methods are used to promote them”; but he particu- 
larly traces the influences of the scientific age on conduct. 
Ethical principles themselves he claims as a part of the 
science of ethnology. The failures of orthodox religious 
teaching to advancé social standards receive inevitable 
comment, while ‘“‘ the improvement of means of living, 
and the broadening of man’s intellectual and social 
horizons ’’ are as inevitably attributed in large part to 
scientific method and discovery. The social and dis- 
ciplinary value of a natural training of the senses by 
observational studies is emphasised and the proper 
sequence of apeenle in turn to the “ wonder motive ” 
(or curiosity), the ‘‘ utility motive ” (or instinct of power) 
and the ‘‘ systematising motive ”’ (or exercise of reason), 
is clearly outlined. We stand, or hope we stand, on the 
eve of great educational reforms. Whether their concern 
be with general, medical or other special education, the 
aims of the modern reformer are predominantly social] 
and he should be grateful for the stimulus and wisdom 
to be found in this small book. 


After Effects of Brain Injuries in War 
Kurt Goxpstetn, MD, clinical professor of neurology, 
Tufts Medical School, Boston. (Heinemann. Pp. 244. 21s.) 
THE advan of referring cases of brain injury to 
special centres become obvious during the present 
war. As with other special war centres however there 


has often been considerable ignorance regarding im- 
portant lessons learned in the last war. This is partly 
due to the difficulty of finding an account of these 
lessons which is readily accessible. This volume fills 
the gap. Professor Goldstein was attached to a special 
hospital in Germany for cases of brain injury and was 
connected with much research work in connexion with 
the effects of brain damage. His careful and detailed 
clinical observations will be specially appreciated by the 
medical neurologist. As an example of his clinical 
studies there are several pages devoted to the ways in 
which vision returns after occipital injuries. A chapter 
on the organisation of special hospitals will be found 
helpful to those faced with this task. He discusses 
methods of psychological laboratory examinations to 
determine the nature and degree of mental impairment 
by means of performance tests and tests for capacity 
to work, and stresses the part such tests will have to 
play in preventing the return of the patient to work he is 
unable to do. Such false starts may result in catas- 
trophes. Special attention is devoted to methods of 
re-educating cases of dysphasia, and the book as a 
whole can be recommended to all who have to deal with 
cases of either acute or chronic head injury. 


Carson’s Modern Operative Surgery 


Vol. I. (3rd ed.) Editor: G. Grey Turner, LLD, 

MS Durh., FRCS. (Cassell. Pp. 1041. 50s.) 

Carson’s Surgery always held a high place in the 
esteem of practising surgeons, and this revised edition 
will secure its place for some time to come. The con- 
tributors are ns of many years of experience, 
and this is reflected in their writings ; the reader feels 
he will be on sound ground in following their descriptions 
ane oomeies = he a pr covers re fields of aoe 
ortho » thoracic ‘ surgery, e surgery of the 
abdomen and that of the spinal cord. A useful section 
is that on the conservative treatment of surgical tuber- 
culosis. It is difficult to pick out sections for special 
comment but Hey Groves’s chapter on operations upon 
bones is particular while the many chapters 
on abdominal surgery (all of which are written by the 
editor except the one on the stomach) will be specially 
helpful to a young practising surgeon. ; 
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DERMATITIS, 


@ Dermal, alimentary, psychological and 
toxic states often respond dramatically to 
‘Pelonin,’ the Glaxo brand of nicotinic acid. 

Take glossitis and diarrhoea for ex- 
ample. Both often occur in pellagroid 
states, pernicious anaemia, sprue, stea- 
torrhoea, and allied sub-nutritional con- 
ditions; and ‘Pelonin’ ‘has often quickly 
rendered the tongue and_ intestinal 
mucous membrane healthy. 

Nicotinic acid improves the blood-flow 
through the skin, and ‘Pelonin’ is there- 
fore indicated in Raynaud's disease, ‘dead 


CONFUSION and- TOXIC 


fingers’ and chilblains, besides effecting 
almost dramatic results in those sym- 
metrical patches of erythema, thickening 
and desquamation reminiscent of a pella- 
groid origin. 

Specific in the dementia of pellagra, 
‘Pelonin’ often alleviates the confusion 
and forgetfulness associated with old age 
and alcoholism, 

Finally, toxic conditions complicated 
by porphyrinuria—as in sulphonamide 
toxicity—respond better with ‘Pelonin’ 
included in the treatment. 
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CERTIFICATION AND STATE SERVICE 


A YEAR ago one of our correspondents pointed out 
that a government which introduced higher sick-pay 
might want to control the doctors who certify sick- 
ness. Sir Wrrt1aM BEvEREDGE, it will be remem- 
bered, refrained from discussing the details of the 
national health service he desires, but he said it must 

‘ensure the careful certification needed. to control 
pay ment of benefit at the rates proposed in this 
report.” ? Dr. CHarLes Hin, deputy secretary of 
the British Medical Association, believes that this 
need to control certification explains why the Govern- 
ment is pressing forward with plans for a comprehen- 
sive medical service while leaving other proposals of 
the Beveridge report in abeyance. Medical certifica- 
tion would be responsible for the major outgoings of 
the proposed. security fund, and as sick benefits 
are to be increased it is necessary to establish a 
stricter control over certification. “‘Our answer,” 
said Dr. Hitz, “is obvious. The doctor’s job is to 
decide whether a man is fit for work, no matter 
whether the cash value of his certificate is five or fifty 
shillings a week.” * 

We agree with Dr. Hix that this is the doctor’s 
job; and we think he nearly always does it. ~ But 
neither he nor we can say that it is easy. A writer in 
the British Medical Journal has lately put the 
Giioulky like this ¢ : 

‘a doctor is . . . in the improper position of affecting 
his own interests ‘by certifying or refi to certify at 
the request of the patient. He is like a judge who has an 
interest in the result of a case which he is called upon 
to try. He will react to this situation in one of two 
ways. Most commonly his professional judgment will 
be subject. to a conscious, partially conscious or un- 
conscious bias in favour of issuing the certificate ; 
or, if he has an obsessional over-conscientious person. 
ality, his professional judgment will be subject to a 
bias in the opposite direction. The former reaction is 
the more frequent. This mechanism is often observable 
in questions of conflict over personal injury. 

Here doctors of more or less and often o approxi- 
mately equal knowledge and ability will be giak on. op- 
posite sides giving widely divergent opinions on ztiology 
and prognosis ; whereas if they were in consultation over 
the same case in non-controversial circumstances the odds 
are that their views would vary very little, if at all.” 

The Government, in suggesting salaried employment 
for general practitioners, wants to ensure that their 
certificates express the opinion they would give in 
“ non-controversial circumstances ”’ when their own 
interest is not involved. Certainly this is one solution 
of the problem, but it is not a complete solution unless 
the doctor, having changed employers, forgoes any 
personal relationship with his patient. He would then 
become disinterested but possibly also uninterested. 
Another solution would be to say that when sickness 
lasts more than a limited time a certificate must be 
inade out by a hospital or medical referee. This would 
relieve the family doctor of a responsibility that is some- 
times unweleome. On the other hand there are many 
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practitioners—thank Heaven—who do not want to be 
relieved of this or any other responsibility, and we 
believe that in actual fact the large majority discharge 
it very well, so that their certificates contain a good 
and honest opinion. Would it not be possible to 
ensure the “ careful certification ”’ that Sir Wini1am 
Breveriper demands by applying strong penal 
measures—indeed, exclusion from practice—to those 
who habitually transgress and have thus weakened 
the position of their profession ? 

All these suggestions can be judged from experience. 
Many of our readers enjoy the impartiality that comes 
from salaried employment. Others know the work 
of regional medical officers who act as referees. 
Others could write with authority on the deterrent 
effect of removal from the Medical Register. If 
Dr. HiInv’s analysis of the present situation is correct, 
it would be well to give further and immediate 
thought to Sir WiLL1Am BeverrpGr’s requirement. 


INFECTIVE HEPATITIS AND SERUM 
JAUNDICE 

In peace-time infective hepatitis, or catarrhal 
jaundice as it was usually called, was regarded mainly 
as a disease of childhood; but it is now widely 
prevalent .both in combatant forces and among 
civilians of working age. Army outbreaks have been 
studied by van Rooyen and Gorpon ' in the Middle 
East and by StunLravuTs and others * among German 
troops in occupied territories and on various fronts. 
In Great Britain there have been many small epi- 
demics in the civilian population and a good account 
of one of these is given by Forp in our present issue. 
In all countries the clinical manifestations have been 
much the same, and have been similar to those 
noted before the war. 

Although in individual cases or groups of cases 
certain signs and symptoms predominate and others 
are absent, a composite picture of the illness would be ° 
somewhat as follows.. The onset is often marked by 
fatigue, headache, loss of appetite and an urticarial 
or morbilliform rash. There may be nausea and 
vomiting, diarrhcea or constipation, abdominal pain 
or a feeling of fullness, or generalised aches and pains 
and stiffness of the joints. These prodromal symp- 
toms are not uncommonly dismissed as a chill on the 
liver, “‘ gastric flu’ or a bilious attack. Jaundice 
may appear shortly after the onset of these symptoms, 
and when this happens the patient usually feels 
better. Alternatively, the prodromal symptoms may 
disappear and jaundice develop after a free interval ; 
while some cases have a transient choluria but never 
show jauridice. Nearly always the jaundice dis- 
appears within a month, but a few cases progress to 
a subacute liver atrophy, and very occasionally the 
patient dies with “‘ acute yellow atrophy.” Observa- 
tion.of short and “‘ only possible ’” exposures made by 
BootH and OKELL® and by PickixEs‘ indicate an 
incubation period of about 20-40 days. Cases are 
probably infectious during the pre-icteric phase and 
there are instances of patients being infectious 
several days after jaundice is evident. The disease 
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seems to be spread by droplet infection, PicKLEs 
drew attention to its serial incidence in families, and 
Forp also notes this feature, although he also found 
parallel infection frequent. 

Hepatitis clinically indistinguishable from the 
above disease has been observed during the past few 
years in persons who have received injections of 
certain batches of measles convalescent serum, adult 
serum, mumps convalescent plasma, and yellow-fever 
vaccine containing serum. The interval between 
injections and symptoms has varied considerably ° 
but has usually been 2-4 months. This interval is so 
much longer than the 20-40 days incubation period 
of infective hepatitis that it seems doubtful whether 
infective hepatitis and serum jaundice have the same 
causal agent. Search for a causal agent of any kind, 
however, has so far been disappointing. 

ANDERSEN * in Denmark claims to have infected 
pigs with material from cases of the disease and S1IEDE 
and--MEpDING’ report transmission to developing 
chick embryos; but these results have not been 
confirmed, and animal transmission experiments have 
generally failed. Voxret,® on the other hand, has 
reported transmission to human volunteers by oral 
administration of duodenal washings and by sub- 
cutaneous and intramuscular injections of serum and 
blood from cases of infective hepatitis, and years ago 
Frinptay, DunLop and Brown ® presented presump- 
tive evidence of a laboratory infection from blood 
from a case of infective hepatitis. Now, on p. 678 
Fryptay and Martin describe the production of 
hepatitis in volunteers who received nasal washings 
from cases of hepatitis following inoculation with 
yellow-fever vaccine. In two of these volunteers 
symptoms developed 28 and 30 days after the intra- 
nasal instillation, and in a third volunteer they came 
on 56 days afterwards. It is recognised that differ- 
ences in the route of inoculation of virus affect the 


latent period before the onset of symptoms,- and. 


Frypiay and Martin suggest that infective hepatitis 
and hepatitis following the injection of yellow-fever 
vaccine are caused by the same virus—the different 
portals of entry being responsible for the difference 
in incubation. However, the hepatitis following 
intravenous inoculation of mumps convalescent 
plasma almost always developed between 60 and 100 
days after the inoculation, and if the icterogenic 
agent is the same it is hard to understand why the 
intravenous inoculation should be -followed by the 
long incubation period. The clinical picture of 
infective hepatitis and serum jaundice suggests a 
generalised disease ; so it is not really surprising that 
an icterogenic agent has been isolated from the naso- 
pharynx of Fiyptay and Marrtin’s patients. As 
regards their natural infectivity, it is a remarkable 
fact that there has so far been no report of contact 
infections among the large number of men exposed 
to the 28,585 cases of jaundice in the American 
army following inoculation with yellow-fever vaccine. 

Thus we seem still to be no closer to. establishing 
that infective hepatitis and serum jaundice havea com- 
mon cause. Nor do we yet know their relation to the 
eater so often seen in patients undergoing treat- 
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ment with arsenical preparations. 
apparent possibilities are: 

(1) These three conditions are due to infection with 
one and the same virus, The immunity of the usual 
childhood infection is usually permanent but is capable 
of being overcome by direct inoculation of the causative 
sou in the presence of certain other unknown secondary 

tors. 


Tentatively, the 


(2), There are different agents producing the same 
clinical picture but not mutually protective. (This is 
true of influenza A and B.) 

(3) There are different strains of the same virus anti- 

genically related. Infection by one of them does not 
necessarily give complete protection against others, 
Hepatitis may therefore develop if resistance is lowered 
—e.g., by deficiency of an essential cell metabolite or 
injection of a toxin. 
Of course till otherwise proven there is still a possi- 
bility that some of the conditions are not caused by 
a virus at all. Further light should be thrown on 
this when the facts are known concerning the pre- 
paration of the yellow-fever vaccine injected into the 
patients from whom FinpLay and Martin obtained 
their material. As mentioned in our issue of May 14 
the Medical Research Council has selected a team of 
full-time workers to try to unravel some of these 
knotty problems. 


THE CRYOPATHIES 


TissvE damage by cold has been a serious cause of 
casualties in previous wars and a catastrophic one 
in this. The British forces, though they have done 
little fighting in severe weather conditions, have not 
been altogether spared. Modern opinion on the 
pathology and treatment of frostbite has recently 
been summarised by GREENE in a Hunterian lecture! 
and the closely similar condition, immersion foot, 
was the subject of discussion on May 20 by the 
section of neurology of the Royal Society of 
Medicine. 

It is no longer permissible to draw a sharp dividing 
line between frostbite and immersion or trench foot. 
Both conditions begin with a stage of ischemia, the 
physiological reaction of the tissues to cold. During 
this stage of ischemia, despite reduced metabolism, 
some damage is done to all tissues, though this is not 
at first histologically obvious. The skin reacts 
unspecifically by the production of the H substance 
(Lzwis *) which tends to overcome the initial ischemia 
by local vasodilatation and also increases capillary 
permeability. When a thaw sets in, or when damage 
to nerves allows the vasoconstriction to relax, the 
full arterial pressure is transmitted to the unduly 
permeable capillaries, which at once begin to leak— 
the stage of hyperemia and cedema. The exudate 
exerts pressure on the venous end of the capillary bed, 
sufficient to embarrass the circulation and produce 
congestion, which may cause tissue damage of mild 
degree. This is the limit reached in most cases ‘of im- 
mersion foot. Sometimes however, and always in true 
frostbite, the exudation of fluid is so great that the 
blood-cells are stranded and the vessels become silted 
up—a process suggested by RickER,? TANNENBERG ! 
and Rotngs and Kreypere,' and recently confirmed 
by GREENE. The tissues beyond the obstruction are 
1. Greene, R. Lancet, 1942, ii, 695 ; see also 1941, ii, 689. 
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deprived of oxygen and gangrene follows rapidly. 
It is on these pathological changes that immediate — 
tissue loss depends. 

More remote, and when we are considering immer- 
sion foot more important, effects are due to the dam- 
age done to nervous tissue by cold. Neglected 
somewhat by earlier investigators, these effects have 
now been studied in detail by Unetry and Buiack- 
woop. By examining the sensory loss, and motor, 
sudomotor and vasomotor responses, they have shown 
that in severe cases there is degeneration of nerves, 
followed by a stage of partial regeneration with 
hypersensitivity to cold and to circulating adrenaline. 
As GREENE put it at last week’s meeting, cold 
carries out a natural postganglionic sympathectomy. 
Finally complete recovery may take place, or there 
may be sequels such as Raynaud’s phenomenon, 
Zenker’s, degeneration of muscle and Sudeck’s bone 
atrophy.’ 

It is against the background of UNGLEy’s observa- 
tions that we must consider the suggestion of many 
continental surgeons that the cryopathies should be 
treated by interference with the sympathetic control 
of the peripheral vessels, by local infiltration with, 
procaine, by nerve block, by injection of the lumbar 
sympathetic chain or by sympathectomy. The 
suggestion appears to have arisen from undue concen- 
tration on the ischemic phase, and the desire to end it 
as quickly as possible. Actually however, as many 
authors have pointed out, it is during the hyperemic 
phase that the acute tissue damage occurs. As every 
patient, when rescued, is already in the hyperemic 
phase, or passes into it immediately and with damag- 

ing celerity, it seems hardly likely that any benefit 
will come from cutting off the sympathetic supply. 
A postganglionic sympathectomy has already been 
performed by the cold before the surgeon has a chance 
to intervene. Whether it is worth while at a later 
stage, in cases that do not recover completely, to 
convert the postganglionic into a preganglionic 
sympathectomy is another matter, but at the RSM 
neither Sir Taomas Lewis nor Prof. J, R. LEARMONTH 
were optimistic. It could, perhaps, be argued that 
first-aid sympathectomy might do good by disinte- 
grating the static columns blocking the vessels and 
thus restoring circulation to the distal tissues ; but it is 
at least equally likely that increase in arterial flow 
would cause an increase in transudation and still 
greater damage*® The workers who have written 
favourably of sympathetic operations have described 
only uncontrolled results in human patients—an 
unconvincing line of argument in a disease which 
to the inexperienced surgeon looks worse than it is, 
and in which ultimately complete recovery is so 
common. The only controlled experiment is that of 
OrRLOFF who claimed to have completely protected 
the tails of mice by injecting procaine into their proxi- 
mal ends six hours after freezing. In the RSM discus- 
sion his technique was adversely criticised by GREENE, 
who had repeated the experiments but could not 
confirm the findings. Having treated patients on 
similar lines, LAwEeN," too, declares against the 
method ; heobtained very little rise inlocal temperature 
ley, 0. 0. and Blackwood, W. Lancel, 1942, ii, 447. 
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by procaine ne infiltzation of the main nerves to inj jared 
limbs. The question cannot be regarded as settled, 
but the outlook for sympathetic denervation is poor. 
Treatment by chilling the injured part seems more 
hopeful. Many authors have in the past issued 
warnings against any form of warmth during recovery, 
and actual cooling has lately been advocated by 
GREENE ' and by WessTer and his associates." They 
point out that, if the damaged parts are kept cold, 
metabolism is lowered and the oxygen overdraft 
reduced ; exudation is controlled, gangrene stayed, 
and the patient’ s comfort correspondingly increased. 
In our present issue, UNnGLtEy provides further 
support for this thesis. There is evidence, indeed, 
that in the treatment of injury by cold, civilised man 
has lost the instinctive knowledge of primitive peoples 
who realise the danger of warmth. Airmen and sol- 
diers suffering from cryopathies are still occasionally 
subjected to hot-water bottles, mustard plasters, and 
hot fomentations. Such treatment is not only 
extremely painful but definitely harmful. Let us 


hope that UNGLEy’s confirmation of this view will 
give the coup-de-grace to such malpraxis. 


NEW SCHOOL KITCHENS 


Tue Children’s Nutrition Council reports that in 
October last year nearly a million school-children were 
receiving a canteen meal on each schoel day. This 
represents a substantial increase over the 300,000—or 
3% of the total—receiving such meals at the beginning 
of the war ; and the President of the Board of Education, 
when opening the West Riding authority’s school at 
Darfield on: May 17, was able to announce a further 
increase in number to 1,250,000. Even so, only 25% 
of children in the country are getting school meals which, 
as the CNC has often pointed out, can provide them 
with the essentials of a balanced diet; and this still 
falls far short of the target of meals for 75%, at which 
Mr. Butler tells us the Government aims. In a circular — 
issued to local authorities (no. 1629) the Board announces 
that to hasten the progtamme it has been settled that 
after. May the Ministry of Works will freely supply, 
erect and equip complete kitchens, sculleries and can- 
teens for authorities who need them ; and they will also 
adapt school premises as far as possible where that is 
necessary. Canteen and kitchen equipment will also be 
supplied free of charge after that date. Authorities are 
to receive sketch plans of kitehens and lists of equipment 
on scales designed to supply 300 to 2500 dinners a day ; 
the plans allow for the use of various types of fuel, and 
for either self-contained canteens or central kitchens. 
It seems that the building work entailed in providing 
dining-rooms is about three times as much per child 
as that entailed in providing kitchens, even when children 
are to dine in two shifts, so that school halls or class- 
rooms must still be used wherever possible ; but where 
the numbers of diners are increasing beyond the scope 
of the accommodation prefabricated huts are to be 
put up. This is.at once an imaginative and practical 
plan, and should do much to maintain school-children 


.in a state of sound nutrition, especially if the Board’s 


plea for dinners that are “‘good and.ample .. . rela- 
tively costly. and adequate in quality ’’ is to be honoured 
in new dining-rooms and old alike. 


12. Webster, D. R., Woolhouse, F. M. and Johnston, J. L. J. Bone 
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PSYCHOSOMATIC ILLNESS AND MORALE 

A RECENT paper by Halliday ' brings psychiatry into 
close relation with the social problems awaiting the 
planners of a world where the worker shall be satisfied 
with his work and its rewards. Coalmining has always 
been marked by-industrial strife, and it is noteworthy 
that miners in the United States have just shown a 
disconcerting solidarity in making demands upon the 
community at a time when individual interests might 
be sacrificed to greater needs. Before judging, we may 
ask what there is in the conditions of work to prompt such 
action, and Halliday, starting with a study of illness, 
finds himself involvéd in this wider question. He finds 
in coalminers a great increase of psychosomatic disorders, 
in which are concerned mental factors, chiefly emotional, 
provoked by the environment. Of the discomforts and 
risks of coalmining we all know, though it would be 
wrong to say we are familiar with them; the visitor 
whe has groped and stumbled along the murky road to 
tlre coal-face can only begin to understand them. The 
miner is traditionally brave in the face of disaster— 
indeed, we now know how well ordinary folk can face 
acute and appalling physical events—but the constant 
presence of danger throughout the working day inevit- 
ably produces fear, both conscious and unconscious. 
Halliday, ‘stressing in addition the physical discomforts 
of underground work, analyses the psychosomatic 
responses that appear as apparent physical diseases. 
Their disguises are manifold: frank psychoneuroses 
are common, and anemia, debility, bronchitis, gastritis, 
cardiac debility (also DAH and tachycardia), rheumatism 
and fibrositis, appear in almost doubled frequency 
among miners as compared with non-miners—though 
he quotes Dickson? in support of his belief that these 
disorders have also greatly increased in the general 
population during the inter-war period. Agreeing with 
Culpin*® that miners’ nystagmus and night-blindness 
among soldiers should be placed in this group of disorders, 
he notes that the incidence of the former fell abruptly 
about 1930 because, he suggests, compensation-rates 
became lower than those for sick relief in general ; this 
illustrates the basic unity of a seemingly heterogeneous 
group of disorders. The rate of increase in incidence 
is highest among the younger men,.and this Halliday 
ascribes to altered working conditions and altered social 
factors. With the introduction of coai-cutting machinery 
the miner has become merely a shoveller of coal, and 
pride in skill has been lost. Noise prevents him from 
sensing possible danger, and seven hours “spent in 
working in positions and attitudes that must be seen to 
be believed’ are Only broken by fifteen minutes’ leisure 
to ‘“ eat his piece.” It seems that the older age-groups 
still have their roots in a tradition that no longer 
nourishes the younger generation, who are ready to stop 
work at a day’s notice simply for the sake of not going 
down the pit under present conditions. } 

Halliday regards all ‘this as indicative of a general 
trend. So long as the death-rate fell, major epidemics 
were absent and the weight and height of school-children 
increased, it was assumed that all was well with the 
public health. But the rising incidence of these dis- 
orders, the rising suicide-rate, and the fall in the birth- 
rate, indicated an opposite trend—that of social ill health 
which could be correlated with social economic factors. 
After the collapse of France in 1940 there came a change. 
With a definite end in view life became purposive and 
interesting. There was a general alleviation of frustrat- 
ing factors through the growth of employment and the 
stabilising of wages. The introduction of rationing gave 
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@ new sense of equality and unity. Contrary to what 
some expected, there has been no notable inerease of 
psychoneurotic or psychosomatic disorders, except 
perhaps in those people exposed to severe and direct 
mental trauma, These considerations suggest that the 
peak of the wave of social un-health has passed, but there 
remains the lesson that in the prevalence of these dis. 
orders we have a statistical index of social health. 


A NATIONAL COUNCIL OF MENTAL HEALTH 

BEFORE the war the three principal voluntary mental. 
health associations—the Central Association for Mental 
Welfare, the National Council for Mental Hygiene and 
the Child Guidance, Council—were separate and 
autonomous, covering in the main different parts of this 
field of social service, but inevitably overlapping to 
some extent. The Feversham Committee on voluntary 


mental-health services advised that they should amal.’ 


gamate, and early in 1939 a first step was taken in the 
founding of the Mental Health Emergency Committee, 
The three bodies announced last week that after four 
years’ experience the new position is to be consolidated 
and that pending complete legal and financial amal. 
gamation a Provisional National Council of Mental 
Health has been established under the chairmanship of 
Sir Otto Niemeyer. The new council will take over the 
work of the emergency committee and will carry on the 
work of the three constituent bodies through joint 
committees, thus: economising in time, labour and 
money. Responsibility will fall on the council for 
providing training courses for doctors, psychologists and 
teachers hitherto offered by the three organisations 
separately ; for running homes and hostels for various 
types of patient; for social work, and work among 
delinquents and children needing psychological treat- 
ment ; for providing new clinics ; and for talks and lec. 
tures on mental health arranged for the general public. 
It is a hopeful programme, entered in that spirit of 
codperation with statutory and official services which has 
always distinguished the three parent bodies of the new 
council. , 
CLEANING MILK BOTTLES 

THE abolition of the milk-can and the grossly insani- 
tary methods connected with it was an advance in 
hygiene which proceeded rapidly and with little opposi- 
tion; but an entirely satisfactory method of milk distribu. 
tion has not yet been found. From the bacteriological 
point of view, the: best vehicle for milk is the waxed 
cardboard container used but once, for these can be 
obtained practically sterile and need little handling. 
But they are expensive (now unobtainable) and liable 
to bruising with consequent leakage in transit. From 
the consumer’s point of view the returnable capped 
bottle is as convenient, and if wastage by breakage 
and failure to return the bottles is reduced to reasonable 
dimensions they are cheap. They are, however, not 
easy to clean—experimentally they are easy to sterilise 
but on a commercial scale they are not, and if unsterilised 
they may be a. dangerous source of infection. Dr. 
Betty C. Hobbs and Prof. G. 8. Wilson, 6f the 
London School of Hygiene and Tropical Medicine, at 
the request of the Ministry of Health, have reported on 
the process of cleaning and sterilisation now in use and 
have suggested improvements. Absolute sterility is 
not necessary and:could not be obtained commercially; 
but the results of bacteriological examination of bottles 
alleged to be clean are not good enough to pass, though 
\it is satisfactory that in no case were coliform bacteria 
recovered from the washed bottles, so the processes used 
would presumably destroy any pathogenic organisms 
present in the returned bottles. The conclusion is 
drawn that the organisms found in washed bottles are 
derived mainly from post-detergent treatment—that 
1. J. Hyg. Camb. April, 1943, p. 96. 
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is, from rinsing ‘waters. “A suggested remedy is the 
addition of chlorine to the rinse waters; this is widely 
used in the United States, but not favoured by Hobbs 
and Wilson. The method they advocate is the removal 
of the detergent by rinse waters at too high a tem- 
perature for bacterial growth, and cooling of the bottle 
by external rinses with recirculated water at progres- 
sively decreasing temperatures, followed by a final 
internal and external rinse with cold water direct from 
the main. The. use of caustic soda as a detergent is 
almost essential, but such substances as sodium 
metasilicate, phosphate and carbonate can be added 
with advantage to, increase wetting, softening and 
deflocculating, though they cannot replace the caustic 
soda. Hobbs and Wilson favour the narrow-necked 
milk bottle with a press-on metal cap and condemn the 
wide-mouthed bottle with press-in disks. The latter 
have been found responsible for many outbreaks of 
paratyphoid and typhoid in America and there is general 
agreement that they should be discarded as quickly 
as circumstances permit. 


SULPHAPYRAZINE 

THE possible chemical modifications of sulphanilamide 
are numberless, and for several years the research 
laboratories of manufacturing firms have been busy 
preparing and testing new compounds of this type. The 
most successful line has been the insertion of a hetero- 
eyclie ring into the sulphonamide group, and in this way 
sulphapyridine, sulphathiazole, and more _ recently 
sulphadiazine have been produced. Each of these has 
its own advantages and disadvantages which render it 
more suitable for some purposes than others. Among 
he latest compounds te emerge is sulphapyrazine, in 

—C—NH—CH ‘ 
which a pyrazine ring I AA This 
CH—NH—CH 

ompound has been used especially against pneumococci, 
and reports on its activity in human and experimental 
infections have been published by Ruegsegger and his 
olleagues.1 Recently Schmidt and Sesler® have in- 
vestigated its action against experimental streptococcal 
nfections, and have analysed the pharmacological 
peculiarities which differentiate it from the other common 
sulphonamides. When it is administered to mice in large 
epeated doses, its curative power is about the same as 
hat of equal doses of sulphanilamide, sulphapyridine or 
sulphathiazole. But when small doses are used it is 
much superior to them all except sulphadiazine, with 
which it is about equal. A study of the blood concentra- 
ion on different doses shows that it is only slowly 
bsorbed and slowly excreted. Consequently even small 
loses produce a fairly high and prolonged concentration 
n the blood, and an increase in the dose causes only 
small rise in the resultant concentration in the blood. 
hese properties should be useful in clinical practice, 
ince less frequent doses would be needed. Moreover, 
he slow absorption would offer an additional safeguard 
gainst toxic effects from overdosage. On the other 
and, if a high blood concentration is required for the 
Treatment of a severe case it is difficult to obtain by the 
ral administration of sulphapyrazine, and it is better 
0 give sodium sulphapyrazine by injection. . From 
nother aspect, the slow absorption of sulphapyrazine in 
he alimentary eanal might be expected to make it 
seful against dysenteric infections of the lower bowel 
S$ a substitute for sulphaguanidine. White* has found 

phapyrazine very effective in reducing the number of 
oliform organisms in the intestines of mice, but adequate 
udies on patients with dysentery are not yet available. 
© sum up, sulphapyrazine resembles sulphadiazine in 
hany ways, and may possibly be used instead of sulpha- 
Ruceseeger, J. M., Hamburger, M. jun. et al. Amer. J. med. Sci. 
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guanidine against dysentery, but it remains to be seen 
whether it has any advantage over these compounds. 


THERAPEUTICS MADE EASIER 

Ir is seventy-five years now since the practitioner 
could excuse himself for not keeping up to date in his 
treatment on the ground that he had no time or oppor- 
tunity to assess the value of the new published work and 
nowhere to turn to for a readymade assessment. For 
with its June number the Practitioner completes its 
seventy-fifth year, and its main job in that long and 
active life has been to keep the doctor in general practice 
abreast with established therapeutics as distinct from 
its tender growing shoots. In his preface to the first 
number for July, 1868, the Practitioner's founder and 
first editor, F. E. Anstie, described his journal as a 
special medium for the intercommunication of informa- 
tion about the uses of remedies, and he and his successors 
—Lauder Brunton, Donald MacAlister, Mitchell Bruee, 
Malcolm Morris, Bosanquet, Arbuthnot Lane; to the 
present editors, Sir Humphry Rolleston and Dr. Alan 
Moncrieff—have kept the same object, though in these 
900 monthly issues the word remedies has been stretched 
to inelude the whole range of useful therapy from cerebral 
surgery to chiropody, and from pediatrics to geriatrics. 


BRIDGING GAPS IN NERVES 

EXTENSIVE lesions of peripheral nerves can be repaired 
by end-to-end suture if the stumps are brought together 
by joint flexion, mobilisation of the nerve and, in some 
cases, nerve transposition, The limb is immobilised until 
the stumps have become united at the suture line, and 
is then gradually allowed to return to itsnormal extension. 
But cases reported by Highet and Holmes! show that 
there is a limit to the size of the gap which can be closed 
by such methods. In four cases of traction injury to 
the lateral popliteal nerve more than 11 em. had to be 
resected before suture, and no recovery took place 
although the limb was immobilised for at least three 
weeks after suture and extended gradually over a 
period of several months. In a similar case in which 
resection of only 6 cm. was necessary a good recovery 
is in progress. Highet and Holmes point out that very 
extensive resections of peripheral nerve lesions were 
described in the records of the last war, but that the cases 
were not followed up in such a way as to make it possible 
to assess the effect of the extent of the resection on 
recovery. They examined the sutured nerves histo- 
logically when they had failed to recover, and found a 
massive proliferation of collagen which in some cases 
had led to complete obliteration of the nerve, though 
there was no sign of retraction of the stumps. They 
conclude that although end-to-end suture may be 
possible by appropriate technique, no useful recovery 
can be expected if the length of nerve resected is so large 
as to necessitate great postoperative stretching, and they 
analyse a short series of cases from the present war 
which gives some indication of the resections compatible 
with recovery. Experience in the last war left British 
surgeons sceptical of the alternative operation of nerve- 
grafting, and in 1920 they recommended it only as a last 
resort.2 Since then, however, nerve-grafts have been 
successfully used in repairing the facial nerve, and their 
other applications are being explored. Gutmann and 
Sanders * have compared the functional results of different 
kinds of nerve-grafts in the rabbit. Autografts gave 
recoveries which were similar in time of onset and final 
degree to those of suture. Homografts were less 
successful, though when the graft was stored for up to 
three weeks in Ringer’s solution at 2° C. before insertion, 
the results closely approached those of autografts. 
Recoveries were also occasionally seen after the use of 
alcohol-fixed grafts, but they were as poor and as in- 

1. Highet, W. B. and Holmes, W. Brit. J, Surg. 1943, 30, 212. 
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frequent as when no attempt was made to aid natural 
repair. In addition to the closure of gaps so extensive 
as to be irreparable by nerve stretching, grafting 
appears to be the method of choice in the repair 
of digital nerves, of the facial nerve in the temporal 
canal and of brachial plexus lesions, particularly 
injuries to C5 and C6, where extensive mobilisation is 
difficult. The introduction of less difficult methods for 
fixing grafts, such as the plasma ‘“‘ glue” described by 
Seddon and Medawar,' will certainly lead to a more exten- 
sive clinical trial of grafting for peripheral nerve injuries. 


HEALTH OF THE NATION 

BEFORE the last world war infant mortality was 
usually regarded as the most sensitive index of social 
conditions. In recent years, with the decline in infantile 
diarrheea and other causes of death in the first year of 
life, it seems that ages 1—5, and in particular 1—2, have 
usurped its position and are those most susceptible to 
such environmental factors as urbanisation or density of 
persons per room. The changes in mortality that have 
taken place at these ages in the short space of time 


~ spaiiiied by the two wars is nothing less than astounding. 


In T911-14 children aged 1-2 died at the rate of 34 per 
1000 living or, roughly, 1 in 30. The postwar years 
1921-30 produced an improvement of some 40%, the 
rate falling to 20 per 1000; in 1931-5 it continued to 
decline, and reached 13 per 1000. In 1939 there was a 
sudden and dramatic change; the mortality-rate was 
halved and was only a fraction over 6 per 1000. The 
years 1940 and 1941 saw a slight setback due to enemy 
action and the unfavourable weather, but 1942 provided 
a new low record with a rate of 6 per 1000 ; only 1 death 
in 170 living compared with the 1 in 30 but a generation 
earlier. At ages 2-5 much the same improvement is to 
be seen, for the death-rates per 1000 have been 9 in 
1911-14, 6 in 1921-30, 4-4 in 1931—5, 2-6 in 1939, 3-6 in 
1940, 4-0 in 1941 and 2-6 in 1942. 

On p. 672 Dr. Stocks gives cogent reasons for believing 
that much of this fall in mortality in 1939 is attributable 
to the sulphonamide group of drugs. Analysing the 
recorded deaths by cause he finds that the greater part 
of the improvement since 1938 has been in diséases either 
directly affected by sulphonamides or else commonly 
fatal from infective complications likely to have been 
treated with them. It is doubtful, as he writes, whether 
national vital statistics have shown any achievement 
more remarkable than the halving of the total death- 
rate from disease at the pre-school age-period in the 
course of only six years (6-11 per 1000 in 1931-35 and 
3-07 in 1939). Remarkable, too, he points out, was the 
general mortality record of the country in its third year 
of war. Even including deaths due to enemy action 
and making no allowance for the recruitment of the more 
physically fit, thé standardised death-rate of civilian 
females reached a new low level; at 6-80 per 1000 it 
was 9% below the previous lowest rate of 7-43 recorded 
in 1939. Civilian males gave a standardised rate of 9-54, 
which is also a low record, though it must be considerably 
influenced by selective withdrawals from civilian life. 
Infant mortality cannot yet be calculated precisely, but 
will certainly differ negligibly from the record figures of 
50 per 1000 registered in 1939. 

Among the items contributing to these favourable 
totals is a decline of 11% in deaths from all forms of 
tuberculosis compared with 1941; but it must not be 
forgotten that the mortality from this disease remains 
considerably above what would have ensued if the peace- 
time downward trend had continued. Deaths from 
diabetes increased in 1939 and 1940 but began to fall 
early in 1941, about a year after the introduction of 
rationing. They fell still lower in 1942. Peptic ulcer 
has followed a similar course, with an increase in the 
early stages of the war and a return in 1942 to the pre- 


war level. Cancer shows no appreciable change, and the 
rapid fall in rheumatic fever and exophthalmic goitre 
has not been interrupted. In childhood the diphtheria 
death-rate ef 1942 was the lowest ever recorded and 14% 
below the previous record. | Of diseases affecting mainly 
advanced ages, nephritis and gangrene deaths have 
‘decreased; cerebral vascular lesions and other arterial 
diséases show little change, and mortality attributed to 
coronary disease and angina pectoris has continued its rise, 
Mortality is not the same as morbidity, and there may 
be minor illness, resulting from fatigue, which i3 not 


reflected in these figures. Nevertheless, in time of war 


they are astonishing and speak well for the standards of 
living we have been fortunate enough to maintain, as 
well as for the efficacy of modern methods of treatment 
which Dr. Stocks rightly emphasises. The mortality 
figures for the large towns of Greater Germany, analysed 
in the Times last Monday, give a different picture, with 
death-rates rising in the young from infancy onwards, 
and especially in adolescents of 15—20. 


ALBUMIN AND GLOBULIN LEVELS IN SERUM 

AmonG the less useful phrases learnt by the student, 
and used by him to annoy the examiner, and later the 
clinical laboratory, is ‘‘ reversed albumin-—globulin 
ratio.”” Kagan* points out that this reversal, by itself, 
does not indicate any particular disease, and in a series 
of estimations on 345 patients shows that it may be due 
to excess of globulin, reduction of albumin or a combina- 
tion of both. Since a low globulin level has been noted 
only in prematurity, soon after severe hemorrhage and 
in advanced cirrhosis, it seems safe to assume that the 
globulin level is usually not reduced by disease, and any 
substantial variation is an increase. Three groups of 
cases were distinguished in his series :— 


(1) Total protein above 7-5%. Always due to increased 
globulin (9% of his cases). 

(2) Total protein below 7-5% where the reduction was due 
solely to reduced albumin (65%). 

(3) Total protein below 7-5% when albumin was reduced 

and globulin raised (26%). 
This last group included all forms of hepatic disease as 
well as neoplasm and heart-failure, acute glomerulo- 
nephritis and a combination, of diseases such as lympho- 
granuloma venereum, which gives a raised globulin, and 
malnutrition which gives a reduced albumin. 

The reversal of the A : G ratio was noted so often and 
in so many diseases that its continued application is no 
longer justified. In most cases a total-protein estimation 
should suffice, an increase being attributable to globulin 
and a fall to albumin. This could be brought out by a 
simple test for raised globulin, such as the formol-gel test 
or the globulin-precipitation test. Only in the small 
group of diseases in which albumin may be.reduced and 
globulin simultaneously raised is there any justification 
for embarking on the more complex procedure of total 
albumin and globulin estimations. 


THE court of governors of St. Thomas’s Hospital 
loses a loved officer by the resignation, through illness, 
of Sir AktHUR STANLEY. He can look back on a long 
record of social service ; he has served the hospital for 
26 years as treasurer; his work as chairman of the 
British Red Cross and of the Joint Council of the Red 
Cross and the Order of St. John has borne fresh fruit 
in the past few years; and from 1898 till 1918 he was 
chairman of the Royal Lollege of Nursing. His pre- 
sence, calm and confident, is an asset in any committee 
or on any platform; and fortunate have been the 
causes he has taken under his wing. Sir Arthur is an 
honorary fellow of the Royal College of Physicians of 
Lomton, and the governors of St. Thomas’s, under their 
new president, the, Archbishop of Canterbury, have 
fittingly elected him a vice-president of his old hospital. 





4, Seddon, H. J. and Medawar, P. B. Lancet; 1942, ii, 87. 


1, Kagan, B. J. Arch. intern. Med. 1943, 71, 157. 
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Special Articles 


GENERAL MEDICAL COUNCIL 
PRESIDENTIAL ADDRESS 


OPENING on May 25 the 158th session of the council 
Mr. H. L. Eason recorded with regret the death on 
May 17 of Sir Arthur Newsholme, the last holder of the 
post of medical officer of the Local Government Board, 
who sat on the council as a Crown nominee from 1910 
to 1919—“‘ a distinguished member of that distinguished 
line of chief medical advisers of the Government, includ- 
ing Simon, Thorne Thorne, and Power, among the dead, 
from whose informed and willing coéperation we have 
profited and continue to profit in growing measure as 
the concern of the state with medicine widens and 
deepens.” Mr. Alex. Miles, who had represented the 
Royal College of Surgeons of Edinburgh for 15 years, 
had been compelled on medical advice to retire from the 
council. He had served for ten years on the executive 
and for various periods on the finance and other com- 
mittees ‘‘ His perennial youth both in mind and body, 
sober judgment, and wise counsel, especially as a 
member of the penal cases committee, make his retire- 
ment a heavy loss to the council.” His place had been 
taken by Mr. Henry Wade, who brings to the assistance 
of the council experience of the active practice of 
medicine and surgery. 





INTER-DEPARTMENTAL COMMITTEES 


The Minister of Health and the Secretary of State for 
Scotland have appointed a committee to consider and 
report upon : 

(a) The progressive stages by which, having regard te the 
number of practising dentists, provision for an adequate and 
satisfactory dental service should be made available for the 
population ; ; 

(b) The measures to be taken to secure an adequate 
number of entrants to the dental profession ; 

(c) Existing legislation dealing with the practice of dentistry 
and the government of the dental profession ; 

(d) Measures for the encouragement and coérdination of 

research into the causation, prevention, and treatment of 
dental diseases. i" 
This committee, said the President, have invited both 
the Council and the Dental Board to give evidence, some 
of it as early as the third week in July. It would be 
impossible for either to prepare a final memorandum by 
that date, but evidence on matters of fact would be 
submitted. 

Representatives appointed at the November meeting 
(with the substitution of Dr. Hedley for Sir Farquhar 
Buzzard, prevented by illness) had given evidence in 
March before the Inter-Departmental Committee on 
Medical Schools on the lines of the memo already 
approved by the council, and had expressed certain 
personal opinions on questions raised at the committee. 
The memo itself had been published. 


PRESS PUBLICITY 


A person who obtained admission to one of our 
meetings in November had thought fit, said the Presi- 
dent, to take a photograph of the council in session, 
and to enable the press to publish the photograph, pre- 
sumably for his own gain. We are neither a customs 
authority who can search our visitors as they enter, nor 
a court who can commit them to prison for contempt. 
I am therefore compelled to take the not very hopeful 
course of appealing to the finer feelings of the person 
concerned, and of any others of like inclinations, by 
making the announcement, which ought to be super- 
fluous, that such publicity is most unwelcome to the 
council; and that any person who is caught taking 
surreptitious photographs in the council chamber will 
be removed from the premises, and will not, if we can 


prevent it, again be admitted to any meeting of the 
council. 
DISCIPLINARY PROCEEDINGS 


Convictions of registered medical practitioners re- 
ported to the council by the police in the normal course 
of administration had begun, said the President, to 
include far toc many convictions for misuse of petrol 
under the Motor Fuel Rationing Orders or the Control 
of Motor Fuel Order. These orders are made under a 
defence regulation as being necessary for, maintaining 
supplies essential to the life of the community, and 
offences against the regulation are therefore offences 
against the community. The penal cases committee 
of the council, before whom these and other convicticns 
of practitioners come in the first instance, had so far 
only once found it necessary to cause a practitioner to 
be summoned to appear before the council in consequence 
of a conviction of this nature. But I am confident, 
he added, that the council will share the view of the 
committee that any such conviction is reprehensible 
in itself and derogatory to the good repute of the pro- 
fession. The special privileges rightly accorded to 
practitioners by the state in this as in other matters 
imply a special responsibility not to abuse a trust. 


During the session the council would be invited to 
consider the memo prepared by the executive committee 


on a proposal to establish a Register of Consultants and 


Specialists. 

Tables prefixed to the Medical Register for 1943 
showed that at the end of 1942 the number of registered 
medical practitioners was 69,428, and that of these 
294 were temporarily registered in the Colonial List, and 
1750 were temporarily registered in the Foreign List, 
under the emergency legislation. At the end of 1932 
the number of registered medical practitioners was 
56,741. There had therefore been an increase of 12,687 
in the last ten years in the number of names on the 
register. 

MEDICINE AND THE LAW 
Mother attending Daughter’s Confinement 


THE Midwives Act of 1936 was intended to put out of 
business the woman who acts as a midwife without 
possessing professional qualifications. As a proper 
domiciliary service is locally provided, so the prohibition 
on unqualified women acting as midwives is extended, 
area by area. The East Suffolk public health committee 
has had to take note of a case where a mother, described 
as one of the former ‘‘ handy women ’”’ who acted as 
midwives before professional qualifications were required, 
had taken upon herself the duties of a midwife in 
attending the confinement of her own daughter. This 
was technically an offence and the committee instructed 
the medical officer to write a strong letter of reprimand. 
During discussion on the case the medical officer re- 
marked that he thought the woman had attended her 
daughter in order to save expense. A member of the 
committee declared that poor families could not afford 
professional fees. As was pointed out to him, however, 
financial assistance was available. 


Hospital Rule Broken 

At a recent Kettering inquest it appeared that a baby, 
four days old, had died after a junior sister in the 
maternity ward of a hospital had administered chloral 
hydrate. The mother had fed her baby at 10 Pm; it 
started crying afterwards, and towards midnight the 
sister decided to give it chioral as a sedative; the dose 
was stated to be two grains. Barly next morning the 
house-surgeon was summoned because it was clear that 
there was something wrong. The baby was in a state 
of coma from which it could not be roused. The death 
led to the inquest. Evidence was given that the 
hospital rules forbade any member of the staff, trained 
or untrained, to administer a drug unless it was entered 
on the case-sheet by the medical officer. The only 
exception related to trained midwives using drugs 
with which they were trained to deal. After giving 
the chloral hydrate the sister had signed the book. 
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She had, it appeared, had five years’ training elsewhere 
before going to this hospital. The jury added to its 


verdict of death by misadventure two riders. One 
recommended the reconsideration of the rule made by 
the Central Midwives Board (E 10b) as to the adminis- 
tration of drugs. The other recommended that the 
staff of the hospital be made to learn the hospital rules. 
Unfortunately a knowledge of the rules does. not ensure 
strict and cumin obedience, 


- In’ England ‘Now 


A Running Commentary by Peripatetic Correspondents 

THE older I grow, the more dubious I become of my 
ability to examine for the finals with efficiency and justice. 
This is perhaps the proper expectation, the usual ex- 

perience in all rofessional matters as cocksureness is 
Saele replaced by wisdom. It seemed so much easier 
when I started fourteen years ago. Then I chafed 
impatiently over the comparative leniency of my senior, 
whom I regarded as a soft-hearted old fool. Now that I 
myself have reached the stage- which, with the modern 
curse for abbreviations, would be called the SHOF, I can 
see-how much I owe to what was clearly his superior 
judgment in assessing the reasonable expectation for an 
aspirant to qualification, how much to allow forcharacter, 
the reaction to ordeal, and so on. Yet I become increas- 
ingly doubtful of my own capacity, of the value of 
examinations generally, and of the best way in which 
examinations should be conducted. 

I am, I recognise, a bit of a heretic. My colleagues 
prefer their questions to be based on plainstraightforward 
textbook exposition. They like, for example, to ask for 
\the signs and symptoms of a tumour of the brain. They 
are entitled to expect the answer to come pat, nine times 
out of ten: headache, vomiting and optic neuritis. 
(The tenth candidate is one of those unfortunates whom 
the sight of the examination table smites with complete 
mental paralysis.) I prefer to put a problem. ‘‘A 
mother brings to you a child of 8 who has suffered from 
chronic headache for the past two months. What 
possible causes of such a tom first-occur to you? ”’ 
The textbook man can think of nothing but cerebral 
tumour and meningitis. I point out thee although it is 
right and proper to remember the possibility of cerebral 
tumour, this happily is a very rare condition and that 
it is best to think first of common things. And only by 
patient coaxing can one lead him in the direction of errors 
of refraction, of bad hygiene, of anxiety over school, and 
other commonplaces. My colleagues ask for the causes 
of hemoptysis. The appropriate gramophone record is 
selected and placed in position, and out comes the list 
which has been conveniently prepared by the authors of 
our excellent textbooks. I prefer to ask for the causes of 
hemoptysis in a girlof12. The candidate is bewildered : 
at this age can hemoptysis be related to mitral 
stenosis or pulmonary tuberculosis? Such a trifle as 
adenoids does not loom largely enough, but paragonimiasis 
springs to the lips and—this is a safe bet—vicarious 
menstruation. y colleagues ask for the normal 
percentage of calcium in the blood, the characteristics 
of the cerebrospinal fluid in various conditions, the 
treatment of gastric ulcer. I prefer to inquire about the 
treatment of obesity ; and since emphasis is always laid 
upon the provision of exercise, I inquire how far the 
candidate supposes one must walk at t miles an hour 
to burn up one pound of fat. This extremely practical 
point is not handed to him ready made in the books. He 
usually hazards a distance from half a mile to five miles, 
and is flabbergasted to learn that something of the 
order of 70 miles is required. 

It is easily comprehended why textbook questions are 
preferred by the candidate, and as a rule by the examiner. 
They do not call for thought, reasoning or argument. 
But are my colleagues right and am I wrong? What 
should we set out to discover? Are we to be satisfied with 
the exhibition of an adequate acquisition of stereotyped 
facts ? - Is it fair to expect cogent thought from a candi- 
date in a bes emotional state ? A tired and bored 
examiner generally feel satisfiedif he has fulfilled his 
duty by asking conventional questions merely to check 
technical accuracy of acknowledged contemporary 
learning. He is not required, he feels, to discover if the 


candidate is competent to apply this knowledge to the 
problems of humanity. There is at least this to be said 
in my favour. Rightly or wrongly we pass a man who 
knows all the answers even if we are convinced that he 
will not make an efficient practitioner. On the other 
hand, we feel kindly disposed to the poor examinee who 
shows common sense and a capacity to apply his know. 

ledge, and are lenient to his academic deficiencies because 
we are convinced that he has the right temperament for 
his chosen profession. And still I doubt. suppose we 
have to accept the disadvantages of examinations—their 
failing to provide a universally satisfactory test—and 
yet on the whole they work out well and-there is no 
superior substitute, nor ever will be. 

I have little hope that candidates can be persuaded 
that the oral examination which inspires such terror is an 
opportunity forthe examiner to act notasadvocatus diaboli, 
as they suppose, but as amicus curi@ or even prisoner's 
friend. In every question he looks for the hook sticking 
out through the bait, and answers are therefore couched 
in irritating qualifying phraseology to provide a silver 
bridge if retreat becomes necessary. 
as in the ring, an amateur feather-weight against a 
heavy-weight professional pug, and one, moreover, who 
disregards all the Quéensberry rules and is up to every 
sort of dirty trick. There is the additional handicap 
that his opponent is also the referee. The best, he 
thinks, is to go into a clinch until the gong sounds and 
hope for a draw. If he must maintain this metaphor, 
let him visualise a good-natured pro who while knowing 
that it is excellent to have a giant’s strength also appreei- 
ates that it is tyrannous to use it like a giant, who would 
far prefer him to venture on out-fighting and will bear 
him no malice for an occasional honest smack. 

I imagine that as the candidates congregate outside 
and discuss their prospects they pray that their fate may 
be in the hands of old Softleigh, and that they will escape 
an encounter with that notorious perisher Blunderbuss- 
Bore, who, if he is ever elevated to the peerage, will surely 
take as his title Lord Bayne of Examinees. For Soft- 
leigh is all encouragement with his ‘‘ Good, good, very 
good, jolly good.’’ And Blunderbuss-Bore rants at 
anybody who uses the timid adjective “ slight ”’; will 
sarcastically observe to your halting intention to ‘‘ make 
a careful examination ” that you may assume that in all 
your dealings with patients you exhibit extreme care; 
and, scowling at your proposal to ‘“‘ do a PR,” remarks 
that he will charitably presume you mean that you will 
make a digital examination of the rectum. They do not 
know that Softleigh is a wolf in sheep’s clothing, whose 
economy in respect to marking amounts to parsimony, 
while Blunderbuss-Bore is a sentimentalist who, on the 
rare occasions when he ploughs anybody, lies awake half 
the night remorselessly examining his conscience. 

What is one to do with illegible writing ? I feel sure 
that the worst writing in our student days must have been 
copper-plate in comparison with the appalling serawl 
we encounter in many or most of the examination papers 
at the present day. (I have long since given up worrying 
over the composition and spelling.) The first impulse is 
to throw the horror away with a devastatingly low mark. 
Yet better counsel prevails. The examiner may recall 
that his own script is not beyond criticism. In any case, 
he reflects that penmanship is no necessary requirement 
for ability and success in a doctor. Indeed, the aspirant 
may have beén impressed by the traditional expectation 
of illegibility in all a doctor’s written productions. And 
so out of all proportion to the occasion one sometimes has 
to translate what amounts to a cipher word by word, 
maddened by the time-consuming wearisomeness. And 
there is this uneasy reflection. To give illegibility the 
benefit of a doubt is to put a premium on slovenliness. On 
the other hand, the candidate with clear bold graphology 
not only receives no extra marks on this account but 
may find his very virtue’ a liability since the ease of 

scrutiny makes any eerarey — too easily recognisable. 
* 

‘* When do you think the war will end ? ” my husband 
asked me the other day. ‘‘ Heaven knows. What do 
you.think ?’’ ‘‘ It depends on the day of the week,’’ he 
said. ‘“ Every Monday I know it will end in 1946. Every 
Monday night I take two of your Gregory powder tablets. 
On Tuesday the war is always going to end in 1945. 
On Tuesday night I take another tablet. The invariable 
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date on Wednesday is 1944; and at bed-time, I take one 
more. Thursday shows 1943 a certainty. I decide to 
give up drugging myself and my resolution is confirmed 
when day still records 1943. Week after week it’s 
the same story: Saturday slips back to 1944, Sunday 
says 1945, Monday—lI’ve said Monday already.” I 


laughed. ‘‘ Which is the Real Me?” he asked plain- 
tively. ‘‘ And which one of:me makes the correct judg- 
ment?” <A bloke with as Ee a@ personality as 
his may well ask. knic in build, displaying the 


alternations of wit and high spirits with seriousness and 

oom which are characteristic of this make-up, and yet 
also with the shyness and sensitivity and musical and 
artistic ability which we associate with the schizoid, 
which mood best represents what he calls the ‘‘ Real 
Me?” All, I say. But he resents the fact that he 
can be so swayed by physical influences, endocrines, 
infections, the state of his bowels, a sleepless night. 

‘ * * >” 

All we GPs want after the war is to live like dentists— 
to be protected from the hard world by a pink and white 
barricade of lovely receptionists; to have fixed hours 
from 9 till 5, with time off for lunch, no work at night 
or on Sunday or Saturday afternoon ; to tell Mrs. Smith 
when she rings up to say that labour pains have started 
that we can see her next Tuesday at 11.30 ; to disappear 
at the end of the day leaving complications to the 
chemist, as the dentist leaves his beastly bleeding tooth- 
sockets to me, who have no more responsibility for them 
than I have for the vet’s impacted lambs. That’s the 
life. But perhaps I shall feel differently after Tuesday, 
when I have had this molar out. 


s Paes " < 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


DISCUSSION on the second reading of the Finance.Bill 
translated money values into human and nutritional 
values in a new way. Mr. Pethick Lawrence, speaking 
for the Labour Party, drew attention to the two kinds of 
“tickets ’’ in circulation. One is called pounds shillings 
and pence, the other is called coupons, and the second 
kind of ticket is more equitably distributed than the 
first. The amount’of milk consumed per head of the 
population is greater than ever because it is not some- 
thing of which you get as much as you pay for in money 
but of which you (or your children) get what they need 
by special rationing arrangements—in fact by a kind 
of credit coupon. But these arrangements, good as 
they are in maintaining reasonable standards of nutrition, 
do not go far enough. The standard of life, said Mr. 
Pethick Lawrence, “‘ has to be made more equal through- 
out the population.’’ How to do this after the war may 
well be a major issue in the political parties, and when the 
Chancellor broadened the basis of income-tax to include 
7 million people he gave 7 million people a keen and 
personal interest in financial problems. 

On the following day the House considered the 
refugee problem dealt with by Mr. Peake, the under- 
secretary for the Home Department, who met the 
USA delegation at Bermuda. The problem is world- 
wide. There are 4 million refugees in India, 300,000 
Jewish immigrants have entered Palestine since 1919, 
East Africa has taken in many war refugees and. there 
are 40,000 Polish refugees in Persia. For all of these 
the British Government has large responsibilities. But 
there is no possibility of “‘ rescue” on a large scale 
and some of the criticism of the Government has been 
based on inaccurate information. Much that affects 
refugees cannot be stated in public or it may bring 
further evil on those we wish to help. The Bermuda 
conference surveyed the situation and some improve- 
ments can be made, but with wholesale massacres of 
Poles and Russians and with the Nazi terror against the 
Jews the only real remedy will come with victory. 
Prof. A. V. Hill, who was-critical of the Government’s 
attitude and their lack of warmth in the approach to the 
problem, thought that all that could be done was 
pitiably small, but we might get away from Hitler’s 
Europe some tens of thousands of people. 

. But the rescue operations were only a beginning. 

The much greater task lying before us,’ he chr J 





“is of restoring shall we say 50 million refugees to 
their homes all over the world. ... In that task the 
British Commonwealth and the United States will be 
working together . . . In trying to do an honest job 
together we can learn to understand and appreciate 
each other better than by arguing politics.” 

The next day the House turned its attention to a 
bill making some relatively small improvements in 
old-age pensions. It was symptomatic of the uneasy 
feeling that is growing stronger in the House that the 
old people are having rather a raw deal. Such debates 
are ‘‘ softening ’’ operations, to use the military phrase- 
ology, and presage a more active advange towards the 
main line positions of the Beveridge and other big scale 


reports. 
WELSH HEALTH SERVICES 

In the House of Lords on May 18 Lord Davizs asked 
HM Government whether, in view of the special con- 
ditions obtaining in Wales, they would take steps to 
appoint a Welsh health services medical advisory com- 
mittee following the recent creation of similar committees 
for England and Scotland.—Lord SNELL replied: The 
Minister of Health is responsible for the health services 
in Wales no less than in England, and the committee 
appointed in November last to advise him on the medical 
aspects of problems affecting the health of the people 
is equally concerned with both countries. The committee 
accordingly includes two members with special experi- 
ence of Welsh conditions, and no separate committee 
appears to be necessary. 


QUESTION TIME 
Famine Relief 

Sir Frank SANDERSON asked the Parliamentary Secrétary 
to the Ministry of Economic Warfare whether he would permit 
dried milk and vitamin concentrates to be sent to Greece, 
France, Belgium and Poland to provide children under 16, 
nursing and expectant mothers with a daily ration sufficient 
to ward off the worst deficiency diseases ; and was he aware 
that the money, supplies and shipping were available and that 
the International Red Cross would be able to provide for full 
control of the distribution——Mr. D. M. Foor replied: As 
regards the shipment of milk and vitamin concentrates to 
Greece, I would refer to my answer on May 11. Otherwise the 
policy of HM Government remains as laid down by the Prime 
Minister on Aug. 20, 1940. After the fullest consideration 
and with the deepest sympathy for the Allied peoples of 
Europe in their sufferings under German rule, HM Govern- 
ment are convinced that a general action of the kind described 
would inevitably be exploited by the enemy for his own 
advantage. Moreover, such action could hardly be confined 
to the countries named in the question, and the provision of 
foodstuffs for children and nursing and expectant mothers 
throughout Occupied Europe would involve a very serious 
breach in the blockade. I regret, therefore, that except for 
Greece the answer to the first part of the question must be in 
the negative. As regards the second part of the question, no 
information has been received by HM Government to show 
that money, supplies and shipping are now available for this 
purpose. Nor does there exist in France, Belgium or Poland 
any machinery of control which we could possibly accept as 
adequate. As I have frequently pointed out in answers to 
questions on this subject, neutral control of imported food- 
stuffs is an insufficient rantee unless it is accompanied by 
control over the domestic food-supplies of the countries in 


_ question. 


Sir F. Sanprerson: In view of the fact that vitamins and 
dried milk could only be used for expectant mothers and 
children, is it not a fact that they could be of no value to the 
enemy ?—Mr. Foor: I do not agree. Loca! supplies of milk 
are one of the commodities which the German occupying 
troops are most liable to seize, and if we sent in any sub- 
stantial quantities of dried milk we should merely be adding 
to the pool of foodstuffs available to them. 


Venereal Diseases 

Dr. E. SuMMERSKILL asked the Minister of Health whether, 
in view of the fact that only one man and 27 women had been 
treated under regulation 33B, he would now consider the 
introduction of compulsory notification in order effectively to 
reduce the incidence of venereal disease.—Mr. E. Brown 
replied: No. The numbers mentioned refer to persons so 
far reported from more than one quarter as alleged sources of 
infection, and the figures are not in themselves a true criterion 
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of the efficacy of the regulation, which it is already evident is 
indirectly doing much to- help in getting infected persons to 
undertake voluntary treatment.—Dr. SuMMERSKILL: In 
view of the fact that this disease is a great menace to public 
health, will the Minister say how serious the incidence of 
venereal disease must become before he will introduce effective 
measures ?—Mr. Brown: I have promised the Housé that if 
in the light of the working of regulation 33B I find it necessary 
to ask for further powers I shall not delay taking action, but 
we ought to have time to see how it is working because I am 
sure the House does not want compulsion for compulsion’s 
sake.—Sir A. Knox: Is not the issue of this regulation merely 
trifling with what is really a terrible problem ?—Mr. Brown : 
I would not agree. Those who are administering the regula- 
tion locally in certain difficult places do not take that view. 


Issue of Sulphonamides to Soldiers 

Sir J. Griae replying to a question, said: I am informed that 
drugs of this type were issued to American soldiers in Africa. 
These drugs are not issued to individual soldiers in the British 
Army, but medical officéFs hold the necessary stocks of them. 
I must say that I am prima facie indisposed to distribute these 
drugs broadcast among the troops without control.—Sir 
Francis FREMANTLE: Is there not considerable danger in 
seM:medication ? No further reply was given. 


Special Diets Committee 

In answer to a question Sir Joun ANDERSON, Lord President 
of the Council, stated: The Food Rationing (Special Diets) 
Advisory Committee of the Medical Research Council has held 
‘14 full meetings. Owing to the decrease in the number of 
questions referred to the committee, and particularly of 
questions involving new principles, it has not so far been 
necessary to convene a full meeting in 1943 although a sub- 
committee has met. Minor questions arising between meet- 
ings are circulated in the form of memoranda and the opinions 
of members obtained in writing. The other bodies consulted 
on behalf of the committee since the beginning of this year, in 
addition to Government departments specially concerned, are 
the Royal College of Obstetricians and Gynecologists, the 
Joint Tuberculosis Council and the Tuberculosis Association. 


Diphtheria Immunisation 

Replying to questions Mr. Brown said the numbers of 
children immunised against diphtheria under local-authority 
arrangements in England and Wales up to Dec. 31, 1941, were 
approximately 547,000 under five and 1,818,000 between the 
ages of five and fifteen. The-corresponding figures at June 
30, 1942, were 725,000 and 2,114,000; and at Dec. 31, 1942, 
1,150,000 and 2,598,000. 

Returns from local authorities show that the number of 
notifications of diphtheria among children under fifteen 
during 1942 in England and Wales was approximately 28,500, 
of which about 87°; were cases of non-immunised children. 


Factory Hours for Young People 

Mr. W. GaLuaeHER asked the Minister of Labour the num- 
ber of factories and other places, coming under the Factories 
Act, 1937, which applied for and received permission to extend 
the hours of work for young persons by virtue of the General 
and Special Emergency Orders during the years 1940, 1941 
and 1942.—Mr. Ernest Bevin replied: This information is 
not available. The approximate number of premises at which 
emergency modifications of the provisions of the Factories 
Act as to hours of women and young persons were in force 
was 6500 at the end of 1940; 11,000 at the end of, 1941; 
and 19,000 at the end of 1942. In many of these cases only 
women over 18 are affected but I cannot give the figure, and 
the hours authorised are often shorter than could be worked 
under the ordinary law. 


Factory Accidents 


Accidents reported under the Factories Act were 1104 
fatal and 192,371 non-fatal for 1939 ; 1372 fatal and 230,607 
non-fatal for 1940 ; 1646 fatal and 269,652 non-fatal for 1941 ; 
1363 fatal and 313,267 non-fatal for 1942. ‘The percentage of 
such accidents to the total employed was roughly 3-4 in 1940 
and 3-8 in 1941. (Mr. BEvIN replying to Mr. Ruys Davis.) 


Cripples and the Beveridge Plan 
Mr. J. Lrrrue asked the Minister of Health whether, when 
the Government was considering the question of sickness and 
invalidity benefits in connexion with the proposals in Sir 
William. Beveridge’s report, sympathetic consideration 
would be given to the claims of cripples and disabled persons 


who were ineligible for health insurance benefits and had not 
reached the age for old-age pension, for adequate provision to 
meet their needs.—Mr. Brown replied: Yes. I recognise 
that the position of these classes of persons’ will need special 
consideration. ‘ 


Dental Treatment for Service Men’s Dependants 

Mr. Joun DuGpaALe asked the Minister of Pensions whether 
he would consider the possibility of paying the cost of dental 
treatment for dependants of serving men on the same scale 
as payment for medical treatment.—Mr. W. Paine, parlia- 
mentary secretary to the ministry, replied: Assistance in 
respect of dental treatment is already given under the scheme 
of Emergency Grants explained in Command Paper 6318 
of 1941 where such treatment is necessary for the relief or 
cure of a serious and prolonged illness resulting in a financial 
emergency in the household. The scheme does not cover 
other types of illness and there are no grounds for making an 
exception in respect of general dental needs. 


Alien Doctors and Postwar Appointments 

Mr. Hannau asked the Minister of Health if he could make 
any statement as to the policy of the Government for the 
future of alien doctors allowed to practise under restrictions in 
this country for the duration and anxious, if possible, to 
continue to serve here or in the Colonies.—Mr. E, Browy 
replied: No. As my hon. friend is aware, the present 
arrangements under which certain medical practitioners are 
temporarily registered under the Medical Acts by virtue of 
foreign qualifications will cease with the lapsing of the 
Emergency Powers under which they are made. 





INFECTIOUS DISEASE.IN ENGLAND AND WALES 
WEEK ENDED MAY 15 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1748; whooping-cough, 2106; diphtheria, 602; 
paratyphoid. 4; typhoid, 4; measles (excluding 
rubella), 8032; pneumonia (primary or influenzal), 
712; puerperal pyrexia, 169; cerebrospinal fever, 62; 
poliomyelitis, 8; polio-encephalitis, 0; encephalitis 
lethargica, 4; dysentery, 98; ophthalmia neonatorum, 

. No case of cholera, plague or typhus fever was 
notified during the week. ‘ 

The number of civilian and service sick in the- Infectious Hospitals 
of the London County Council on May 12 was 2014. During the 
previous week the following cases were admitted: scarlet fever, 
154; diphtheria, 40; measles, 137; whooping-cough, 38 

Deaths.—In 126 great towns there were 1 (0) deaths 
from enteric fevers, 1 (0) from scarlet fever, 11 (1) from 
measles, 11 (2) from whooping-cough, 12 (1) from diph- 
theria, 41 (9) from diarrhoea and enteritis under two 
years, and 22 (3) from influenza. Thd figures in paren: 
theses are those for London itself. 

Hendon reported the fatal case of an enteric fever. Birmingham 
had 5 deaths from diarrhoea, no other great town more than 3. 
The number of stillbirths notified during the week was 
239 (corresponding to a rate of 35 per thousand total 
births), including 21 in London. 





DIETETICS IN WAR 


A BOOKLET ' first published in 1935 and setting out diets 
used in treatment has now been revised for war-time 


that what is advised at one time may be out of date 4 
few months later. This unfortunately has happened to 
some of the diets given here, but nevertheless the book 
shows how the principles of dietetics can be mait- 
tained in spite of restrictions and regulations. The 
section on diabetes belongs rather to 1935 than to 1948, 
and the diets given are disappointing, because besides 
being difficult to carry out in practice they are not 
easy for the patient to manage at home. The booklet 
might be improved by some brief notes on the blank 
pages opposite each diet, indicating how any particular 
diet will be linked up with the progress of the disease. 
On the whole it should be useful to those needing 
dietetic advice who are unable to call on the services 
of a qualified dietitian. 

1. War Time Diet Book. Issued by the David Lewis Norther 

Hospital, Liverpool, Pp. 49. 5s. 
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Letters to the Editor 


THE BURN AS AN OPEN WOUND 

Smr,—May I offer the following comment on your 
leading article of May 15 ? 

1. To begin with its last sentence : if we wait to tackle 
the problem of infection in burns till we know which is 
the most likely source of that infection, we may wait for 
50 years or peenere forever. There is good evidence to 
support the belief that infection may and does occur from 
all three sources—the respiratory tract of surgeons, 
nurses or patients ; the hands or instruments of dressers ; 
and the infected air and dust of the ward. The relative 
importance of each of these sources will vary with circum- 
stances—e.g., if there is a nurse doing dressings who 
happens to be an abundant throat or nose carrier of 
hemolytic streptococci, the opportunities for dissemina- 
tion of that microbe by her may well overshadow those 
from the dust or from faulty dressing technique. 
Similarly, if the ward dust is heavily contaminated, or 
flies are numerous, or. blankets are not sterilised, a strict 
dressing ao em may often fail to prevent. infection. 
I suggest that the:control of infection in ‘surgical wards, 
and especially in wards full of burns, is always going to 
be so difficult that we cannot afford to ignore any of 
these sources, but must reckon with all of them in our 
counter-measures. 

2. You suggest that the burned 4 man does not 
constitute a special problem and that it‘may be unwise 
to segregate such patients in a special ward ‘‘ unless a 
very high surgical and nutsing standard can be main- 
tained to minimise cross-infection, or there are more 
facilities than exist at present for the isolation of infected 
cases.”’’ It seems to me that the burned patient does, 
in fact, constitute a special. problem just because his 
large exposed surface renders him far more liable to 
infection than most other injuries; and that the time 
has come for us to aim very definitely at this ‘high 
surgical and nursing standard ”’ (plus isolation facilities) 
which are essential if we are to make progress towards 
the aseptic repair of the deep burn. 

Until five years ago it seemed an impracticable ideal 
to keep a deep burn of any size uninfected through the 
long weeks of healing, a with the coming of the 
sulphonamides and penicillin, and recognition of the 
importance of hospital infections, new possibilities are 
rapidly coming into view. It is already clear that infec- 
tion can be, to a very large extent, eliminated if we see to 
it that burns are treated under the right conditions. . This 
is not the place to discuss those conditions in detail—a 
report dealing with them will be sent shortly to the burns 
committee of the Medical Research Council. To get and 
maintain them will be a much more difficult job than the 
building up of a satisfactory aseptic and antiseptic ritual 
for the operating-theatre—a task which took some 30 
years and is not yet completed. It is not to be expected 
that the right conditions will be obtainable in the ordinary 
«surgical wards of most hospitals ; nor will real progress 
be made by those who are treating only a few burns each 
year. The new developments, in regard to both the 
control of infection and the treatment of the so-called 
“shock ’’ state by serum or plasma (which seems un- 
likely to be reducible to a simple rule of thumb), call for a 
policy of aggregation of our burned patients in centres 
specially staffed and equipped for their treatment. 
When that policy is adopted—and not till then, I think— 
we shall be able to secure the best treatment for severely 
burned patients. A very strong case can be made out in 
this instance for special centres. 

_3. Finally, one point of detail: your leading article 
gives the impression that, in the initial cleaning-up of the 
burned area, the chief value of CTAB is as a detergent— 
to get rid of grease and dirt—and not as a disinfectant of 
the surface. Our experience, based on bacteriological 
tests with some, hun of cases before and after 
cleaning up burned surfaces. with CTAB, seems to show 
clearly that this substance is extremely effective as a 
slerilising agent, except when many hours have elapsed 
Since the injury and streptococcal infection of the tissues 
is already established. In these circumstances it does 
little, but for the fresh burn % is probably the most 
effective agent we have at present. t acriflavine may 
fail us as a steriliser of the burned surface was well 
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shown by the following case. A patient received a severe 
burn of the forearm and hand at 8pm. It was thoroughly 
treated with acriflavine and effectively covered with 
dressings at about 9pm. Three hours later, on arrival at 
the hospital, hemolytic streptococci were cultivated from 
the burned area. 


Glasgow. LEONARD COLEBROOK. 


EVALUATION OF GASTROSCOPY 


Str,—While I would be the last to cast doubt on the 
value of gastroscopy in selected cases provided the 
examination is carried out by experienced gastroscopists, 
it is clear that the number of medical officers in the 
fighting services who have extensive experience of gastro- 
scopy is negligible. Schindler has written that gastro- 
scopic reports by an operator. who has done less than 
300 examinations are of no value. Indeed it is clear 
that the findings of the amateur gastroscopist are worse 
than useless, as they serve only to mislead. I therefore 
feel most strongly that this investigation is one#which 
should be forbidden in Service hospitals, except in the 
rare instances where the services of a real expert are 
available, who not only recognises what he sees but is 
able to judge when‘ a. gastroscopic examination is 
required. 

n the Services patients with dyspepsia should not be 
admitted to hospital unless their condition is such that 
hospital treatment is clearly essential. All necessary 
investigations can be carried out in the outpatient 
department, as is almost invariably the case in civil 
hospitals, and only those patients who require strict 
dietetic and medicinal treatment need be admitted. 
If a gastroscopy comes to be regarded as a necessary 
procedure in the investigation of every suspected peptic 
ulcer every case of dyspepsia will require admission. 

Over-enthusiasm is characteristic of the young, and 
most specialists in the Services are young. Without 
wishing in any way to discourage initiative and enthu 
siasm I feel that these admirable qualities need to be 
kept within bounds, particularly in regard to gastroscopy. 

Guy’s Hospital, 8.H.1. J. J. CONYBEARE. 


REHABILITATION OF THE TUBERCULOUS 

Sir,—-I am concerned’ about your recent remarks on 
the tuberculous. You say (May 8, p. 587) :— 

‘* Experience of routine examination of one group of the 

population, students in training at a hospital—a heavy and 
exacting life—has shown that it is rarely necessary to send 
the ‘ positive filmer’ to a sanatorium.” 
Presumably you were referring to cases with no 
clinical signs or symptoms. You imply that if some 
modification of the student’s life can put him on top of 
his disease the same applies to all apparently early 
cases. 

How different are the actual facts. In an industrial 
area—for example, where coal-mining is the usual 
occupation—there can be no modification of the patient’s 
working life. Easy jobs are hard to come by and the 
patient’s training has not fitted him for any other 
employment. Further, I venture to state that there is 
no surplus of easy jobs to be had for the asking. Yet 
the majority of cases of tuberculosis will permanently 
have to lead a modified form of their previous existence. 
if they are to get the maximum benefit from any treat- 
ment. 

Most people, many of them doctors, think that any 
case of tuberculosis should recover comipletely with 
treatment, and show a return of full working capacity 
in time. The truth is that any case may become 
arrested, but often such cases ‘only remain apparently 
healed if the person leads a leisurely existence. Only a 
guarded prognosis can be given in most cases, and the 
Ministry of Health memorandum (37T revised) expects 
a case of pulmonary tuberculosis, apparently healed, 
to be kept under supervision for 5-years. Relapses are 
common unless fibrosis and calcification occur, and 
research shows live tubercle bacilli in 30% of calcified 
foci. 

It was left to one man, and one man only—the late 
Sir Pendrill Varrier-Jones—to realise that a tuberculous 
patient requires to live and work always under ideal 
conditions, and that his return to work must be very 
gradual. In the village settlement, the type of work is 
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suited to the patient’s condition, and I am surprised that 
the national scheme does not include the establishment 
of such centres in each area of population over, say, 
half a million. 

One in 200 suffers from.tuberculosis, one in 7 over the 
age of 45 dies from it. Why not make a clean sweep and 
do the job properly ? Payments to tuberculous patients 
will not cure them. 

Pontefract. CLARENCE PONIEDEL. 


*,* We were referring to a pioneer experiment in 
voluntary periodic radiography of students under train- 
ing at-a London medical school. Out of a total of 417 
students examined (98% of all attending) 26 showed 
pulmonary lesions considered to have importance, in 17 
of whom the lesions were believed to have had their onset 
during the clinical course. Of the 26 ‘‘ positive filmers ”’ 
18 were advised to continue work, 4 of them under 
restriction, and their progress was satisfactory ; 8 were 
advised sanatorium treatment and when the report 
appeared 4 of them had already returned to work and 
qualified. These are “‘ the actual facts.”” We used them 
as an illustration of the good news that pulmonary 
tuberculosis if discovered early does not necessarily 
imply sanatorium treatment. It may yield to less 
exaeting measures. The adjustment required in any 

career still needs to be worked out.. Of this 

we have little experience, for di is by si and 

symptoms did not lead to the early discovery of disease 

a the reasonable promise of mass radiography.— 
D. L. 


FORMATION OF RED BLOOD CORPUSCLES 

Str,—Dr. Duran-Jorda (Lancet, April 24) states that: 

Vascular tumours such as angiomas . . . give an example 
of local blood formation ; it is well known and accepted that 
these tumours have no connexion with the general circulation. 

He asserts that the red blood corpuscles in iomas, 
&c., are not derived from the general circulation but are 
locally produced. Is there any foundation for the 
statement that angiomatous tumours have no connexion 
with the general circulation ? I believe it is based on a 
misapprehension of Ribbert’s observation that an 
angioma has no intimate lateral anastomoses with the 
vessels of the surrounding tissues. In this sense an 
angioma is a closed system ; but surely there is sufficient 
evidence, both clinical and anatomical, that it does 
possess afferent and efferent vessels (as Ribbert? 
himself showed by his injection experiments), and being 
thus in direct communication with the general circula- 
tion derives from that source the red blood corpuscles 
found within the tumour. 

University of St. Andrews. G. R. TUDHOPE. 


HEALTH IN THE NURSING PROFESSION 


Str,— Hardly a week passes but a fresh call comes 
from authoritative sources for more recruits for nursing 
services. Even the Throne has uttered it. Why is 
the public deaf ? 

It seems to come to this. We shall not get an ade- 
quate service on volunteer lines unless we recondition 
the industry from the foundations. The suggested 
tinkerings are not enough. We have remained obstin- 
ately blind to the conning stumbling-block—viz., 
the menace to health involved in the i ge 
student status of the nurse in training. “Yet we have 
only to look back a few years and read the lesson from 
educational history. We could not staff elementary 
schools with pupil-teachers; we cannot, today, staff 
our hospitals with student-nurses. Parents will never 
encourage their precious. young to enter the out-of-date 
regimen of hospital life. Why, alone among working 





conditions, should the double burden be borne of full- © 


time paid employment plus the student’s life ? 

The findings of the Rushcliffé Committee actually 
worsen the situation by emphasis on the employee 
aspect through allotting higher pay to the raw recruit. 
The over-hard conditions of the nurse’s dual life is a 
matter of general knowledge, but the one practical 
suggestion made by nurses themselves to counter the 
evil has received little popular attention. The block 
system of training by alternating study periods with 
weeks of ward work bears some comparison with the 


aCe 1, Ribbert: Virch. Archiv, 1898, 151, 381. 
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engineering pre tion of ‘‘ going to the shops.”’ If it 
also carried a similar freedom from earning a living by 
services rendered it might prove more acceptable—or at 
least a step in a wider plan. 

It is a gruesome indictment of the intelligence of us all 
—medical, lay and nursing alike—that we cannot read 
the writing on the wall when we come to administer our 
hospitals. ; 


Northwood, Msx. EstTHER CARLING. 


FUTURE OF MEDICAL SERVICES 

Sir,—I shall be grateful if you will permit me to 
explain why it is essential for the control of the health 
services to be in the hands of a National Corporation (I 
prefer the word Guild) on a regional basis, and not in 
those of the local authorities on a local basis. 

Let me first state baldly that the Government’s wish 
to give the local authorities all the health services to 
administer is the expressidn of its failure (through lack 
of -moral courage and fear of electoral consequences) 
to stand out for the general establishment of regional 
government as a permanent measure, with an accom- 
panying revision of the functions and boundaries of the 
present local authorities. It is widely admitted that 
the present areas are too small and lack uniformity ; it 
is also generally admitted that local government planned 
on a regional system is likely to be more efficient, pro- 
vided that it is built up from the bottom and not stuck 
on from the top by merely appointing regional com- 
missioners front Whitehall. Whenever war comes along 
and real efficiency is necessary for survival we turn to 
the regional system, yet on the advent of e the local 
authorities are given back all their beloved and jealously 
guarded powers. If at the end of this war we are going 
back to prewar local government and not develop 
further tle regional idea, then let us frankly admit 
that democracy in this country means the triumph of 
moral cowardice and administrative ineptitude. 

If, on the other hand, we have the courage to progress 
with the regional system—several districts comprisin 
a region—then the regional medical officer (who woul 
also be the regional. medical officer of health) would 
administer all the health services, including hospitals, 
for his region through the regional medical committee 
which would draw its members from the various district 
medical and ital committees. A certain agreed 
number of local lay government officers would sit on 
each committee—a reciprocal arrangement by which 
a few doctors: would sit on committees for housing, 
roads, &c. The central or national medical committee, 
to be drawn from the regional committees by election, 
in association with the Ministry of Health would ad- 
minister the finances, granting to each region the neces- 
sary monies to run all the health services. This money, 
partly raised by a capitation fee and partly granted by 
the Government, would be found annually by means 
of a medical vote in the House of Commons. In this 
way only will the medica) profession remain an autono- 
mous body, retain its dignity, and have the necessary: 
power and weight to express its opinions satisfactorily 
on matters of health. 

If the Government has its way and leaves the present 
so-called environmental medical services in the hands of 
the local authorities and also gives them all other health 
services to administer, then indeed shall we become the 
servants of the local lay committees ;° and only those 
who have worked in municipal hospitals and in other 
local government medical services know what that 
means. It means that we shall lose our position as 
sages and find ourselves labelied Clerks (M) to be trans- 
ferred or dismissed at the whim of our lay masters. It 
means that we shall be split up and have no strong 
unified voice on matters of health or policy. It means 
that we shall have to beg for the money for a much- 
needed extra wing of a hospital from a local authority 
which prefers to gain local popularity by building some- 
thing more spectacular such as swimming baths or 4 
block of flats. 

Such are the alternatives ahead of us. Let us there- 
fore choose the National Corporation on the regional 
basis, and let us acquaint the Government in no uncer- 
tain terms of our choice By this means only shall we 
remain both the servants of the public and our own men. 


Edinburgh. SHAKESPEAR COOKE. 
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EMERGENCY BED SERVICE IN LONDON 


Str,—The exigencies of war have probably affected 
the medical profession more than any other; general 
practitioners in many cases are doing double duty and 
it is important that measures which save them time 
and trouble should be brought to their notice. Owing 
to changes among the personnel of London doctors a 
number of them are unaware of the facilities provided 
by the Emergency Bed Service. For their benefit the 
following brief particulars may be helpful. 

The EBS is financed by King Edward’s Hospital Fund 
for London on behalf of the voluntary hospitals and 
arranges for the admission to hospital of urgent cases 
but does not deal with‘waiting-list cases. As it keeps a 
running record of available beds, it is able to give 
immediate advice to doctors as to which hospitals are 
likely to be able to admit their patients. The doctor 
decides which of these hospitals he thinks most suitable, 
the EBS then rings the hospital and books a bed; and 
when cre ya cig for an ambulance to collect 
the patient. us doctors obtain the admission of 
their patients to hospitals of their choice by making one 
telephone call and are saved the possibility of many 
unnecessary calls to hospitals which have no empty beds. 
In the five years in which the EBS has been working no 
suitable case has been refused, some 22,000 having been 
admitted through the service. 

At present the Emergency Bed Service is open from 
9 am to 8 pm daily, including Saturdays and Sundays ; 
after June 1 it willremain open till10 pm. The telephone 
numbers are City 2162 and Clerkenwell 6571. 

H. WERNHER, 


10, Old Jewry, E.C.2. Chairman. 


HOSPITALS AND DEBT 


Str,—I have been concerned at references made, by 
people in official or semi-official positions and by ordinary 
citizens, to the state of debt in which most of the vglun- 
tary hospitals find themselves. In some instances this 
reference is not made thoughtlessly but subtly and 
conveys the suggestion that this financial state is due 
to incapability to manage affairs, want of foresight or 
thriftlessness. 

Unfortunately the voluntary hospitals have made use 
of the simple fact of debt as a means of appeal which 
they felt would be appreciated in its proper perspective 
by the public. When the state had no general hospitals 
for civilians, the local authorities had few, and when 
many of the poor law hospitals were for various reasons 
unsuitable, the voluntary hospitals regarded their self- 
imposed responsibilities seriously. So seriously have 
they interpreted their relationship and responsibility 
to the public that they have felt impelled to overdraw 
their bank accounts. This was not done in a thriftless 
or improvident manner but after due deliberation. 

Unfortunately subscribers to voluntary hospitals have 
not realised sufficiently clearly that essential improve- 
ments in or extensions of hospital accommodation and 
the ever-increasing need for expensive medical and 
surgical appliances cannot be provided without a corre- 
sponding increase in subscriptions. In other words the 
governing bodies of the volun hospitals have been 
much more foresighted and sensible of their responsi- 
bilities than the public to whom they look for support. 

Local authorities may never be in debt, for the simple 
reason that they have the right to dip their hands into 
the citizen’s pocket. When the two systems of hospital 
finance are compared and in one a debit balance\is found 
it must be remembered we are not dealing with questions 
of good or bad management, thrift or improvidence but 
with the ease or difficulty with which money is obtained 
from the citizen. 

_ The citizen is liable to regard the question of ‘debt 
in simple, homely terms. It may be that he compares his 
own sound financial ition with that of some notori- 
ously thriftless neighbour. This leaves the mind open 
to the doubt (which may be subtly suggested in certain 
quarters) as to whether the voluntary hospitals are 
teally capable of managing such large and important 
concerns properly. But whatever the faults of the 
voluntary hospitals (for they vary and have faults just 
the same as hospitals under different control) they are 
not in debt in this sense. 

n 
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Is the issue of shares or a loan to be regarded as 
evidence of debt through incapability or thriftlessness 
in the case of big business, loca] authority or the Govern- 
ment? The voluntary hospitals have paid very large 
dividends in service and in the advancement of medical 
science and this is the security which they offer to the 
citizen when they appeal for funds. 

I would like to draw attention to debts which have 
never been discharged. In course of conversations with 
citizens of all classes surprise has been expressed at the 
fact that the voluntary hospitals are not and never have 
been in a position to receive payment for the treatment 
of contributors to the national health insurance. Has it 
ever been computed what the voluntary hospitals have 
spent in hard cash to make up for this grave and ack- 
nowledged deficiency in the act ? Has the cash value, to 
the reserve funds of insurdnce companies and friendly 
societies, of the life-saving and reduced sick benefit 
periods which result from the activities of the voluntary 
hospitals ever been assessed ? With this in mind we may 
well wonder why the voluntary hospitals never drew 
attention to such obvious sources of expense and of funds. 

Surely the spirit and intention behind the Local 
Government Act of 1929 and the Cancer Act of 1939 is 
to bring in the local authorities to support, relieve and 
extend the work commenced and developed by voluntary 
effort and service. 

Newcastle-on-Tyne. P 


DOCTORS AND THE FUTURE 


Stmr,—The resolution quoted by you from the Man- 
chester and Salford practitioners ‘‘ carried unanimously 
and with acclamation ” and calling for the institution of 
a Royal Commission to consider the future of medical 
practice, reinforces the demand, also carried with acclama- 
tion, by the great meeting of doctors on May 16. No 
mention is made of this demand in your report of the 
proceedings of the Representative Committee which had 
also urged the appointment of a Royal Commission. 
Perhaps I may be allowed to point out that I made this 
request in a letter to the Times of Feb. 6, 1941, and in a 
parliamentary question addressed to the Prime Minister 
on Jan. 21, 1941. The present position, as recorded in 
your report, is apparently that the Minister of Health 
agrees to discard his previous proposals and to re- 
examine the whole position. It is becoming more and 
more obvious that no settlement can be satisfactory 
unless it is agreed by all parties concerned with the 
problem, and I submit again that a Royal Commission 
is the most authoritative body to examine the whole 
position in the light of evidence submitted to it by all the 

ties concerned. I am accordingly repeating my 
request of 24 years ago in the following form : 

Sir E. Graham-Little.—To ask the Prime Minister whether, 
in view of the resolution forwarded to the Minister of Health 
on May 12th by the Medical Representative Committee and 
subsequently acclaimed by a meeting attended by about a 
housand doctors, declaring that the only really effective way 
to deal with the 
place it before a 


WHATELY DAVIDSON. 


roblem of future medical practice was to 
yal Commission, he will now teke steps to 
appoint such a commission. (May 24, 1943.) 


House of Commons. E, GRAHAM-LITTLE. 


*,* The ‘ great meeting of doctors ’’ to which Sir 
Ernest refers was a meeting of the metrepolitan counties 
branch of the British Medical Association in London on 
May 16 (Brit. med. J. May 22, Suppl. p. 61).—Eb. L. 


Srr,—It is suggested that if you will look more ¢are- 
fully at the letter from the Bournemouth doctors you 
will find that it is dated 1843, and that they have landed 
you a swift one. That you have been the victim of a 
hoax is suggested not only by the wording of the letter, 


_so reminiscent of the rounded phrases of novels like 
Robert 


Elsmere, but by the satisfaction with the world 
which it discloses. Alternatively, whilst Bournemouth 
may be just the sort of place to discover a case of Rip 
Van Winkleism it wueik be curious if so many cases 
could be found associated with one hospital. 

Grimsby. S. W. SwWINDELLs. 

** National SERVICE FoR HeEattu.”—This pamphlet, to 
which we referred in a leading article last week, describes the 
Labour Party’s policy for medical services after the war, and 
is obtainable from Transport House, Smith Square, London, 
8.W.1, for 3d., post free. 
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Obituary 
ARTHUR NEWSHOLME 
KCB, MD LOND, FRCP 

THE death of Sir Arthur Newsholme on May 17, at the 
age of 86, removes a landmark in our national system of 
public health of which he was both the reformer and the 
chronicler. During those eleven crowded years in 
Whitehall when he was medical officer to the Local 
Government 
Board, before 
its absorption 
in thé Ministry 
of Health, the 
emphasis 
shifted from 
sanitation to 
personal hy- 
giene. He had 
axvision of 
human iives 
emancipated 
by their own 
effort and he 
set his course 
to provide the 
conditions of 
healthy living. 

Arthur 
Newsholme 
was born at 
Haworth, and 
his memories 
went back to 
the ’sixties 
and talks with 

Buiae?y yeople who 
had known the Brontés in that West Riding town. 
His mother was early left a widow, and he won 
his way through school and college with the help 
of scholarships. After a year as apprentice to a 
Bradford practitioner he entered St. Thomas’s Hospital 
at a time when surgery was coming to life in the carbolic 
spray, and where he listened to Sir John Simon’s last 
lecture. Qualifying LSA in 1879 he was house-surgeon 
there and held other resident posts while he was taking 
the London MB with several honours and the gold medal 
in medicine, followed by similar distinction at. the MD 
examination. In 1883 he was appointed part-time MOH. 
for Clapham where he had already been in successful 
general practice’for two years, and in 1888 after taking 
the certificate in public health he became the first full- 
time MOH for Brighton (which had just been made a 
county borough) at a salary of £750. Here he spent 
the next twenty years, and his determination to get his 
principles of public health established in practice, based 
as it was on his own experience as family doctor, soon 
won recognition. It was in Brighton in the year 1899 
that the notification of tuberculosis (on a voluntary 
basis) began in this country, and it was here too that 
serious research started into the etiology of rheumatic 
fever, of diphtheria and of summer diarrhea. His 
demonstration that shellfish may convey typhoid 
brought him into conflict with interested parties. In the 
background were numerous mathematical excursions, 
following up his guide-book (Elements of Vital Statistics, 
1889) and elaborating the “fallacies of observation ”’ 
and the ‘‘ fallacies of inference ’’’ on the avoidance of 
which his mind was keenly set. At the conclusion of this 
period the municipal council testified on vellum to ‘‘ the 
unstinted service by reason of which a continuous and 
peognessive decline in the death-rate has been brought 
about. 

His translation, in 1909, to the Local Government 
Board came about through the wisdom and on the per- 
sonal decision of John Burns, a kindred spirit in many 
ways. With years of experience as an MOH he was in a 
unique position to reconcile methods of local and central 
administration. Steadily, though not without heat 
and effort, Newsholme overcame the difficulties of an 
outsider entering the closed ring of the Civil Service and 
piloted the expansion of our public-health administra- 
tion from a predominantly environmental service to a 





, 


personal service of preventive medicine. On_ his 
initiative the anti-tuberculosis and maternity and child- 
welfare activities developed from’ isolated local efforts to 
national schemes. In 1916, on the appearance of the 
report of the Royal Commission on Venereal Disease, he 
secured the prompt adoption of nearly all its recom- 
mendations. And these were only some of the directions 
in which his single-minded and virile will broke down 
resistance and implemented wise reforms. The position 
of independence in which medical officers of health now 
find themselves, and the resulting advance in ‘public 
appreciation of health services, is due in large measure to 
his enthusiasm and example. 

Retirement from Whitehall in 1919 was not the end of 
his work but the beginning of a new phase. Invited by 
W. H. Welch-to lead the new school of hygiene at Johns 
Hopkins he had a profound influence on American public 
health through professional and personal contacts with a 
riew generation of public-health officers. His American 
experience, his‘familiarity with our own system, and his 
visits on behalf of the Milbank Fund to European 
countries and especially to Russia (cf. Red Medicine 
with J. A. Kingsbury, 1933) found expression in a series 
of International Studies on the relation between the Private 
and Official Practice of Medicine, written with the terse 
lucidity characteristic of all his reports. This experience 
and much else is émbodied in two autobiographical 
volumes, Fifty Years in Public Health (1935) and The 
Last Thirty Years in Public Health (1936). His worth 
as an administrator was recognised by honours and 
responsibilities. He was made CB in 1912 and promoted 
KCB in 1917. He was president of. the Society of 
MOHs. He sat as crown nominee on the General 
Medical Council from 1910 to 1919. He examined for 
the Universities of Oxford, Cambridge and London, and 
hewas a member of the executive of the Imperial Cancer 
Research Fund. ; 

Of the manner of man behind this achievement a few 
words ‘remain to be said. During the years of struggle 
when he was fighting against obstruction and inertia his 
critical mind and caustic tongue were sometimes more 


evident than his generous heart, though generosity of: 


temper and of purse was always near the surface. He 
had the Yorkshireman’s canny delight in a good bargain, 
as well as some of his bias towards the material side of 
human welfare. His last ten years were clouded by the 
loss of his wife after fifty years of close companionship. 
But he had his library and his garden, and in his deter- 
mined maintenance of interest in-his fellows he triumphed 
over bereavement. The Worthing Council of Social 
Service had his warm support. During this time too 
he made many new friends who could testify to unobtru- 
sive acts of kindness, to his invincible cheerfulness, to his 
alertness'of mind, and above ail to the transparent: good- 
ness which was manifest in him. 


KENNETH COLE JEFFERY 
DSO, MB LOND; SURGEON LIEUTENANT RNVE 

SHORTLY after winning the DSC for his work among 
the casualties of the Malta convoy Surgeon Lieutenant 
K. C. Jeffery was reported as missing, presumed killed, 
after the loss of HM destroyer Partridge in the Westem 
Mediterranean. He had joined the RNVR*in October, 
1939, and seen much service at sea, taking part in 
the action at Narvik and in the evacuation from 
Andalsnes. He was born in 1909, the son of the late 
Surgeon Captain T. W. Jeffery, RN, and educateg at 
Plymouth and Rochester. He graduated MB from the 
London Hospital in 1932 and after holding house appoint 
ments became resident medical officer at Barming 
Mental Hospital, Kent. In 1938 he became a partnet 
in a general practice at Sidmouth and later was elected 
to the honorary staff of the Victoria’ Hospital there. 
His sound judgment, loyalty and readiness to help 
quickly won the respéct and affection of colleagues and 
patients, but the outbreak of war broke off the promising 
work he had begun at Sidmouth. 


NILRATAN SIRCAR 
KT, MD CALOUTTA, D C L OxXFD, LL D EDIN. 

Sir Nilratan Sircar, who has died in Calcutta at the 
age of 81, held a foremost place there as consulting phy- 
sician with wide interests, He took the lead in obtaining 
increased facilities for medical education and, with the 
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help of other Indian leaders, succeeded during the war of 
1914-18 in founding the first independent Indian-staffed 
medical college in Bengal: The Carmichael Medical 
College, so named after the then governor of Bengal, 
prepared its students for the Calcutta University degree 
in medicine, and Sircar was its first president. He also 
held office for a time as vice-chancellor of the university 
and was awarded a knighthood for his educational 
activities. He also served on the Bengal Legislative 
Council. He was instrumental in encouraging commer- 
cial undertakings by Bengalis, who for decades had: 
played a minor part in commerce of Bengal as 
compared with the Marwari community from the Central 
India Rajputana States. He thus became the founder 
and proprietor of soap and tannery companies. While 
visiting Great Britain in connexion with the British 
Empire Universities Bureau, he was honoured by the 
universities of Oxford and Edinburgh. He was a man 
of genial disposition and calm temperament, who inspired 
confidence and friendship among the leading Indians of 
his time, by whom he will be much missed. 


LESLIE JOHNSTON PATON 

MB CAMB, FRCS 
THE death in London, on May 15, of Mr. Leslie Paton 
fis a loss to two specialties.” Consulting ophthalmic 
surgeon to St. Mary’s Hospital and to the National 
Hospital, Queen Square, his oe interest lay in the 
neurological aspects of ophthalmology to which he had 
ae made important contributions. 
He was born in Edinburgh 
in 1872, the second son of the 
late James Paton, and was 

educated ‘in 

Cambridge 

scholar of Gonville and Caius 
College, and also held a Shuttle- 
worth scholarship. Here he 
devoted much of his attention 
to botany, and for a time he 
worked in Professor’ Sachs’s 
laboratory at Bonn. After 
graduating in 1900 he began eye 
work as clinical assistant to 
helped he pe he = 
he at Queen Square, and it 
vever' may well have been this associ- 
his life’s work. He was appointed 


ation that decided 
assistant ophthalmic surgeon to St. Mary’s in 1902, havin 
as his senior the late H. E. Juler, and in 1907 he join 
the staff of the National Hospital. 

Paton’s clinico-pathological work, with Dr. Gordon 


Holmes, on papilloedema and intracranial tumours was 
published in Brain in 1911 and did much to clarify the 
pathology of papillitis and papilledema—a distinction 
on which he laid great stress. His discovery of the 
Foster-Kennedy syndrome is not so well known in this 
country, but his priority has been generously described 
in a recent number of the American Archives of Ophthal- 
mology. Anotorious diplobacillus might also have been 
his, for he was working on angular conjunctivitis and had 
already discovered the causative te ogee when it was 
described by Morax and Axenfeld, but he delayed 
publication until he was sure of his results. This Scottish 
caution, though it restricted his own publications, was of 
great value to the British Journal of german gs of 
which he was chairman. His presidential address to the 
section of neurology of the Royal Society of Medicine— 
his election was an o ing honour for an ophthalmo- 
logist—was devoted to the classification of optic atroph- 
ies, and in his Mackenzie lecture at Glasgow in 1937 he 
| dealt with ar Bares ie Paton was a member of many 

foreign o logical societies, and with Mr. Treacher 
Collins and Sir John Parsons he helped to resuscitate 
the international congress of ophthalmology after the last 
war. Its successful meetings at Amsterdam, Madrid and 
Cairo owed much to his work as one of the secretaries, 
and but for the deafness of his later years he would have 
presided over one of them. He was president of the 
Pphteemaphogion Society of the United Kingdom in 

929-30. , : 

In the words of Sir John Parsons, Paton was a thor- 
oughly competent and successful eevee surgeon ; 
and his grasp of the whole subject, aided by a soup¢on of 


dogmatism, made him an excellent teacher at St. Mary’s 
Hospital. It is regrettable that he did not hold a post 
on a special eye hospital, where postgraduates might 
have benefited by his enthusiasm and original ideas. 
His scientific training endowed him with breadth of view 
and meticulous accuracy of observation. His ardent 
expressions of opinion sometimes masked a very genuine 
money, * Apart from his work,’’ writes Mr. William: 
son-Noble, ‘‘ he had wide interests. He was a skilled 
botanist, had a profound knowledge of literature, and 
being possessed of an excellent memory could always 
produce an apt quotation. In newspaper and magazine 
tests of general knowledge it was hopeless to attempt to 
compete with him. He believed in holidays, and all the 
time I knew him he made a point of taking six weeks 
right —_. from his work in the summer. He was kind- 
ness itself, and yet was not one who would tolerate fools 
ladly. One could not imagine anything he took on 
ailing to be a success. He gave his whole mind to the 
matter in hand and this mind was well stocked and of no 
mean calibre.”’ 
Mr. Paton married in 1906 Miss May Kirkwood who 
survives him with two daughters. 


It is with much regret that we have to record the 
death of P/O H. G. THOMPSON in a flying accident while 
on active service. Mr. Thompson joined the advertise- 
ment staff of Tae LANCET in 1936 and during the several 
years he had been with us had earned the respect and 
affection of all with whom he came into contact. We 
have lost a loyal member of the staff, who will be greatly 
missed. He leaves a wife and baby daughter. 


as Notes and News 


Research in Industrial Medicine 

The Medical Research Council have arranged with the 
London Hospita! for the establishment there of a department 
for research in industrial medicine. Dr. Donald Hunter, 
physician to the hospital, has accepted a part-time appoint- 
ment to the Council’s staff as physician-in-charge of the 
department, and the Council will appoint research assistants 
to work under his direction. The hospital is providing 
accommodation and facilities, and will be responsible for the 
treatment of cases under investigation. The primary purpose 
of the department is to undertake clinical researches into dis- 
orders affecting industrial workers, including both qecupation- 
al diseases and others of a more general kind. This work 
will be done mainly in the department itself, but the staff will . 
make visits from time to time to other parts of the country 
where special problems for investigation may be brought to 
the notice of the Council. The department will also be 
responsible for teaching and instruction in the subject. 
This arrangement supersedes that made last year for the 
appointment of a whole-time director of research in industrial 
medicine attached to the Council’s headquarters, This post 
had become vacant through the appointment of Prof. A. W. M. 
Ellis to the regius chair of medicine at Oxford. 
Civil Defence Conference 

The new civil defence orgenisation, the Citizens Guild for 
Civil Defence, is holding a conference for those connected 
with the casualty services on June 10 at Victory House, 
Leicester Square, London, W.C.2, from 9.30 am until 5.30 Pm. 
The subjects for discussion include blitz first-aid rescue 
parties, ambulance work in training of fixed and mobile 
first-aid posts, and the disposal of the dead. Among those 
taking in the conference are: Colonel H. R. Bateman, 
deputy director-general of casualty services in the Ministry 
of Home Security ; Dr. Allen Daley, Dr. C. F. White, and 
Dr. C. A. Francis. Fickets may be obtained from the secretary 
of the guild, 20, Buckingham Street, London W.C.2. 
Saving a Journey 

Under the Workmen’s Compensation Act, 1925, a certificate 
of disablement for a scheduled disease can only be obtained 
from the examining surgeon for the district in which a work- 
man is. employed. But nowadays many workmen are 
directed into work long distances from their homes. To 
meet this difficulty the Home Secretary has issued a direction 
under section 7 of the 1943 act, empowering the examining 

mn for the district where the workman lives or to which 

he been removed for medical treatment to take over the 
duties of the examining surgeon for the district in which the 
workman is employed. = 
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University of Sheffield 

Mr. J. T, Chesterman has been appointed lecturer m surgical 
pathology and assistant curator of the museum. 
Royal College of Surgeons of Edinburgh 

At a meeting of the college on May 18, with Mr. J. W, 
Struthers, the president in the chair, the following were 
admitted to the fellowship : 

. MRCS, + MB W R, LROPE, 
¥. "C. Howard MB oe . a EELS Oe a t ee 
, G. N. MacFarlane, Ma DUBL., C. B. O’Carroll, MB 
¥-B. Rutter, MB EDIN., R.A. Smith, a upon, and B. . Wiseman. 

Medical Society of London 

On Monday, May 31, at 11, Chandos Street, Cavendish 
Square, W.1, at 5.30 em, Mr. Lionel Colledge will deliver the 
first Lettsomian lecture on the pathology and surgery of 
cancer of the pharynx and larynx. 
Royal Society 

Dr. Bernard Houssay, professor of physiology in the 
University of Buenos Aires, has been élected a foreign member. 


Biochemical Society. 

A meeting of this society will be held in the department of 
medical chemistry of the Univ — of Edinburgh, on 
Saturday, June 5, at 2.30 pM. 

Protection of Typhus Teams 

Experiments carried out by Mr. J. R. Busvine, PhD, have 
shown that the value of the protective garment designed for 
typhus teams (see Lancet, 1941, ii, 688) is greatly mcreased a“ 
immediately before use the material round the openin: 
sprayed with 2-4 c.cem. of undiluted lethane 384. As let 
is irritant and toxic, care should be taken to prevent it coming 
into direct contact with the skin. 

Catholic Doctors and Assumption B 

On June 5, at 3 pm, the Sword of the Spirit movement is 
holding a discussion at the Essex Hall, Essex Street, London, 
W.C.2, on- Catholics and the future of medical services 
(assumption B of the Beveridge report). The opening 
speakers are to be Dr. Charles Hill, Dr. E. E. Larkin and Dr. 
Letitia Fairfield. Tickets may be had in advance from Sword 
of the Spirit; 68, Gloucester Place, W.1, or at the meeting. 


Royal Society of Medicine 

A meeting of the fellows of this society will be held on 
Tuesday, June I, at 5 pm. At the section of history of 
medicme at 2.30 pm on June 3, Prof. Charles Singer will speak 
on Andreas Vesalius on the occasion of the fourth centenary 
of the publication of De Humani Corporis Fabrica, and 
Dr. E, Ashworth Underwood will ergy two unpublished 
holographs of Sir Isaac Newton. . A. E, Clark-Kennedy 
will read a paper on Stephen Hinles.. pratt physiologist and 
botanist. The sections of laryngology and otology will hold 
their combined summer meeting on June 4 and 5, On the 
first day at 5 pm Mr. H. G, Bedford Russell will discuss the 
displacement method, and Mr. W. Stirk Adams the diagnosis 
of sinusitis by radiopaque subs:ances. “At 10.30 am on the 
seeond day Mr. A. Wc. Ewing, DSc, and Mrs, Irene Ewing 
will speak on the degree of inca acity due to deafness and on 
rehabilitation of the deaf, and cape Philip Franklin will read a 
paper on injuries to the hearing mechanism due to gunfire 
and blast. 
The National State of Nutrition 

For some time past hemoglobin examinations have been 
carried out in seleeted areas of Great Britain as part of the 
investigations arranged by the Ministry of Health as a check 
on the effect of war-time feeding. The Ministry has now asked 
the Medical Research Council to make a hemoglobin survey 
on a much bigger scale; covering eross-sections of the whole 
population. e first step in the new survey was taken 
recently, when the blood hemoglobin of more. than ‘400 
members of the headquarters staff of the “Ministry of Health 
was ascertained: Regular tests will be made in various parts 
of the country, and it is hoped that the voltinteers will allow 
themselves to be re-examined in a few months’ time. The 
object is to get information whieh, taken in conjunction with 
other nutritional surveys, should give warning of any de- 
terioration among particular sections of the population orin 
particular areas. 


Wesrinstex Hosrrrat is to benefit by the proceeds of a 
performance by Mr. Donald Wolfit and his company of 
Moliére’s .comedy Le Malade.Imaginaire in English, to be 
given at. the Westminster Theatre. on. Monda evening, 
May 31. Tiekets may be obtained only at Westminster 
Hospital, St. John’s Gardens, S.W.1 


—_— 


Charles L. Mayer Award 

The National Science Fund has awarded the first Charles L. 
Mayer prize of $2000 to Dr. Charles B, Hi » professor of 
surgery at the University of Chicago, for his studies of the 
human prostate, with special relation to the cancers ae 
origin from this (see Lancet, Feb. 6, 1943, p. 177). 
second award will be made for ‘‘ Contributions made during 
1943 to present-day knowledee of factors affecting the growth 
of animal cells with particular reference to human cancer.” 
Applications should reach the office of the fund, 515, Madison 


“Avenue, New York City, by Jan. 15, 1944. The advisory 


committee of the fund is interested primarily in fundamental 
studies on the factors influericing growth of animal cells rather 
than applications to any particular aspect of normal or 
abnormal growth. 
Public Health Staffs 

Local cmenernee in England and Wales are now mdatires 
(cireular 2818) to make a return of their public-health and 
school medical stafis to the Ministry of Health, to notify the 
Minister of vacancies and to seek his se, Pas asi in filling them, 
Practitioners engaged in whole-time public-health and school 
medical work who are of military age; are reserved in the posts 
which they now hold and before applying for other posts they 
must obtain mission from. the Minister through their 
(principal) regional medical officer. Permission will also be 
necessary in the case of married women who, if they Were not 
married, would be liable to military service. 
Liverpool Medical Institution 

A meeting of the institution will be held on Thursday, 
June 3, at 4.30 pm, when Dr. Robert Coope. and Mr, Morrision 
Davies will speak on the early reco and 
and possibilities of intervention in, diseases of the lungs, with 
special reference to bronchiectasis and eateinoma. Afterwards 
Mr. Hugh Reid will show @ colour film illustrating lobectomy, 
Medical Films at Bristol 

Two new Ministry of Health films ; are pe be shown at the 
Odeon Cinema, Bristol, on Sunday, Juné 6, at 10.45 au 
One deals with the diagnosis and treatment of scabies, the 
other with neuropsychiatry. Admission is restricted to 
doctors and medical personnel and —- S 


invitation 
can be obtained free of charge from the i a peed 


health, Kenwith Lodge, Bristol, 6. 
. Appointments 





T., MB NUI: temp. deputy medical ‘guperititeriae nt 
, at Heatherwood Bon gape 
medical referee 


, Bey pe & thaimic 
court Stricte of of Awe eby, Carlisle, Haltwhistle, 
and Alston, Penrith, Wigton, Barrow-in-Furness and Ulver- 
ston, Kendal, Kirkb Windermere, Whitehaven and 
ma, Workington and Cockermouth (circuit, No. 3} 
MorGAN, Wis FRED G., LRCPE: temp. deputy medical (class IV), 
Grove Park. Hospital, 


nina Mirviages and Deaths 


BIRTHS 
‘BRiccs.—On May 22, at Nottingham, the wife of Dr: Geoffrey 


—& 
Curp,--On May 16, at. Preston, the wife of Major J. P. Child, 


RAMO—® soR. 2 
Cowan.—On’ April 4 at Worcester, the wife of Captain W. 
wan, RAMC—a 
Cosneny. _—Or Mar % 20, at I Pesth. the wife of Surgeon Lieutenant 


Caldrey, ughter. 
PALEY.—On May 1 toa at imbieden, the wife of Captain R. G. Paley, 
RAMO—® son. 
Bw ae A? a May 21, net St. Albans, the wife of Major R. H. A. 
RAMC—a 
Tae May 16, | at Tonbridge, the wife of ae c, I. 


Tuekett, RAaMC—a 
MARRIAGES 
vibes: Nida May 17, in mae Mervyn Philip Morel, 
squadron-leader RAFVR, Dapbme Anne Elmslie, 
asst, section officer WAAF, 
RIGHARDSON-—-WERSTER.—On May 10, at Loughbordugh, John 
Eric Richardson, FReS, surgeon lieutenant RNVR, to Elisabeth 
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‘verett, By T 
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Pratr.—On May 23, ‘at "Wiveliscumbe, Somerset, John~ Wyatt 
tt, LROPE, aged 9 
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DRUG CONTROL OF MALARIA 


FREDERICK MURGATROYD 
MD LProoL, FRCP, DTM 
LIEUT.-COLONEL RAMC 


Wii11amM Huexes 
MD NUI,MRCP,DTM 


THE development of the war in malarious areas has 
sharply revived intefest in control of the.disease by 
drugs. Despite their satisfactory action in acute malaria, 
quinine and mepacrine, the two substances most com- 
monly used, leave much to be desired in the complete 
sterilisation of infection and consequently in the preven- 
tion of relapses.. Even more unsatisfactory, especially 
in war, is the degree of their failure in prophylaxis, for 
they do not prevent the establishment of parasites and 
quite commonly fail to suppress the development of 
clinical manifestations of the infection. - These short- 
comings are responsible for recurring polemics on the 
value and proper use of the drugs, and probably for the 
renewed suggestions that better results could be obtained 
with doses larger than those normally employed. When 
one reflects how long the drugs have been known, it is 
both remarkable and regrettable that doubt still exists 
as to their best use. The problem is one of great 
difficulty, but the presence of large numbers of troops, 
indigenous and non-indigenous, in highly malarious 
areas demands serious an 


y 
speedy efforts to solve it. 


SUPPLIES OF DRUGS 


A disturbing factor earlier in tite war was the possi- 
bility of a serious shortage of antimalarial drugs. With 
the loss of Java the United Nations became deprived of 
90% of the world’s normal sources of quinine, so that their 
needs, enormously increased by the war, have now to be 
met by stocks in hand or by substitutes. Among counter 
measures already taken are the “‘ freezing ”’ of stocks and 
the restriction of quinine to essential purposes, which 
means that practically the whole supply is reserved for 
the treatment of malaria. Further, the American Board 
of Economic Warfare, according to a recent report 
(J. Amer. med. Ass. 1942, 120, 1043), is fostering the 
importation of cinchona bark from South America. This 
bark is relatively poor in quinine but its total cinchona 
alkaloids, standardised and in proper dosage, should 
peer _as effective as quinine in the treatment of malaria 

y mouth, for quinine seems to have been selected as the 
alkaloid of choice somewhat arbitrarily in the past. In 
fact, McGilchrist (1915) showed that cinchonine and 
quinidine are about as effective as quinine, and that 
cinchonidine also. has some action against malaria. 
Total alkaloids have already been in India and 
elsewhere successfully and tively cheaply, and the 
Malaria Commission of the League of Nations, in its 4th 
General Report (1937), also suggested the use of total 
alkaloids for economic mass treatment. It is doubtful, 
however, whether even total alkaloids will suffice to meet 
the present great demands, and consequently the 
production of an alternative antimalarial agent in 
sufficient quantity is essential, 

The only synthetic antimalarial compound of any real 
value so far in general use is mepacrine. There appear 
to be certain difficulties about its preparation, but the 
American War Production Board is now reported (loc. 
cit.) to have stimulated manufacture so that a sufficient 
supply to meet all anticipated needs is practically assured. 
Nevertheless, it is clear that wastage of antimalarial 
agents is to be avoided. . “" 


TREATMENT OF CLINICAL ATTACKS 


During and shortly after the last war, extensive studies 
were carried out in England by Stephens and others 
(1917, 1919, 1923), mostly on patients infected in the 
tropics and therefore suffering from relapses. while 
further studies, mainly on benign tertian infections 
induced for the treatment of general paresis, have been 
well summarised in the 3rd General Report of the 
Malaria Commission of the League of Nations (1933). 
Both series showed that the most intensive treatment— 


€.g., 120 ey of quinine daily for 2 days or 45 grains daily . 


for 8 weeks in benign tertian infections—was not strikingly 

superior to moderate dosage either in acute attacks or in 

preventing relapses. In vivax infections relapses tend 

to occur about the second and eighth month after the 

apo attack, and in falciparum infections mostly 
6249 . 


ORIGINAL 


[suns 5, 1943 


within two months of the primary attack ; the League 
Commission concluded that no practical form of treatment 
can be guaranteed to prevent such relapses. A 5-day 
course of mepacrine about the eighth month in the fever- 
free interval of a vivax infectidm may postpone the 
colager but may not prevent it. 

There is good reason for believing that the final 
eradication of infection is brought about by an immuno- 
logical process. Experimentally Boyd (1941) showed 
that premature termination of primary attacks by means 


.of drugs results in more recurrences than when the 


attacks were untreated, and this influence of treatment 
on the development of immunity may also be observed 
in natural infections. Komp and Clark (1941) followed 
the course of endemic malaria in Panama, where in some 
villages each case had intensive treatment under medical 
supervision, while in control villages the antimalarial 
drug was distributed to patients who only used it as they 
desired. The intensively treated villages fared worse 
during epidemics than did the controls and the observers 
eoncluded that intensive. treatment obstructed the 
development of immunity and in the given conditions 
was harmful to the population as a whole. Other field 
experiments have often shown exceptionally steep rises 
in the malaria incidence among treated populations, when 
suppressive treatment has been withdrawn (McNabb and 
Stewart 1927, Field, Niven and Hodgkin 1937, Mezincesco 
and Cornelson 1938, Parrot et al. 1937), and it is probable 
that drugs used suppressively, or prematurely in an acute 
attack, deprive the fone of antigen from which immunity 
is derived. , 

Having in mind poverty-stricken populations of | 
malarious zones, for whom cost of drug and state of 
immunity are important factors in deciding the optimal 
treatment, the League Commission (1937) suggested 15 
grains of quinine daily for 7 days in acute attacks with 
larger doses in severe cases. 

For non-immune Europeans operating for limited 
periods in malarious areas—for example, troops—cost of 
treatment and development of long term immunity are 
secondary considerations. For the immediate control 
of acute attacks in such persons 10 grains of quinine or 
0-1 g. mepacrine thrice daily for 5 or 6 days seems in 
most cases adequate; the addition of pamaquin—e.g., 
0-01 g. twice or thrice daily for 5 days—is held to lessen 
the tendency to relapse in vivax infections, but whether 
it does in falciparum infections is less clear. A well- 
recommended anti-relapse treatment is 10 grains of 
quinine or 0-1 g. mepacrine twice or thrice daily on two 
consecutive days of each week for two months after the 
treatment of the primary attack, while another is 
the normal suppressive dose of drug daily for a like 
period, but no method is entirely successful. A recent 
recommendation for patients not resuming continuous 
Pay anangy toba treatment is 0-1 g. mepacrine thrice daily for 
5 days, beginning 10 days after treatment of the acute 
attack has ended. In the acute attack some prefer to 
combine all three drugs, giving for example quinine for 
the first two or three days, then a five-day course of 
mepacrine, and finaily, after an interval of a couple of 
days, a course of pamaquin. 

Among those who appear ,to favour large doses are 
Murray and Shute (1942), who treated a case of falci- 
parum malaria, showing very few parasites, with an 
initial dose of 0-6 g. mepacrine followed 48 hours later by 
0-3 g. daily for 5 days; they claim that this produced a 
dramatic cure unlikely to have been attained with oral 
quinine. If 0-6 g. mepacrine be taken as equivalent to 
60 grains of quinine it is unlikely that anyone will test 
their contention, but it is conceivable in fact that 
5 grains, and probable that 10 grains, of quinine thrice 
daily for a few days would have produced the same 
therapeutic end-result without any risk of toxicity. 
Hill (1942) has recently advocated intensive treatment 
of the acute attacks. He gave 30 graims of quinine and 
0-4 g. mepacrine daily for 7 days, then 10 grains of quinine 
and 0-01 g. pamaquin daily for 5 days, after which the 
patients went on to a suppressive treatnient of 15 grains 
of quinine daily and sometimes 01 g. mepacrine. Any 
permanent results of his initial intensive treatment are 
obscured by the subsequent large suppressive doses which 
in ieee were equivalent to continuous treat- 
ment of the acute attack. Incidentally, a combination of 
mepacrine and quinine was thought by Ciuca and his 
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colleagues (1938) to be inferior to mepacrine alone in 
preventing relapses. Bryant (1942) em recommends 
large doses of mepacrine—namely, 0-6-0-9 g. daily— 
stating that he found 0-3 g. unsatisfactory in his cases of 
malignant tertian infections with severe vomiting. He 
yar a report of Gentzkow and Callander (1938) on 

aily single doses of 0-6 g. mepacrine for 4 days, followed 
by pamaquin and sometimes quinine, but omits to add 


“that because of its side effects the dose of mepacrine was 


later reduced in some stations from 0-6 to0-4g. Inciden- 
tally these American observers were not impressed by 
the value of mepacrine in preventing recurrences. . 

Apart from whether larger doses are more effective 
against the malarial attack itself than those normally 
used, other factors require consideration in arriving at 
the optimal dosage. If the dose produces unpleasant 
effects there will be a tendency to evasion of treatment, 
particularly of suppressive treatment, while if the dose 
produces toxic effects it may thereby defeat its own ends. 
Quinine is relatively non-toxic, but large doses quite 
commonly give rise to unpleasant effects ; mepacrine is 
perhaps less unpleasant but the possibility of toxic 
effects from high or prolonged dosage may be greater. 


-- It must, of course, be realised that, for urgent short-term 


demands, war may justify greater risks of toxicity than 


would be acceptable in peace-time, but these risks should - 


not be taken unnecessarily or without careful considera- 
tion of all the circumstances. As there is little to suggest 
that intensive treatment of primary attacks materially 
diminishes the frequency of relapses, and as excessive 
doses of mepacrine for prolonged periods may not be 
without danger of toxic effects, treatment such as the 
following case illustrates seems unnecessarily heavy and 
prolonged : ‘ 


CasE 1.—Served in West Africa, where he took 5 grains of 
quinine daily but suffered several attacks of malaria. After 
an attack in August, 1942, he was given 0-4 g. mepacrine 
weekly, in addition to his daily quinine, but he had a further 
attack of malaria early in October followed by blackwater 
fever. On Oct. 20 he was ordered 0-1 g. mepacrine three 
times a day for two weeks followed by 0-1 g. twice a day for @ 
week, and then 0-1 g. daily for six days in each week. In 
February’ he was invalided to the UK still taking the mepa- 
crine, and with instructions to continue to take the 0-6 g. 
weekly for a-further two months. When seen on his arrival 
home early in“March he was intensely stained and his liver 
was enlarged and tender. 


It is sometimes argued as justification for intensive 
treatment in a particular area that the parasites and the 
fever do not readily respond. to lower dosage. Severe 
alimentary depression or continual vomiting, which are 
frequently features of certain malignant tertian infections, 
may interfere with the absorption of adequate amounts 
of drug. given by mouth, and unless the medical and 
nursing staff remain constantly alive.to this, the thera- 
peutic response may be slow and the patient may even 
die. Where there is persistent vomiting an initial 
parenteral injection of drug is as essential as it is in 
cerebral or other grave cases. Z 

An explanation sometimes invoked for failure of 
treatment is the existence of drug-fast strains of 
parasites. During the last war hundreds of cases of so- 
called quinine-resistant malaria were invalideqd home 
from the Middle East. Fletcher (1923) found that, 
although according to the medical histories of these 

tients enormous doses of quinine had been prescribed 

or long riods without effect, nevertheless when 


- moderate doses of 20 grains of quinine sulphate were 


actually administered in his presence, the alle resist- 
ance no longer existed. One of us has also during the 
last two years investigated several cases of alleged quinine 
resistance without finding evidence in any to substantiate 
the claim. Inadequate supervision with evasion of treat- 
ment, careless administration, impropet preparation or 
adulteration of drug, failure of absorption because of 
vomiting or other cause, are only some of the factors 
which may requjre attention. 4 


SUPPRESSIVE TREATMENT 
The immunity of adult natives in hyperendemic zones 
of malaria is achieved at the cost of ent fevers in 
infaney and childhood, and it is obvious that naturally 
acquired immunity can play little part in the protection 


of Europeans, particularly troops operating for limited 
periods, during which it is*esséntial that they be main- 
tained a3 physically fit as possible. 

However pro ng chemotherapeutic developments 
may be, there is no drug yet in common practical use 
which will prevent with certainty the establishment of a 
malarial infection, although this does not necessarily 
mean that the judicious use of those now available is 
valueless in suppressing or modifying the development of 
the clinical manifestation of such an infection. In 


arriving at the optimal suppressive regime there are | 


many factors to be considered, and it cannot simply be 
assumed that efficiency will vary directly as the dose of 
drug. In dealing with indigenous’ populations the 
possible effects of disturbing naturally acquired immunity 
must be taken into account, while for non-indigenous 
individuals, as already indicated, the possibility of 
producing unpleasant effects leading to evasion of treat- 
ment, or the danger of giving rise to toxic reactions, are 
important when stepping up the dosage. Much thought, 
strict supervision, and careful controls are required 
therefore in designing and assessing any particular form 
of suppressive treatment. 

In the last war the Sergents (1932) enforced the 
consumption of 0-4 g. quinine daily with disciplinary 
measures in the French Army in Macedonia. In 1916 the 
Tanret reaction showed that only 15% of the troops 
were taking quinine, but in 1918 the reaction was posi- 
tive in nearly 100%. In 1916, with four divisions in the 
field, the malarial peak was reached in September with 
8000 primary cases, but in 1917 with eight divisions the 
peak was only about 1000 ; in 1916 there were 379 deaths 
from malaria, in 1917 there were 71 and in 1918 only 54. 
The following figures from the Official History of the War 
(1931) show that for the British and Dominion troops in 
Macedonia there was no such fall in the incidence of 
malaria. 

1916 1917 1918 
Malaria admissions .. 32,018 .. 71,412 .. 59,087 
Rate per 1000 .. ae 259-48 a 391-12... 458-94 
Deaths from malaria .. 287 et 228 as 272 
Rate per 1000 .. <3 2-33 a> 136 .. 5: 2-11 

The Germans also, according to the Sergents, continued 
to suffer as badly in 1917 as they did in 1916 from 
malaria. In contrast to the French workers, 97 out of 
129 British medical officers reported unfavourably on the 
value of prophylactic quinine, but it is particularly from 
this theatre of the war that $o many cases of so-called 

uinine-resistant malaria were invalided te Great 

ritain, and it is possible that a sufficiently strict super- 
vision of the. actual consumption ‘of drug was not 
exercised. 

There are now several satisfactory reports of the use of 
mepacrine in suppressive treatment. onne and Stoker 
(1935) gave 0-1 g. daily to 75 adult Asiatic prisoners for 
3 months apparently with good results and without 
unpleasant effects other than staining, and Junge 
(1933, 1939), using the same dose in a few Europeans for 
periods ranging up to 2 years, reported similarly, but he 
in the end recommended 0-05 g. daily. Winchester 
(1936) in’ a small experifment thought 0-05 g. daily 
successful, as did Mezincesco' and Cornelson (1938) ee 
with larger populations. Niven (1938), Field (1939) an 
their collaborators, reporting on extensive well-controlled 
trials ‘on estate populations in Malaya, found 0-3 ¢. 
mepacrine weekly to be the minimum effective dose, and 
on grounds of efficacy, safety, and convenience of 
administration, they advocated a single dose of 0-3 ¢. 
mepacrine weekly. In the 4th General Report of the 
Malaria Commission of the League of Nations (1937), the 
opinion is given that 0-05 g. ee daily is slightly 
inferior; and 0-2 g. bi-weekly slightly superior to 5 grains 
of quinine daily. Pointing out that it is more difficult 
in military practice to,control ‘the use of a drug given 
‘bi-weekly than of one taken daily, Rose (1941) gave 0-06 ¢. 
mepacrine daily to German troops in the Balkan cam- 
paign of the present war, but does not appear to have 
come to any uivocal conclusion on its value ; there 
were complaints from the soldiers and from the doctors 
that the mepacrine had a cathartic effect, but Rose him- 
self believes that the drug had nothing to do with the 
diarrhoea. Hill (1942) seems very favourably impressed 
with 0-1 g. mepacrine daily for suppressive treatment 
and apparently observed no toxic effects from this 
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joonas over a period of some months? A recent recom- 
mendation for those in hyperendemic areas is 0-1 g. 
mepacrine for 6 days of each week, be ing a wee 
before entering and continuing for a week after leaving 
the malarious area. 

In view of the shortage of quinine it is fortunate that 
mepacrine can-replace quinine in suppressive treatment, 
since it is this phase of tment t accounts for the 
greater oe the total consumption of antimalarial 
drugs. t will prove to be the optimum dosage and 
spacing, and what possible toxic effects may be justifiably 
risked for specific areimportant questions, about 
which there is still much discussion. Any methods at 
present employed should therefore be subjected to control 
and careful analysis. Apart from the need for compara- 
tive series of cases with statistically accurate analyses, 
precision in diagnosis is obviously an important faetor in 
the correct assessment of various forms of control, and 
the diagnosis of malaria may present many puzzling 
features particularly when the patients are taking 
suppressive treatment in a hyperendemic area. 


PROBLEMS IN DIAGNOSIS 


It is usually impossible in_a hyperendemic zone to 
distinguish relapse from reinfection and unless this is 
borne in mind confusion and error may arise in evaluating 
treatment. Even when on apes of parasite found in 
the second attack appears different from that present in 
the primary attack, it is not always justifiable to suppose 
that the seeond attack represents -a new. infection, for 
it is demonstrable experimentally that simultaneous 
infection with two species may influence the relative 
development of each. Thus when Plasmodium vivax 
and P. faleiparum are simultaneously inoculated: the 
P. vivax becomes ultimately the dominant species 
although the P. falciparum is more prominent initially. 

It is obvious that in all cases of fever in the hyper- 
endemic area malaria must be excluded as the cause, and 
it is a matter of more than academic importance to 
establish the diagnosis whenever cone by the identi- 
fication of itesin the blood. Itis true that parasites 
in the adult native may have little practical significance 
and indeed may be a source of diagnostic confusion, but 
in the nop-immune European it is well to accept their 
presence as significant. The absence of parasites in 
suspected cases of malaria may cause difficulty when 
routine suppressive treatment is being taken, and 
particularly when, as often happens, the patient, in an 
endeavour to- treat himself without seeking medical 
advice, has increased his usual dose on feeling unwell. 
In such cases it may not be easy to estimate the effect 
of the drug on the blood findings, but generally speaking 
parasites can be found in all severe cases of malaria, 
whether drug has been taken or not, and the more severe 
the attack the more likely is a positive finding, whatever 
the antecedent dose of drug may have been ; Field (1939) 
found even with full doses of quinine or mepacrine that it 
took 2-7 days for parasites completely to disappear from 
the peripheral blood. It should be noted, however, that 
the advent of fever may sometimes precede the presence 
of parasites in detectable gaumbers in the peripheral 
blood by 24 hours or more, and this lag is particularly 
found in primary infections. 

In less acute cases parasites may be less easily detected, 
but they can still be found in many patients who take 
prophylactic drug regularly, although it must be remem- 
bered that the patient’s statements that prophylaxis has 
been regularly carried out cannot always be relied on, 
especially when evasion of suppressive treatment. may 
involve some penalty. Junge (1933) found parasites 
in the blood of 2 of 6 experimental subjects taking 
‘-1 g. mepacrine daily, and, in the following cases 
ME se by one of us the history seemed very 
reliable. 


_ Case 2.—Seen on arrival in the UK, 18 days after his return 

‘rom 12 months service in Nigeria, where he had four attacks 
of malaria, each being treated with quinine and mepacrine. 
He took 5 grains and sometimes 10 grains quinine daily as 
suppressive treatment while in Africa, and since arriving in the 
UK had taken 0-2 g. mepacrine bi-weekly, the last dose being 
ouly 2 days before he was seen, at which time he was slightly 
icteric, his temperature was 104-8° F., there was splenomegaly 
and the blood contained P. falciparum. 


pe 

Case 3.—Returned to the UK in June, 1942, after 2 years 
service in Africa, where he had two attacks of malaria and an 
attack of blackwater fever. Before the blackwater fever, 
which occurred in March, 1942, he took 5 grains quinine daily, 
and subsequently 0-3 g. mepacrine weekly, After arrival in 
the UK he continued to take the mepacrine for 2 months, his 
last dose being the week before he was examined, when he was 
still stained yellow, his spleen was just palpable, his hemo- 
globin 70% (Haldane), his erythrocyte count 3,760,000 per 
¢e.mm. and his blood contained P. falciparum. 

A patient should, of cotirse, never be left in any danger 
because of a delay in obtaining the result of the blood 
examination. In all severe cases, or in those whose signs 
strongly suggest malaria, the correct procedure, where the 
blood cannot be examined immediately, is to give quinine 
or mepacrine and at the same time take blood films for 
subsequent examination ; when the results of the blood 
examination become available, the treatment may if 
necessary be modified. If there is much vomiting, or 
signs of cerebral or other grave involvement, this initial 
dose of drug should be given by parenteral injection. 

If the illness is severe and no parasites are found by a 
competent observer, the possibility of some other acute 
infection should be entertained. We have seen such 
conditions as amoebic hepatitis, pyelitis, pneumonia, 
typhoid, meningococcal septicemia, typhus, lepto- 
spirosis and acute lymphocytic choriomeningitis mistaken 
for malaria, and such cases sometimes account for the 
reported failures of antimalarial dru In one recent 
epidemic of infective hepatitis every case had been diag- - 
nosed as malaria, and 4 out of 6 who vomited had 
received injections of quinine or mepacrine. It is worth 
noting that meningitis of meningococcal or pneumococcal 
origin may be mistaken for cerebral malaria unless 
adequate laboratory methods are employed in the 
diagnosis. 

On the other hand, true cases of malaria may, in the 
absence of adequate examination, be mistaken for other 
diseases, a mistake that has cost more than one patient 
his life. It must be emphasised that clinically malaria 
often fails to conform to any classical picture of inter- 
mittent fever, and this is commonly so with the malig- 
nant tertian infections, which are the most dangerous. 
Atypical fever is perhaps less common with the other 
varieties of malaria, but may occur, particularly in 
primary attacks; Sydenham noted that sometimes these 
“do not perfectly put on their shapes,” and added “if 
this be not carefully observed, we shall be deceived in our . 
[care guer much to the prejudice of our patients.” 

oper pathological as well as clinical examinations, 
together with a careful consideration of all the findings, 


_are essential if errors are to be avoided. 


The difficulty of distinguishing between new infections 
and relapses in hyperendemic zones has been mentioned, 
and may give rise to confusion about chronic malaria. 
Where falciparum infections are byperendemic, it is not 
common to see the exaggerated cases conforming to 
certain classical pictures drawn from natives of endemic 
zones, usually children or young adults with slight fever, 
splenomegaly, anemia and emaciation, but who in most 
instances are also subject to other diseases such as 
ankylostomiasis, schistosomiasis and malnutrition. 

There is, however, a group of cases not uncommonly 
seen in hyperendemic zones, important because it is 
responsible for invalidings under such headings as 
‘* chronic malaria,’’ “‘ malarial cachexia,”’ or even “‘ tropi- 
cal neurasthenia.”” The patients commonly complain of 
‘* low fever,”’ of disinclination for food or work, and often 
of insomnia; they usually claim to take suppressive 
quinine and frequently take extra doses for a few days at 
atime. Parasites are difficult to-find, but withdrawal of 
the suppressive drug for 5 or 6 days may be followed by 


- an attack of fever with obvious parasites, when adequate 


treatment is rewarded by a spectacular disappearance of 
symptoms. It-is often argued whether this result could 
not be obtained directly by an adequate course of quinine 
or mepacrine, and whether inducing an attack of fever is 
fustified ; an objection sometimes raised to the latter 
one is that it may increase the chance of blackwater 

ever, but this is speculation. Miihlens (1933), among 
others, held that in Europeans back from the tropics 
better ultimate results followed the treatment of a frank 
febrile attack than of a latent infection without obvious 
parasites in the blood; this could be explained by 
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assuming a greater associated immunological reaction 
from the ow number of parasites in the former 
instance. . 

As falciparum relapses often occur within 2 months, 
Europeans are commonly recommended re at continue 
suppressive treatment for this period after leaving 
hyperendemic zones ; the absolute value of this recom- 
mendation is difficult t to assess, and even in those later 
seen with an attack it is not always easy to be sure 
whether the treatment has failed or been neglected. 
Another method sometimes advised as more convenient 
and efficacious than the longer procedure is a short 
so-called ‘‘ sterilising ’’ course of mepacrine (0-1 g. thrice 
daily for 5 days); one of us has recommended 
this be started about the 10th day after leaving the 
infected area, so as to meet the ieoceaauns of the latest 
infection. 

As indicated, both experimental and practical observa- 
tions show that any procedure may fail, and conse- 
quently malaria should always be borne in mind as a 
possible cause of illness in a patient returned from a 
malarious area, whatever may have been his history or 
treatment. 
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Sodium 7: p’-diamino diphenyl sulphone-N : N’-didex- 
trose sulphonate (‘ Promin’) has been synthesised and 
tested in the research laboratories !of Parke, Davis and 
Co. It has been used tentatively in the treatment of 
experimental and clinical tuberculosis in the USA and 
Canada. Treatment of the induced disease in guineapigs 
(Feldman et al, 1940, 1941, 1942) has shown rather im- 
pressive results. Promin has been given to patients 
orally and intravenously (Hinshaw and Feldman 1941) 
but the results so far have not been very encouraging. 
It has been given in large doses as an intravenous drip 

\ (Zucker et al. 1942) and to a few patients in the form of a 
nebulised spray (Barach et al. 1942). A recent article by 
Tytler and Lapp (1942) described its use as an external 
application to tuberculous sinuses. 

uring the past 6 months “ree has been tried on the 
following cases at Colindale ital; 2 other laryngeal 
cases were treated at the Beare ospital, Tooting. 


Pulmonary tuberculosis . i4 
Pulmonary tuberculosis with ‘tuberculous laryngitis 4* 
Genito-urinary tuberculosis 1 

*. Direct application ool: 


This article is an interim report on work which is 
continuing. 
METHODS AND DOSAGE 

. The drug was given continuously for two weeks ; 
one- week’s rest followed before the next fortnightly 
period was started. In calculating the length of the 
course of treatment these rest weeks are included, as it 
was found that the blood-concentration of promin was 


well maintained during that period. The courses have ‘ 


varied in length from 2 to 15 weeks, the majority lasting 
more than 6 weeks and the average "being 83 weeks. 

The drug was given orally in 13 cases, the dosage being 
0-2 g. thrice daily for the first fortnight, 0-4 g. thrice daily 
in the subsequent oe except in 3 cases, when the dose was 
again increased to 0-6 g. 

In 2 cases the drug was given by an intravenous injection 
daily, the dose being 1:2 g. initially, and being later raised tos 
2-4 g. One of these cases was the genito-urinary case 

The total dosage given varied from 8-4 g. (2 weeks) to 96: 8g. 
(11 weeks), and we nll 30 &: in 10 cases, 

. In the latter half of the series, all the p eases were 
given, as @ routine, ferrous sulphate, e 3 three times a day 
for the duration of the course of promin, 


A period of bed-rest varying from 6 weeks to 16 months 
(average 23 weeks) preceded the promin treatment in 
every pulmonary case, and was regarded as a control 
period. During this period 3 cases had shown a slight 
improvement, and the rest were stationary or worse. 
The genito-urinary case had had 2 weeks bed rest and was 
surgically untreatable. The clinical state was assessed 
by radiograms, hemograms (Houghton index), tempera- 
ture, weight? and examination of sputum for tubercle 
bacilli. e promin concentration in the blood and urine 
was estimated weekly. The blood and urine were 
examined weekly for abnormal pigments, and the hemo- 
globin was estimated weekly. The total red and white 
cells were counted in every case at the beginning and 
end of the course, and in 9 cases there were full weekly 
blood examinations. 


LABORATORY INVESTIGATIONS 

Tests were carried ouf, by Mr. C. E. Glover and the 
North-Western Group Laboratory. 

1. Oral administration.—The highest blood-concentra- 
tion of promin reached was 4-4 mg. per 100 c.cm. ; this 
was reached with a dosage of 0-4 g. three times a day ; 
the majority averaged 2-5 mg. During the week’s rest 
the concentration fell to about 1 mg g. per 100 ciem. The 
level of promin in the blood did not follow the dose given 
at all closely. 

The hemoglobin fell in all cases, until iron was given 
as a routine, and in several cases did so — rapidly. 
Thus one case fell in one-week from 78% to 47%, and 
another from 74% to 58%. After we started giving iron 
as a routine, this fall in hemoglobin was not seen or was 
only slight. The red-cell count followed the hemoglobin. 
If the anzemia was severe, it was usual to find urobilin 
in the urine, and sulphzemoglobin in the blood, but these 
pigments sometimes appeared without severe anzmia, 
and sometimes there was a fall in the hemoglobin without 
their appearance. The white-cell count was not affected 
except_in one case in which it rose from 10,500 to 21,400 
in one week. This patient died soon afterwards. The 
occurrence and severity of the anemia did not appear to 
be related to the size of the dose of promin. 

The promin concentration in the urine reached much 
higher figures than in the blood—sometimes more than 


. 100 mg. per 100 c.cm.—and was well maintained, though 


at a lower figure, during the rest periods. But as the 
specimens were not always taken at the same time.of day, 
they are not comparable and we do not intend to discuss 
them at length. 

2. Intravenous adminisiration.—There was no tend- 
ency to angemia in our 2 cases, and no abnormal pigments 
were found in the blood or urine. One of these cases was 
given iron throughout the course, and the other has had 
none. The promin concentration was estimated weekly, 
in specimens of blood taken 24 hours after the last injec- 
tion of promin. It averaged 1 mg. per 100 c.cm., varying 
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between 0-4 and 2, and was maintained at about 0-7 mg. 
per 100 c.cm. during the rest periods of one week without 
promin. During these rest periods the promin concentra- 
tion in the urine would fall rapidly, and might disappear 
~ from the urine while being well maintained in the blood. 


974 3. Promin by other reutes.—Full laboratory investiga- 
tions wefe not made on the i cases, but it is of 
interest to note here 2 cases not included in this series ; 

oid, in these 10% promin ointment was applied to discharging 
109. sinuses after Monaldi drainage, and the blood-promin 
Org. concentration reached 0-5 nig. per 100 c.cm. in one case 


and 0-3 mg. in the other after a week . 


CLINICAL ‘RESULTS 
The 14 cases of pulmonary tuberculosis can be grouped 
as follows : pe 


Fibrocaseous disease, with cavitation 5% ok 8 

Pneumonic tuberculosis .. ah 4 at 1 
Limited disease of exudative type oe a 3 

Thoracoplasty, with bronchogenic spread to 

opposite side ar Fy sta ae ws 2 

_ _ The 2 cases that received their promin intravenously 

did not complain of any untoward symptoms. The cases 

that received it orally develope’ symptoms such as have 


317, 


309, 














been degeribed previous workers. They became 

cyanosed and-tended to get mild or severe headaches, 
— nausea and occasional vomiting, and giddiness which was 
nths worse if the patients were allowed to get up for some 
t in hours. Transient diplopis arose in one case. It should 
trol « be stated that no patient regarded his symptoms as very 
ight trying. 
orse. The cases have been assessed as -described, and the 
ibe results are summarised in the table: . 
ae, CLINICAL RESULTS OF TREATMENT OF 14 CASES OF PULMONARY 
sele TUBERCULOSIS WITH PROMIN 
rine res re 

| Worse) wy, Slightly  Definitel 

were Clinical state wearer? L scat ieaieeeeh t eee 
white eae a 
and Advanced, poor | | 
ekly resistance et ee er we 0 0 

Advanced, good \ : 

resistance +s 5 |. 2 1 2 

the Moderate disease .. | 4 | 2 teas aoe 

Limited disease .. 3 eo a ee 1 
ntra- — * —_——__ ——___— 
this The 6 cases included under the headings “ slightly ”’ 


or “‘ definitely ’’ improved showed radiological evidence 


ofimprovement. The Houghton index showed improve- 
The ment in 3 of these, without any constant change in any 
given one factor of the index. In the other 3 the Houghton 
‘ index was unchanged. In one case the sputum changed 
given from positive to negative for tubercle bacilli. 
idly. Of 9 cases of pulmonary tuberculosis who each received 
: and more than 30 g. of promin, 5 showed improvement ; these 
; iron had not improved during the previous control period. 
J bin. Promin probably had a deleterious effect on one patient. 
sbilin Case 1.—A man aged 30, with advanced fibrocaseous disease 


and cavitation, swinging pyrexia, and an early tuberculosis of 


en the larynx. ing two weeks of promin administration his 

thout hemoglobin dropped from 88% to 49%, and his general con- 

hed dition became much worse. min was stopped after he 

» 400 had only had 8-4 g. Three blood transfusions, totalling four 
The pints, were given, but he died a fortnight later. 

aah The autopsy (by Dr. A. B. Bratton) showed very advanced 

tuberculosis of the larynx, and an ap tly recent general- 

sieentd ised miliary spread throughout the body which had not been 
apart suspected before. Promin administration might have 

ough lowered this patient’s resistance. 

= the CasE 2.—The genito-urinary case (under Mr. F. J. Barring- 


ton, treated by Dr. D. P. Choyce) was a woman aged 33, with 
tuberculosis of both kidneys and of the bladder. She had 
been getting steadily worse for 9 months, was losing weight, 
had painful and frequent micturition (40 times daily and 40 


ments at night). She was given promin intravenously for 2 months, 
a was receiving 82 g. in all. If that time her generat condition has 
s had greatly improved ; she has gained 16 Ib. in weight, the fre- 
eekly quency of micturition is about 15 times daily and 3 at night 
injec and micturition is not pain She is still excreting tubercle 


bacilli in her urine. © is continuing to receive promin, and 
it is hoped to give promin to some similar cases. 


LARYNGEAL APPLICATION 

Of these cases, 2 were treated for two months by 
insufflation through a Ledue’s tube of a powder consisting 
of promin, orthoform and starch in equal amounts. 
There was no laryngoscopic improvement and it has been 
suggested (Parke, Davis and Co.) that the starch might 
keep promin from reaching the lesion. It is worth giving 
fuller details of the other two patients. 


Case 3.—A man aged 42. Stage B3. . Larynx on Dec. 31, 





1942: infiltration and thickening of the posterior ends of both 
vocal cords and some cedema of left arytenoid. Larynx 
painted twice daily for 21 days with 50% promin in glycerin, 
applied by swab 
under direct vision. ” 
Larynx on Jan. 30, Pail,” 
1943: infiltration hny, 
and thickening still 
present, but cedema 
of arytenoid much 
less. Congestion 
decreased. Patient 
was eodperative in _ (a) (b) 
resting his voice so One, 4, PP gi et adertots LF on 
credit cannot = oe * 7 
definitely begiven to ment with promin, decreased "edema and much 
promin. The paint reduced size of ulcer. 
was not irritating. r 

Case 4.—Aged 54. Stage B3. ux on Dec. 31, 1942: 
epiglottis edematous, left arytenoid swollen, with large shal- 
low; ulcer on upper surface; cords intensely congested. 
Larynx sprayed twice daily for 18 days with 20% aqueous 
solution of promin, and then painted with 50% promin in 
glycerin paint once daily for 8 days. Larynx on Jan. 30, 
1943: whole appearance cleaner, edema decreased and ulcer 
smaHer ; still much congestion (see figure). Neither spray 
nor paint was irritating. Patient made no attempt to keep 
silence, so improvement was due to promin. 
DISCUSSION 

We realise that these results are indefinite. The cases 
that improved radiologically showed definite recession of 
more recent areas of infiltration, but there was nothing 
approaching a cure. The nature of pulmonary tuber- 
culosis makes it less vulnerable than infections which 
respond to sulphonamides to the action of a chemo- 
therapeutic agent circulating in the blood. A nebulised 
spray (e.g. through a bronchoscope) might reach some" 
pen lesions, but we find it hard to believe that it would 

ect scattered parenchymatous foci which have not 


o 
a 
cavitated. Blood-stream administration must be long 
and the case chosen must show neither predominance of 
fibrosis nor advanced disease with toxemia and poor 


resistance. Obviously, early cases would be experi- 
mentally admirable if it were not for their tendency to 
improve with conservative treatment alone. The 
difficulty in finding suitable patients has acted almost as 
greatly as the short supply of the drug in limiting the 
number of our cases. The latter problem has improved 
‘somewhat and it will be possible to give a longer course 
with slightly increased doses (though probably 4-5 mg. 
per 100 c.cm. is the highest blood-concentration which is 
safe for more than a short period). 

We have been impressed by the absence of anemia 
or other reaction in the 2 patients treated intravenously. 
This is contrary to the experience of American workers 
and must be confirmed. Moreover, dose for dose, oral 
administration for some reason seems to give higher 
blood concentrations, and is apparently safe if it be 
accompanied by iron. 

As regards laryngeal application favourable results 
have been obtained in 2 cases by the direct application of 
promin in liquid solution or oily vehicle and it is worth 
continuing on this line of treatment. We propose also 
to give promin to more cases with tuberculosis of the 
genito-urinary tract. 

So far as we can judge now, promin is not the desired 
medicament for the cure of tuberculosis (though it may 
‘be a pointer in the search for it) and should not be given 
indiscriminately or without laboratory control. 

We feel justified in drawing the following conclusions : 

1. Promin when given orally produces unpleasant 
(though not very trying) toxic symptoms and hemolytic 
anzmia 
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2. The occurrence of this anemia is prevented by 


a 
3. No toxic symptoms or anzmia were produced in the 
2 cases to whom-we gave promin intravenously. 

4. Promin should not be _— by mouth for advanced 
cases of pulmonary tu i th toxemia and poor 
‘The local application of promin f laryngeal 

. The local application romin in cases 0 
tuberculosis is worthy of farther investigation. 

Acknow ts are due to Dr. W. Allen Daley, medical 
officer of health to the LCC, for permission to publish ; to 
Dr. W. Snell, medical superintendent of Colindale Hospital ; - 
Dr. J. C. McEntee, medical superintendent of the Grove 
Hospital; and to Dr. Stanley ite for his advice and 
assistance. Messrs. Parke, Davis and Co. kindly supplied 
the promin, 
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MAPHARSIDE IN THE TREATMENT OF 
EARLY SYPHILIS 


A. O. F. Ross, MD Evin, DP H 
DIRECTOR OF VENEREAL DISEASE CLINICS, CITY AND PORT OF 
LIVERPOOL 

Meta-amino-para-hydroxypheny! arsenoxide * was 
first synthesised by Ehrlich, but was rejected by him on 
account of its supposed toxicity. In 1931 Tatum and 
Coeper (1932) reinvestigated its chemotherapy, and later 
Gruhzit (1935) by animal experiment, and Foerster 
(1935) in a series of cases, proved that the compound was 
decidedly less toxic than was supposed. Leifer, C i 
and Hyman (1941),-having tried to cure syphilis 
massive doses of neoarsphenamine and found that this 
arsenical was too toxic, turned to ‘ Mapharside’ as an 
alternative. By continuous experiment over several 
years, it has clearly emerged that 1200 mg. of mapharside 
may be given with comparative safety, by either the 
continuous drip method or the daily multiple injection 
technique. Neoarsphenamine is extremely toxic when 
given by continuous drip in dosage of 4000 mg. over a 
period of five days, as is shown in the following list of 
toxic effects in 111 cases. 


Toxicoderma .. 8h ae mA * os. 45% 
Peripheral neuritis .. ae Rd es woe: 4 
Jaundice » Bee eat 3 ee -. 36% 
Exfoliative dermatitis A : - 09% 
Cerebral symptoms Pa ; -. 18% 


Comparative figures (Elliott et al. 1941) in a group of. 
1600 casés who received 1150-1250 mg. of mapharside 
in five days, are as follows: ‘ 


Group 1 Group 2 — 
. (502 cases) (466 cases) 

Toxicoderma 7's na 16:8 10-5 
Peripheral neuritis es 10-1 9-9 
Liver damage .. we 11-0 4-0 
Exfoliative dermatitis .. 0 0 
Serious cerebral symptoms— 

Fatal “a ne 0 ree 0-7 

Non-fatal .. Pee 0-5 0-7 


Tn this series only 2 cases of jaundice were seen ;° “‘ liver 
damage ”’ refers to those patients whose icteric index rose 
above 10. 

As far as can be judged from the above figures it would 
appear that, weight for weight, mapharside is three times 
as toxic as neoarsphenamine. Stephenson (1939), 
reporting on arsenical reactions experienced in the US 
Lanett A during 1938, states that 42,755 injections of 
mapharside were followed in 7 instances by reactions 
(1 ‘9 6108) with no fatal case, while 71,694 injections 
of neoarsphenamine were followed = reactions in 32 
instances (1 in 2240), with 3 deaths. In 1940 (Stephen- 
son 1941) the number of mapharside injections had 
increased to 81,411, as against 36,976 imjections of 

* * Mapharside * is Messrs. Parke, Davis and Co’s proprietary 
name for this compound. 








neoarsphenamine. Reactions to mapharside were 1 to 
5815 injections with no fatality, as against 1 to 1946 
injections with one death in the case of neoarsphenamine. 
In their review of the toxic reactions, Levin and Keddie 
(1942) say that patients who have mild or moderate 
cutaneous reactions to the arsphenamines can, in about 
85% of cases, tolerate mapharside, and that 90% of the 
patients who have severe tro-intestinal reactions to 
the henamines can tolerate mapharside in thera- 
peutic doses. 
STUDY IN LIVERPOOL 

Since most of the reports on the therapeutic efficiency 
of mapharside have been .geblioned by American workers, 
who use the continuous alternating system of treatment, 
it was thought worth while to substitute mapharside for 
neoarsphenamine in an established course, in an attempt 
to assess the value of this comparatively new arsenical. 
Hence the present study. 

For the past eighteen years, the technique of twice- 
weekly injections of arsenic and bismuth has been used 
extensively in Liverpool. For five years, the weekly 
dosage was 1-05 g. of neoarsphenamine (NAB) together 
with 0-4 g. of bismuth oxychloride for four weeks. In 
order to conform to the widely held idea that about 6 g. 
of arsenic constituted a full course, two injections of 
0-75 g. of neoarsphenamine were given at interVals of one 
week to complete the course, while bismuth dosage 





totalled 2-4 g. The course is outlined below. 
5 Bis- Bis- 
Day NAB muth Day NAB muth , 
(g.) (g.) (g.) - (@.) 
1 0-45 0-2 re 66 ... 28 
4 6 0-2 ee aA 
8 0-45 . 02 $20. Ob OR 
11 0-6 02 36... Nil .. 08 
15 0-45 0-2 ae. Se 
18 0-6 -- 02 ——— _ 
22 0-45 0- Total.) 6-3" 4 24 


It was found that after a rest period of three months, 
all primary, second, and éarly latent cases of syphilis 
had negative blood Wassermanns, and furthermore, that 
serological relapse did not occur for at least six months 
after the completion of the course.. Another discovery 
(Prebble 1933) was that the first twenty-five days of 
treatment produced the same desirable result (i.e., a 








total of 4-2 g. of NAB and 1-6 g. of bismuth). Therefore, 
trial was given to the course given below. 

z Bis- Bis- 
Day sy muth Day — muth 
: (g-) r (s.) 

1 0:3 - O-1-0-2 25 0-45 . 0-1-0-2 

4 0-45 .. 0-1-0-2 29 0-3 . 0-1-0-2 

8 0-3 - 0-1-0-2 32 0-45 . 0-1-0-2 

.3 0-45 « 0-1-0-2 36 0-3 - 0-1-0:2 

15 0-3 - 0-1-0-2 39 «+ 0-45 . O1-0:2 

18 0-45 « 0-1-0-2 — 

22 ve, we - 0-1-0-2 Total .. 4:5 1-2-2-4 


The same 100% serological reversal of positive Wasser- 
manns resulted, and toxic reactions were greatly reduced. 
Three such courses were given, and the rest interval 
between the second and third course was extended from 
three to six months. Blood Wassermann tests were 
performed at six-monthly intervals for three years, and 
in the fifth year after infection the cergbrospinal fluid 
was examined. The blood Wassermann remained 
negative in all cases throughout the three-year period, 
aa the cerebrospinal fluid was reported normal to the 
usual tests. This course appeared to be a yardstick 
against which the potency of mapharside could be 
measured. It was confirmed that 0-06 g. of mapharside 
killed all Spirocheta pallida in primary lesions within 
24 hours, and therefore this dose could be compared with 
0-45 g. of NAB (Harrison 1935). The following course 
was then evolved. 











Mapharside (g.) Bismuth (g.) 
Day Men , Women Men Women 
1 0-04 -. 0-02 0-1 0-2 
4 -« 0-06 «. 0-04 0-1 et 
8 ~~ @-04 ~. 0-04 0-1 0-2 
11 4 -. 0-04 0-1 ak 
15 0-04 -. 004 - O-1 0-2 
18 0-06 0-04 0-1 x 
22 * 0-04 0-04 0-1 Q-2 
25 0-06 0-04 0-1 s4 
29 0-04 0-04 0-1 0-2 
32 0-06 0-04 0-1 e 
36 0-04 0-04 | 01 0-2 
39 on O08 0-04 0-1 ae 
Total .. 0-6 0-46 12 1-2 
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Twelve hundred cases of have been treated 
thus, and toxic reactions ‘have minimal. re was 
one death. . 

On Nov. 28, 1940, a Hindu seaman, aged 40, reported with 
a penile ulcer and massed lymphatic glands in the left inguinal 
and iliac region. No S. pallida was found in serum from the 
penile ulcer, but the blood Wassermann was strongly positive. 
Treatment for primary syphilis by mapharside and bismuth, 
and for | hopathia venereum by oral administration of 

ilamide daily, was instituted. The clinical 
signs of both diseases ret normally, but on the 
evening of the sixteenth day of treatment, when 0-24 g. of 
mapharside, 0-5 g. of bismuth and 48 g. of sulphanilamide 
had been given, the patient became comatose and incoritinent 
of urine and feces. He was removed to hospital, where he 
died. Post-mortem examination showed the typical appear- 
ances of encephalitis hemorrhagica. 

Postarsenical encephalitis heemorrhagica most often occurs 
in young adults, between the second and fourth arsenical 
injection, and in pregnarit women. In the t case, the 
patient was a man of 40,-and thé condition followed the 
fifth injection of an arsenical. Owing to the comparative 
rarity of syphilis and lymphopathia venereum in one patient, 
the effects of combined treatment have not been defined. 
Fears have been expressed that a greater incidence of jaundice 
and agranulocytosis will follow the administration of arseni- 
cals if sulphonamides are exhibitedat the same time. Possibly 
the known action of the virus of lymphopathia venereum on 
brain and meninges may lead to a toxic encephalopathy, if 
arsenicals and sulphanilamide are given simultaneously. 

The results in 150 cases of early syphilis observed for 
three months after one course.of treatment were : 


Three months after one course of 
Type treatment” 


Cases WR — CaseswR + 


Sero-negative primary 47 i's "ag 0 
Sero-positive primary.. ° 61 oe oe 1 
Secondary at 41 i ea a 


Total 149 sted i 


In the one positive case, through a fault in supervision, 
no confirmatory test was made, but three months after a 
second course the Wassermann became négative. Of the 
150 cases, 11 were women who received only 0-46 g. of 
mapharside and 1-2 g. of bismuth, and all were negative 
three months after that course. 

In 89 cases, a blood Wassermann test was done on the 
39th day of treatment, with the following results. 


Type WR-= WR + 
Sero-negative primary 39 aa % 0 
Sero-positive primary. . 22 + b« 13 
Secondary a > il oe 3 4 


It will be noted that a reversal of the blood Wasser- 
mann from positive to negative was achieved in 66% of 
cases, after 11 injections of this standard course had 
been given. Ten of the cases itive at the end of one 
course’ have reported after an interval of three months, 
and all have become negative. Twenty-six cases have 
been observed for over a year, and in none of them has 
clinical or serological. relapse occurred. It appears 
therefore that weight for weight, mapharside is seven 
and a half times as potent as neoarsphenamine. 

oar ‘SUMMARY 

In 150 cases of early syphilis mapharside has been 
substituted for ni henamine ir a standard course 
which assured serological reversal in 100% of cases 
three months after its completion. 

Mapharside has succeeded, except in one case, in 
replacing neoarsphenamine, and since in efficient dosage 
it is considerably less toxic than neoarsphenamine its 
extended use seems rational. 
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STRANGULATED FEMORAL HERNIA 
REVIEW. OF 100 CASES 


JOHN JENS, MB ADELAIDE, FRCS 
SURGEON LIEUT.-COMMANDER RANR 


ANATOMICAL reasons goubtless explain the greater 
liability of femoral he to undergo strangulation as 
compared with inguinal hernia. In 1925, the Mount 
Sinai Hospital, New York, found that 32% of the cases 
with femoral hernia as compared with only 4% of the 
inguinal hernia cases were suffering from strangulation 
on entering hospital. 

The ission of a large number of cases of strangu- 
lated femoral hernia into a London hospital within a 
short space of time stimulated me to search the hospital 
records for cases of a similar nature. Some 115 patients 
with strangulated femoral hernia were treated in one 
institution over 5 years, but the records of only 100 
of these were found suitable for the purposes. of this 
paper. The results of the investigation give a fairly 
accurate general survey of the subject, since they 
embody the work of a number of surgeons over a period 
of years. A depressing feature of these admissions was 
the variety of diagnoses which accompanied them to 
hospital—almost any condition capable of causing 
abdominal pain being suggested rather than the correct 
one. This arresting frequency of diagnostic error in 
connesion with so common an abdominal emergency 
and the fact that the average period of symptoms of 
strangulation preceding admission in this group of cases 
amounted to no less than two days, make one reiterate 
the old plea: ‘‘ Remember the hernia rings’’ in the 
investigation of every urgent abdominal case. 

Age and sex.—The average age of cases under review 
was 63-3 years, the oldest being 96 and the youngest 35 ; 
66 of the patients were over the age of 60. There were 
76 women, and of the 14 cases under the-age of fifty 
13 were female. The lésion appeared on the right side 
in 62 cases, and the left side in 37 ; in 1 case both sides 
were simultaneously involved—the right side containing 
pee a and a loop of bowel and the left side omentum 
only. 

History.—The surprisingly large number of 42 patients 
had no previous history of hernia, the symptoms. and 
signs of sti tion beginning synchronously with the 
appearance of a lump. In a few cases the onset was - 
associated with some definite action likely to raise the 
intra-abdominal pressure—e.g., a fit of coughing, 
straining at stool. Several of the more chronic cases of 

hernia which were found at operation to have 
massive adhesions of the contained omentum to the sac 
wall gave a history of chronic dyspepsia of a flatulent 
type. The history often began with a sudden increase 
in the sizeof the hernia, or one which had previously 
been reducible became suddenly irreducible. 


CLINICAL PICTURE 


The onset of strangulation was characteristically 
ushered in by pain and vomiting, the former being 
present in no less than 97 cases. e duration of pain 
and vomiting varied from 3 hours to 14 days, with an 
average period of 2-6 days before operation. Those 
cases which needed some further operation on bowel, 
not necessarily amounting to resection, had a history of 
strangulation averaging 4:3 days, the longest being 
14 days and the shortest 10 hours. 

The individual reaction to pain makes it difficult to 
differentiate such terms as ‘‘ excruciating pain,” ‘‘ very 
severe pain,” “‘ acute pain,’’ but generally speaking it 
may be said that in the initial stages the more severe the 
pain the more serious the pathological processes in the 
sac, and hence the more urgent the need for operation. 
In the later stages, however, it is significant that of the 
3 cases without pain 2 contained non-viable gut. 

symptom of pain was referable to two anatomical 
sites :— 

(a) Abdominal pain.—Most of the patients complained 
of pain in the abdomen, the exact localisation varying. 

1. Mid-abdominal colicky pain of varying intensity. 
There were 65 cases in this group, and the sac contents were 
always omentum and small bowel, separately or together, 
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2. Epigastric pain of a continuous gnawing type was noted 
in 4 cases and was associated with epigastric tenderness in 
addition to the local hernial signs, These symptoms led to 
a laparotomy in one case on aceount of the negative clinical 
signs of femoral hernia; a possible explanation of epigastric 
pain was found, since the hernial sac contained a loop of 
jejunum from near the duodenojejunal flexure, and. 
enough up to exert a strong pull onthe mesentery, so that this 
was stretched like a tight band across the abdominal cavity. 
It is suggested that this pull high up on the mesenteric root 
is the cause of the epigastric pain and tenderness in strangu- 
lated hernia. 

3. Lower abdominal colicky pain occurred in 7 cases, 5 of 
which contained omentum, and 2 | bowel. It is a well- 
known fact that pain of had-gut dectvasives tends to be 
referred to the lower abdominal segment, and a possible 


. explanation is that in this group oR omentum concerned 


had been derived from the distal part of the transverse 
colon, causing a pain similar to a large gut strangulation 
itself. 

(b) Pain at the site of the hernia was reported in only 
26 cases, and in 19 of these there was no associated 
abdominal pain. Local pain is far more common in 
imguinal—hernia, perhaps because here the sensitive 
anterior-peritoneum is involved; from its anatomical 
site at the lower extremity of the peritoneal cavity a 
femoral-hernia sac may arise from the comparatively 
insensitive posterior peritoneum. 

Vomiting was present in 84 cases and tended to appear 
later than the , in some cases by as much as twenty- 
four hours. In the 16 cases in which it was absent only 
one had a bowel lesion of note—a gangrenous constriction 
ring. Severe lesions were associated with vomiting, 
and in 4 cases of early fecal vomiting gangrene of the 
bowel was present. 

Histories of increasing severity of bowel action were 
inconclusive ; the patients presented a varying picture 
from absolute constipation to severe giarrhceea; no 
definite relationship to any partitular type of pathology 
was. demonstrable. 

PHYSICAL SIGNS 

The signs conformed largely to textbook descriptions, 
but local tenderness was often absent. Strangulation 
has indeed been often missed because of lack of pain on 
| am eeanes of the hernia, since this sign is usually looked 
or above all else. In 21 cases there was no tenderness ; 
and. three-quarters of those tients in whom the 
symptoms and signs of stran tion had persisted. for 
two days or more (16 cases) had complete or incomplete 
gangrene or the viscera concerned. Thus, provided 
that the other criteria of strangulation are —— the 
absence of tenderness is a danger signal rather than a 
reason for complaisance. Another type of case in which 
there is absence of local tenderness is a 1 sac with a 
small knuckle of bowel at the neck, especia if there is 
much fluid or omentum in the sac. 


(a) Tenseness of the sac was always present, unless the sac 
was large or had not yet filled with fluid (i.e. in the very early 
stages). : 

(b) ‘The cases showed that absence of a cough impulse is 
not to be regarded as a useful sign in strangulated femoral 
hernia because of the relatively long and tortuous track the 
hernia takes and because of the proximity of the large femoral 
vessels which may convey a cough impulse to the neighbouring 
hernie. 

(c) Discoloration of the hernia is a sign worth noting ; 
in 6 of 9 cases recorded gangrene of the bowel was present. 

(d) Of the general signs the temperature varies consider- 
ably and is not reliable; 3 yoontiiet temperatures of 100° F. 


or over at operation had gangrenous bowel, but the typical’ 


temperature is low. Likewise the pulse is unreliable, and 
though the characteristic picture of non-viable sac content 
is low temperature and high pulse-rate they are too incon- 
sistent.to be relied upon, 

(e) Abdominal distension was recorded in only a few cases 
and bore no constant relationship to the hernia contents and 
the pathology thereof. Visible peristalsis was rarely seen. 


Richter hernia was found in 7 cases ; the hernias 
were small, tense and tender. There was oe ee a Sentd 


short, if Fores By persons history of a 
toms tend be less definite than te otranaubae 
of she eoniplces circumference of the bowel. 


TREATMENT 


Reduction should be accomplished by operation. 
The importance of emptying the bladder immediately 
before operation cannot be over-emphasised, and 
catheterisation on the operating table both in cases of 
male and female patient is recommended as a routine 


practice. 

.—The Lotheisen exposure was used in 
most of the cases under review ; the incision lies above 
and parallel to Poupart’s ligament, and extends upwards 
from immediately outside the pubic spine for 4 or 5 in. 
A satisfactory exposure of the sac is obtained by reflection 
of the lower flap. 

Three methods of anzsthesia were employed in this 
series: general, spinal and local. Local anesthesia was 
used in just half the cases ; and its use can be strongly 
recommended as a routine, since the pathological 
conditions in a hernial sac are never known beforehand, 
and long general anesthesia, such as may be necessary 
for bowel resection, can determine a fatal issue. With 
local anzsthesia the time factor is not nearly so import- 
ant and a difficult reduction and tion can be 
effected without hurry. The danger associated with the 
vomiting of intestinal obstruction which may lead to 
aspiration pneumonia in patients under inhalation 
anesthesia is also avoided, and postoperative chest 
conditions are fewer. Im the administration of loca! 
anesthesia, the field block suggested by Labat was 
followed for the most » except. that before opening 
up the transversalis fascial layer about 30 c.cm. of 
0-5% procaine hydrochloride was instilled under it 
(Tanner). 








} | % "| Mortality- 
+ | No | Gan- rate in 
_— Cases Died | gan- | Died =. Died | —— 
— ari 
Local | 50 | 10 Se ae ee igen 50 
General | 32 3 | 29 | .. 32 | 66 
Spinal | 18 | .. |} a | 
i | 
The use of spinal anzsthesia in 18 cases showed good 
results, but pin an its use is impracticable in very 
ill patients and is to be deprecated in t es which have a 


systolic blood-pressure of under 120 mm. Hg ‘at pre- 
operative reading. Apart from these contra- indications 
there is no reason why it should not be employed. 


RESULTS AND FINDINGS 
Although the femoral hernia contents may vary 
considerably the findings in this series have been fairly 
constant :— 


Small gut o om nae Se ae >. @ 

Small gut with omentum oe gk’ oa 

pc one sanallias ee aa os an : 
pen Bie = ee 

Large bowel 2 


One empty sac was found at operation. 


There are no special features peculiar to any group 
except that omentum usually gave a less definite 
clinical picture than bowel involvement and that large 
bowel herniation was always on the left side. The 
mortality for the 100 cases was 14, and of these fatal 
cases 11 showed gangrene of the contents. 

Small gut strangulation was found in 86 cases. In 
this group 20 cases had gangrenous bowel and gangrene 
was sufficiently extensive to require gut-resection in 12 
of these: of this 12, 8 died, giving a mortality for re- 
section of 66% for gangrenous small intestine. In 2 
of these cases exteriorisation procedures were used ; 
both died, and I am of the opinion that so few such cases 
recover that as a general rulé it is worth taking the extra 
risk and completing the anastomosis. 

In the other 8 cases e was incomplete and 
more minor procedures such as inverting a gangrenous 
patch, oversewing a non-viable constriction ring or 

out OF th omentum round a non-viable area were carried 
—. these cases 2 died—one from pneumonia three 


weit ther thee AG-oisies: Ealick: oth bt Ghana inthail’aat 
and omentum strangulated. 
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Omental strangulation alone was found in 8 cases. 
The omentam required resection in 4 of these ; there was 
no mortality in this series. The vermiform appendix 
was present 3 times in the sac; in 2 of these it was 
8 itself, and in the other merely associated 
with strangulated omentum. The bowel was 
found strangulated on 2 occasions. In one of these 
strangulation of an appendix epiploica was the main 
lesion. 





| Mo?tality- 
| rate 


° 





_6 
66 
25 


A review of the time factor in those cases where 
gangrene was found is interesting. The cases which died 
vielen te vf stents Jor ‘in “to t ie that lived ed 
w e patien: mging to group v 
had been ill on an average for three days only. This is 
but another pointer to “ remember the hernial Jos nt 
and thus establish an early 


DISCUSSION 


The fatality-rate of strangulated hernias is closely 
related to the existence and extent of the implicated 
bowel,-which are mainly influenced by the lapse of yo 
permitted to intervene between strangulation 
aie release of the gut. Frankau (1931) Cuemaee 
demonstrated the rising mortality that keeps pace with 
days of ignorant or lent procrastination: thus on 
the first day the mortality in his collected séries of cases 
of strangulated femo: hernia was 3-7%; on ‘the 
second day 18%, on the third day 23%, on the fourth 
day 16%: and on the fifth day 27%. 

The 14% mortality over all cases of the series approxi- 
mates remarkably pry d to the figures quoted by 
Vaughan Hudson and his colleagues (1941). for their 
collected cases, and doubtless the two series are = 
parable in the reentage of cases demanding gu 
resection. The hitherto devastating rey od Senden 
the operative treatment of strangulated hernia where 
gangrenous bowel requires resection. contrasts most 
strikingly with the relatively small risk which character- 
ises operation on patients whose gut is still viable. 
The mortality of amy series of cases of strangulated 
hernia therefore depends upon the proportion of the 
more severe type 0: yp | to the intestine ; the death- 
rate is also some index of the professional alertness of 
the staff of the hospital or of those who practise just 
beyond the shadow of the institution walls. 

The last few months, however, have brought further 
hope to those whom rant delay threatens to over- 
whelm. Hudson and th (1942) have produced not 
only apn but also cheraical proof of the great 
valent of intraperitoneal sulphanilamide in cases of grave 
general peritonitis or gross raging eo contamination, 
and have shown a remarkable reduction in mortality, 
from 55-56% to 8-3% in two comparable groups of cases, 
(a) where oral intravenous or intramuscular sulphanil- 
amide or sulphapyridine was employed, and (b) where 
the drug was powdered and insti into the peritoneal 
cavity. This remarkable figure of 83% mortality 
associated with intraperitoneal sulphanilamide in their 
series even approximates to the 6% ? fatality in the non- 
panenem cases—aund is in s contrast to the 

eavy mortality of the gangrenous cases—in the series 
recorded here. 

Despite the ground for hope given by local sulphon- 
amide therapy 2 severe cases, rad sarong ng 
intestinal gangrene by timely surgery must always 
| Apes to its cure by resection with its many anxieties. 

t behoves the. doctor and also the surgeon to ‘‘ remember 
the hernia rings.”’ 


diagnosis. 


SUMMARY 
A review of 100 cases of strangulated femoral hernia is 
presented. The erroneous ag omy which almost 
invariably accompanied these 


stressed. A reduction in the total mortality of any 
series can only be attained by earlier diagnosis and 
earlier operation. 

Intraperitoneal sulphanilamide therapy offers hope 
of’ an improved mortality-rate in cases where bowel! 
resection is necessitated by reason of intestinal gangrene. 

I wish to thank Dr. W. Allen Daley, MOH to the LCC, 
and Dr. N. 8. Craig, medical superintendent — St. James’ 

ie am for, access to material for this paper; and Mr. 

Vernon, FRCS, and Mr. N. C. Tanner, FRCS, for their 
helpful suggestions in its compilation. 
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EARLY DIAGNOSIS OF WOUND INFECTION 
WITH SPECIAL REFERENCE TO MIXED INFECTIONS 
D. McCLBAN, MB LOND H. J. RoGurs, BSC Lonp 
(From the Lister Institute of Preventive Medicine, Elstree) 


WE recently described * methods for the detection of 
hyaluronidase and lecithinase of bacterial origin in the 
exudates of wounds, and suggested that the experi- 
mental results should be applied to the examination of 
clinical material. Further work on mixed infections 
has revealed facts which lead us to recommend some 
modification of the tests we described for determining 
the nature of the bacterial source of the hyaluronidase 
by means of antisera. 

Infection experiments were performed on groups of 
guineapigs,-and the methods of infection and testing 
employed were the same as those described in our 
-previous paper. 

EXPERIMENTS AND RESULTS 

Before experiments with mixed infections were per- 
formed it was thought advisable to investigate the 
influence of injecting foltow-up doses of testicular 
hyaluronidase into the muscle of guineapigs already 
infected with non-hyaluronidase-producing strains of 
Clostridium welchit and Cl. cdematiens. In the Cl. 
welchii experiment 130 viscosity-reducing units (V.R.U.) 
of testis enzyme were injected 3, 6 and 24 hours after 
infection. In the Cl. adematiens experiment the same 
dose was given 4°5 and 12 hours after infection. 

The non-hyaluronidase-producing strain of Cl. welchit alone 
produces an infection which is relatively loc and accom- 
panied by the “‘sticky”’ cedema with a honey-like consistency, 
containing hyaluronic acid, that was described in our previous 
paper. The addition of testicular hyaluronidase completely 
alters the clinical appearance of the infection ; there is rapid 
extension with fluid cedema extending from the injected thigh 
to both axille. The testicular enzyme can be detected in 
the odema fluid. The addition of this enzyme does not, 
however, cause any significant decrease in the survival-time. 

The non-hyaluronidase-producing strain of Cl. edematiens 
alone produces an intensely hemorrhagic state in the infected 
musele and moderately localised gelatinous edema. The 
addition of testicular hyaluronidase does not alter the appear- 
ance of the muscle or the character of the edema, but it causes 
&@ more rapid extension of the infection to the uninfected side 
of the body. The testicular enzyme can be detected in the 
edema fluid, and in this infection the addition of the enzyme 
causes: an apparently significant decrease in the survival- 
time. , 

It was decided to observe the influence of hyaluroni- 
dase-producing staphylococci and streptococci on infec- 
tions with non-hyaluronidase-producing strains of Cl. 
welchii and Cl. edematiens. A pre experiment was 
carried out to observe the sonuiae following intramuscular 
injection of the staphylococei and streptococci alone. 
The guineapigs appeared well for four days. At autopsy 
it was found that the staphylococci had caused a local- 
ised abscess in the muscle, but that no macroscopic 
lesion could be detected in the animals infected with 
streptococci, 

Mixed infections produced by either Cl. welchii or 
Cl. edematiens together with staphylococci or strepto- 


1. MeClean, D., Rogers, H. J., Williams, B. W. Lancet, 1943, i, 355. 
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cocci result in a change in the character of-the infection 
comparable with that caused by the addition of testicular 
hyaluronidase. The extension of the infected area due 
to the presence of the hyaluronidase-producing aerobe 
is more marked than that caused by the testicular 
enzyme. Both the staphylococci and streptococci are 
found in the cedema fluid in numbers approximately 
equal to those of the accompanying anaerobe. This is in 
striking contrast to the failure of either the staphylococci 
or streptococci alone to initiate a generalised infection. 
Staphylococcal or streptococcal hyaluronidase is present 
in high titre in both the muscle extracts and cedema fluids. 
It is noticeable that whereas neither aerobe causes an 
suprocele decrease in the survival-time with the welchii 
infections they appear to decrease the survival-time 
in cdematiens infections. Further observations on 
larger groups of animals with graded doses of the infect- 
ing agents are necessary to determine accurately the 
influence of these mixed infections on the survival-time. 

It appears from these observations that the presence 
of a hyaluronidase-producing aerobe in a wound together 
with a non-hyaluronidase-producing member of the gas- 
gamgrene group may profoundly modify the character 
of the infection produced by the latter organism and that, 
although the infection*may have the clinical character 
of gas-gangrene, the hyaluronidase present in the exudate 
will be derived from the accompanying aerobe. Further 
observations showed that if a hyaluronidase-producing 
aerobe accompanies a hyaluronidase-producing member 
of the gas-gangrene group, then not only will both 
organisms be found in the tissues, but hyaluronidase 
from both bacterial species will be present in the exudate. 
This will complicate the diagnosis of the bacterial source 
of the hyaluronidase found in the wound exudate, since 
none of the monovalent anti-hyaiuronidase sera recom- 
mended for use in our previous communication will 
neutralise alk the enzymes present in a wound exudate 
due to mixed infection of this type. For this reason we 
recommend that the polyvalent sera described below 
should be used in neutralisation tests to détermine the 
bacterial source of enzymes present in wound exudates. 


1. Polyvalent anti-hyaluronidase serum contains anti- 
hyaluronidase to Cl. welchii, Cl. septicum, staphylococcus and 
streptococcus groups A and C.’ This serum should neutralise 
the enzyme present in the wound exudate from any or all of 
the above species. If hyaluronidase is encoun in a 
wound exudate which is not neutralised by this serum it 
must be derived from some other species, for which suitable 
sera are not available. We have found the following titres 
of anti-hyaluronidase adequate to neutralise the amount of 

_ enzyme produced in any experimental infection. 


Cl. welchii anti-hyaluronidase 50 to 100 units/ml. 


>» septicum be be 30 ,, 50 
Staphylococcus ,, + 88008 Sa 
Streptoceceus ,, 9° es. SO" ts 


One anti-hyaluronidase unit is the amount of antibody 
required to neutralise one viscosity-reducing unit of enzyme. 

2. Cl. welchii diagnosing anti-hyaluronidase serum contains 
anti-hyaluronidase to Cl. septicum, staphylococci and strepto- 
coccus, but not to Cl. welchiit. Therefore a positive test in 
the presence of this serum coupled with a negative test in the 
presence of the polyvalent serum indicates that the enzyme 
has been produced from Cl. welchii. : 

3. Cl. ‘septicum diagnosing. anti-hyaluronidase serum.— 
Similarly this serum contains anti-hyaluronidase to Cl. 
welchii, staphylococcus and streptococcus only and a positive 
result will indicate the presence of enzyme from Cl. seplicum. 

4. Staphylococcus di ing anti-hyaluronidase serunt.— 
Staphylococcus anti-hyaluronidase has been omitted -from 
this serum and therefore a positive result with it coupled 
with a negative result with the polyvalent serum indicates 
that the hyaluronidase is derived —— oe wie gpm amy 

5. Streptococcus diagnosing anti- uront _ serum.— 
Group A and Group C streptococcus anti-hyaluronidase have 
been omitted from this serum. A ‘positive result with it 
coupled with a negative result with the —— serum 
indicates that the hyaluronidase is derived from streptococci. 

Lecithinase is only likely to be encountered in the 
presence of Cl. welchii infection, though traces of this 


enzyme may be produced by Cl. wed _ Therefore 
the monovalent sera already described containing anti- 











welchii and anti-edematiens lecithinases should be used in 
the recommended tests for this enzyme. 
SUMMARY 

The influence of mixed infection by staphylococci or 
streptococci, together with organisms of the gas-gangrene 
group, on the* character of the resulting infection is 

escribed. It appears that hyaluronidase-producing 
aerobes may increase the rate of spread of infection due to 
anaerobic organisms and may complicate the diagnosis 
of the prganisms causing the infection. 

It is recommended that polyvalent anti-hyaluronidase 
sera which are described in the text should be substi- 
tuted for the monovalent sera previously recommended 
by us for use in determining the bacterial source of 
enzymes in wound exudates. 


AN OUTBREAK OF TYPHOID FEVER 
S. M. ATLAN, MD etasc, DPM 


MEDICAL SUPERINTENDENT OF DEVON MENTAL HOSPITAL 


In December, 1941, there was an outbreak of typhoid 
fever among the staff at Devon Mental Hospital. There 
were many interesting features in this epidemic, and 
anti-typhoid serum and sulphapyridine were used in 
treatment. The nurses home to which the disease was 
confined catered for 97 mental nurses, 6 maids and 11 
mental patients. In addition 8 CNR nurses slept at 
the home but had no food there. The maids and the 
mental patients had separate messes. 

In all, 23 mental nurses and 1 maid developed frank 
attacks of fever, while 3 nurses had very mild attacks, 
In view of the fact that only those having food ‘at the 
home were affected it. seemed certain that the disease 
was food- or water-borne. The extremely local nature 
of the-outbreak suggested infection of some article of 
food or the water by a carrier. Specimens of water from 
every tap gave negative results. The milk, which was 
supplied to all the hospital from the same source, was 
uniik ely to be the vehicle unless infected locally. 
The bulk supplies were tested with negative results. 
The stools of all milkers and of those who delivered milk 
to the home were also examined without finding a 
carrier. The joints of all drains were tested and proved 
to be sound. ' 

A thorough search for a carrier was begun among all 
those wha were connected with the nurses home. Eventu- 
ally a woman mental patient, Mrs. X, was found to be 
excreting the bacillus freely. Her history showed that 
in 1937 she had been associated with a small outbreak 
of typhoid fever in a house on Woodbury Common, 
South Devon, where she had gone after discharge on 
trial. At that time she was returned to hospital as a 
contact, but examination failed to discover the bacillus 
and after some weeks of isolation she was allowed to 
mix with other patients. She had been at the nurses 
Rome for three months before the outbreak ; her duties 
there were mainly of the charring type but from time 
to time she laid the tables in the-nurses dining-room and 
helped to carry the food from the serving table to the 
dining table. She was so employed at the relevant time 
and it séems likely she heavily infected either the drinking 
water or some article of food. It is significant that the 
only maid who contracted the disease worked in the 
dining-room with her. There is no history that Mrs. X 
ever had typhoid fever. She is still excreting the bacillus 

(November, 1942). — 

A great help in elucidating the epidemic -was the 

typing of the organism, done by Dr. Felix at the Lister 
Institute. Cultures from all infected nurses proved to 


















































be type C. It was important therefore to determine the 
type excreted by Mrs. X; this also was t C, a very strong 
point in favour of her being responsible. fore and during 





the epidemic here other cases of typhoid fever were being 
reported in neighbouring districts to which some of our 
“nurses had easy access. In past years an attempt would 
have beeh made to relate these cases to one source 
of infection. ing, however, proved they had nothing 
to do with our epidemic, so that the field of investigation 
was much narrowed. In this hospital there are at 
present, besides Mrs. X, 4 typhoid carriers. These 
were all typed to eliminate the infection of a nurse by 
one of them; there was 1 type A and 3 type FI, so 
that they could be eliminated as suspects. Thus the 
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type of o in the epidemic clearly pointed to 
Mrs. X, it is now accepted that she was the cause 
of the ou . It is impossible to overemphasise 
the value of ing the organism in tracking down the 
extent of the epidemic and the likely source of infection. 


VALUE OF INOCULATION 


The outbreak gave an opportunity to record the 
incidence of infection in those inoculated against typhoid 
fever, and also enabled one to assess the effect inoculation 
had on the course of the,disease. Between 1938 and 


1941, 50 members of the staff and all 11 patients con- 
cerned were inoculated with the ordinary heat-killed 
phenol-preserved TAB. The results were : 





Tnoe. Inoc. Not Inoc. 
= Total | 1938 | 1941 _—inoe. (%) 





Staff .. ol 103 46 CO 4 53 | 485 
Patients ef ll ae 1 0 100 


i neidence of fever. 
Staf .. ae 27 10 | 4 13 52 
Patients ee oO. | is ¥. bi ee 
2% Ine. = inoculated. 


Thus in the staff the incidence of fever in the protected 
and non-protected was more or less the same. It is 
true the majority were inoculated some 3 years before 
the infection, yet all 4 protected in 1941 contracted the 
disease. Of the 27 cases, 17. were seriously ill while 10 
hail mild attacks ; 7 of the serious cases had been pro- 
tected in 1938 or 1941 ; 1 of these, the only nurse to die 
during the epidemic, was inoculated in July, 1941. She 
became ill on Jan. 3, 1942, and died on Jan. 11, half an 
hour after a profuse hemorrhage. Another nurse 
inoculated with the same batch of vaccine at the same 
time also contracted the disease. 

Of the 10 mild cases, 7 had been protected; 2 of the 
3 unprotected cases were inoculated during the epidemic 
and were found having very mild symptoms and excret- 
ing the bacillus 10 days after the second injection. 
Only 1 of the mild cases had no protection whatever. 
Thus while inoculation did not appear to give much 
protection against an attack those who were inoculated 
had a better chance of a mild attack. This was the only 
effect observed, since the course of the disease in the more 
serious cases did not seem to be influenced by inoculation 
and relapses were common to both types. 

As soon as the diagnosis of typhoid fever was made 
all staff and patients were inoculated with heat-killed 
TAB. After this, 6 nurses contracted the fever, 3 
severely ; 2 of these, however, had had only one injection 
on the eve of symptoms appearing. Since the bulk of 
the fever cases developed een Dec. 20 and Jan. 4, 
it may be that the protective inoculation had some 
limiting effect, but it is more likely that the prompt 
= of the suspected carrier was the important 

actor. 

There has been some dissatisfaction in recent years 
with the protection afforded -by the ordinary TAB 
vaccine. Since this epidemic we are now using in this 
hospital the alcohol-killed, aleohol-preserved TABC. 


RESULTS OF TREATMENT 


Of the 27 nurses, 22¢were treated in this hospital ; 
6° were given antityphoid serum containing Vi anti- 
bodies obtained from the Lister Institute. Another 
nurse (case 2 bélow), who contracted the fever in June, 
1942, from one of our carfiers (type F1), was also treated 
withserum. There have been some published results of the 
use of this serum, the most recent being those of Pijper 
and Crocker (1939) in South Africa, and Landor (1941) 
in Singapore. Earlier contributions were made by Felix 
(1935, 1938) who first prep the serum containing 
Vi antibodies, McSweeney (1935), Robertson and Yu 
(1936) and Cookson and Facey (1937). Most agree that 
the new serum has possibilities and should be used 
wherever indicated. 

serum was given in three daily doses of 33 c.cm. 
intramuscularly.“ Apart from serum rashes there were 
no unpleasant symptoms. Unfortunately, in _most 
cases the serum was given late, but there could be no 
doubt of the elinical benefit. The temperature in all 


- 
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cases began to drop after the injections and the patient 
became more comfortable and less toxic. In F cee 
in which the serum was given at the best time (in the 
first week) the result was immediate and remarkable. 
All the patients recovered. Here are two illustrative 
cases. 


Case 1.—Aged 22. Fairly toxic and becoming weak. 
Average temperature 102° F. Serum given on 13th, ]4th 
and 15th days. Temperature fell quickly and became 
normal on 18th day. The rapid general improvement was 
striking. ‘ 

CasE 2.—Aged 20. This case appeared in June and was 
not connected with the earlier epidemic ; directly infected 
from a carrier patient. Bacillus recovered from blood and 
feces. Serum given on 4th, 5th and 6th days. Temperature 
(which averaged 103° F.) fell by crisis on 8th day and from 
9th day onward wag normal. The result here was dramatic, 
and although she was protected in January, 1942, there can 
be no doubt that the early administration of serum was 
curative. 3 

In view of the unfavourable reports on the use of 
sulphonamides in typhoid fevers, it may be of interest 
to record our experience. A group of 8 patients were 
treated with sulphapyridine. ‘The dosage was generally 
one tablet (0-5 g.) 4-hourly. In 3 cases it was raised to 
2 tablets 4-hourly. The total amount given varied 
between 5 g. and 19 g. In all cases sulphapyridine 
depressed the temperature. In 4 cases this effect was 
not maintained and the drug was stopped because of 
untoward symptoms, 2 patients becoming cyanosed, 
1 becoming sick, and 1 developing irregular heart action. 
In the other 4 patients the temperature fell to normal, 
after varied intervals, and all can be considered to have 
benefited from the drug. None showed the slightest 
ill effect ; the drug appeared to be well tolerated. The 
following are 2 cases which improved. 

Case 3.—Aged 27. Not inoculated. Very toxic. Average 
temperature 102-5°F. Drug given on 7th and 8th days 
(5 g.). Temperature fell at once and reached normal by slow 
lysis on 14th day. Toxemia was greatly lessened and the 
whole attack appeared to be cut short. 

Case 4.—Aged 20. Inoculated July, 1941. Sulphapyri- 
dine given on 2nd to 5th days (9 g. in all). Whole con- 
dition improved immediately and temperature fell to normal 
on 7th day. This illness had a sharp onset, temperature 
reaching 103:8°F.-on 2nd day. It is difficult to assess the 
influence of recent inoculation, but the only nurse who died 
during the epidemic was inoculated at the same time as this 
case with the same batch of vaccine. At the end of con- 
valescence there was a mild relapse with low fever. 

Clinically the serum-treated eases reacted more 
quickly, the general condition improving even before 
the temperature fell. We think that every case ought 
to have serum as soon as possible. In a long epidemic, 
however, it is the early cases that are likely to be given 
serum late owing to the difficulty of early diagnosis. 
In these cases sulphapyridine should be of value. The 
later cases should be given serum at once, even before a 
definite diagnosis is made. Sulphapyridine gave very 
good results and the untoward symptoms often described 
were not much in evidence. The 4 patients who did 
not tolerate it well were not unduly upset; the drug 
was stopped because the patients were so ill and it was 
not considered wise to add to their difficulties. With 
careful supervision, such as is given in hospital, there is 
little risk in using sulphapyridine. 

SUMMARY 

An epidemic of typhoid fever is described in a nurses 
home catering for 114 staff and patients. 

The incidence of fever was much the same in the 
ineculated and non-inoculated but the latter more often 
had a severe attack. Typing of the organism was of 
great value in limiting the scope of the inquiry and in 
pointing to the likely carrier. 

Serum gave encouraging results in 7 cases; 8 treated 
with sulphapyridine did not show any ill effects, and 4 
were benefited. 

The outbreak was due to a carrier patient excreting 
type C bacillus. : 

I should like to thank Mr. A. Felix, DSc, for typing the 
bacillus and for his advice, Dr. J. C. Cruickshank and Dr. 
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W. A. Robb for their help in “the bavteriolagianl. all and 
Dr. J. Dean for his clinical work. 
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HYPERPYREXIA SUPERIMPOSED UPON AN 
ATTACK OF ACUTE ‘’TONSILLITIS 


T. BROOKING SNELL, B M OxFD 
SURGEON LIBUTENANT RNVR 


THe following case. illustrates the way in which 
hyperpyrexia may supervene on a febrile illness. 

e time was April, 1942, and the place was the sick- 
bay of one of His Majesty’ s larger warships stationed 
then (and for about the previous 2 months) on or within 
a few degrees of the equator. The weather was com- 
—— cloudless and windless, and the 12 hours odd of 

unshine each day kept the temperature in the sick bay 
ermanently over 90°F. and usually nearer 100° F., 
pon Bes and night. At night, the-temperature did not drop 
beeause, owing to the blackout, all hatches and scuttles 
(which were normally open by day and thus able to 
scoop in what little draught the ship made by virtue 
of its own forward motion) were shut. There was - 
forced ventilation system through trunks pg Be 
different parts of the sick bay but this was poor, judged 
by present-day standards ; for not only was the system 
old (she is an old ship), but the motors driving the fans 
could only be run at a slow speed for fear of burning 
them out. 
A joiner, aged 24, first reported at the sick bay on April 7, 
1942, complaining of a sore throat of some 48 hours standing. 
His temperature was 102-4°F., pulse-rate 104. Bowels 
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not open for 2 days. His pharynx and fauces were very red 
and injected and both tonsils were covered with white exudate. 
The submaxillary glands were enlarged. In the lungs 
nothing abnormal was found. The urine’ was acid and 
contained no sugar or albumin. In short, he had a typical 
attack of acute tonsillitis. He was put to bed and given:a 
powder of aspirin gr. 5, phenacetin gr. 5, caffeine gr. 2; and 
a colocynth purge. He was ordered hot gargles, and given 
two sulphanilamide tablets, thrice daily ; fauces and tonsils 
were painted with Mandl’s paint twice daily. ~ 

During the next two days his temperature remained in the 
neighbourhood of 102° F. but he seemed to be making good 
progress, the tonsils cleaning up well. On April 10, however, 
though his temperature at 8 AM was normal and his throat 
and tonsils showed very little inflammation, he complained 
of feeling very rotten. He had been delirious the previous 


night. It was thought that the sulphanilamide tahlets on 
top of the severe toxemia were responsible for these symptoms 
and they were accordingly stopped. At 4 pm his temperature 
had risen to 100-2° F. and his pulse-rate to 106. At 11.30 pm 
he was again delirious and behaving in an odd fashion. He 
got out of his bunk, rolled it up and started walking away 
with it. His conversation was rambling. On being directly 
questioned, he stated that he had nd headache. He was 
rather inclined to cry. It was noted that his skin was very 
dry. A brief examination of the central nervous system 
then showed his knee-jerks and ankle-jerks to be absent in 
both legs. Both Babinski reflexes were positive. His abdo- 
minal reflexes were all present, however, and Kernig’s sign 
was negative. There was no neck rigidity. His temperature 
was 102-4° F. and his pulse-rate 110. A bromide and chloral 
sedative was administered and a constant watch kept on him. 

On April 11 his temperature at 8 am was 102° F., his pulse- 
rate 100. Throat clean and very little inflamed. He was 
completely rational. At-4Pm, his temperature being 103° F., 
he was given a tepid sponging. At 8 pm his temperature was 
found to be 107-2° F. and he had ceased to sweat. He was 
drowsy rather than delirious and was. perfectly capable of 
giving a rational answer when spoken to. All devices for 
rapidly cooling him were accordingly forthwith instituted. 
Bearing in mind the environment of the patient in a hot 
blacked-out sick-bay, this was easier said than done. The 
water-supply throughout the. ship was permanently tepid. 
While large blocks of ice were being obtained from the ship’s 
refrigerator to cool down a bath of water, the patient was laid 
on the sick bay table over which a large deck-head fan was 
playing ; two smaller table fans were directed at him—one 
from the head end of the table and the other from the region 
of his feet. His naked body was covered with a wet sheet and 
as the water evaporated from this more was sprinkled on. 

The bath was meanwhile soon reduced to about 50° F. and 
he was then supported to it. Within 15 minutes of immersion 
his temperature dropped to 103° F. and he was (much against 
his will) removed from the bath on to his bunk. Here, with 
table fans playing upon him, he was again covered with a wet 
sheet. Half an hour from the moment he was first put into 
the bath, his temperature was down to 97-8° F. From that 
moment he never looked back. The wet sheet was removed 
an hour later and he settled down for the night with just 
one fan running somewhere in the vicinity to ensure some 
movement of air. 

On April 12 he felt much better, his temperature remaining 
throughout the day in the region of 99° F.. Normal sweating 
did not begin again until the evening. On April 13 his 
temperature fell to normal and remained there until his 
discharge back to duty on April 19. 


The temperature chart is self-explanatory. Morning 
and evening temperatures only are shown each day 
——- on April 11 and 12—the , Gn critical. days—when 

4-hourly readings are recorded. 


HISTOLOGICAL EFFECT OF 
PROFLAVINE POWDER ON FRESH WOUNDS 


FRANK HAWKING, D M oxFp 
(From the National Institute for Medical Research) 


Ttus note is written to. describe the histological effect 
of applying acridine antiseptics as powder to clean 
experimental wounds. Mitchell and Buttle’ have 
a that the application ef powdered proflavine 

hate. to chronic suppurating human wounds often 
me aes great improvement. Russell and Falconer? 
have recently described experiments in -which acridine 
antiseptics were applied as powders to the brains of 
rabbits ; extensive necrosis was caused im every case. 
‘The present experiments show that necrosis is similarly 
caused by the application of acridine antiseptics to 
wounds in subcutaneous tissue. 
__ Rats were anzsthetised,,an incision was made in the 
flank, and the skin was.lifted up over an area of about 
3-4 sq. cm.; 10 mg. of the powdered antiseptic was 
inserted into the pocket thus formed and distributed. 
The opening of the wound was then loosely sutured. 
The rats were killed at ess gm of between 2 and 20 
days and the site examined by -the usual histological 
methods. Proflavine hydrochloride was tested on six 


1. Mitchell, G. A. G, and Buttle, G. A. H: Lancet, 1942, ii, 416. 
2, Russell, D. 8. ani Polpoment Mi A. Tidak, 19430 17 BBO. 
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animals, proflavine salicylate, proflavine p-hydroxy 
phenyl sulphonate, _ vine hydroiodide, neutral 
om arochh id 


), proflavine base, and 5- 
oride were each tested on four 
> 


controls. It was ho to find some derivative of pro- 
flavine which would be less soluble and less acid or 
alkaline in solution than proflavine sulphate, and there- 
fore less harmfal. Proflavine base is soluble in water, 
1 in 8000 at 20° C., and the pH of the saturated solution 
is 8-6. Thecorresponding figures for the other compounds 
are: salicylate 1 in 1700 and 6:9; p- ae 
sulphonate 1 in 420 and 5-9; hydroiodide 1 in 240 and 6:8; 
5-aminoacridine hydrochloride about 1 in 300 and 6-7. 
The contrel wounds healed rapidly with only very 


‘slight inflammatory reaction, and by the 10th day the 


site of the wound was almost indistinguishable from the 
surrounding skin. Im the treated wounds there was 
great effusion of fluid in the connective tissue planes 
between the muscles of the abdominal wall and the skin ; 
and necrosis of the skin, subcutaneous tissue and portions 
of the muscles of the abdominal wall occurred. In the 
more severe cases the necrosis extended as far as the 
peritoneal surface. The necrotic tissue gradually separ- 
ated and by the 20th day an ulcer was usually left 
measuring 0-5-2 cm. across. It was difficult to dis- 
tinguish any great difference of toxicity between the 
various compounds studied; proflavine salicylate 
seemed slightly less harmful than the others and pro- 
flavine base slightly more harmful, but the series is too 
small for these conclusions to carry any weight. 

It was concluded that, although acridine antiseptics 
as powder may be beneficial to chronic suppurating 
wounds, as Mitchell and Buttle report, their prophylactic 
application to fresh non-suppurating wounds will 
probably cause extensive damage, and is not to be 
recommended. 

SUMMARY 

Salts of proflavine and of 5-aminoacridine were 
inserted in. powdered form into experimental wounds 
made under the skin of rats, Extensive necrosis occurred 
in every case. The application of these powders to 
fresh human wounds is not to be recommended 

Thanks are due to Mr. A. J.-Ewins, FRS, of May and 
Baker Ltd., for supplying many of the compounds; to Mr. 
F. J. Higginson for the histological preparations; and to 
Miss V. D. Markham for technical assistance. 


Medical Societies 


TUBERCULOSIS ASSOCIATION 


AT its meeting in London on May 21, under the chairman- 

ship of Mr. J. E. H. Roszrts, the association discussed 
War-time Diet and the Tuberculous Patient 

Dr. H. A. Ross-indicated the lessons to be drawn from 
the effect of nutrition on belligerent and neutral nations 
in the last war. He maintained that at present an 
adequate number of calories is not difficult to obtain ; 
what causes concern is the source of such calories. The 
average weight gain of patients in some of the sanatoria 
of the Welsh National Memorial Association in recent 
months compares favourably with the weight gained in 
the same institutions before the war. 

Dr. C. H. C. Toussaint of Bermondsey had the needs 
of the domiciliary patient particularly in mind. He took 
as a basis Diet No. 2 from the report of the BMA Com- 
mittee on Nutrition. The diet provides over 3000 
calories daily, and health and working capacity can be 
maintained on it over long periods. Rationing of meat, 
bacon, cheese, butter, fats and — has cut by half the 
amounts considered advisable in diet. That applies 








particularly to first-class proteins. The allowance of 


two pints of milk daily to tuberculous persons almost 
compensates for this loss both in calories and proteins. 
Dr. Foussaint then Nec eet the average weights of a 
group of patients when they were first seen at his dis- 
pensary between 1936 and 1939 with their weights duri 
1942-43, Of 39 sputum-negative patients only 5 sh 

a loss, while in 16 the weight remained stationary and in 
18itrose. Of 45 tum-positive patients only 9 showed 
a loss, while in 22 the weight remained stationary and in 
14 it rose. Apart from a shortage of vitamins B, and C 
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(which could be added to the diet in synthetic form), 
Dr. Toussaint did not think that the present war-time 
diet was exercising a deleterious efféct on his tuber- 
culous patients. 

Dr. R. Y. KEEers gave a preliminary account of some 
experiments he had carried out at Tor-na-Dee Sanatorium. 

th thé help of the Medical Research Council he has 
been able to give an extra fat ration to his patients 
equivalent in calories to the extra allowance of carbo- 
hydrate which Dr. George Day used in his published 
experiments at Mundesley. Dr. Keers found that 
patients receiving this extra fat at first gained weight 
more rapidly than the controls, but later digestive 
troubles were frequent, appetite became impaired and 
the additional fat could no longer be tolerated. 

Prof. H. P. Himsworts, secretary of the Medical 
Advisory Committee to the Ministries of Food and 
Health, said he was anxious to obtain a really reliable 
cross-section of opinion on this subject. It is true, he 
said, that the diet is different now from what it used to 
be, but he was of the opinion that it is nutritionally cor- 
rect and that rationing is theoretically adequate. He went 
into the various components of the present-day diet in 
more detail. As far as the vitamins are concerned the 
intake of A and D is practically unchanged, thanks to 
vitaminised margarine ; wheatmeal bread has helped to 
avert any shortage of B ; but he admitted that vitamin 
C is probably in poor, supply in the late winter months 
and in the spring owing to the shortage of fresh fruit and 
the reduced yield from potatoes. Regarding minerals, 
the increased consumption of fresh vegetables has sus- 
tained the iron intake while the allowance of two pints 
of milk has provided the necessary amount of calcium. 
He dwelt on the interchangeability of carbohydrate and 
fat as opposed to protein for which there is no substitute. 
He showed that rationed commodities, plus protein 
derived from the extra milk allowance, from vegetables 
and from the addition of milk powder to bread, will pro- 
vide 82 g. out of the 100 g. needed daily. This took no 
account of such sources of protein as tinned food and 
meals taken at communal! feeding places. 

In the general discussion the point was raised whether 
the tuberculous community should not be regarded for 
priority purposes with the ‘‘ family’ rather than the 
“‘ individual’ as the unit. It was suggested that there 
is a tendency for the healthy members of a family to go 
short in order to assist the invalid. Professor Himsworth 
said that the difficulties in the way of providing extra 
nourishment for family contacts.are great. Apart from 
complexity of administration it must be remembered 
that when there is perhaps only just enough food to go 
round such a grant pase only be made at the expense 
of healthy hard-working citizens. He would only be 
justified in attempting to do this if the evidence pointing 
to the need for it was sufficiently strong. The meeting 
was unable to produce the necessary convincing evidence, 


MORTAR SHELL IN THE ARM 
REMOVAL of unexploded missiles is becoming one 
of the natural hazards of the course to war surgeons, and 
the Moscow News of Oct. 17, 1942, gives an account of 
the removal of a mortar shell from the upperarm., A 
Red Army soldier named Yevtushenko was brought to a 


brigade dressing station on the Briansk sector of the’ 


front with the stabiliser of an intact mortar shell pro- 
truding from the left arm near the shoulder, and the nose 
showing near the elbow (see figure). It had fractured 
the humerus and 
lodged in the triceps. 
Working by the light 
of a paraffin lamp V. F. 
Babintseva, an army 
doctor of the third 
rank, undertook its re- 
moval. Her assistants 
held the forearm 
firmly, and a local 
anesthetic was used ; 
she removed the shell 
by dissecting the 
tissuesalongaline join- 
ing the sta to the 
fuse. The man did well. 
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Reviews of Books 
The Pub and the People 

Mass-Observation. (Gollancz. Pp. 350. 16s.) 

Tuts book is an intelligent piece of field research long 
overdue and on a subject too long neglected. Lip 
service is often paid to the aphorism that. the proper 
study of mankind is man, but in practice it has usually 
been interpreted in one of two ways: either as a specula- 
tive inquiry into man’s relation to his environment and 
his correct behaviour pattern, chiefly as an exercise in 
moral philosophy; or, as an inquiry into the habits 
and customs of the so-called uncivilised, savage portion 
of the species—presumably on the assumption t the 
investigator has already achieved a perfect adaptation. 
In this work we have the “‘ investigator ” studying him- 
self, or at least people very little removed from himself. 
Trained observers, and a number of assistants more or 
less casually employed on special details, carried oft the 
investigation, living and working for some years as 
wholly identified units in the city, and the book contains 
an analysis of the material gathered on the public-house- 
going activities of the population in an English industrial 


CIty 


ny local authorities are actively antagonistic to 
“the Trade’’; beer is itself neither as potent nor as 
good as it was, although it is dearer; the standard of 
comfort in public houses has risen very little, while that 
of the contemporary scene has increased tremendously. 
These are all reasons for some decline in the popularity 
of pub-crawling. To offset them, there is a strict control 
over the issue of licences, and this has lessened competi- 
tion. For instance, in 1848 there was a pub to every 
170 inhabitants, in 1940 one to every 559. But in 1937 
there was more money spent nationally on drink than 
on furniture, coal and footwear together; and it is the 
third item on the nation’s bill of expenditure, Yet 
there is no doubt that pub-going as a regular habit 
among working men is decreasing, and in the course of 
this investigation it became clear that all the town’s 
older institutions are declining—activities varying from 
ag ing in the political machine to pigeon-racing. 
ey are being elbowed out of the way by football-pools, 
the cinema, dog-racing and the wireless. Metaphysical 
speculation on the nature of existence is a vital concern, 
and answers to the fundamental queries—why are we 
born, where are we going, what Hippens when we die, 
why is it alt worth while, what active part in shaping 
our lives can we take—were formerly sought in the social 
activities covered by the ch » political party, club, 
and public-house (as a more informal and uninhibited 
club-room). Each institution subserved an expressed 
or felt social need and function, and each encouraged 
coéperation for common ends. each developed 
@ series of customs and traditions, and those centred 
around the pub are discussed and analysed in this book. 
Contradictions bristle. Brewers. advertise their wares 
to obtain maximum sales, their criterion being sales 
success, and are thus on a footing with the cinema, 
dance-hall, dog-track and radio in disclaiming or alto- 
gether ignoring ony social obligation. Yet it also remains 
true that most ords still think of their house as a place 
for their friends to meet, rather than a place of profits. 
The detailed story of how and why, how much, where 
and when, the Worktowner drinks is fully described, 
together with an account of some of the sequele of 
driiking and related group reactions, such as the tem- 
perance movement. Some of the i ive anecdotes 
are slightly tedious, an index is lacking, and misprints 
and bad uation are annoying; but the prefaced 
account of the difficulties of preparing and publi the 
book at all are ample explanation, and it is to the credit 
of Mass-Observation that the task was attempted and 
some portion comes, Whatever views a reader 
holds on drink, this shows that it forms a significant 
part of the working man’s existence. 


Short Textbook of Midwifery ; 
(3rd ed.) G. F. Greserp, MS Lond., FRCS, FRCOG. 
(Churchill. Pp. 542. 21s.) 


THE new edition of this deservedl 
handy, well turned out and readable. 


aogeee book is 


teaching 


throughout is moderate and balanced, though not ail 
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obstetricians. will agree with the remark on cesarean 
section that “‘ as a routine the upper segment operation is 
chosen if the patient is not in labour.”’ Surely, even 
before the onset of pains and before the formation of a 
true lower segment it is usually preferable to extract the 
child through an incision made in the lower part of the 
uterus, thereby securing a pleasanter puerperium and 
avoiding the risk of postoperative adhesions to the scar. 
The chapter on hyperemesis has been revised in the light 
of Sheehan’s work and many alterations have been made 
throughout. In his preface to the first edition Mr. 
Gibberd remarked that it is better that a book should 
from time to time stimulate the natural interests of: the 
reader than that it should provide him with a complete. 
set of facts; this happily written instructive volume 


amply supports such a thesis. 





PLANNING BY HOSPITAL RESIDENTS 


In March, 1942, a number of hospital assistants and 
residents in Sheffield formed themselves into a group to 
discuss medical planning. They felt that men and 
women who had qualified within the last ten years, many 
of whom would shortly join the Forces, had too little 
representation on existing planning bodies. A series of 
discussions was held and at the end of these a question- 
naire on the issues raised was sent to all assistants and 
residents in the Sheffield hospitals, voluntary and 
municipal. About a third filled them in: 18 of the 23 
questionnaires thus returned were from men, 5 of whom 
are now serving in the Forces. The average period since 
qualification in members of the group was four years, 
graduates of seven British universities being among them. 
The following conclusions represent the opinion of 
three-quarters or more of those who completed the 
questionnaire. 

1. The preventive and curative medical services should 
be integrated into one health service and should not be 
separately directed. 

2. Hospitals should be coérdinated and directed by 
regional councils, to be responsible to a National Medica! 
Committee, in which 50% of the members should be 
medical men. 

3. Hospitals should be codrdinated within regions 
larger than the existing local g$vernment areas, and in 
each region a teaching hospital should act as the key 
hospital. Each hospital should be administered by a 
medical committee to appoint medical staff and direct 
medical matters; and a lay staff to direct general and 
financial matters. 

4. Consultants. should be associated with a teaching 
hospital and should receive asalary for their hospital work. 

5. General practice should be carried out from health 
centres, each of which should cover a population of some 
15,000.and ‘be-staffed by about 10 doctors, 

6. Health centres should be codrdinated with hospitals 
in the region and public health personnel. Services 
should be unified with general practitioners in health 
centres and the centre doctor should be enco to do 
some of the work now done by the public health depart- 
ment, provided he had undergone special training. 

7. Doctors sheuld be appointed to the centres by the 
regional medical authority and paid a basic salary in 
addition to a capitation fee for each patient up to a 
maximum of 2000. 

8. A more uniform qualification is desirable and a 
resident hospital yon neem following qualification 
should be. required before admission to the register, 

9. In the appointment of medical teachers more con- 
sideration should be paid to the candidate with ability 
to teach. Most of the group felt that though teachers 
should be allowed to do research they should not engage 
in private practice or accept public appointments. ft 
was thought that the general snesrnnee should play 
some part in the teaching of students. 

10. Research departments should be created in all 
teaching hospitals with a paid director whose duties would 
include initiation and coérdination of research. 

11. The doctor should be paid, not directly by the 
patient or through doctors’ clubs, but either through an 
insurance scheme open, to the whole population or by the 
state on a salary basis with pension, or by a combination 
of these two methods. 
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Synthetic anti-prothrombic substance 


TEMPARIN 


3’—METHYLENE -BIS -(4-HYDROXYCOUMARIN) 


ROTI 


TEMPARIN brand 3:3'-methylene-bis-(4-hydroxycoumarin) is 
a synthetic anticoagulant which prolongs prothrombin and 
coagulation times of blood. It is a white crystalline water- 
insoluble powder and is active when given by mouth. Its anti- 
prothrombic properties suggest its use in the treatment of 
established thrombosis and, prophylactically, in the prevention 
of post-operative thrombosis and in other related conditions. 


References: 
Am. J. Med. Sci. 1941, 202, 563; 1942, 204, II. J. Am. Med. Assoc. 1942, 120, 1009. _ Lancet’ 1942, §, 318; 1943, 1, 458, 611, 62). 


Further details on request. 
Made in the Fine Chemical Laboratories of 
HERTS PHARMACEUTICALS LIMITED 


WELWYN GARDEN CITY, RT OSS ie Lee 
Telephone : Welwyn Garden 3333-6 








Chemotherapy in the intestines 


COLISTATIN 


brand 
SUCCINYLSULPHATHIAZOLE 


COLISTATIN brand succinylsulphathiazole is a chemotherapeutic agent having a 
specific sphere of action in the intestinal tract. The combination of the succinyl 
radicle with sulphathiazole gives the compound a degree of insolubility which 
ensures that its effect is exerted only when it reaches the intestines and colon. 

The slow rate of absorption from the gastro-intestinal tract ensures an exceed- 
ingly low concentration in the blood stream with consequent low toxicity and 
jo Sing a high concentration in the intestines where its effect is desired. 
Furthermore, it has been shown that succinylsulphathiazole is active in the 
presence of ulcerative lesions, 2 condition which diminishes the activity of most 
types of chemotherapeutic agents. 

Succinylsulphathiazole has been shown to be of value for the treatment of colitis, 
except of tuberculous origin. Used for pre-operative preparation of abdominal 
cases and for post-operative administration, it reduces flatus and exerts a marked 
antibacterial action on ccliform organisms. It is also valuable in the :reatment 

e of bacill:ry dysentery. 
‘ References: 
Proc. Soc. Exper. Biol’. & Med. 1941, 48, 129. Arch. Surg. 1942, 44, 187, 208. B.M.}. 1942, 2, 162. J. Lab. Clin. Med. 1943, 28, 162. 


Available in. tablets.of 0.5 gramme in bottles of 100, 250 and 1000 tablets. 
Further details on request. 
Made in the Fine Chemical Laboratories of 


HERTS PHARMACEUTICALS LIMITED 


WELWYN GARDEN Crry, nil tft tA atthe 
Telephone : Welwyn Garden 3333-6 
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Simultaneous Immunization 
against Whooping Cough | 
and Diphtheria... 


MUNIZATION of children against whooping cough may 

be satisfactorily undertaken by means of four doses of 

Whooping Cough Vaceine “A,” each containing 4,000 

million B. pertussis. The interval between each of the first three doses is 
one week, and that between the third and fourth doses, one month. Similarly, 
immunization against diphtheria can be satisfactorily accomplished by two 
doses of Diphtheria Toxoid, Alum Precipitated (0-2 c.c. and 0°5 e.c.), at four 
weeks’ interval. The total number of doses required can be reduced to four 
by combining the first dose of Diphtheria Toxoid, Alum Precipitated, with the 
first dose of Whooping Cough Vaccine, and’ the. second dose of Diphtheria 
Toxoid, Alum Precipitated, with the fourth dose of Whooping Cough Vaccine. 


In other words, combined inoculation may be accomplished by the following 
scale of doses :— 


First Dose:—O-2 c.c. Diphtheria Toxoid, Alum Precipitated, with 
4,000 million B. pertussis (Bordet’s bacillus). 


Second Dose :—After one week 4,000 million B. pertussis (Bordet’s bacillus). 

Third Dose :—After one week 4,000 million B. pertussis (Bordet’s bacillus). 

Fourth Dose :—After one month 05 c.c. Diphtheria Toxoid, Alum 
Precipitated, with 4,000 million B. pertussis (Bordet’s bacillus). 


These doses may be obtained from separate vials of the two preparations 
and mixed in the syringe at the time of injection; or sets containing the four 
appropriate doses prepared in the Inoculation Dept. of St. Mary’s Hospital, 
London, each in a volume of 1 ¢.c., are available as Whooping Cough Vaccine 
and Diphtheria Prophylactic (Combined) “ W.A.P.T.” 


@ Further details will be supplied-on request 


SOLE AGENTS: 


PARKE, DAVIS « COMPANY 
50, BEAK STREET : LONDON, W.1 


Ine. U.S.A., Liability Lid. 
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LONDON: SATURDAY, JUNE 5, 1943 


WHERE WE STAND 

We are in. favour of a comprehensive medical 
service. We are not in favour of direct employment 
of general practitioners by local authorities or by-the 
state. Most of the medical profession would, we 
believe, agree with us in these two opinions, and we 
hold that they are not incompatible. 

The purpose of a comprehensive service is to 
meet the medical needs of the people. Apart from 
public-health activities, these needs, essentially, 
are two—hospital care and personal care—and no 
service would be comprehensive which developed 
one to the detriment of the other. The first and more 
obvious purpose of medical reform is to make scientific 
resources available to everybody ; and reformers are 
apt to think of no other. But it may be “4 ually 
important to the public to ensure that pe: care 
of high quality is also available to them. One part 
of medicine can be practised only by doctors in groups, 
working with nurses and other auxiliaries in hospitals ; 
but another part is best undertaken by doctors work- 
ing as individuals. It is true that many of our people 
have never had personal care and set little store by it. 
It is also true that personalities may count for less in 
Russia, or Utopia, or 2043, than they do here and 
now. The average Britisher of today, however, 
wants not only the benefits of science but also the help 
of an. individual doctor—my doctor—who will advise 
him, and interpret to him, and accept medical re- 
sponsibility for him and hisfamily. A comprehensive 
service should provide both hospital care and personal 
care at their best. 

For the better application of scientific methods we 
must have better hospitals as soon as possible, and 
meanwhile better use of those there are. It. is. gener- 
ally accepted that the hospitals of an area must be 
grouped to form a regional service, and the main 
question outstanding is who should manage these 
services. They might be administered by the Ministry 
of Health through regional offices; or by a semi- 
ndependent National Medical Corporation formed for 

he purpose; or by local-government authorities. 
Direct control by the Ministry has found few advo- 
cates, and medical opinion has preferred the idea of a 
porporation in which doctors, laymen and the Ministry 
would be represented. But the Government, rightly 
br wrongly, is unwilling to entrust a new corporation 
with the responsibility of running all the hospitals 
bf this country, three-quarters of which at present 
belong to municipalities. Its own solution is to form 
atutory health authorities for each hospital area 
nd put the service in their hands. To meet objec- 
ions based. on painful experience, it would make the 
reas far larger than those of existing health authori- 
les, and it would safeguard or improve the position 
f hospital medical officers. by setting up advisory 
nedical committees throughout the services and by 
jiving doctors: ion in the health authority 
self. We hold strong views on the need for every 
ospital officer, senior or junior, to enjoy personal 
esponsibility in his work, and we have lately deplored 


the state of affairs in many municipal hospitals where 
professional freedom is all but dead. Nevertheless we 
recognise good reasons why public institutions should 
be administered by the people of the locality ; we 
think the proposed safeguards valuable ; we are con- 
tent that hospital staffs should be paid by salary ; 
and—though we should prefer it otherwise—we see no 
fundamental reason why the salaries of doctors work- 
ing as a group in hospital should not be paid directly 
by a local authority. 

The payment of the family doctor is another matter. 
We agree that, for convenience, he should normally 
work as one of a small group, with the facilities of a 
health centre at his disposal ; but, if personal care is 
to reach its highest level, each individual citizen 
should wherever possible have a doctor of his own, 
freely chosen and freely changeable. The * bond 
between the two should somehow be made personal : 
the patient is not contracting with the health centre— 
still less with a local authority—to cherish him in 
sickness and in health. A doctor employed and paid 
by a local authority could not give him the single- 


minded service he seeks ; for such a doctor has ceased . 


to be a free agent and is to some extent the agent of 
his employer. The traditional relation between 
doetor and patient, which is the proper basis for 
personal care, is profoundly modified when any third 
party, with a non-professional outlook, can claim ‘the 
doctor’s allegiance—when the patient can feel, 
rightly or wrongly, that his interests no longer come 
first. Therefore, if for no other reason, the family 
doctor should not be the paid servant of a local 
authority. The problem of disinterested certification, 
to. which we referred last week, must have some 
other solution. In their discussions with the Ministry 
the Representative Committee must find means to 
rationalise medical ‘service without destroying the 
psychological foundation of personal care. 


If it is politically impossible or inadvisable to entrust ' 


a comprehensive service, with its thousands of hos- 
pitals, to a National Medical Corporation, is it not 
worth considering a corporation concerned only with 
providing personnel ? Such an organisation—we may 
call it, to-mark the difference, a Medical Guild— 
might have as members all doctors outside Govern- 
ment employ. It could be paid by the Government, 
and by health authorities and other bodies, for 
services rendered, and would divide its receipts ameng 
its members—in salaries, in capitation fees, or in any 
other way—according to the duties performed. 
Appointments as medical superintendent, or house- 
surgeon, or medical officer of health, or works doctor, 
would be made by the Guild in consultation with the 
health authority or firm concerned ; but the holder of 
any of these posts would remain proféssionally free, 
since the employer paying his salary would be his own 
profession. A Guild of this kind would naturally be 
responsible for the discipline of the profession, and 
should. be able to find means of checking abuse of 
certification. It might also assume control of medical 
education, and in relation both to training and appoint- 
ments, could work through councils associated with 
the universities and medical schools of each region. 
Since it would be handling large sums of public money, 
and imaking decisions of considerable importance to 
the public, the Government and the public might well 
claim representation on its governing body ; but this 
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might in fact be healthy, since closed corporations 
are apt to become narrow-minded 

Professional self-government on some such lines 
might bring the traditions of the past into the service 
of the future. It would at least be a challenge to 
doctors to show that they can collaborate in a big 
way for the public good. 


INFECTED WAR WOUNDS 


THis pause between rounds is an appropriate 
time to evaluate the experience gained in the treat- 
ment of wounds on different fronts at home and 
abroad and to sift the work of our research teams. 
Such a survey has been undertaken by a committee 
of the National Health and Medical Research Council 
in Australia and one of their reports! deals with 
infectéd wounds. : 

Infection may be due to inadequate treatment or 
the delay inseparable from mobile war. The com- 
Yiiittee point out that the missile itself is not the usual 
harbinger of infection—often the organisms are 
introduced during treatment. The organisms may 
come from the nose or mouth of the patient or his 
attendants; from the bedclothes, dust, infected 
wounds of other patients, the hands and fingers of 
attendants, instruments. Accordingly they urge 
that all surgeons should be familiar with what is 
known of hospital cross-infection, and should digest 
our Medical Research Council’s War Memo No. 6. 
As a rule the late wound needs gentle debridement ; 
it should be laid open and enlarged, the fascia freely 
divided, old blood-clot removed, tags of necrotic 
tissue excised, and any accessible foreign body 
removed. For this the scissors should be preferred to 
the knife, and gentleness is essential if the surrounding 
defensive barrier is not to be breached. Sometimes 
it will be possible to leave the wound alone—if there 


is no redness or swelling, no cadema or pain. If pain 


in the wound persists in spite of complete rest, it is 
certain that exploration is needed. If the wound is 
tender or painful and there is much edema—especi- 
ally if the cedema is increasing—drainage is needed 
urgently. Should the infected wound be encased 
in a closed plaster ? The answer cannot be-dogmatic. 
The committee agree that in the fresh war wound the 
closed plaster method has proved itself. In the 
infected wound they believe that it is the commoner 
praetice in England for surgeons to withhold plaster 
until the acute inflammatory reaction has settled 
down. But many of our surgeons maintain that if 
drainage is efficient immediate plaster immobilisation 
carries no risk. Even if pus does pocket, the tem- 
perature chart, pain and distal cedema are early 
definite indications for further drainage. If there is 
doubt about the local circulation, or if the patient 
is to be evacuated to a different hospital under the 
care of a surgeon who does not’ know the details of 
the previous operation, then plaster is inadvisable. 
The plaster, if used, must be adequate—it. must 
extend and include the joints above and below, ant 
for the thigh wound a double hip spica is desirable. 
The committee recommend vaselined gauze packing 
but the ‘“‘ packing ’’ should be merely lightly laid on. 
The plaster should hardly ever be removed in less than 
a month, and unpleasant smells can be checked by en- 
closing iti ina bag of charcoal cloth. Wound discharge 





Le Med. J. Aust. March 6, 1943, Suppl. 


sometimes causes a local dermatitis ; it is well then to 
leave the plaster off for a few days before reapplying it. 
In the already infected wound the local use of 
sulphonamides is disappointing, for pus and necrotic 
material interfere with their action and prevent them 
diffusing into the deeper barrier tissues. To reach 
these tissues a sulphonamide must be given by mouth, 
for the concentration of drug in the living muscle will 
then be much the same as in the blood. In pre. 
paring the granulating surface for skin-grafting, 
however, local sulphonamides have proved their 
value. Irrigation of the infected wound, with Dakin’s 
solution, eusol or electrolytic sodium hypochlorite, is 
useful not so much for its antiseptic action as because 
it will dissolve necrotic sloughs and stimulate a fiow 
of plasma. For infected wounds of hands and fingers 
the committee consider that the silk irrigation 
envelope devised by Bunyan and STANNARD prevents 
cross-infection, and the early movements it permits 
may be an advantage. They approve of powdered 
proflavine for dusting the infected wound, as de. 
scribed by Mrronzti and BuTrie?; in amounts of 
0-25-2 grammes it is effective against most pyogenic 
organisms, but does not influence proteus. They 
draw attention also to the value of 1% acetic acid 
in dealing with B. pyocyaneus, which is resistant to 
other antiseptics and often destroys the newly applied 
skin-graft. They recount the many advantages of 
penicillin, with its potency against sulphonamide. 
resistant organisms and the staphylococcus, and join 
in the lament that so little is available. No mention 
is made of the importance of bacteriological control 
of treatment, which was strongly advocated in the 
MRC War Memo No. 6 on the prevention of hospital 
infection of wounds. As soon as the healing 
wound is relatively sterile, skin-grafting or secondary 
suture is to be carried out; secondary suture is 
perhaps not done often enough. Any skin area 
larger than 3 sq. in. requires a graft; such graft- 
ing must not be delayed, for this leads to deep 
fibrosig, and the resultant anemic granulations are 
unable to deal with infection. The scarred base too 
is a poor recipient for a graft, and such scarring leads 
to permanent disturbance of function. Under plaster 
the skin that grows in from the sides is of poor 
quality, and a skin-graft is to be preferred. In pre- 
paring the graft bed they recommend saline baths 
(2%) followed by sulphonamide dressings, and at 
night a crépe bandage to maintain firm pressure. 
About a week’s preparation is usually needed, and 
razor grafts are much to be preferred to the seedling 
(Reverdin) type of graft. Attempts to hurry local 
wound healing by so-called wound stimulants have 
been abandoned. Sometimes a persistent ¢hronic 
wound may be due to a deep foreign body. The 
removal of this is not to be lightly undertaken, and 
should only be done after careful X-ray localisation. 
If accessible it may be approached gently through the 
wound itself; if deeply placed it is probably better 
and more easily approached from a different direction. 
Meanwhile the wounded patient’s general condition 
must not be forgotten. He needs extra vitamins and 
more than the usual allowance of proteins; blood- 
transfusions are to be given not only for their hemo- 
globin but also as a means of restoring rapidly the 
ee protein reserves. 


. Mitchell, G, A. G. and Buttle, G. A. H. Lancet, 1942, ii, 414. 
. Ibid, 1942, ii, 369. ” 
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WORKING HOURS OF YOUNGSTERS 

THosz who have consistently maintained that 
over-long hours are worked by young people in 
factories and elsewhere will be relieved to know that 
the Government has decided to review the position 
and to lessen the strain imposed on some of them by 
war-time working comditions. This intention is 
announced in a White Paper‘ prepared by the 
Board of Education and the Scottish Education 
Department, describing the results of interviews with. 
boys and girls between 16 and 18. The object of 
the interviews, which were carried out by panels 
appointed by the local education authorities, was to 
determine how these youngsters’ well-being and 
training for national service could be advanced, and 
to see how far they could be advised to join pre-service 
training organisations in the spare time left to them 
after a day’s work. It was found that for various 
reasons 25-30% of them could not reasonably under- 
take spare-time activities. In many cases the hours 
spent in work and travel were so long and inconvenient 
that the young people had little leisure or energy left. 
Many girls had to do domestic work at. home after a 
full day’s work; others took part-time evening 
employment as cinema attendants. Most of the 
interviewing panels report evidence of widespread 
fatigue and strain among the young people, but they 
also pay a tribute to their morale and keenness to 
help in winning the war. Complaints were rarely 
heard about the hours and conditions of work. 
“There is,” says the report, “abundart  testi- 
mony to their cheerfulness in shouldering their 
responsibilities, and many interviewers have re- 
ferred warmly to the stimulus and _ encourage- 
ment which they themselves have found in meeting 
them.” 

The Committee on Wage-earning Children, in an 
addendum to its 1940 report,? paints a gloomier 
picture. It quotes instances of excessive hours being 
worked by young people in many parts of the country, 
and maintains that the Young Persons (Employment) 
Act, 1938, which controls the hours of errand and 
van boys, assistant cinema operators and pages in 
clubs and hotels, is not being administered adequately. 
It says that long hours are being imposed on children 
by emergency legislation, and that the Ministry of 
Labour, using the Defence Regulations, is making 
orders permitting women and children to be employed 
for longer hours than are allowed by the Factories 
Act. From Lincoln “ appallingly long hours” of 
work are reported, ranging from 50 to 60 and even 
70 hours weekly, and “ it was disturbing to find that 
the statutory limit was not being exceeded.” It is 
not clear in which occupation 70 hours a week was 
being worked but in no regulated occupation is a 
young person allowed to work as long as this. Those 
not protected by legislation include office workers 
and girls who are employed in the kitchens, serveries 
and mess-rooms of industrial canteens. The com- 
mittee says that although it would be illegal to 
employ a girl under 18 at night in a factory process, 
there is nothing to prevent her being employed at 
night, or for over-long hours, in a factory canteen. 
1. Youth Registration in 1942. Cmd. 6446. HMSO. 1943. Pp. 
2. Industrial Protection of Youth, 1940. Issued by the Committee 


on Wage-earning Children, 296, Vauxhall Bridge Road, S.W.1. 
With an addendum dated 1943, 3d. 





On the other hand, the White Paper finds no evidence 
that young persons in general are working hours in 
excess of those permitted by the existing regulations ; 
but when the hours allowed as set forth in its ap- 
pendix are examined, its not surprising that evidence 
of widespread fatigue among. youngsters has been 
found. Take the Factories Act, for instance. The 
basic weekly hours of work for young persons over 
16 not working overtime are 48, a figure which does 
not include meal-time breaks or rest pauses, and it is 
legally possible for the young persons to spend as 
much as 11 hours a day in the factory. They may 
also work overtime for 6 hours a week and 100 hours 
in the year spread over not more than 25 weeks. 
While doing overtime they are allowed to remain in 
the factory for as much as 12 hours a day. Further 
relaxation of hours is allowed under the Defence 
Regulations, and the Committee on Wage-earning 
Children points out that there are two kinds of 
orders making longer hours possible: general emer- 
gency orders which apply to certain classes of factories, 
and special emergency orders which apply toindividual 
factories. None of the special emergency orders and 
few of the ‘general orders are on sale, but as a result 
of protests in Parliament the general orders are now 
available in the libraries there. The committee 
is inquiring how far the special orders issued 
privately to individual factories allow hours of work 
in excess of those permitted by the general 
orders. 

The time worked by young people under 16 is a 
different problem; these children should certainly 
not work more than 40 hours a week, but 44-48 hours 
(with no overtime) are at present allowed in most. of 
the regulated occupations. It is refreshing therefore 
to learn from the White Paper that the Govern- 
ment proposes to review immediately all cases of 
war-time relaxations. of hours of employment with 
the object of providing that young persons of 16 and 
17 shall not be employed for more than 48 hours in 
any week “ except where the hours were necessitated 
by the particular circumstances,” and similarly that 
young persons of 14 and 15 shall not be employed for 
more than 44 hours a week ; let us hope that in this 
case 40 will be substituted for 44. It is intended to 
arrange wherever possible for the transfer of young 
people from employment which necessitates travelling 
for more than an hour each way to employment 
nearer home; to develop the existing policy of 
staggering hours of employment; to review the 
arrangements for the feeding of young people in 
industrial and business canteens; and to make it 
clear to local education authorities and interviewing 
panels that young people should not be encouraged 
to take part in extra activities which encroach on their 
periods of rest and sleep. The question of double 
employment will also he reviewed with a view to 
strengthening the existing law. With the Times, we 
hope that the measures proposed to remedy the 
situation will be prompt and effective. 





‘“* The results reported are essentially. negative. . . . Pub- 
lication of our findings seems, nevertheless, desirable ; a man 
seeking to reach the centre of a maze may help others who 
follow after if he ereets warning notices at the entrance to 
paths which he has found it unprofitable to pursue.”— 
C. H. Andrewes, H. King and M. Van den Ende, J. Path. 
Bact. May, 1943, p. 178. 
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_ Annotations _ 


SAFE MILK AND THE PUBLIC 

Tue Ministry of Food officials do not yet seem to be 
health minded as regards milk. To them all milk is just 
milk, without regard to quality ; they are ‘concerned 
merely with quantity and often fail to appreciate that a 
large section of the public want and are willing to pay for 
a safer milk-supply. Pending the introduction of some 
measure of compulsory pasteurisation, which is long 
overdue, the least the Ministry of Food:can do is to allow 
parents to buy pasteurised or tuberculin-tested milk if 
they are in a position to obtain it. Under existing 
arrangements consumers are not allowed to do so. The 
following is an illustration of the action adopted. A 
doctor in a northern city wishes to obtain TT milk for his 
8 months baby just weaned, but his registered supplier 
cannot furnish it. The local food office refuses to allow 
a change of milk retailer for the purpose of obtaining 
TT milk. The only circumstance considered to be justifi- 
able reason for change is a medical certificate of illness 
ofthe baby. Presumably the proper course, in the 
vitW of the Food Office, is for the baby to take the 
ordinary milk until it is infected by it, when a medical 
certificate saying so will obtain a better supply. In this 
case the position is aggravated by the fact that there is 
no difficulty in obtaining TT milk locally, and provisional 
arrangements were made, only requiring permission from 
the food office. What then is the object of the Ministry 
of Health in allowing producers to produce TT milk ? 
Surely it is not merely to enable such producers to obtain 
a higher price per gallon and then encourage them to 
mix it with the ordinary milk-supply, much of it dirty 
and liable to contain the bacteria of tuberculosis and 
other diseases. We must suppose it is to enable this 
better quality milk to be supplied to consumers who 


appreciate that a safer milk-supply is worth paying for. 
If so, it is time the Ministry of Health took steps to 
convert the Ministry of Food to its view that milk has an 
infective as well as a nutritive side. 


SODIUM SULPHONAMIDES BY MOUTH 

IN many severe infections, such as cerebrospinal fever 
or pneumonia, success depends on getting a sulphonamide 
compound into the blood-stream as quickly as possible. 
In such cases the common practice had been to give an 
intravenous (Or less satisfactory, intramuscular) injection 
of the sodium salt, but Loughlin and others’ suggest 
that the same result can be achieved almost as quickly and 
much more easily by giving the sodium salts by mouth. 
They administered 4 g. of these compounds to convales- 
cent patients on an empty stomach and measured 
the blood concentration every five minutes for the first 
half hour and then half-hourly up to three hours. Sodium 
sulphapyridine could usually be detected in the blood 
within five minutes, and in half an hour the blood 
concentration (2-6 mg. per 100 c.cm.) was almost as high 
as it ever became later. With ordinary sulphapyridine 
absorption was slower, and with sulphapyridine 
plus an equal amount of sodium bicarbonate it was 
intermediate. When sodium sulphathiazole was given 
the levels reached were irregular, as is usual with this 
compound, but the blood concentration after 25 minutes 
(1-7 mg. per 100 ¢.cm.) was practically as high as it ever 
became later. With plain sulphathiazole the blood 
concentration rose gradually for more than three hours ; 
with sulphathiazole plus sodium bicarbonate the maxi- 
mum level (average 5 mg. per 100 c.cm.) was almost 
reached after an hour. With sulphadiazine the results 
were similar. With all the three compounds absorption 
was most rapid with the sodium salt, less rapid with the 


sulphonamide plus sodium bicarbonate, and slowest and ~ 


lowest with the plain sulphonamide. Before these 


1. Loughlin, E. H., Bennett, R. H., Flanagan, M. EB. and Spitz, 
S. H. Amer. J. med. Sci. 1943, 205, 223. - 





results are accepted, a recent report by the American 
Medical Association Council on Pharmacy and Chemistry? 
should be considered. After reviewing the claims of 
manufacturing firms that the sodium salts of sulphon- 
amides should be adopted for oral use, the council con- 
cludes that there is no evidence that these salts are more 
effective therapeutically than the parent compounds ; 
the salts are converted into the parent substances by 
the acid of the stomach, and the form which reaches the 
blood will be the same in both cases. As regards 
absorption, if sodium sulphathiazole and sodium sulpha- 
diazine are given on an empty stomach or by duodenal 
tube, they are absorbed mere rapidly and more com. 
pletely than the parent substances, but not if they are 
administered after a meal; and it is doubtful, in the 
council’s view, whether the difference is great enough 
for oral administration to be a satisfactory substitute 
for injection. There is no evidence, they say, that when 
given by mouth the sodium salts are better (or as well) 
tolerated as the parent substances. Accordingly the 
council, while being prepared to reconsider the subject 
when more evidence is available, recommends that 
sodium sulphathiazole (and by implication, the sodium 
salts of other sulphonamides) should not be given by 
mouth at present and that, when it is necessary to bring 
the blood levels up to the optimal figures immediately, 
the parenteral use of the sodium salts should be preferred. 


oO. W. HOLMES AND PUERPERAL FEVER 

It is a hundred years since Oliver Wendell Holmes 
read his paper to the Boston Society for Medical Improve- 
ment on the contagiousness of puerperal fever and 
started a fierce controversy which prepared the ground 
for the general acceptance of the views, put forward by 
Charles White * of Manchester seventy years before and 
by Semmelweis between 1847 and 1858. Daily‘ 
quotes these passages from Holmes’s paper, which sum- 
marised evidence pieced together from reports published 
in Europe and America and from his own observations 
in Massachusetts. 

“. . . The disease known as puerperal fever is so far 
contagious as to be frequently carried from patient to patient 
by physicians and nurses. ... it would seem incredible 
that any should be found too prejudiced or indolent to accept 
the solemn truth knelled into their ears by the funeral bells 
from both sides of the ocean—the plain conclusion that the 


aspect 
ber how kindly nature deals with the parturient 
female, when she is not immersed in the virulent atmosphere 
of an impure lying-in hospital], or poisoned in her chamber by 
the unsuspected breath of contagion.” 

Fifty years later, in a letter to a friend, Holmes thus 
assessed the part he had played in getting the truth 
accepted. 

“*. . . Ido know that others had cried out with all their 
might against the terrible evil before I did, and I gave them 
full credit for it. But I think I shrieked my warning louder 
and longer than any of them and I am pleased to remember 
that I took my ground on the existing evidence before the 
little army of microbes was marched up to support my 
position.” 

The existence of this ‘little army ” was hinted at by 
Lister in 1867 and finally disclosed by Pasteur in 1879. 
The Sloan Hospital report in 1927 carried wide convic- 
tion, for here a complete bacteriological investigation 
of an outbreak .of hemolytic streptococcal infection 
showed that the only place where the streptococci were 
found was in the nose and throat of certain doctors, 
nurses and members of the domestic staff. In 1935 
Lanecefield and Hare demonstrated that hemolytic 
streptococci can be divided into eleven well-defined 
groups by serological tests. This classification much 


2. J. Amer. med, Ass. 1943, 121, 1008. 
See AH 


: . 1941, i, 235. 
Daily, EF. J. Amer. Ass. 1943, 121, 1006. 
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facilitated the task of tracing a streptococcal epidemic 
to its source, and led to the work of Leonard Colebrook 
and his colleagues on droplet infection which proved 
finally how correct Holmes had been. 


DEVELOPMENT OF INDUSTRIAL MEDICINE 

Tue English habit is to begin in rather a small way. 
In this country the would-be poultry-farmer does not 
start by ordering 10,000 productive fowls : he is content 
to find a genuinely, broody hen and set her to hatch a 
dozen fertile eggs. And oddly enough this method often 
pays in the end. 

These irreverent comparisons come to mind on 
hearing of the Medical Research Council’s new venture 
into industrial medicine: as we announced last week, they 
have appointed Dr. Donald Hunter part-time director 
of a new department of research in industrial medicine 
established at the London Hospital, with Dr. Kenneth 
Perry and Dr. Norman Spoor as his full-time assistants. 
Viewed in relation to the scope of industrial medicine 
today, or in relation to the scores of large institutes 
devoted to the subject in the USSR, the project is not 
ambitious. Nevertheless, it is well conceived and import- 
ant. Dr. Hunter, as physician to the London, has for 
fifteen years made special studies of industrial poisoning 
—a form of inquiry for which his hospital is well situated, 
since in the area between the River Lea and the mouth 
of the Thames, almost every chemical substance used 
in industry is either manufactured or handled. His 
choice as director is justified not only by his works but 
by his faith : he has been an inspiring teacher of indus- 
trial medicine and toxicology, and his new position will 
give him larger opportunities to be a moving spirit in 
their development both in London and elsewhere. His 
department is intended primarily for the kind 6f long- 
term research that cannot be undertaken by the factory 
department of the Ministry of Labour, and these will 
mostly be carried ott at the London Hospital itself, 
where the aid of pathologists, bacteriologists, radiologists 
and other specialists is at hand. But Dr. Hunter and his 
staff will also visit other parts of the country where special 
problems are brought to their notice, and they will hold 
courses Of instruction open to all members of ‘the 
profession. 


RELIABLE BLOOD-GROUPING 
Wits our present knowledge, errors in blood-grouping 
are indefensible. The Medical Research Council by 
summarising this knowledge so far as the ABO groups are 
concerned, drawing up recommendations and ‘publishing 
them in a War Memorandum,! costing fourpence, is 
helping to ensure that everyone shall get the best results. 
But one of their conclusions is that blood-grouping, to be 
accurate, is not to be lightly undertaken by anyone who 
does it only occasionally ; it is essentially a job for trained 
assistants. This memo is intended as a guide for those 
setting up blood-transfusion or grouping centres and. as 
an aid to uniformity of technique among existing centres. 
For actual grouping the “ tube method ” is recommended 
as first choice. This is more or less the method described 
by G. L. Taylor and his co-workers.? It is certainly 
accurate, but presents difficulties in present circum- 
stances—it requires a lot of glassware and is not rapid ; 
these are serious objections in big centres. A “tile 
method ” is therefore described as second choice; the 
technique is carefully defined, and if this is followed 
closely the results should be almost as reliable as with the 
tube method, except perhaps in rare cases of difficulty 
with the sub-groups of A. The memo emphasises that 
diluted blood—blood taken into freshly-made 1% sodium 
citrate in normal saline—must be used and deprecates 
the habit of using a loopful of blood taken directly from 
1. Determination of Blood Groups. MRO Wax Memo, No. 9, 1943. 


Pp. 19. HM Stationery Office. 
2. See Lancet, 1942, i,. 509. 





finger or ear. With both methods, to minimise mistakes, 
testing of unknown cells against known sera, and of 
unknown serum against known cells, is advised. Whena 
transfusion is to be given, normal blood-grouping tests 
of donor and recipient should be carried out whenever 
possible, and direct matching of donor’s cells against 
recipient’s serum should always be carried out. Only 
the most acute emergency justifies the omission of direct 
matching, and group O blood must be used ; even then a 
plasma or serum transfusion can usually be started first 
to give the necessary time. Other subjects treated in the 
memo are the preparation and storage of test sera, 
sources of error in blood-grouping and the way to tackle 
them, and the Rh factor. Some space is given to the 
subdivisions of group A and the snags arising from 
abnormal agglutinins such as non-specific cold agglu- 
tinins. Anyone unfamiliar with the subject might get a 
disproportionate view of the importance of these points, 
because they cannot be expldined in a few lines, but in 
practice if the techniques detailed in the memo are 
followed they will seldom be met with. 


PRICKLY HEAT 


THovuGH it is a bugbear of the tropics, prickly heat is 
usually looked upon as no more than just another of 
those constant but trivial nuisances which jangle the 
temper. That it may be more serious is brought out by 
Blomfield,’ who has obtained his experience at Assab in 
Eritrea, where the intense heat is fortified by high 
humidity. Here he has met cases so severe that the 
efficiency of Army units has been materially affected, 
and in which transfer to a. cool climate has been necessary. 
The etiology of prickly heat has long been debated, 
but the fundamental condition is recognised to be 
excessive sweating, and it is on this assumption that the 
author bases his convincing argument. He describes 
two main types: the miliaria rash, in the parts of the 
skin which contain small sweat-glands; and the 
pemphigoid condition, characterised by large bulle, in the 
axille and groins where the large-coil sweat-glands oceur. 
In each case there is glandular dysfunction due to 
excessive activity, with blockage of the ducts, congestion 
and retained secretions ; but where the glands are of the 
large type, the damming of secretions leads to formation 
of bullx. Bacterial infection superimposed on these 
conditions leads to formation of boils or ulcers, and 

infections of the ruptured bull give characteristic 
sores with black centres. Blomfield does not agree with 
the view that fungus infection is an essential factor in the 
causation of prickly heat. The pain occasioned by such 
sores may well be imagined. There may be a dietetic 
deficiency factor in the zxtiology, but this has not been 
proved. Treatment is not dramatically successful, and 
apparently depends more upon scrupulous cleanliness, 
the. avoidance of sweating, and the continuous wiping 
away of sweat as it forms, than upon external applications. 


TASTE IN VEGETABLES 


“ How shall a six-year-old be gently persuaded into 
a taste for greens?” asks Le Gros Clark,” for he has 
observed that in the Hertfordshire county council 
canteens 25-30% of children turn up their noses at the 
cabbage tribe. Many adults do so too and are better 
placed to pander to their taste by banishing greens 
from their table. Others take a firmer line with their 
palates and eat greens because they are good for them ; 
some lucky ones as really like greens and consume them 
gladly at every opportunity, even with cold meat. Prof. 
J. C. Drummond, in a foreword to Le Gros Clark’s 
report, repeats the old statement that we grow the best 
vegetables in the world and ruin them by bad cooking. 
f Maris Bathe vie, Me fe Geechee 
Herts County Council. Education Department, County Hail, 
Hertford. Pp. 14. 




















Sot 


Re 


ee ee 


ibe Dees 

















718 THE LANCET] A MISSION 





Mr. J. H. Newson, education officer for Herts, in his 
introduction quotes the French proverb: ‘“ Point de 
légumes, point de cuisiniére,” and clearly leans in the 
same direction. A peripatetic correspondent, too, has 
found a new delight in vegetables when they are served 
direct from the pan to his plate. Le Gros Clark’s figure 
may be on the depressing side, for it is difficult to cook 
and serve vegetables as appetisingly on a large scale as 
in the home. 
and minimal delay between pan and plate seem to be 
the main aims. Elaborate ‘culinary methods are likely 
to reduce still further the vitamin-C content and frustrate 
the main object of eating greens in war-time. Attempts 
to conserve the vitamin C by “serial cooking ”’—by 
boiling the greens in the water saved from previous 
boilings—are likely also to conserve the queer flavour 
of the brassica’s sulphur compounds. Casserole cooking 
destroys the green pigment and makes the greens look 
unappetising. But there is no reason to despair of 
getting children to eat greens provided we start early 
enough. Ideally they should begin as soon as they start 
solid foods—say about the sixth month—and sieved 
greens are in fact now widely given by the well-to-do 
mother as part of the weaning diet. The elementary- 
school child is another proposition. His mother has had 
.neither the knowledge nor the time to establish a cof- 
ditioned reflex for greens in him, and by the time he gets 
to the school-feeding centre an opposite reflex may have 
taken root. Moreover, there are foolish adults about 
who will confirm the child in his natural distrust of a 
new food. The solution must be to educate the child’s 
tastes early, in the home or the nursery school, and 
impress both mothers and nursery-school caterers that 
it is worth while to learn to cook greens and serve them 
attractively. 


A MISSION TO RUSSIA 

An Anglo-American surgical mission is going to the 
Soviet Union, to study especially the Russian methods 
of treating war wounds. The Services are represented 
by Colonel Elliott C. Cutler and Colonel Loyal Davis 
(US Army), Surgeon Rear-Admiral G. Gordon-Taylor 
(Royal Navy), Major-General D. C. Monro (British Army), 
Mr. R. W. Watson-Jones (orthopedic consultant to the 
RAF), and Mr. E, Rock Carling (civil defence) ; while Prof. 
Wilder Penfield, FRS, and Mr. Carling represent respec- 
tively the National Research Council of Canada and the 
Medical Research Council. The subject of inquiry, 
though restricted, may be interpreted to cover many 
topics on which recent Russian experience will be of 
value to us ; and we hope that the profit will not be alton 
one side. Moreover, such a visit gives a chance to 
establish friendly professional relations that should bear 
fruit later in discussions on other matters. 

By way of wishing the mission godspeed, the Royal 
College of Surgeons, as we report on p. 727, has admitted 
Colonel Cutler and Professor Penfield to its honorary 
fellowship, and has charged Admiral Gordon-Taylor, 
who is its senior vice-president, to confer the’ same 
distinction on two Russian surgeons, Dr. Yudin and 
Dr. Burdenko. Dr. Yudin’s name has been familiar 
outside Soviet Russia at least since 1933 when he 
published in Paris his book on the transfusion of cadaver 
blood. He analysed his first 1000 cases of this kind in our 
own columns in 1937, and his relatively early work did 
much to revive interest in the. use of stored blood 
for transfusion. Dr, Burdenko, besides directing the 
institute of operative surgery of Moscow University, is the 
president of the Scientific Medical Council of the USSR, 
which is an important element in the medical life of the 
Union. He is now surgeon-in-chief to the Red Army. 
Prof. Penfield, director of the Institute of Neurology at 
Montreal, which he built and developed, is an out- 
standing exponent of the surgery which establishes 
effective symbiosis with physiology.- Lastly Colonel 


“TO RUSSIA 


Quick cooking with a minimum of water — 
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Cutler, who proved his friendship for Britain by joining 
our Army in 1916, has in the past year or so done a great 
deal to promote similar friendship between the medica] 
services of this country and the USA. There are now 
many outside his own country who recognise his quality 
as a pioneer of surgery, a teacher and a leader. ~ 

The association of British and Ameriean surgeons in a 
visit to the USSR is a happy event. We wish it the 
success that will promote other missions of the same kind 
in various directions. 


» 
1S YOUR EQUIPMENT INSURED? 

A LEAFLET from the Board of Trade reminds doctors, 
among others, that unless they insure their equipment 
under the Business Scheme provided for in Part IT of 
the War Damage Act, they will not receive any com- 
pensation if their equipment is damaged or destroyed by 
enemy action. “‘ Equipment ” includes for this purpose 
the doctor’s apparatus, professional books, furniture in 
the consulting-rooms, and in the case of a doctor who 
runs his own dispensary, his steck of drugs and other 
medicaments. These are all insurable . under the 
Business Scheme and will be covered by any policy which 
a doctor takes out under that scheme for not less than 
their value for the time being. It is compulsory for a 
doctor to insure under the Business Scheme if his equip- 
ment is worth more than £1000. If his equipment is 
worth £1000 or less, insurance is voluntary, but he will 
get no compensation if he does not insure. Insurance, 
which must cover all the equipment, can be effected 
through any of the principal fire insuranee companies or 
Lloyd’s brokers. The rate of premium for the period 
April 1 to Sept. 30, 1943, is 5s. per £100. In deciding 
for what sum to insure, doctors should estimate the 
eurrent cost of replacement of the articles, less an allow- 
ance for depreciation corresponding to the actual condi- 
tion of the articles at the time. Payment of claims under 
the Business Scheme assessed at £100 or less is made as 
soon as the assessment is completed. Payment of claims 
assessed at more than £100 will, in general, be deferred, 
in accordance with the War Damage Act, until after 
the war, interest being payable at 2}%, unless the doctor 
is able to satisfy the Board that the replacement or 
repair of his equipment is in the public interest. 





SUPRARENAL MEDICATION 

In March the Medical Research Council issued a statement 
by their Therapeutic Requirements Committee drawing atten - 
tion: to the need for strict economy in desoxycorticosterone 
acetate and urging doctors not to prescribe it for any patients 
except those suffering from Addison’s disease (Lancet, April 
3, p. 438). Since then further information ing the 
stocks of desoxycorticosterone acetate held, by individual 
firms has become available to the Therapeutic Requirements 
Committee, and it now appears that the need for conserving 
supplies in the interests of patients suffering from Addison's 
disease is not so pressing as was thought. Some of the 
difficulties experienced in obtaining supplies appear to be due 
to patent rights and the use of branded names, and it has been 
suggested that the drug should always be prescribed as 
desoxycorticosterone acetate. The committee repeat that 
there is no evidence that this drug‘is essential for any purpose 
except the maintenance treatment of Addison’s disease, an: 
they therefore propose to continue the classification “ B ”’ for 
it. Natural extracts of suprarenal cortex are indispensable in 
the treatment of Addison’s disease, particularly in the acuter 
phases, and they probably have a wider field of usefulness than 
desoxycorticosterone acetate. Adequate supplies of natura! 
extracts of suprarenal .cortex are available from glands 
collected in this country, and the committee therefore propose 
to continue to classify them “A.’’ Doctors who have af 
culty in obtaining any of these drugs should communicate 
with the Director of Medical Supplies, Ministry of Supply. 
Portland House, Tothill Street, 8.W.1. 





Ersom COLLEGE.—The ninetieth annual general meeting of 
the Royal Medical Foundation will be held at 49, Bedford 
Square, London, W.C.1, on Friday, June. 18, at 4 pm. 
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Special Articles 


NUTRITION IN INFANCY 


THE Nutrition Society held an all-day conference on 
May 22 at the London School -of Hygiene and Tropical 
Medicine, with Prof. L. G. Parsons in the chair. In the 
morning the papers dealt with the scientific aspects of. 
infant nutrition and in the afternoon with its adminis- 
trative aspects. Dr. HmteN Mackay discussed what is 
known of the infant requirements for specific nutrients 
and the figures issued by the American Committee on 
Food and Nutrition. Breast milk is superior to cow’s 
milk because of its greater ease of digestion and less risk 
of infection. The casein of cow’s milk is less valuable 
than the lactalbumin of human milk, and this is im- 
portant when it is remembered that the baby gets all its 

ro.ein from milk in the early stages, though it may get 
‘at and carbohydrate from other sources. The infant’s 
store of iron lies in its liver and red cells, and postnatal 
utilisation of this store is necessary because of the low 
iron content of milk. The fact that the hemoglobin 
level of many babies is below normal at the end of the 
first year suggests that they are not receiving enough 
iron. The administration of soya bean flour has pre- 
vented this anzemia developing in most babies but not 
in all, perhaps because of the presence of phytic acid in 
the soya bean. Minimum calcium requirements are 
difficult to assess because of the variation in individual 
needs. It is possible that the full-term baby can call on 
reserves of calcium in the trabecule at the heads of long 
bones, but that this source of calcium is not, availahe to 
the same- extent for premature infants. Little is known 
of the exact vitamin requirements of infants, but a 
routine dose of vitamin should be given under all 
circumstances. Babies. which are taken outdoors regu- 
larly never develop rickets; premature babies need 
vitamin D particularly early in their lives. Roller-dried 
milk may contain as much as 1000 IU of vitamin D per 
reconstituted pint, which is about as.much as the infant 
requires daily. ‘Information concerning the amount of 
vitamin-B complex needed is scanty. The American 
committee samgeste 30 mg. of vitamin C (the amount 
contained in about 2 oz. of orange juice) a day as a 
satisfactory dose for babies ; this is probably more than 
is necessary. An adequate fluid intake is important 
because a young baby suffers quickly from lack of water. 
A breast-fed baby obtains 24 oz. of fluid daily per lb. body- 
Weight. Babies are often not given enough food, and 
symptoms of hunger sometimes go unrecognised. 
Whether the baby is getting enough of the right food 
often depends on the digestibility of the food. 

Prof. Noaw Morris agreed that the problem of the 
optimum. intake is beset with innumerable difficulties. 
The requirement of vitamin D varies with rate of growth, 
the immediate previous history (e.g., whether there has 
been any exposure to ultraviolet light), and the amount 
of calcium and phosphorus in the diet. It is not possible 
to protect all children completely, for some children 
develop rickets. despite large doses of vitamin D. In the 
first six months, when bone formation is very active, it is 
most important to give adequate vitamin D ; in fact, as 
much of this vitamin is needed during the first six months 
as later. Professor Morris believed that there is little 
difference between vitamin D, and vitamin D, ; 400-700 
IU per day. of vitamin D is probably a good average 





figure for the normal infant’s requirement. This amount 


should be given as early in life as possible and all the year 
round ; no allowance should be made for seasonal varia- 
tions. References to the danger of hypervitaminosis D 
should come out of the literature. This was. supported 
by Prof. H. P. HimswortH, who claimed to have given 
}-1} million IU a day of vitamin Dto-.a case of hyper- 
thyroidism without undesirable signs. 

Mr. S. K. Kon, PhD, of the National Institute for 
Research in Dairying, gave these for the vitamin 
value per pint ef human milk (approximate average of 
1000 samples): vitamin A, 7 50 IU; vitamin C, 
i2 mg. in winter and 24 mg. in summer; vitamin B,, 
0-07 mg.; riboflavin, 0:13 mg. 

Wing-Commander R. W. &. ELLIs, Se arn ying the 
recognition of nutritional disorders, ted out that 
under-nutrition plays a part in most infant complaints, 


and. discussed the signs and symptoms of the chief 
nutritional diseases. One of the important factors in 
imperfect. nutrition of babies is simple -underfeeding. 
There are three ways of detecting this : 


1. The behaviour of the baby. A hungry fretful baby is 
an underfed baby. The sleep rhythms of both baby and 
parents are disturbed. Sometimes there is vomiting because 
the hungry baby will gobble its food, and if the food is then 
diluted the condition will simply be aggravated. 

2, The weight chart. This is useful but it must be intelli- 
gently used. The average child should gain about 4 oz. per 
week during the first year and in the second year only about 
half this amount. But a fat, inactive baby may actually lose 
weight at the beginning of the second year when it starts to 
walk. Daily weighing in the home is liable to spread “ alarm 
and despondency.” Weekly.weighing is sufficient in the first 

ear and monthly weighing in the second year. 

3. Test feeding—that is, weighing before and after a feed. 
Since the amount of food that an infant takes at any one meal 
is likely to vary considerably, test feeding ghould be con- 
tinued over a period of 24 hours to obtain a reliable estimate 
of the baby’s food intake. The fat content of the mother’s 
milk varies at different times in the day, so a single estimation 
is valueless; it, too, should be an average of samples taken 
over 24 hours. In calculating the amount of food that bottle- 
fed: babies are getting, allowance should be made for variation 
in the size of thé measuring spoon used and for the fact that 
many mothers gauge the amount by eye. - 


Rickets and scurvy may be diagnosed in children by 
clinical, radiological or biochemical investigation. It 
is now generally taught that foetal rickets only occurs 
with severe maternal osteomalacia, but Dr. Ellis has 
seen one case which showed the characters of foetal 
rickets while the mother, was normal. Rickets is more 
likely to develop in premature than in full-term babies. 
If an infant has an infection and is kept indoors for some 
time, it may develop rickets. Degree of muscle tone, as 
indicated, for example, by lifting the head, may give 
an indication of the disease. Enlargement of the costo- 
chondral junctions (beading) is one of the earliest signs 
of rickets and can easily be felt in thin children. he 
rate of closing of the fontanelle is also helpful ; it should 
be impalpable after 18 months, and if it remains open 
after that time, rickets should be suspected. While a 
deformed thérax may be due to vitamin-D deficiency, it 
may also be caused by respiratory infection. Frontal 
bossing is only seen in well-marked cases of rickets, but 
enlargement of the epiphyses is important in clinical 
diagnosis. It is very difficult to get a good X-ray 
picture of enlargement of the costochondral junctions, 
but cupping of the radius and ulna, and the irregular 
and feathery growth line of these bones in rickets, make 
a satisfactory radiological diagnostic sign of the disease. 
From a biochemical point of view the most practical 
diagnostie method in rickets is an estimation of plasma 
phosphatase. Acute scurvy in irjfants is not necessarily 
associated with neglect ; Dr. Ellis knows of one case due 
to scalding of the child’s orange juice by the mother. 
Since acute scurvy takes some time to develop, the most 
likely time to find it is after 8 months of age, and it 
occurs usually in infants who have been fed solely on 
boiled or pasteurised milk. One of the earliest signs of 
scurvy is tenderness of the limbs, which may become so 
bad that the infant screams when moved. There may 
be red cells in the urine and some anemia. Scorbutic 
beading of the ribs differs from rachitic beading in 
showing a sharp line of demarcation between bone and 
cartilage. One of the earliest radiological changes is in 
the tibia. The cortex becomes thinned and in some 
cases the corner of the tibia appears to be torn away. 
There is also displacement of the epiphysis, which has a 
signet-ring appearance. Subperiosteal haemorrhages 
= occur. ; 

r. STANLEY GRAHAM pointed out that infection in 
infants is likely to cause nutritional deficiency, and 
nutritional deficiency is likely to lead to infection. 
Furthermore, a latent scurvy may made active by 
infection. 

Dr. A. A. Moncrierr discussed the treatment of 
nutritional disorders. He believed the classical symp- 
toms of underfeeding—sleeplessness, crying and so on— 
are not obvious in & slowly starved child. There is an 
intimate relation between infection and nutrition, so 
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much so that babies which are suffering from an infection’ 


-are often labelled ‘‘ marasmus.’’ True marasmus, in 
which the tissue cells just seem unable to absorb arts 
nourishment, does occur, but the name should be used 
with more discretion. When faced with the vicious 
circle of infection and malnutrition, it is best to treat the 
infection first. In the treatment of unequivocal dietary 
diseases, such as rickets, scurvy and anemia, the appro- 
priate specific should be given in as large amounts as 
possible. Rickets responds well to 2000-3000 IU of 
vitamin D a day, an amount which is contained in 5-8 
teaspoons of cod-liver oil. Preparations such as cod-liver 
oil and malt, which rarély contain ‘more than 10% of 
cod-liver oil, cannot be regarded as either a prophylactic 
iagainst or a cure for rickets. Dr. Moncrieff ed with 
previous speakers on the unreality of the dangers of 
hypervitaminosis D and quoted a case of his own which 
was unaffected by 500,000 IU of the vitamin daily for 6 
weeks. Ultraviolet light is useful in preventing rickets 
but is not much use in curing it. In the treatment of 
scurvy it does not matter whether the natural or synthetic 
ascorbic acid is used; a good average daily dose for 
treatment is 200-300 mg. It should be remembered that 

,anemia is sometimes the result of infection and that it 
. will not clear up while infection persists. 

Dr. J. V. C. BRAITHWAITE said that nutritional dis- 
order may be caused by' loss of tolerance to food, infec- 
tion, heat or to a constitutional difficulty in taking 
certain foods. 


ADMINISTRATIVE ASPECTS 


Prof. J. C. SPENCE said that the aim of administration 
should ‘be to provide the best working conditions for 
technical workers in child nutrition. There should be 
separate departments for maternal and for child welfare. 
There should also be a better mechanism for giving tech- 
nical advice to mothers, and here the organisations of 
the Board of Education and the Ministry of Food should 
play a part. There are many difficulties in the en- 
couragement of breast-feeding. Male doctors and 
nurses seem unable to get the subject over to the mother. 
One of the reasons for the decline in breast-feeding is 
that it is being made too mechanised, with test feeding 
and the like. Professor Spence was perturbed about the 
influence of advertisements of patent. baby foods on 
mothers, leading them to spend more money on these 
foods than they can afford; some control should be 
exercised over such advertisements. Housing—is an 
important factor in infant nutrition, because good food 
needs proper storage and in many houses this is not 
possible. 

Dr. H. E. Maaenr, of the Ministry of Health, main- 
tained that clothing may interfere with infant nutrition. 
Some children wear such huge amounts of clothes as to 
interfere with heat dissipation and therefore with 
nutrition. One must begin with the diet of the mother 
before conception to bbtain the best results with the 
child ; the importance of this was shown by the Toronto 
and London e iments. Breast-feeding is undoubtedly 
an important factor in infant nutrition. The milk and 
vitamin schemes now in force in this country are probably 
the most valuable public health measures ever taken. 
oa supplements given to children in 1936 had less effect 

those given in 1926. because of the improvement 
whith had taken place in the national diet in those ten 
years. Thesedemeroveuents in diet, and the nutritidnal 
theories on which they were to some extent based, have 
been thoroughly tested during the present war and have 
come out with flying colours. There is still room for a 
decrease in our infant mortality ; the rate is lower in 
better-fed countries and is also lower in children 
of the professional classes than in those of unskilled 
workers. 

Mr. F. Le Gros CLARK, seeretary of the Children’s 
Nutrition Council, claimed that the milk and vitamin 
schemes are an important precedent. Here for the first 
time foods are being provided according to biological 
requirements and not according to capacity to pay. 
These schemes should not stop after the war, but a 
are handled now by the Ministry of Food, which wi 
presumably not continue when the war is over. Of the 
people entitled to them, 90% are advantage of the 

milk scheme and 30% of the fruit juices scheme, 
but the numbers are progressively er 
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MEDICINE AND THE LAW 
Medical Certificates as Evidence 


THE Court of Appeal, having lately to consider the 
adjotrnment of a case where one of the parties was too 
ill to attend, discussed the evidential value of a doctor's 
certificate... The dispute arose from a verbal arrangement 
between the parties ; there was no documentary mate- 
rial. The defendant’s testimony was thus most import- 
ant. The hearing in the county court, delayed by several 
adjournments as not uncommonly happens under war- 
time conditions, was finally fixed for the 9th of last 
December. On the 3rd the "iefendant’ s medical attend. 
ant certified him too ill for work ; his solicitors sent the 
certificate to the plaintiff’s solicitors and asked for yet 
another postponement ; it was refused. On Dec. 6 the 
doctor certified that the patient would not be able to 
leave home for two weeks. At the hearing n the 9th 
the defendant’s counsel submitted the two certificates to 
the court and asked for an adjournment; he offered that 
the defendant should pay the resultant costs. The judge 
refused the application.and gave judgment for the 
plaintiff. On appeal two judges held that the decision 
of the county court judge was the determination of a 

int of law, which meant that the appellate tribunal had 
jurisdiction to review it. The third, judge thought that 
it was a question of fact, which meant that the defendant 
had no right of appeal. The defendant’s appeal was 
allowed. The judges forming the majority-thought that, 
if an important witness is prevented by illness from 
attending a court where his evidence is directly and 
seriously material, the court should allow an adjourn- 
ment either upon terms or otherwise. If the sick man 
were one of the parties, the case would be all the stronger. 
If satisfied of the medical fact of illness and of the material 
nature of the patient’s evidence, the court should not 
refuse an adjournment unless convinced that the other 
side would suffer an injustice which could not be reduced 
by the award of costs. 

As for the admissibility of the medical certificate as 
evidence, the defendant’s counsel had offered in the 
county court to back it up with an affidavit from the 
doctor. The county court judge apparently refused the 
adjournment because an affidavit was necessary to prove 
the illness and no affidavit had been forthcoming. He 
may have overlooked section 1 (5) of the Evidence Act 
which Lord Maugham induced Parliament to pass in 
1938. This provision declares that, for the purpose of 
deciding whether or not a statement is admissible in 
evidence, the court may draw any reasonable inference 
from the form or contents of the document in which the 
statement is contained or from any other circumstances, 

“and may, in deciding whether or not a person is fit to attend 
as & witness, act on a certificate purporting to be the certificate 
of a registered medical practitioner. : 


In the Court of Appeal Lord Justice Scott ruled that this 
enactment was ample justification for the omission of the 
defendant’s solicitors to go to the expense of an affidavit. 
Medical men will note the decision with satisfaction. 
They have enough trouble over the signing of certificates 
without being obliged to reinforce them with a formal 
affidavit which, except in very special > Wawestan: will 
add nothing to ‘the facts opis certified. 


NEW AMPOULE SYRINGE 

A SAFETY model of the Roche Products 
‘Tubunic’ ampoule syringe has been 
evolved as a result of experience in the 
Fighting and Civil Defence Services and 
the Merchant Navy. The glass cover 
of the’ hypodermic needle has been re- 
placed by a transparent plastic case with 
@ basal cap which wholly encloses the 
collapsible metal tube and the needle, so 
that the entire apparatus is protected 
and kept unsoiled. The cap and case 
can be removed in a moment, and the 
method of use is then the same as with 
the previous model. 
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In England Now 


A Renning ‘Commentary by Peripatetic Correspondenis 

I HAVEN'T got a folder for “ Fate, irony of” in my file 
of case-notes ; if I had this ht go in it. Many years 

ago, in the very early hours, telephone roused me 
from @ deep sleep and I heard the familiar voice of Dr. G, 
saying, “‘ 1 want you to come at once, please, to No, 4, 
Blank Street, to see an urgent case. I am there now and 
will wait for you.” Dressing hurriedly, and realising 
that it would be as quick to walk there—it was quite near 
—as to get the chauffeur and the car, I was soon on the 
way. It was a glorious summer morning, and as I turned 
into the long straight road, out of which Blank Street, 
a rather mean side-street goes, I saw Dr. Gin the distance 
awaiting me at the corner of it. He also saw me, and 
walked along to meet me. He apologised for getting me 
out at this early hour, adding, “‘ It is to see the Hon. Sir 
A B.” Considering the venue of the consultation, I 
thought he must be joking; he was rather fond of that 
kind of thing. However, he had quickly read my 
thoughts and hastily added, ‘‘ No, I am not jesting this 
time, it really is the Hon. Sir A B, and moreover he is the 
mayor of X ” (mentioning the name of the capital city 
of one of our more important colonies). *“ T have come 
out to meet you because there is no room, in the 
wretched little house we are going to, to tell you the 
history of this tragic business.”” So as we walked slowly 
along he gave me ethis history 

Sir A B, now about 70, at a native of this town, left 
England as a cme man to seek his fortune in the 
colonies.. Exactly how he had started or what had been his 
pent work Dr. G did not know, but whatever it was 

e had been successful. Not only had he made and kept 
a large fortune, but, as from his early days he had taken 
an active ore in local affairs, he had eventually risen to 
be mayor of his city. As such he had received the 
honour of thood on the occasion of some Royal 
visit to the colony. During all these years he had never 
been back to his home-country until this summer, when 
he had been sent to represent the colony at some celebra- 
tionsin London. He had arrived a few weeks before, and 
with his wife was lodged in a luxurious suite at what was 
then the most expensive hotel in London. The official 
festivities being over, he determined to carry out a plan 
which he had often contemplated during his long absence 
abroad—to spend at least one night in his native town, 
and visit the scenes of his childhood. He had kept more 
or less in touch with one of his early friends, and since his 
arrival in England had arranged to come and stay a 
night with them at their small house, No. 4, Blank 
Street. ‘‘ That brings us up to yesterday,” continued 
Dr. G, ‘‘ when he left London without telling anybody 
where he was going, but merely saying he would be away 
for the night. He got here in the afternoon, and spent 
ws » enenene ae Se uietly at his friend’s house. They sat up 

out old times. There was no question of 
~ ae er alcohol. About 2 am they went to bed, 
and the lights were turned out. When Sir A B began to 
get undressed, he found he had left the wallet containing 
his money and important papers in his overcoat 
up in the hall down stairs, and started to fetch it. The 
staircase was a small and rather twistingone. Thelights, 
as has been said, were all out. He groped his way to the 
top of the stairs, missed his footing and fell head first to 
the bottom. His friends heard the crash, but it was not 
followed by any cry. They came out. to see whaw had 
happened and found him all of a heap at the bottom of 
the stairs. He was alive but could not speak above a 
whisper or move at all. He had broken his neck.” 

We had now reached the little front gate and went in. 
Some of the things from the sitting-room were outside 
the door and others filled the sree They had been 
moved to make room for the patient who was laid flat 
on the floor and stretched almost, right across it, for he 
was a tall man. He was in the clvthen whiah he hed 
travelled inthe day before. All sensation and movement 
were lost 7 ye the epee: He could — 7“ — 
very sae po ee @ whisper. ys 
a taal X rayy had eb come, and there was literally 

done. e died in 24 hours after his fall. 
a thousands of miles 


things as the world has to offer—wealth, distinction and 
honours—Sir A B — out of it in the same town, 
amidst the same h le surroundings, and probably in 
about the same number of hours as he had taken to slip 
into it seventy years eee 

7” 

I am going to sidaieaiah Te not the Little Black 
Sambo of our childhood but the Society for the Anni 
hilation of Milk Bottle Offenders, and I hope —- 
offenders will meet an even stickier end than befel the 
tigers which disrobed L.B.S. If they too are turned 
into butter, may it be so rancid that it will stink in the 
nostrils of their fellow-men. The aim of the new society 
will be to compel anyone who breaks a milk bottle on the 
highway, and does not forthwith remove every particle 
thereof, to drive his tricycle, bicycle, autocycle, motor 
cycle, car, lorry, or other conveyance through the pieces 
of the said bottle —_ their ‘Syens ere mine. 


Our Towns ; A Close- Up, just published by the hygiene 
committee of the Women’s Group on Public Welfare, 
is a social document of first-rate importance, and though 
it. calls itself ‘‘a thinly disguised report with no pre- 
tension to literary merit,’’ it is written in plain, straight- 
forward, homely English in the best tradition. The 
section on swearing has a delightful story of a three- 
year-old sitting on a coat and stripping hops with a 
dummy in her mouth, who, on running short of hops, 
removed the dummy, gave a piercing yell of ‘‘ more 
bleedin’, bloody ’ops’’ and then put the dummy back 
again. The committee were unable to take this very 

y; their comment is: ‘‘ Her trouble clearly 
was that she saw too much of her elders.”” Much swear- 
ing, they point out, has no evil intention, and only 
when there is underlying spleen and cruelty is it vicious. 
On the other hand, swearing does merge into obscenity 
which is coarsening and offensive; and like other 
clichés oaths militate against articulateness. I have no 
evidence, but I suspect that swearing is more rampant 
in this country than in most and that this is one reason 
why we are such an inarticulate nation. Among medical 
heron Sag for example, the language of the dissecting- 
room dominates the whole ‘of the subsequent under- 
graduate career. The. book contains much sound 
common sense on the vexed question of bed-wetting ; 
the appendix on this subject advocates a plan which I 
am quite prepared to believe will work, though I doubt 
whether the average four-year-old will “last out” 
12 hours at night, and it seems unnecessarily Spartan 
to make children of this age walk to the Seontatir The 
argument is that if the child is lifted to pass water when 
he is half awake, in a short time he will pass it when he is 
fast asleep. I am prepared to allow a child to be lifted 
about 10-11 PM up to the age of five. One of the most 
extreme examples of nocturnal enuresis I have heard of 
is reported here: a family had been rehoused and a 
voluntary society had given them two double beds. 
The family all slept in one room—the parents and baby 
in one bed and three children in the other. After three 
months the steel mesh of both beds was rotted through 
in a large central hole. The scientist in me cannot help 
wondering whether this was due to the quality of the 
steel or the potency and volume of the urine. The 
report recommends that a Royal Commission should be 
set up to inquire into the instalment purchase of soft 
goods and footwear ; that a public utility concern should 
———— soluble sanitary towels at a low price for 

espread sale, and that slot machines supplying them 
Shock be installed in schools, maternity and child- 
welfare centres, and factories ; and that a square-toothed 
steel nit-tomb should be put on the market at a price 
within the reach of all. Local authorities naturally 
eome in for a good deal of legitimate criticism, and so do 
some of our privately owned schools. Many annual 
medical reports of local authorities are said to be mis- 
leading because medical examinations in schools are 
seldom unannounced. Mothers titivate up a usually 
neglected, dirty child for the occasion and immediately 
thereafter allow him to lapse into his accustomed state 
ef filth, lousiness and raggedness. There is little in 
the book that the average panel doctor in town practice 
did not know, but it collects the facts and presents in 
a@ clear, honest manner a startling composite picture 
of the conditions under which many of our patients live. 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS M P 


Any Member of Parliament would tell you if you asked 
his opinion that the week under review has been quiet. 
There have been no crowded sessions and some have been 
sparsely attended. But great issues have_been passed in 
review. The Chancellor of the Exchequer has asked for 
an additional thousand million pounds, and obtained 
them after a short debate only running to 164 columns 
in Hansard. A bill has been passed for the promotion of 
hydro-electric development in Scotland, the Town and 
County Planning {Interim Development) Bill has been 
passed through allits stages, and a motion has been passed 
approving’ of the continuation of the conditions under 
which the Government of Burma carries out its functions 
although in exile in India. Any one of these subjects 
is of great import, not to mention the Nurses (Scotland) 
Bill, which applies, with small differences, the new 
arrangements for assistant nurses recently made for 
E dand Walesto Scotland. . 

*““This legislative activity, however, is but the foreground 
‘Of politics. The heart of it is in the world struggle of the 
battlefields in West and East, and on the international 
plans which are being made behind the battlefront. 

The declaration of principles of the United Kingdom 
delegation to the International Food Conference has 
only just been made available in a limited number of 
typed eopies in the library of the House of Lords, 
and yet on the discussions at this conference the world 
policy as to the production of food may be based for a 
long time. A world organisation of supplies of food and 
of materials is shaping itself behind the councils of the 
battlefronts of the world, a world organisation designed 
for the period of world rebuilding after the postwar 
emergency period has passed. Meantime it seems 

robable that something on the lines of the International 

zabour Organisation and International Health Organisa- 
tion will be set up for the international committee of 
food, with the object of providing plenty for all men of 
all races and ofall countries. - 


FROM THE PRESS GALLERY 


Nurses’ (Scotland) Bill , 

IN moving the second reading of the Nurses (Scotland) 
Bill in the House of Commons on May 27 Mr. T. JoHn- 
STON, Secretary of State for Scotland, pointed out that the 
English bill, recently before Parliament, was based on the 
recommendations of the Athlone Committee who held that 
the status of assistant nurse should be defined and 
recognised. The Alness Committee, who examined the 
matter from the Scottish point of view in 1938, had taken 
an entirely opposite view. They were informed that at 
that time the number of assistant nurses in Scotland was 
negligible, and concluded that recognition of assistant 
nurses would lower the status of the profession and not 
be in the public interest. Now that the English Bill had 
been passed, the danger was that Scotland would be 
flooded with low-standard and unrecognised nurses from 
south of the Border. Lord Alness and his committee were 
consulted and they stood by the terms of their report, 
but they were persuaded to agree to a compromise by 
which the grade of assistant nurse would only be recog- 
nised in Scotland for a period of five years. _That was the 
first divergence between this and the English bill. In 


clause 14 power was given to the General Nursing Council 
to frame rules under which they might in a ropriate 
cases remit part of the period of ining for assistant 


nurses who were studying or proposed to study for the 
full certificate under the 1919 Act. » There was oe inten- 
tion to set a lower standard for Scotland than for 
England, and there would be complete reciprocity be- 
tween the two sets of assistant nurses. Other steps 
would be required to ensure adequate nursing facilities 
in Scotland. They were short of nurses, for example in 
tuberculosis institutions. The Government were discuss- 
ing with voluntary hospitals how they could affiliate 
emergency hospitals for training purposes and rotate 
student nurses ducing training through two or more such 
hospitals. He would like to see more hostel accommoda- 


tion, so that the nurses could live out and less of the 
barrack room system. . : 

In the debate, details were criticised in detail, but a 
general desire was shown that the bill should be passed 
speedily into law. Mr. J. WxEstwoop, parliamentary 
under secretary of state for Scotland, emphasised Mr, 
Johnston’s assurance that there was no intention to dilute 
the nursing profession; the aim was to keep up the 
standard and increase the numbers of qualified nurses, 
as an essential part of a comprehensive health service, 


QUESTION TIME 
Supplies for Belgium 


Mr. L. Suki asked the Parliamentary Secretary to the 
Ministry of Economic Warfare whether he was aware of the 
heavy mortality among Belgian children due to serious 
sho of food.—Mr. D. M. Foor replied : While it is true 
that the food shortage in Belgium is felt severely by the child 
population, my information does not confirm that, taking the 
country as a whole, these conditions have caused any striking 
increase in child as distinct from infant mortality. According 
to statistics recently published in Belgium there was last year 
a fall in the death-rate of infants under one year. The figures 
for deaths per thousand live births were in 1939, 73 ; in 1940, 
89; in 1941, 65; and in 1942, 78. 


National Medical Service 


Sir Ernest GranaM-LittTte asked the Minister of Heaith 
if he could now inform the House what answer he had given 
to a large meeting of medical practitioners held recently to 
discuss. future arrangements for medical practice.—Mr. E. 
Brown replied: I am not sure to what meeting my’ hon, 
friend is referring, but I think it may be well to make clear 
the situation which he obviously has in mind. After the 
announcement by the Government in February last that they 
accepted in principle Assumption B of the repbrt of Sir 
William Beveridge and would proceed with the preparation 
of a comprehensive national health service for the whole 
population, I began discussions with representatives of the 
medical profession, voluntary hospitals and local authorities 
as to the best ways and means of organising such a service, 
These discussions were, by agreement, to be nothing more than 
confidential and preliminary talks without commitment on 
either side, and for the medica! profession they were conducted 
by a representative committee of medical men and women 
brought together by the British Medical Association in col. 
laboration with the Royal Colleges. As a basis for discussion, 
I have from time to time put ideas of my own before this 
committee, and have invited them similarly to let me have 
their ideas and their full and free criticism of mine. In this 
way my intention was to arrive at a stage when I could review 
the whole subject in the light of these discussions, and could 
then pass from the preliminary stage by publishing a general 
statement of proposals for open and public discussion in 
Parliament and elsewhere. Recently this committee came 
to me with the suggestion that the whole subject should now 
be referred to a Royal Commission. We considered this 
suggestion together, however, and it was agreed that the 
discussions between the committee and myself should con- 
tinue on the basis—which I for my part had always tried to 
emphasise in the previous discussions—that the Government 
was in no way committed to any particular method of 
organising the new service, that every kind of proposal 
which might be put forward on the subject would be equally 
carefully reviewed and that, as before, the discussions would 
eommit neither side. The discussions have already been 
resumed in a very helpful spirit, and I feel sure that before 
long I shall be able to look at the question as a whole, in the 
light of all the views expressed to-me by this and the other 
representative groups, and then to publish a statement of 
the general pro which I feel should be before the 
House and the country for full discussion before any legis- 
lation is embarked -upop. 

Mr. 8. Strorry: In view of the British Medical Association’s 
statement published in the Lancet of May 22, and in view of 
their statement that in the opinion of their representative 
committee the proposals are quite unacceptable to the great 
majority of the medical p: ion, will the Minister now 
consider issuing a White Paper setting out the proposals 
made as a basis of discussion between the medical profession, 
the local authorities and the voluntary hospitals, and can 
he arrange for a debate in the House ?—Mr. Brown: Not 
until the discussions with all three bodies are concluded. 
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Mr. G. Manper : Is it not a fact that the BMA put forward 
counter proposals of their own, and does the Minister intend to 
publish these and his own proposals ?—Mr. Brown: I am 
glad to say that we have very fruitful discussions in the 
last few days. Mr. Storey* Is it note fact that the voluntary 
hospitals do not know what the p made by the medical 
profession and the local authorities are, and that the local 
authorities do not know what the proposals of the other 
bodies are? Would it not clear the air if the Minister issued 
a White Paper ?—Mr. Brown: With regard to the voluntary 
hospitals, I have received definite and constructive proposals 
from them only last week. — 


Mental Treatment 

Mr. R. W. SorENSEN asked the Minister whether further 
consideration had been given to the necessity of including 
mental treatment services in his plans fora more effective 
national health and medical service; whether he would 
ensure an organic relationship between mental and medical 
health services ; and what reply he had given to representa- 
tions on this issue.—Mr. Brown replied: The ideas in the 
question are having full consideration in the preparation of 


plans. é 
Captain J. A. L. Duncan asked the Minister of Labour 
what powers he had to direct-men and women discharged 
from the Services on grounds of neurosis or temporary in- 
stability to undergo training at residential or other centres 
under his control ; and what steps he was taking to rehabili- 
tate these .persons.—Mr. E. Bevin replied: The treatment 
and rehabilitation of persons discharged from the Services 
on grounds of neurosis or temporary instability are under- 
taken at gene centres under the Emergency Hospital 
Scheme. centres under my control are vocational 
trainmg centres, and in so far as persons leaving neurosis 
centres are in need of learning a new trade, arrangements 
are made for their admission on a voluntary basis. I have 
power to direct persons where necessary to the training 
centres, but I doubt whether compulsion in these cases would 
be in the best interest of those concerned. Captain Duncan: 
Is the Minister aware that there is a danger in these cases 
that if action is not taken to direct people to training 
they may drift into crime or, alternatively, may be a 
on the state for the rest of their lives ?—Mr. Bevin: It is 
doubtful whether in neurosis cases compulsion is the right 


-method to use. It is a difficult subject. 


Regulation 33B 


Dr. E. SUMMERSKEILL asked the Minister of Health whether, 
in view of the fact thata woman informed against under 
Regulation 33B was imprisoned for failing to gomplete treat- 
ment, he would consider penalising the men who informed 
against her for any. default in treatment.—Mr. -Brown 
replied: No. There is no power under the regulation to 
deal with the persons indicated in’ the latter part of the 
question, Dr. SuMMERSKitL: Can the Minister justify the 
position in which an individual. informed against under 
Regulation 33B can be sent to prison, but the two informers, 
people suffering from the disease and liable to transmit it 
to innocent people, are not penalised in any way ?—Mr. 
Brown: They themselves are undergoing treatment, and the 
House fully understood that when the regulation was made. 
Dr. SuMMEBsKILL: Is the Minister aware that those indi- 
viduals can default in their treatment and not be penalised ?— 
Mr. Brown: I am watching the operation of the regulation 
to find out whether this supposition is actually working out 
in fact. Dr. SumMEeRsKiLL: While the Minister is watchi 
the operation of the regulation, is he aware that these le 
who are defaulting in treatment are transmitting this [ate 8 
to their innocent wives ’—Mr. Brown: I am aware that the 
~ = makes these assumptions, but she does not give 
Us the facts. 


Milk and Vitamins Schemes 

The regulations of the national milk and vitamins schemes 
have now. been adjusted to allow widows and children of 
Servicemen to continue to receive free milk and vitamins, 
where such widows and children were receiving these com- 
modities free prior to the death of the husband or father, 
provided that the normal weekly income from all sources 
temains unaltered except by the substitution of a pension for 
the Service allowance. The concession will be extended to 
widows and ehildren of men who were not Servicermen where 
the circumstances are parallel. (Mr. W. MaBane replying 
to Sir Doveras THomson.) 


____ Letters to the Editor 


REFRIGERATION IN SURGERY 


Str,—The experiences we have reported with refrigera- 
tion for limb operations (Arch. Surg. 1942, 44, 139; 
Arch. phys. Ther. 1942, 23, 711; Anesth. and Analges. 
Sept.—Oct. 1942 ; Anesthesiology, 1943, 4,12; J. int. Coll. 
Surg. 1942, 5, 125) have received extensive confirmation 
in America without any dissent. For convenient and 
efficient analgesia this method ranges from the placing 
of a rubber band around a finger and immersing the 
finger’ in ice water for 15-30 minutes in preparation for 
opening a felon, to the use of a vhigh tourniquet and 
covering the limb with shaved ice for 2-3 hours as the 
preliminary to a major amputation. The outstanding 
advantage is that such operations are entirely devoid of 
shock. Other points of value for war surgery are that 
the method greatly lengthens the time for which a tourni- 
quet can be applied with safety ; it radically checks pain, 
hgemorrhage, shock, infeetion, toxic absorption and tissue 
devitalisation ; and it creates a condition in which limbs 
can either be operated on promptly, or can be kept 
comfortable during transport of the patient or pending 
delayed operation under emergencies. ‘ 

Although this operative method has received notice in 
Great Britain, some additional ideas on temperature 
control may be less familiar. There seems to be 
theoretical and experimental evidence that a moderately 
reduced body temperature, due to true shock rather than 
exposure, should be regarded as a beneficent reaction, 
and that the widely prevalent custom of artificially 
overheating such patients is injurious. While it is 
agreed without dispute that local reduction of tempera- 
ture is a powerful preventive of shock from limb wounds, 
the benefit for treatment of existing shock has been 
denied. In a forthcoming paper (Amer. J. Surg. June, 
1943) I shal present the first experimental evidence of the 
benefit of local chilling for shock emanating from the 
limbs. _ Others have anticipated us in the use of local 
reduction of temperature for frostbite. _ Burns, however, 
constitute a numerous class of casualties which, because 
of their superficial eharacter, are arhenable to refrigera- 
tion treatment ‘not only on the limbs but everywhere. 
The benefits of cold, atleast for one to several days after 
the- burn is received, consist in control of pain which 
largely obviates the need for morphine, in arrest of 
infection, reduction of shock, cedema (including blistering 
and oozing) and toxic absorption, and a favourable 
influence on healing with formation of a more pliable 
sear. The note to this effect. by Fay (J. Amer. med. Ass. 
1943, 121, 1109) and our own small experience to be 
published in May or June in the New York State Journal 
of Medicine should be tested by surgeons having more 
abundant material. The plan does not conflict with any 
of the customary modes of treatment but can be used in 
combination with them. Finally, in any necessary 
skin-grafting, analgesia with cold is convenient and 
harmless for either donor or recipient sites (Mock, 
Bull. Amer. Coll. Surg. 1943, 28, 56). 

New York. ’ FREDERICK M. ALLEN. 


RESPONSIBILITY IN HOSPITALS 

Str,—The “sorry picture’ of life in the municipal 
hospital, depicted in your leading article of April 3, has 
now been copied and embellished by so many less 
eminent artists that you may think it is time to change 
the-subject, but before you do so, I should like to revert 
to the “responsibility in hospitals ’’ as it was entitled. , 
This is an important subject and consideration of jt may 
provide a clue to much of the embittered criticism of the 


jnunicipal hospitals and may help to explain the fact 


that those whose lives have been spent in association 
with voluntary hospitals sometimes fail to appreciate 
the reasons for any system other than that with which 
they are familiar. os 

Voluntary hospitals express some special interest and 
are designed to meet some particular and limited demand. 
In the past they bave been built anywhere, according to 
the whim of those who provided the money or the doctors 
who vided the professional urge. ey have not 
been Fistributed according to wide public need. Little 
itals are scattered about in the most arbitrary 


special t 
so-called general hospitals never provide a 


way, and 
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complete hospital service for the neighbourhood. The 
try is not considered as a whole. A section of the 
eld is for some reason interesting, and provision is made 
to gratify the interest. This specialist and restrictive 
attitude of mind pervades the whole of the voluntary 
system. When a patient of the correct category is 
admitted and is placed under the care of some particular 
doctor, full responsibility is accepted for him. In many 
hospitals the patient is given the best possible care and 
the doctor-patient relationship is developed to the 
highest degree; but little responsibility is felt for 
patients who are excluded because they do not come 
within the field of interest of the staff, or because beds 
are not available for them. Their names are placed on 
a Waiting-list, or they are advised to apply elsewhere. 
Again, it is not always realised that a patient on 
discharge from a hospital should be reasonably fit to 
cope with the conditions to which he will be exposed 
outside. The efficiency of the hospital is apt to be 
méasured by the average length of stay. Voluntary 
hospitals commonly close down for cleaning or other 
reasons without bothering much about what happens to 
the people whose hospital service is thus suddenly cut 
off. In the hospital itself the work tends to be divided 


“ip into departments or units, each member of the 


‘Staff often limiting his feelings of responsibility to the 
section with which he is immediately concerned. The 
whole organisation is rather static and slow to respond 
to changes in popular requirements. This limited sense 
of responsibility is not always recognised and simple 
people sometimes mistake it for a love of freedom. 

In municipal hospitals the atmosphere is not the same. 
A local authority on which is placed the duty of caring 
for the sick of its area has very wide responsibilities. 
It must provide a general service and cannot make 
arbitrary selections according to the interests of the 
doctors, but must make provision of all kinds and be 
rapidly responsive to changing need. In a municipal 
hospital the officer on whom the authority places general 
responsibility is the medical superintendent and it is his 
duty to see that the hospital provides the necessary 
service to the neighbourhood and that every patient 
admitted to. hospital receives proper treatment. As 
municipal hospitals have developed and staffs have 
increased, less and less of the treatment is administered 
by him personally and more by consultants and specia- 
lists, entrusted with full clinical responsibility ; but 
general responsibility remains with the medical superin- 
tendent and.as power and responsibility are complemen- 
tary he must be in a position to adjust the activities of the 
hospital to the daily requirements of the community served. 

The direction of the activities of an organisation 
towards a common end must inevitably involve some 
limitation of individual freedom, but, if the p e is 
understood such limitation should be accep as & 
contribution to the common good. 


Liverpool. Henry H. MAcWIL1iAm. 


SULPHADIAZINE AND THE PARATYPHOID B 
at CARRIER 

Str,—The failure of sulphaguanidine in the treatment 
of chronic paratyphoid carriers discussed by Major 
McNair Scott and his colleagues (Lancet, April 17, 
p. 487) emphasises once again the problem of treatment 
of the chronic carrier state following enteric fever. 
The apparent cure of the following case of a chronic 
Bacterium paratyphosum B carrier by sulphadiazine is 
of interest in this respect. 

A woman, aged 40, was admitted to hospital on July 30, 


1941, with a provisional diagnosis of enteritis. Bacteriological 


examination of the feces revealed Bact. paratyphosum B. 
The patient was then transferred to the local isolation hospital. 
Fourteen months later, on Oct. 6, 1942, she was readmitted for 
cholecystectomy and treatment as a chronic Bact. para- 
typhosum B carrier ; 9 weeks before readmission she had had 
an attack of diarrhoea and vomiting associated with general- 
ised abdominal pain lasting 5 days. Apart from this attack 
she presented no symptoms. Bacteriological examination 
of the feces revealed Bact. paratyphosum B. Examination of 
the urine was negative. Straight X ray of the gall-bladder 
showed it tobe full of stones. Cholecystogram with sodium 
tetraiodophenolphthalein (* Umbramax ’) did not show any 
concentration of the dye. Cholecystectomy and appendi- 


— 


cectomy were performed. Cultures from the gall-stones ang 
gall-bladder wall gave a growth of Bact. paratyphosum 8. 
Recovery from the o tion was complete and uneventfuj, 
Culture of the feces 12 days after operation gave a growth of 
Bact. paratyphosum B. She was then given a course of 
sulphapyridine—a total of 44 g. over 7 days. Re-examina. 
tion of the feces at the end of this period revealed the sam 
organism. A course of sulphaguanidine—34 g. over 6 days~ 
was then given. She continued to excrete Bact. pam. 
typhosum B in the feces. Finally she was given a course of 
sulphadiazine—23 g. over 6 days. Repeated culture of the 
feces over the following 3 weeks failed to give a growth of Bact, 
paratyphosum B, and the patient was discharged as cured. 

No conclusion can be drawn from this single case, 
especially in view of the fact that chemotherapy was 
carried out after the gall-bladder had been removed, 
but the apparent success with sulphadiazine after the 
failure both of sulphapyridine and sulphaguanidine is of 
interest. It is possible that sulphadiazine might bh 
effective in these intestinal carriers whose bile is fre 
from the enteric organism responsible for the carrie 
state. Major McNair Scott and his colleagues report 
failure with sulphadiazine in one chronic intestinal 
carrier, but culture of the bile was positive in this case, 

I must thank Dr. G. L. Findlay, acting medical superin. 
tendent, for permission to publish this case. 

County Hospital, Whiston, Lancs. G. L. Manson. 


THE STRANGE CASE OF MR. HUXLEY’S f£YES8 
Str,—The hypothesis advanced by Professor Hartridge, 
though ingenious, will not, I am afraid, bear scrutiny, 
Leucocytic deposits on the posterior surface of the 
cornea, which are commonly known as keratitis punctata, 
do not constitute a disease in themselves but are merely 
a manifestation of the active stage of uveitis. Pari 
passu with resolution of the uveitis these deposits are 
absorbed or, less rere he are replaced by newly 
organised fibrous tissue. o corneal deposits would 
therefore have been present in Mr. Huxley’s case unles 
@ recurrence of the uveitis had recently taken place. 
It is well known that corneal nebulz due to scarring 
tend to become less opaque with the lapse of time, owing 
to a gradual rearrangement of the bundles of scat 
tissue, but this process is necessarily a slow one. 
Is it not possible that the rapid improvement in vision 
which Mr. Huxley describes was of a functional nature ? 
Wimpole Street, W.1. R. AFFLECK GREEVES. 


REHABILITATION AFTER MENISCECTOMY 


Str,—In their paper of Feb. 13 (p. 197) Major Duthie 
and Captain Macleod state that, at a military convalescent 
depot, the average period off duty after meniscectomy is 
82 days; and wasted quadriceps, effusion and limitation 
of movement were found in the majority of cases. 
From personal experience of giving postoperative 
physiotherapy to a large number of patients of all ages 
and both sexes I can say that all but a very small 
minority walked without a limp on the 14th day after 
the operation, went home on the 17th, and began work 
10 days later. Quadriceps were equal, movement free 
and there was no effusion. Those doing heavy work 
needed 14 days longer on light occupation or convalescing 
under supervision—42 days inall. Why should recovery 
take longer? It seems a great waste of time, both for 
the patient and for the personnel in charge of the case. 
Is early physiotherapy ordered ? Is it too strenuous? 
Are the patients treated en bloc ? It may well be too 
strenuous, as there is a tendency~to overdo a good 
method. How many of us can contract our healthy 
quadriceps for five minutes by the clock wifhout fatigue 
and without the movement deteriorating in quality? 
Early postoperative treatment is essential and calls for 
expert judgment of the quality of movement. It & 
highly skilled work, ~ 

The “ en bloc ” method cannot produce a uniform result. 
There are lazy patients, unwilling patients, over-timid or 
over-bold. All need to be considered separately. We 
have what we call a ‘‘ routine’ treatment. it provides 
a base Of operatjons but ean be presented in many forms 
to suit the individual. Though it is more trouble,: 8 
far-more-worth while from every point of view. 


Savernake Hoseital. 


Marlboroug OLIVE F. SANDS, CSMMG. 
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THE SPECIAL CENTRE 

Srr,—Dr. Philip Ellman’s broadminded observations 
én the relation between special and general medicine are 
opportune. His plea for a return to that more balanced 
outlook which characterised the older school of clinicians 
is especially welcome at a time when, amid all the 
political planning for the future of medicine, so much 
that practical experience has shown to be of incalculable 
value is in danger of being thrown inte the melting-pot. 

His tentative suggestion that specialised units should 
be housed in a general hospital under one codrdinated 
system has much to commend it from the point of view 
of effective organisation, but I venture to think that it 
does not offer the ideal solution of his problem. The 
proposal has been encouraged by not a few teachers, some 
of whom have gone so far as to urge that the special 
hospital is redundant and that its functions could be 

ormed equally well, if’ not better, by a special 

Separtenent of a general hospital. This view is certainly 
not shared by those with intimate experience of the 
work of the great special hospitals, for the contribution 
of which to our system of medical sh there is no 
real substitute. I am not inferring from Dr. Ellman’s 
letter that he favours the abolition of the special hospital 
—I am sure this is the last thing he would desire—but I 
feel Page> 6 that the lack o eo au abt which he 
rightly deplores is largely the fault of the teaching 
staffs of the general hospitals today, which are being 
recruited more and more from the ranks of the experi- 
mentalists and less and less from clinicians whose pre- 
liminary training has been based upon a study of the 
humanities. ¢ 

I am well aware that this view is as unpopular as it is 
old-fashioned, but it.can hardly be denied that in the 
days when teaching was given by senior consultants in 
active practice in general medicine, including those 
aspects of the subject which primarily concerned the 
general practitioner, the student emerged finally with 
a knowledge of social medicine not far removed from the 
ideal to which so much attention has recently been paid 
by our would-be reformers. If the methods of the great 
teachers of former days were better studied now, they 
might possibly convince some of our modern enthusiasts 
of the truth of the adage that there is nothing new under 
the sun, and provide an opportunity for many of the best 
clinical traditions to come into their own again. 

Harley Street, W.1. MAURICE DAVIDSON. 


DOCTORS AND THE FUTURE 

Simr,—Your leading article of May 23 does not seem 
fully to deal with the points raised in the letter to which 
it refers. The production of a really concise résumé of 
the evidence does appear necessary for the following 
reasons: (1) The younger doctors, many of whom are 
serving overseas, cannot have ready access to, or oppor- 
tunity for studying and discussing, long reports. (2) 
Those who are carrying on civilian duties are working 
at high pressure and have neither the time nor the 
reserve of mental energy to enable them to do so. Can 
changes, affecting the whole future of medicine in this 
country, justly be forced upon them at a time when, 
owing to war conditions, they are virtually muzzled ? 
They, no less than other members of the community, are 
entitled to the benefit of the democratic principles for 
which, we are informed, we are fighting this war. The 
smooth running of any scheme must depend on the 
willing codperation of the doctors : they, after all, would 


do the actual work. 
Bournemouth. A. Bast, Rooke. 


JAUNDICE AND THE SYRINGE 

Str,—Lieut.-Colonel Bigger’s note in your issue of 
April 10 on jaundice in ilities is welcome. May I 
add my own practical experience which has led me to 
the same conclusion. In our venereal diseases clinic I 
was alarmed by the high incidence of jaundice which 
reached a percentage of 10 to 12 in cases under intra- 
venous arsenical treatment. I thought the faulty 
disinfection of syringes, which was done in the way 
described by Bigger, might be a source of infection. For 
several months, therefore, I have been using only freshly 
boiled for such injections, and have not seen a 
hew case jaundice in our clinic during this time. 
Instead of two syringes I have been using about ten. 


When half of them have been used they are put into the 
steriliser, gradually heated, boiled and cooled in the 
ordinary way, while the rest are used. This boiling of 
syringes, which should be a rule for intravenous medica- 
tion, irrespective of any theory about a virus, need involve 
little additional work or time. 

Health Dept., West Hartlepool. JOHN LISSAUER. 


TEMPERATURE TAKING 


Str,—Clinical deductions drawn from oral tempera- 
ture readings are often fallacious. The aim of taking the 
temperature is to record the true body heat. The only 
place from which a true and quick record can easily be 
obtained is the rectum. In this site a half-minute 
thermometer will give an accurate reading in half a 
minute in 50% of cases and is correct after one minute 
in almost 100%. I have drawn certain conclusions from 
many thousands of rectal temperature readings taken 
simultaneously with those in tke mouth. 

(1) The normal rectal temperature is 98°4° F. if the patient 
has been at rest for half an hour. It is not 99-4° or a degree 
higher than the oral. 

(2) Exercise will cause a rapid rise of rectal temperature 
dependent on the energy expended. A game of squash 
racquets will often produce a temperature of 102°F. This 
pyrexia is a physiological tonic. 

(3) There is often a great divergence between rectal and 
oral readings after one minute—e.g., oral ‘99°, rectal 102°. 

(4) Oral temperatures roughly correspond to the cutaneous 
— and the latter is qualified by climate and skin circu- 
ation. 

(5) It is waste of time to spend ten to twelve minutes in 
order to obtain a fairly accurate oral temperature. 

From comparison of oral, rectal, axillary and cutaneous 
readings, taken both with thermometers and a pyrometer, 
I am of the opinion that rectal temperature readings 
are much the quickest and most reliable clinical guide 
and should be substituted for oral readings. 

Manchester Square, W.1. H. W. HAteEs. 

Sir,—For many years it has been my practice to 
replace the thermometer, without shaking it down, in 
the mouth after observing the first. reading, and to 
repeat this-replacement until two consecutive-readings 
were the same. In this way a slow thermometer is not 
liable to mislead and the tentperature of the patient’s 
mouth is allowed to reach the highest level before the 
observation is completed. i 

London, S.W.15. BE. L. MIppLeton. 


NATIONAL COUNCIL OF MENTAL HEALTH 


Sir,—DVoubtless owing to an oversight, no reference 
is made in your annotation of May 29 to the pioneer 
voluntary mental health agency—the Mental After-care 
Association. This association, which was for many 
years the only organisation of its kind, works in the 
closest codperation with many public bodies throughout 
the country, particularly with the London County 
Council, which is represented on its governing body. 
It is in full sympathy with the ideals of the Provisional 
National Council and has recently complied with a 
request from the Ministry of Health to submit its views 
as to how these might best be attained. It was unable 
to join(in the amalgamation scheme advised by the 
Feversham Committee, but continues its wholehearted 
coéperation with the bodies which did so. To describe 
those bodies as ‘‘ the three principal voluntary associa- 
tions’ is an inaccuracy which all concerned would 
wish corrected. . In this connexion may I refer to your 
annotations in the Lancet of April 3 and 10 on the annual 
meeting of the Mental After-care Association held 


recently in London. HENRY YELLOWLEES, 


House, 5 
110, Jermyn Street, S.W.1. 








Tue Palestine Post reports that two Jewish scientists— 
Dr. Felicien Zipser, a physician, and Dr. Richard Marberger, 
a chemist, have been treating typhoid with a preparation 


containing tin. They have carried out large-scale experi- 


ments in the past year, and claim that the drug reduced the 
length of the disease and lowered the death-rate. An 
American medical mission consisting of three professors 
from Columbia University’ is said to have completed an 
inquiry into the value of the method. 
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Obituary 


JAMES EWING 
MD COLUMBIA 

Professor Ewing of Cornell University, N.Y., who died 

on May 16, at the age of 76, was an international authority 
on the pathology of tumours. He held this position 
not merely because of his book ‘‘ Neoplastic Diseases,”’ 
first published in 1919, which is the standard work of 
reference on all oncological matters, but also because 
throughout his life his critical analysis of tumour material 
did much to clarify problems of human cancer.  A\l- 
though interested in and appreciative of, the enormous 
amount of work being carried out in experimental 
carcinogenesis in animals, yet his aim was that expressed 
in the preface of his book ‘‘ that by rendering more 
accessible to English readers the knowledge of tumours he 
may contribute somethigg towards the reduction of the 
mortality from cancer ’’ ; and so it was that his orienta- 
tion was ever towards the diagnostic and prognostic 
value of tumour pathology rather than its pure scientific 
interest. 
«~-His many writings dealt with tumours of almost every 
zegion and type; indeed there is seldom an article on 
human cancer but thaf there is a réference to Ewing. 
In 1913 a paper on endothelioma of lymph-nodes empha- 
sised the distinction between the diffuse carcinomatosis 
of a lymph-node and the primary tumour of lymphoid 
tissue formed of large pale cells—which he suggested 
should be called reticulum-cell sarcoma, a. title 
which has now commonly been contracted to reticulo- 
sarcoma. ‘Fhe discussion as to the true incidence of 
malignant change in chronic peptic ulcers, excited by 
remarkable figures from workers at the Mayo Clinic, was 
rationalised by a masterly review of the subject in 1918 
which the careful work of Stewart and Newcomb has 
substantiated ; more recently his contribution to the 
conference on gastric cancer held at Bethesda in 1940 
he! admirable commentary on current views and 
work. : 

Eponymically Ewing’s name will ever be associated 
with tumours of. bone. He had much to do with the 
foundation of tRe bone-sarcoma registry of the American 
College of Surgeons and introduced the term ‘‘ osteogenic 
sarcoma.’ In a paper on the classification of bone 
tumours, published in 1922, he described a non-osteogenic 
tumour of bone, with clearly defined clinica] characters, 
as a diffuse endothelioma or endothelial myeloma of 
bone. Partly on account of his original description, 
and partly owing to Jack of agreement as to its 
histogenesis, it has come to be known as Ewing’s tumour 
of bone. It has probably caused more acrimonious de- 
bate than es emg recent observation in morphological 
pathology. ere was general agreement that a tumour 
with the clinical and radiographic features described by 
Ewing existed, but whether it was a pathological entity, 
and if so what was its nature, was far from certain. 
Willes suggested that most, if not all, Ewing’s tumours 
were metastases from neuroblastomata; Oberling and 
Raileana and others believed that they were all reticulo- 
sarcomata ; but recent papers such as those of Foote and 
Anderson, and Sharpure (1940) have substantiated 
Ewing’s contention that it is in reality a tumour derived 
from primitive vascular endothelium and distinct from 
the primary reticulosarcomata of bone. Ewing himself 
in 1939 gave an admirable review of the classification of 
bone tumours in which he upholds his original contention 
as to the nature of his tumour. . 

* At the International Conference on Cancer held in 
London in 1928, Ewigg read a paper on the causal and 
formal genesis of caneer, in which he marshalled the 
evidence from human and experimental work and then 
suggested that one should recognise two groups of factors, 
the’ causal or remote causes of cancer (including heredity, 
endocrinal imbalance, and carcinogenic agents, on all of 
which we have considerable knowledge) and the formal 
or proximate factors—the nature of the cancer process 





—of which we have limited knowledge in restricted_ 


groups of experimental tumours and many theories none 
of which are entirely acceptable. This concept has 
proved of value in apportioning the significance of past 
and subsequent work on the causation of cancer. In 
1935 he wrote on the accidental traumatic factor in cancer 


) 


causation and set out certain postulates which jAM his 
opinion must be fulfilled before trauma can be accepted 
as the inductive agent in particular tumours; it is h 
paper of great value in relation to claims for compensa- 
tion in such cases. 

This brief sketch of long and fruitful labours may 
suffice at least to show how much help Ewing’s critical 
sense and great experience has given to the practising 
pathologist. 


GEORGE RAMMELL FOOTNER 
OBE, MB CAMB, FRCS 


Mr. G. R. Footner, who died on May 16 at the age of 
63, will long be remembered in the Sudan for his work 
as a surgeon and as a teacher of surgery. 

Footner was educated at Marlborough, Cambridge 
and St. Thomas’s. He won the university scholarship 
to the hospital and later tiéd with L. E. C. Norbury for 
the Beaney scholarship in surgery. He was one of the 
outstanding batsmen in his college and hospital cricket 
teams. He held all the junior surgical house-appoint- 
ments but. when Norbury obtained the surgical registrar- 
ship in 1907, Footner went as RSO to the Royal In- 
firmary, Derby. In 1910 he joined the Sudan Medical 
Service, then.the most highly qualified though smallest 
service of its kind. . His work at first gave little scope 
for his surgical talent, but when the civil medical service 
gradually took over the work in the Southern Sudan 
from the medical corps of the Egyptian army, Fpotner 
was appointed medical inspector to the Upper Nile 
Province. In his pioneer medical work among the 
Dinka, Shilluk ‘and Nuer tribes, based on his head- 
quarters at Malakal, he made great use of the Nile 
hospital ship, the Lady Baker, which he helped to 
organise and equip. Unfortunately an encounter with 
@ wounded lion nearly cost him a limb and resulted in an 
almost completely ankylosed knee. On recovering from 
the injury he was transferred to Khartoum as the first 
senior surgeon appointed in the Sudan Service which 
was then rapidly developing.. Later he became as well 
the first lecturer and teacher of surgery in the newly 
constituted Kitchener Medical School. In 1928 he 
retired from the Sudan and from medical practice, living 
first at. Winchester and later in Cornwall. At the out- 
break of war he undertook work of various kinds, mainly 
medical boards and helping in local general practice. 

A colleague writes: Footner’s tall spare athletic 
figure commanded attention. He was a fine example of 
the type of. surgeon most needed in the tropics where 
character and example as well as professional ability 
are important. He had strong sensitive hands and a 
sound surgical technique. A man of high, purpose he 
demanded an efficient standard from others as well as 
from himself. He was intolerant df anything slipshod 
or second-rate, and he exercised an enduring influence 
on his Sudariese medical students. He bore his last 
illness with courage and fortitude and was working to 
within ten days of his death. He leaves a widow, a 
daughter and two sons. 


DORA LUSH 
MSC MELB 
NEws was received from Australia last week of the 
tragic death at the age of 34 of Miss Dora Lush. 
She had accidentally infected herself in the laboratory with 
sree 57 pate through the slipping of a syringe. Miss 
Lush had worked since 1935 with Dr. F. M. Burnet at the 
Walter and Eliza Hall Institute, and had proved herself 
most skilful in thelaboratory. From work with staphylo- 
coccal bactefiophages she passed to studies of a number 
of viruses, chiefly in collaboration with Burnet, and she 
was particularly expert at the egg-inoculation techniques 
which he has developed. The outbreak of war did not 
deter her from a proposed visit to this country, and she 
worked at the National Institute for Medical Research 
from early in 1940 till. September, 1942. She was a 
rene and cheerful colleague and seemed to enjoy the 
litz. She did thoroughly useful work over here, especi- 
ally on influenza and typhus, and was one of several who 
contracted murine typhus in the laboratory at Hamp- 
stead, nee very mildly. The sad news now received 
confirms only too well the lack of eross-immunity between 
—_ scrub-typhus, or tsutsugamushi disease, of 
e ‘ 
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NURSES IN MENTAL HOSPITALS 
STANDARDS of nursing in different mental hospitals 
yary considerably, and so do hours of work and conditions 
of service. The Mental: Hospital Matrons’’ Association 
ask ' that the mental-hospital matron should always have 
direct access to the hospital comimittee : and t her 
salary and status sho be the equal to that of the 
ral-hospital matron. They vise that nursing 
subcommittees should be se here though they do not 
define their duties; and they recommend that when 
nurses are resident their emoluments should be provided 
in kind, not in cash. The Royal Medico-Psychological 
Association’s examinations should now, they think, be 
superseded by the state examination in mental een 4 
We doubt, however, whether the rise of standards whic 
this implies can be achieved until their other proposals— 
appointment of qualified sister-tutors, and provision of 
adequate domestic and porter staff to relieve the nurses— 
can be implemented. Meanwhile, some of the nurses 
who cannot reach the theoretical level required for the 
state examination might perhaps qualify as assistant 
nurses. 


INTERNATIONAL CONTROL OF DRUGS 
OF ADDICTION 


THE League of Nations has recently issued, through its 
Supervisory Body under the Dangerous Drugs Conven- 
tion of 1931, estimated requirements of narcotic drugs 
in 1943. This annual statement forms the basis of the 
international control of the manufacture and commerce 
in drugs of addiction, and the experience of the last 
world war, which led to a real epidemic of addiction, fully 
justifies this procedure. The report sets out in detail 
for each country the statistical requirements for 1943 
of each of the scheduled drugs. ‘ Owing to delay in 
communications and probably also to preoccupation of 
governments with the international situation ” estimates 
were slow in coming in and 23 countries together with 
48 territories failed to furnish any estimates dt all. 
\On the other hand, the annual estimates were received 
in respect of 48 countries and 58 territories. For those 
countries in default. the’ convention of 1931: provides 
for the establishment of appropriate estimates by the 
Supervisory Body which ave the same binding 
foree as those furnished by the governments themselves. 
The right of supplementing any estimates, or. revising 
them, is sanctioned by the convention to meet unfore- 
seen medical or scientific needs. Indeed; last year 
71 supplementary estimates were received and dealt 
with, which reduced the estimates to be framed by the 
Supervisory Body from 34 to 17. 

In the report for. 1943 the total world requirements 
for each drug do not appear to be given as they were 
last year. Then the grand annual totals were: mor- 
phine ((including that for conversion) 49,737 kg., 
cocaine 4748 kg., heroin 834 kg., codeine 32,776 kg., 
ethylmorphine 3148 kg. For the current year some 
sample requirements are as follows. For the United 
Kingdom: morphine (including conversion) 5978 kg., 
cocaine 341 kg., heroin 82 kg., codeine 1479 kg. For 
the United States : morphine 11,232 kg., cocaine 900 kg., 
codeine 8505 kg., and heroin 9. For China: morphine 
201 kg., cocaine 10 kg., codeine 210 kg. For India: 
morphine 758 kg., cocaine 41 kg., heroin 5 kg., codeine 
260 kg. In the case of Japan the figures given by the 
Supervisory Body are: morphine 5273 kg., cocaine 
890 kg., heroin 180 kg., codeine 2288 kg. A branch 
office of the secretariat of the Supervisory Body has been 
opened at 1322 Eighteenth Street, North West, Washing- 
ton, D.C., with a view to facilitating communications 
with governments and countries outside Europe. Sir 
Malcolm Delevingne continues to act as president of 
the Supervisory Body. } 


University of Cambridge 


On May 22 the degrees of MB, BChir were conferred by 
proxy on A. W. Capon and G. F. Panton, and in person on 
F, Eckstein. 





1. Leaet from Miss Olive Ashford, SRN, hon, sec. ofthe Associatio iation, 


10, Wilton Polygon, Crumpsall, Manch 


ROYAL COLLEGE OF SURGEONS 

This year the college celebrates the centenary of its fellow- 
ship (see Lancet, May 8, p. 590). The honorary fellowship, 
however, dates only from 1899, when the council was em- 
powered .“‘ to elect such persons whether British subjects or 
not and whether of the age of 25 years or not as the said 
council shall deem sufficiently distinguished for the purpose.” 
The number of honorary fellows is: limited to 50. 

At the close of the Hunterian oration on May 26, Sir Alfred 
Webb-Johnson, the president, admitted. to the honorary 
fellowship Colonel Elliott C. Cutler, Moseley professor of 
surgery at Harvard University and chief surgical consultant 
to the United States Army, and Dr. Wilder G. Penfield FRS, 
professor of neurology and neurosurgery at McGill University, 
Montreal. These two surgeons will be taking part in the 
forthcoming Anglo-American mission to Russia, during which 
Surgeon Rear-Admiral G. Gordon-Taylor, the senior vice- 
president of the college, will admit to the honorary fellowship 
two Russian surgeons, Dr. Nicolai N. Burdenko, director of 
the operative surgery institute, Moscow University, surgeon- 
in-chief to the Red Army and president of the Scientific 
Medical Council of the USSR, and Dr, Sergei 8. Yudin, of the 
Sklifassovski Hospital for Traumatic Diseases in Moscow. 

On Thursday, June 10, at 4.30 pm, Mr. E. W. Riches will 
deliver a Hunterian lecture on the methods and results of 
treatment in cases of paralysis of the bladder following spinal 
injury. 


ROYAL MEDICAL BENEVOLENT FUND 

At the annual meeting held at RSM House on wiay 25 
Sir Arnold Lawson took the chair in the absence (for the 
first time for many years) of Sir Thomas Barlow, president. 
Dr. Lewis Glover, treasurer, in presenting his report said that 
though the income was slightly down the number of applicants 
was smaller. The fund, he said, aimed to give each of its 
beneficiaries at least 30s. a week after the rent had been paid. 
The thanks of the fund were expressed to the British Medical 
Association and the Medical Insurance Agency which had 
been, as always, generous helpers, and the assistance of the 
medical press was acknowledged. A special tribute was 
paid to local honorary secretaries and to the Ladies’ Guild 
which enhances the work of the fund by personal service. A 
leaflet issued ‘‘ from the secretary’s chair,” a week or two 
ago, rye: “‘ At times occurs the thought—will the day 
come when the fund is unable to help, and the appeal whether 
from widow, daughter or aged practitioner, must remain 
unanswered ? It is for the present generation of practitioners. 
to refute this possibility and to take their share in a work 
which is a common professional inheritance and tradition.’’— 
The address of the fund is RMBF, 1, Balliol House, Manor 
Fields, Putney, S.W.15. 


Medical Insurance Agency 


At a meeting held on May 26 Sir Robert Hutchison was 
re-elected chairman. Sir Hugh Lett was elected and the 
following were re-elected to the committee of management : 
Lord Horder, Dr. Alfred Cox, Dr. James Fenton, Dr. Lewis 
Glover and Dr. R. W. Craig. The recommendations of the 
committee included the distribution of £3473 to the medical 
charities. The report showed that the decline in the agency’s 
motor car business had been considerable, but other branches 
had suffered less than had been feared. 


Cleansing of Dairy Equipment 

In Circular 2819 the Ministry of Health says that the most 
effective and simple way of cleaning dairy equipment is by 
steam sterilisation, but since present conditions preclude any 
considerable extension of the use of this method the minister 
has amended the Milk and Dairies Order, 1926, so as to permit 
the use of approved sodium hypochlorite solutions for the 
. Four approved products are here listed ; they must 
wel a total available chlorine content of 9-12% by weight, 
and must also contain not less than 0-7% of sodium chlorate 
to act as a detector should sodium hypochlorite gain access to 
the milk. Every vessel, lid and appliance used for containing, 
ing or straining milk (except a mechanical milker) 
must be thoroughly washed after use, and must be cleansed and 
scalded before it is used again. Where an approved hypo- 
chlorite solution is used, all trace of it must be removed before 
the vessel comes in contact with milk. The equipment must 
+ be stored in a clean place, protected from dust and dirt, and 

must not be used for anything but milk. 
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Medical Honour 

Lloyd’s war medal for bravery at sea has been awarded to 
Dr. Adeline Miller, ship’s surgeon,’for her work among the 
wounded when her ship, the Britannia, was sunk. De. Miller 
has also been awarded the MBE. 


Medical Casualties 

The ee easualties among RAMC officers have lately 
been announ: 

Killed.—Captain James Gerard Cassidy, MB Nur, and Captain 

Daniel Waldron McCarthy, MB DUBL. 

Died of Wounds.—Captain William Daniel Miles, MB DUBL. 

WS Captain R. G. MacLeod, MB @uAsG., RAMC, has been 
posted as wounded. Dr. C. A. Gibson- Hill is reported to be 
interned in’ Singapore. 


Return of London Medical Schools 


Mr. Harold Claughton, acting principal, in his report on the 
work of the University of London during 1942-43 remarks 


that several schools are returning to London provided that . 


essential repairs to their buildings can be undertaken. The 
medical students of King’s College have already returned 
from Birmingham and the preclinical students of the Middle- 
sex Hospital from Leeds, the London School of Medicine for 
Women is bringing back its preclinical students from Exeter 
and the London Hospital its preclinical students from Cam- 
bridge. The whole medical school of University College 
Hospital is also returning to London as the sector hospital 
which has been used for teaching is no longer available. 
Among the schools whose buildings have suffered extensive 
damage are University College and St. Bartholomew’s 
Hospital medical college, and these schools are considering 
schemes for temporary accommodation after the war so that 
their return to London need not wait upon the completion of 
the permanent buildings. 


Royal Society of Medicine 

On Tuesday, June 8, at 4.30 pM, at the section of thera- 
peutics and pharmacology (which is changing its name to the 
section of experimental medicine and therapeutics) Dr. R. A. 
McCance and Miss E. M. Widdowson, PhD, will read a short 
paper on phytic acid ind absorption of iron, Dr. E. N. Allott 
on sulp ine in ulcerative colitis, and Dr. G. Melton’ 
on nicotinic acid in the treatment of asthma. At the section 
of proctology, on June 9, at 5 pm, there will be a discussion 
on functional diseases of the colon and rectum, Sir Arthur 
Hurst, Dr. H. L. Wilson, Dr. Geoffrey Evans and Dr. E. H. 
Larkin will be the opening speakers. At the meeting of the 
section of ophthalmology on June 11, at 4.30 PM, Lieut- 
Colonel Derrick Vail, USAMC, will speak on chorioretinitis 
assocfated with toxoplasma. 


Another Visit to St. James’ Hospital 

Senior surgeons of the Canadian.and American Forces 
including Colonel J. C. Kimbrough, director of professional 
services to the American Forces, attended demonstrations of 
the work carried out in the gastric and urological units of 
St. James’ Hospital (LCC) on April 29. During the morning 
demonstrations were given by Mr. Norman Tanner and 
Mr. H. K. Vernon in gastroscopy, nephro-ureterectomy for 
ectopic vaginal ureter and cystoscopy and fulguration of 
villous growth. In the afternoon there were demonstrations 
of partial gastrectomy, slide repair of hernia, injection of 
cesophageal varices and cystoscopy, suprapubic lithotomy 
modified Harris’s prostatectomy, nephrectomy and 
operation for hematocoele. The visit was one of a series 
provided in the council’s medical services for ‘allied and 
dominion medical officers. 


British Association of Physical Medicine 

At a meeting held on May 25, with Lord Horder presiding, 
the election of the council was ‘completed, and the following 
are now members: Dr. Francis Bach, Dr. L. D. Bailey, 
Dr. Philippe Bauwens, Dr. William Beaumont, Wing-Com- 
mander i F. Bromley, Dr. Hugh Burt, Dr. F. 8. Cooksey, 
Dr. E. J. Crisp, Dr. C. B. Heald, Dr. Geoffrey Holmes, 
Lord Ho , Brigadier F. D. Howitt, Dr. James Mennell, 
Major J. . 'T. Patterson, Dr. M. B. Ray, Sir Morton Smart, 
Dr. Kennet enneth Stone, Major W. S. Tegner, Dr. Dorothy Wood, 
Sir Robert were Meeunns ¥ oods. battered amine we 
till the next ual gene’ wentne years was authorised to 

declaration of the Sbjects of the association, the rules 
membership and procedure ; and to be guided in these 


office 
draft a 
as to 
pacercievdbe tore eae mete Pome ace te Rk It 
was also empowered to appoint the officers of the association. 
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Lecture on Health in the Factory 


On June 10 at the School of Medicine, Leeds, at 2.30 
Dr. 8. A. Henry, medical inspector of factories, will lecty 
on the health of the factory worker in war-time. Medicgl 
practitioners are invited. 


Training School for Mental Nurses 

The school set up at Claybury Hospital (LCC) as an exper, 
ment a year ago (see Lancet, 1942, ii, 234) is now to } 
established. It serves the eight hospitals north of ti 
Thames and after the war a second school is projected 
hospitals south of the river. 


Infectious Disease te England and Wales 
WEEK ENDED MAY 22 
Notifications.—The following cases of p00 infeotions dliseas 
were notified during the week: small 
fever, 1740 ; whooping-cough, 2446 ; 
paratyphoid, 4; typhoid, 12; es (excludi 
rubella), 8377; pneumonia faiaare or influen 
672; puerperal pyrexia, 183; cerebrospinal fever, he 
fethargica, 0 7;  polio-encephalitis, 0; encephali 
al Sa 0 dysentery, 146 ; ophthalmia neonatorum 
No case of iqeamer spi plague or typhus fever y 
satified during the week 


The number of civilian and eertne sick in the Tntediioue: Hos sa men 
of the London County Council on May 19 was 1963. 
scores week the following cases were admitted : mr. fer 
; diphtheria, 45; measles, 134 ; whooping-cough » 39 


" Deathe. —In 126 great towns there were no des 
from enteric fever or scarlet fever, 7 (1) from mea 
15 (1) from whooping-cough, 12 (2) from diphther: 
63 (16) from diarrhoea and enteritis under two yean 
and 15 (3) from influenza. The figures in parenthey 
are those for London itself. 

Newcastle-on-Tyne reported 5 deaths from diarrhcea, Birmingh 
4, There were 3 deaths from whooping-cough at Manchester, 

The number of stillbirths notified during the week w. 
221 (corresponding to a rate of 31 per thousand to 
births), including. 1 18 in London. 
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Appointments 


CALM, A. W., MD GOTTINGEN: full-time radio-diagnostician att 
Northampton General Hospital. 
examining factory surgeon f 


LinpsayY, 8. S., MB LOND., DOMS: 
Greenwic ma 
examining factory surgeon fi 
RSO at Bradford Ro 


STALKER, W. 
ean” Yorks. 

WIGGLESWORTH, F. W., MB LEEDS: 
Infirmary. 


Births, Marriages and Deaths 


BIRTHS 

ERSKINE.—On May 28, in London, the wife of Dr. John Erskine 
@ son. 

MACLAREN.—On May 26, in London, the wife of Captain Col 
Maclaren, RAMC—a son. 

STRANG.—On May 25, at Northampton, the wife of Major T. M 
Strang, RAMC, of Wellingborough—a daughter. 

— Piggy May 25, at Pembury, the wife of Dr. L. C. Thoms 


Puasan On May 26, in London, the wife of Dr. W. G. Tillman 
@ son. 

Ungavur.—On May 22, at Weybridge, the wife of Dr. Byn 
Unkauf, of Winnipeg, Canada—a. son. 


MARRIAGES 


ORAN—K.ING.—On May 25, at All Saints’ Church, Fleet, Pilg 
Lieut. Francis Poran, » FRO, flight-lieutenant RAFVR, to Ce 
ming. section-officer, W. 

Ross—McNEILL.—On Ma; ‘at’ North Elmham, prostolk, ; 0 
oe Hamilto ig FRCSE, of Sunderland, 

cNe' 


SouTAR—SMALLWOOD, —On May 28, in assertion Kenneth And 
Soutar, MROP to Margery Smallwood. 


DEATHS 
age 8 —On May 27, in Belfast, John Moorcroft McCloy, MD 80 
Misnamana.--O0 May 23, at Witney, Thomas Bingham Marsh 
PEAcook. m May 26, at Whitburn, Durham, Edith Gr 
I sen 9 May 25, John whem Smyth Seacombe, oBE, } 


DPH, major dey 
WaRE.—On Mew pte ; John William Langston Wai 
Macs, aged 8 
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TREATMENT OF THE INJURED 
WORKMAN * 


H. EB. GrRiIrFirHs, MS tonp, FRCS 
, SURGEON TO THE ALBERT DOCK HOSPITAL, LONDON 


_THE treatment of the injured workman should not 
differ in ‘any material way from that afforded to any 
other member of the gay enceap’ A but when the manual 
worker is selected as a type the principles underlying 
treatment are perhaps made easier to understand. 

Lhe object of treatment is to effect a cure—that is, to 
obliterate altogether from the mind and body of the 
patient the effects of the injury sustained. ~Since in the 
human body repair does not occur without the formation 
of sear, 100% anatomical and physiological recovery is 
not possible and some stand: short of that must per- 
force be accepted. In my opinion the best results can be 
obtained by accepting the restoration of full working 
capacity as the criterion of recovery. 


POWER IN MUSCLE-ACTION 
Before we can set. out to obtain this cure, we must 


determine what the workman has lost as a result of his . 


injury and what we must-restore. In a word: what is 
working gouechs, ?. It mere ability to stand, walk, run, 
jump, climb, pull, push, , turn, twist, manipulate ; 
but above all, to endure.. Loss of any one of these 
attributes is the result of loss of power ; therefore, where- 
as the criterion of recovery is restoration of working 
capacity, the goal of treatment is power. 

Power. is produced by muscle-action, and in man 
iuscle-action is the only method of expression of power. 
Whether he be professional pugilist. or poet, fighting, 
declaiming, dictating or writing, the final medium of will 
or thought is muscular.action. 

None of the voluntary muscles works alone. Each 
works in a carefully balanced group: while one muscle 
contracts its antagonist elongates, just retaining suffici- 
ent tone to ensure that smooth and rhythmic movement 
shall be attained or. that a static position against resist- 
ance shall, be maintained with the minimum amount of 
effort. _When.a muscle contracts, its points of attach- 
nent tend to approximate, and that is only possible if the 
joint or joints crossed by the musele or its tendons move. 
Muscle power may be 


- increased or conserved by the play of the tendons 
over fulera produced by bony projections of fibrous tunnels. 
It follows, therefore, that if the muscles are to act to the best 
mechanical advantage, anatomical reconstruction of bone and 
soft parts must be as perfect as possible ; but efforts at this 
reconstruction must always be controlled by the consideration 
of musele action.” For ex le, in compound fractures 
associated with muscle damage it may be necessary to aim at 
deliberate shortening of the bone in order to secure maximum 
power in the muscle. Joint movement per se is not only 
useless, it is most disabling—for example, a flail elbow. ‘Joint 
movement caused and controlled by balanced muscle action is 
the very essence of power. 

” in treatment, therefore, is not indicated or esti- 
mated by attention to'the angles of joints but by the degree 
and strength of the contraction of the muscles controlling the 
joints.” (Griffiths 1943.) 


_ Thus there must be such anatomical reconstruction of 
injured parts as permits the muscle to act to the best 
mechanical advantage; an adequate blood-supply is 
equally important use it provides for adequate 
oxygenation, nutrition, and the elimination of waste, all 
essential in promoting repair and redevelopment. The 
blood-supply depends not only upon thé arterial flow but 
equally upon a good venous return. Unless the venous 
return is gt pa? there is stagnation in the capillary 
circulation and a decreased blood-supply, with cedema, 
the oedema itself being of both the active and the passive 
types, leading to the matting together of tendons and 
‘nuscles with fibrin and the ‘ultimate formation of 
adhesions. A deficient venous return is the most important 
single factor in the causation of fos f joints following injury. 

The soporanne of the blood-supply has long been 
recognised, but until Lucas-Championniére’s day the 
importance of the venous return was not adequately 


* Being the substance of a Hunterian lecture delivered on May 5. 
6250 
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stressed. An increased blood-supply to the part has been 
produced by various forms of heat, from blistering agents, 
through fomentations and radiant heat to diathermy. 
None of these methods, however, assists in the venous 
return. ‘The venous circulation of the limbs owes little to 
the vis-a-tergo of the blood entering from the capillaries 
but is mainly dependent on the contraction of muscles 
which act. as pumping stations, forcing the blood cen- 
trally. along the veins. The completely flaccid muscle 
does not assist in the venous return, but when the muscle 
is in a state of tonus the pumping action is functioning. 
But this action increases proportionately to the amount 
of actual contraction which takes place in the body of the 
muscle, Bainbridge (1931) has shown that the blood 
circulation through a.muscle at exercise is increased 4—9 
times. Michell and his colleagues (quoted by Allbutt 
1909) and Schneider and Havens (1918) have also shown 
that muscle.training is followed by an increase in the red 
cells and in the hemoglobin value of the blood. It 
follows, therefore, that the process of healing in an in- 
jured limb can be assisted by keeping the muscles in a 
state of tonus, and hastened by keeping the muscles at 
exercise. ; 

We have thus established an endless chain: power in 
the limb is produced by muscle contraction ; but muscle- 
action requires a good circulation, the first essential for 
tissue repair; and circulation is only made possible if the 
muscles contract, producing power. 


THE LADDER OF POWER 


The purpose of all treatment is to secure normal muscle- 
action ; but the methods of securing this action must be 
the basis upon which the treatment is founded. The 
accompanying table is an attempt to show in simple form 
steps in the development of power, On the lowest rung 
of the ladder is the amceba, to illustrate a primitive form 
of power produced by the movements of an isolated cell. 
On the next rungs are plain and striped muscle, con- 
sidered purely as tissue cells but specialised in form and 
function and acting in groups, producing a local concerted 
action with the evolution of power. In the states 
visualised on these three lowermost rungs of the ladder, 
power is only produced by the direct stimulation of the 
actual cell. 

The next step, illustrated by the simple ‘‘ muscle- 
nerve ” preparation of the physiologist, shows the muscle 
with its afferent nerve intact. In this stage power may 
be produced by a stimulus applied to the nerve at a dis- 
tance from the muscle itself. Climbing to the next rung 
marks a very big step upwards with the development of 
the simple spinal reflex. The difference between muscle 
contraction produced by reflex action and the contrac- 
tion of muscle cells already visualised is well expressed 
by Starling (1936) : 

“A reflex achieves not the contraction of a particular 
muscle, but the performance of a significant movement. This 
always involves groups of synergistic muscles.” 

The simple spinal reflex-arc consists of a sensory end- 
organ from which the impulse passes via the sensory 
nerve and posterior-root cell across the synapse in the 
spinal cord to a cell in the anterior horn, from which the 
motor ‘neuron passes to the muscle; but in the human 
being it is doubtful whether such a purely simple reflex 
does occur. Fearing (1930) states that ‘‘ The knee jerk, 
and perhaps all other simple reflexes, cannot be regarded 
as isolated units of function in the intact nervous 
system.” But beyond noting the fact that opinions 
differ among the physiologists on the nature of nerve 
paths involved in reflex action, I am not going to attempt 
to review all physiological argument with each successive 
step. The next stage in development from the local 
spinal reflex is the crossed extensor reflex involving at 
least the whole cord segment at the level of the stimu- 
lated anterior horn cells ; and so up to the stretch reflex, 
described below. I hope to show that this reflex is of 
fundamental importance in the treatment of the injured. 

If a tendon of a muscle be divided with the nerves and cord 
intact and then the tendon be pulled upon and stretched, the 
mus¢le will automatically contract. This stretch reflex is lost 
if the nerves be divided. It is the fundamental reflex in a 
group of reflexes which were described by Sherrington (1897) 
as the “ postural reflexes.” Postural reflexes are divided 
into two main classes: those which maintain the position 
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of the body while at rest, the static reflexes ; and those which 
maintain the ition of the body when in motion, the 
statokinetic xes. The static reflexes are divided into: 
the stance reflex of pose, and the righting reflex. _ All 
reflexes are dependent upon tonus, which itself is 

the stretch reflex, 


When a ars 6 reflex such as the stretch reflex subsides, 
there is a tendency for an opposing movement to oceur. 
This is called negative successive induction and is well 
seen in. ing reflex. Fulton (1938) describes the 
phenomena in this way : 

“In rhythmic reactions in which antagonistic reflexes alter- 
nate in controlling the final common path, e.g. stepping 
reflexes, one reflex facilitates subsequent use of the 
common path by antagonistic reaction. This principle of 
facilitation of opposites is referred to as a successive induction,” 
The reflexes to which I have referred so far all take place 
in the spino-bulbar regions of the cord and they are all 
unconditioned or hereditary reflexes. 

Another big step up the ladder is the development of 
conditioned reflexes. These may be taken successively 
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as the inevitably acquired conditioned reflex, the con- 
sciously acquired and the deliberately acquired. 


An example of the inevitably acquired reflex is the simple 
grasp reflex of the new-born baby, rapidly acquired as an 
automatic prehensive reaction. This grip is of the cylinder 
type and in the great majority of people soon gives place to the 
consciously acquired ball-grip in which the thumb is opposed. 

The deliberately acquired conditioned reflex is pro- 
duced by psychological effort and repetition over a lon; 
period: walking, cing, piano-playing are three Suod 
examples. Howell (1936) explains the development of 
this reflex : 

“Tn learning such movements one must, as the saying goes, 
éstablish his reflexes and the result can hardly be understood 
otherwise than by s ing that the continual adjustment of 
certain sensory impulses to certain co-ordinated movement 
results in the formation of a more or less complex reflex arc or 
set of paths of leaSt resistance.” 

The summit of the reflex arc in the conditioned reflex 
is in the mid-brain. The next step up the ladder brings 
us to the cerebral cortex and to impulsive action. By 
that is meant action which though not a true conditioned 
reflex occurs automatically without the effort of con- 
scious thought or volition and might be stated to be «. 
reaction of cortical memory. For example, the return of 
the ball during a fast rally at table tennis. 

Passing up to deliberate action, conscious though 
for the first time becomes responsible for muscle action. 
The identification of further steps up the ladder of power 
development must be rather indefinite: training, skilled 
action and expert action. 

With the exception of impulsive action, in all further 
steps up the ladder power is produced by conscious 
thought, and each step marks a greater degree of mental! 
effort for the amount of actual work done; until 
reaching the top of the ladder, mind becomes of para- 
mount im ce and muscle only a medium of expres- 
sion; and of this I can think of no better example than 
the interpretation of music by a great conductor. 

It will be seen that my ladder is really of the extensible 
type one sees in the fire-escape. The conditioned reflex 
is dependent for its origin upon the action of the higher 
centres, and it is only when those higher centres have 
relegated their authority to the mid-brain that the ladder 
can be further extended and still greater power be 
achieved by the higher centres. 


POWER-PRODUCTION FACTORS 

Turning to the activating processes producing muscle- 
action at different levels of our ladder of power, in the 
first four steps—i.e., the simple cell stages—contraction 
is preduced by thermal, chemical, electrical or mechanical 
stimuli applied directly to the cell or to the motor neuron. 
In the second section of the ladder involving the spino- 
bulbar reflexes, the stimuli, still of the same character 
as those below, may be proprioceptive or exteroceptive, 
but depend upon the afferent path to the cord. The 
conditioned reflex adds the power-producing factor of 
repetition, and this in the deliberately-acquired reflex 
was originally the result of conscious effort. Impulsive 
action, although not a true acquired conditioned reflex, 
is produced by the cortical memory of deliberate action 
freed by practice from the psychological inhibitions 
associated with conscious deliberation. Deliberate action 
becomes an effort of will power or thought; but for 
deliberate muscle-action to be develo into a state of 
skilled muscle action a period of training is necessary, 
requring concentrated mental effort and practice, and 
this can only lead to the desired skilled action as experi- 
ence is obtained. Finally, something more is needed 
before the skill becomes expert. This extra something 
is not only experience but represents a definite advance 
in pure psychical effort. 


POWER-REDUCTION FACTORS 


Two cardinal principles of the physiology of muscle- 
action are the all-or-none law of muscle contraction 
which may be stated as saying that no muscle cell can 
contract at all without producing the maximum er of 
which it is capable ; and the fact that it is impossible to 
produce physiological fatigue in a muscle by-stimuli which 
pass thro @ nerve synapse: in other words, fatigue 
occurs at synapse and results in an effective block 
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to the: of stimuli before the muscle 
is fatigued. 


‘ager Hf is fi 
ower-reduction. factors are those 
Fn which inhibit the powe 
facters. -At the top of the 
must.leek forthe lactone that willintestore 
with, intense mental effort, and here we 
may bracket pain, fear and fatigue. Not 
only do. these three causes act upon the 
fa acm of the ladder, but. their 
felt, although to a lesser degree, 
in each step down. Fatigue acts most 
strongly through the higher psychical 
centres. To refer again to our example 
of the conductorof music: extreme bodily 
fatigue amounting to physical exhaustion 
may be produced by the effort of conduct- 
ing @ piece of music, though the actual 
work done, estimated in foot pounds per 
minute,, may be negligible—less perhaps 
than would have been done in taking 
a leisurely walk. In, this. case, there- 
fore, loss "of muscle-power must. be attributed directly 
to fatigue oceasioned by psychol 
also a matter of common observ: that both pain 
and fear will accelerate the fatigue occasioned. by psycho- 
logical effort. For example, working with toothache or, 
if you can cast your minds back to your school days 
rendering an ‘‘ unseen’’’ in a state of fear that swift. and 
painful retribution will be the reward of an indifferent 
effort. But both pain and. fear operating as power- 
reduction factors do so through the i aeeone ogical 
centres. In certain conditions both pain and fear can be 
stimuli to the actual increase of power, for sudden = 
or fear produces a. reflex or impulsive action. In 
cases the inerease in power is only momentary and if the 
pain persist loss of power inevitably follows. CRN’. 
either 


may 
external orjnternal. The external inhibition i is produced 
by some excitatory processes other than the conditioned 
stimuli in the central a sighangete , and of these pain, 
the anticipation of pain o r fear, are of test 
im ce.. Of the internal inhibitory stimulus Fearing 
(1980) writes : 

“* When the conditioned stimulus is. several, times 
without a reinforcement, that is, wit at the same time 
giving the usual unconditioned stimulus, it Sennen ineffective 
and is an e) le of internal inhibition. These inhibitory 
effects may i over the entire cerebral cortex and even 
the eee centres.” 


The conditioned reflex of rope is a very complex 
affair. Take, for example, the skilled it pitting orem 
saw. The action is one‘of pushing and the saw, 
but long practice has produced a condit : reflex in 
which stroke of the saw corresponds almost exactly 
with the previous or succeeding strokes. The reflex 
developed is. a nice example of tive successive 
induction, but | it. is not the simple ir of alternate 
contraction and relaxation of the 
the serratus. magnus and latissimus dorsi.muscles. Th 
beautifully balanced muscle-action seeerne depends 
upon many different conditioned stim 


To mention only a few of these : Javed aoa stimuli 
from both hands. In the:saw hand a definite tactile discrimi- 
nation is associated with the man’s own saw (as every trades- 
man uses his own tools). Thus the same part of the skin of his 
hand is stimulated every time he grips this particular saw. 
There is the stimulus of bone vibration set up by the wave- 
length of the saw being used, so thaf the further the saw is 


| thrust the shorter the vibration wave, ultimately 


suggesting 
the point at which the reflex action of the ma shall be 
reversed. There isin addition the sound reflex, the rasp of the 
sew, and here again the note alters with the progress of the 
saw t th the wood. When the conditioned reflex is first 
establ & knot in the wood will cause a temporary inter- 
ruption in the reflex path and tend to throw the muscles out of 
preper codrdination so that there must be a period of conscious 
action before reflex action: is re-established. But as time goes 
on the extra resistance of a knot in the wood itself produces a 
superimposed conditioning stimulus. and calls forth a bigger 
museular effort. without interfering with codrdination. 


In considering all these industrial conditioned reflexes 
the law of summation of conditioned reflexes must be 


effort. It is. 


(a) A hand, showing a recent injury to the little new and an old‘injury to the middie 
finger. (b) The red hand oli ceuné, showing th 
grip. (c) The uninjured hand closed, showing the bal 


Wt gin refiex and inhibition of the ball 


grip reflex. 


borne in mind, This states that when different con- 
ditioned. stimuli will each call. forth a similar reflex, 
the stimuli acting together will produce a greater effect 
than agi do when acting alone. A conditioned reflex 
may be reduced but not lost by interference with one of 
the: conditioned stimuli, provided that the other con- 
ditioned stimuli are sufficiently strong to overcome the 
inhibiting effect, of the lost stimulus. The conditioned 
stimulus.is most. easily inhibited by a similar but more 
powerful wpe of stimulus which, by occupying the same 
nervous path, overshadows it. 

An excellent example is given by: my secretary who finds 
that she cannot type well while a road-drill isin. action. This 
cuts.out the sound of the typewriter which is one of the most 
important conditioned stimuli of the reflex, and a.much greater 
mental effort is proeneney So operate the keyboard. On the 
other hand the road-drill does not interfere with. the other 
parts of her work, such as calculations and accounts. 

Any outside influence that. interferes with or interrupts 
any of the conditioned stimuli interferes with rhythmical 
muscle action and therefore reduces power. 

The power-producing effect of the hereditary reflexes is 

i by the fatigue occasioned by the depres- 

er centres, In part by fatigue from over- 

The importance of main a@ proper 

er: and proper control of the circulation cannot 

be. over-emp The effect. of blood-deficiency : is 

felt. even more acutely i in the central nervous system than 

in the actual muscles themselves. A familiar example of 

this is the giddiness that is often experienced by untraimed 
subjects during muscular exertion. 

Not only the quality of the blood, but the amount of 
blood. in circulation is. also an essential factor in the 
preduction of muscle. power. If we compare the muscle 
of the tame rabbit, the wild rabbit and the hare we see 
in the first a very pale structure, in the second pink flesh, 
and in the hare dark red; muscle. 

Ranke and Spehl (quoted by Bainbridge 1931) showed 
that, during rest one third of the total blood is present in 
the skeletal muscles. It follows, therefore, that in the 
highly-trained individual the total blood-volume is 
increased, and conversely, if the blood-volume is. dimin- 
ished. the ‘muscles must lose power. 

In addition to the total volume and quality of the 
mints local interference with the circulation may 
pet uce a profound effect on loss of power, not only 

ally but generally. For example, if the blood-supply 
to.a muscle be impeded, tone in that muscle is diminished 
and in consequence tone is diminished in the synergistic 
muscles, and where tone is diminished venous return is 
ished, and a vicious circle is established. 

Finally, the power-producing factor of the muscle 
tissue may be destroyed by local trauma or inhibited by 
direct fatigue from local stimulation or from interference 
with its nutrition or from the direct effects of toxic 
bodies. In injury this complete inhibition of muscle 
power is seen as a result of local trauma, extreme 
surgical shock, and anzsthesia. 

In viewing now the power-reduction factors it is seen 
that all those factors which cause loss of power at the 
bottom of the ladder act equally at the top, whereas 
certain factors (e.g. pain) acting at the top of the ladder 
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becompa increasingly less active in the descent of the 


er. 

In. it will be found. that injury. as a‘ power- 
red factor a a fall down ladder and 
that the descent is onate to the degree of injury. 
Thus, injury producing a t psychological disturbance 
from transitory pain may affect only the top of the ladder, 
but the extreme 


injury producing surgical shock brings 
the patient to the lowest rungs. 


ASCENT OF THE LADDER 
I have tried to show that in the normal body the 
development of power is a ve ascent. It must 
be + obvious that the restoration of power must 
also & progressive ascent from that level to which 
injury has forced descent. A very common @ le 
may be found in a patient’s hands. Fig. (a) shows the 
open hand: the man is suffering from a recent fracture 
of the middle phalanx of the little finger and incidentally 
on some previous:occasion had lost the tip of the middle 
finger. On being asked to close the hand (fig. b) he 
produces a cylinder grip which is in effect the grasp- 
reflex, almost the earliest acquired, inevitable condi- 
tioned reflex; the thumb is abducted and extended. 
~ Contrast the effect when'the man is told to close the sound 
~hand*(fig. c): here he produces the ordinary adult gri 
with its consciously acquired conditioned reflex with ‘full 
opposition of the thumb and flexion of the terminal 
phalanx. This example of external inhibition of a later 
gtip-reflex and the substitution of the older established 
grasp-reflex will be found in the early stages of every case 
of substantial injury involving the hand or forearm. 


FIVE FEARS 


The aim of our efforts in treatment is the restoration of 
power through muscle-action, and to effect this, power- 
reduction factors must be removed so that power-produc- 
tion factors may operate. First, fear must’be abolished. 
The workman’s great fears are of pain, financial loss, 
unemployment, industrial de-grading, and litigation. 
At the Albert Dock Hospital steps are taken immediately 
after the patient’s arrival to combat each of these five 
fears. The last four are'‘eliminated by close coéperation 
between the yn tens staff and the employers. All kinds 
of imaginary culties may be raised as to the successful 
working of this liaison, but after five years’ experience we 
find that there are no insurmountable difficulties. The 
whole-hearted codperation of the employers of labour in 
the interests of their workmen is invariably obtained: 
It is true that in obtaining this codperation tact, under- 
standing and goodwill on both sides are necessary. 

Painful dressings may be performed under general or 
local anesthesia or during periods of apnoea produced by 
deep-breathing. Pain from mpscle-action can be mini- 
mised by ig the action subconscioms ; that nieans, 
by employing the unconditioned or con@itioned reflexes 
rather than the higher psychological processes. As an 
example of the maintenance of muscle-action and the 
conservation of power, not only in the limbs but through- 
out the body, let us consider the case of a recent fracture 
of the tibia and fibula. In the very earliest stage in 
treatment reflex action of the muscle may be prevented 
by the amount of actual tissue trauma. Itis in this stage 
in treatment that mechanical stimulation of the part by, 
say, the gentlest form of massage, is useful. But at the 
earliest possible moment the restoration of tonus must 
be assisted by taking advantage of the postural reflexes. 


An exercise described by McConnel (1930) may be used ; 
it consists in pressing the feet against a fracture-board, with 
the ankles at right angles, and alternately raising and lowering 
the longitudinal arches by making an attempt at, gripping the 
board with the feet. This action produces synergic muscle 
contraction in all the other muscles of the limb and of the 
buttock and is really a reproduction of the postural reflexes 
which would be set in motion if the patient were standing 
upright endeavouring to keep his balance on a narrow or 
roughened surface. 


But though it is important to encourage tonus, it is 
still more important to against its inhibition. In 
this respect I would point to one of the commonest 
abuses of skeletal traction. Skeletal traction, by direct 
pull upon the muscle, produces a stretch-reflex and this 
in itself produces ‘tonus. But if skeletal traction is 


prolonged, fatigue develops at the spinal cord synapse 
and tonus is lost, and not only lost in the individnal 
muscles concerned but it is inhibited in the other muscles 
of the limb. In this way the blood-supply to the part is 
seriously diminished, the muscles’ waste with great 
rapidity, and I venture to say the commonest cause of 
non-union of fractured bone is put into full operation. 
Skeletal traction, therefore, and anchored splints must be 
cut down to a minimum and immobilisation of bone 
secured either by internal fixation or by plaster of i 
so that tonus may be maintained and exercise in the limb 
encouraged. 

Tonus may also be inhibited by the faulty application 
of splints or plaster. One all too frequently sees legs in 
walking plasters in which the plaster ends in the mid- 
metatarsal region, thus leaving the toes projecting into 
space without any support. e explanation given is 
that it allows freedom of movement of the toes. <Actu- 
ally it tends to inhibit movement by tiring the stretch 

ex. In the-case of the great toe the effect of gravity 
is such that the tendency is for the toe to drop, producing 
a@ pull upon the extensor longus hallucis and eliciting a 
stretch reflex with increase of tone in this muscle and the 


- synergistic muscles. But since the pull of gravity 


operates continuously this stretch reflex is gradually 
tired and not only is tonus lost in the extensor longus 
hallucis, allowing the toe to drop, but tonus is inhibited 
in other muscles with the inevitable decrease in blood- 
supply to the limb. The effect upon the restoration of 
working capacity is twofold : (1) healing is delayed and 
therefore incapacity is prolonged ; and (2) the new and 
severely disabling Berens Soy condition of hallux 
rigidus is induced (Griffiths 1935). 

But exercise confined to the injured limb is not enough. 
No muscle. in the body must be allowed to get out of 
training. This is important not only in maintaining 
power, but also in preserving that sense of well-being and 
that happiness on which successful treatment depends. 


THE CONDITIONED REFLEX IN RECOVERY 


With the injured workman, bed treatment is only a 
minor problem. Over 99% of the injured can and should 
receive ambulatory treatment, and this must be designed - 
to ensure that they use their conditioned reflexes and so 
secure the maximum amount of exercise with the 
minimum amount ‘of fatigue. Man’s ordinary walking 
gait is a combination of aoe reflexes with the stepping 
reflex and various conditioned reflexes, not the least. of 
which is produced by the sensation of the impact of the 
ground transmitted through the sole of a shoe or boot. ‘The 
walking reflex in bare feet is somewhat different from that 
in thick boots, but in both cases the law of negative 
successive induction applies. If a boot is worn on, one 
foot and a felt slipper is worn on the other there.is direct 
interference-with this conditioned reflex and unnatural 
action is produced :. walking becomes a conscious effort 
instead of a subconscious. progression. Treatment, 
therefore, must be aimed at restoring normal. walking 
conditions at the earliest possible moment. 


Take, for example, the treatment of the fractured terminal 
phalanx of the great toe, which is the commonest fracture in 
industry—found ‘in 1935 to produce an average period of 
incapacity of some 18 weeks (Griffiths 1935). . This incapacity 
is due to pain, swelling and awkward gait. But if the treat- 
ment is designed to, restore the patient to his. working boots 
at the earliest possible moment the period of incapacity can. be 
materially reduced. First, pain must be stopped and the nai! 
saved. This is done by trephining a small hole in the nail 
and relieving pressure on the nail bed.« Second, swelling is 
prevented by putting the patient to bed with the foot-elevated , 
for 24-48 hours. At theend of that time, if the skin:is broken 
a light support of the collodion type may be applied over a soft- 

dressing, but the whole must not be. sufficiently thick 
to prevent the patient getting his foot into his ordinary work- 
ing boot. The sole of the boot acts as an excellent ventral 
splint and the nail as a dorsal splint, and the patient is able to 
walk with complete freedom from. pain, and save in .quite 
exceptional cases he is able. to return to work within a 
week. 


Again, in treatment by exercise care must be takem not 
to attempt to develop ‘a new reflex in an injured limb 
before the normal fundamental and conditioned reflexes 
have been. properly re-established. In other words, it is 
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wrong to start treatment at a level on the ladder higher 
than that to which the patient has fallen. 

For_instance, in treating injuries associated with loss of 
movement in the ankle-joint, it is common practice to see 
patients employed upon treadle-machines, wor lathes or 
looms, or some similar a tus. The treadle-action of the 
foot is entirely different from the walking reflex and before 
it can become automatic paths of reflex action have to be 
established’ which tend to interfere with the well estab- 
lished stepping reflex. The tendency, therefore, is to inhibit 
the return of the normal walking reflex which is essential to 
complete recovery. But in addition to this interference, the 
exercise is badly chosen because it involves the top section of 
the ladder and must produce fatigue at an earlier stage than 
would have been the case if a well-established walking reflex 
had been used to produce the desired movement. I invite 
you to try the action now of forcibly raising and lowering the 
ankle of one foot as in working a treadle. Before you have 
done it half a dozen times you will become conscious of the 
strain in the muscles of the front of the leg : it would probably 
pore taken you many hours of walking to get this same 
effect. 


Almost as simple to use as the conditioned reflex in the 
training and development of muscle will be found impul- 
sive movement, pt pec this is easier to develop in 
men by the use of exercises than in any other way. 
Catching a fast-moving ball is generally impulsive action. 
An exercise which I find particularly valuable in restoring 
the power of upward movement of the arm at theshoulder 
is to instruct a group of men to bounce a football on the 
floor of the gymnasium hard eno to reach the ceiling. 
This is not easily done, and it will be found that with the 
patient’s attention directed on the downward movement 
the arm is raised higher and higher by impulsive action. 

Finally, we come 8 the question of vocational exercise 
associated with the patient’s work. This aspect of 
treatment must only be ogy jth when its practice will 
not produce any of those factors which inhibit the 
conditioned reflexes which are the foundation of his skill. 

As an example take the carpenter who has an injuréd wrist 
and is asked to use a screwdriver. The normal action of 
driving a screw is for him a conditioned reflex, but pain inhibits. 


this reflex action and it does so in this way. In the first turn 
made perhaps the normal conditioned reflex was obtained, 
but with it pain; the movement now becomes a conscious 


movement and the anticipation of pain produces a static 
contraction of muscle to resist the anticipated movement and 
this inhibits the conditioned reflex with resultant incoérdina- 
tion of muscle action and loss of power. But the effect does 
notendthere. With pain and work linked in the man’s mind, 
. fear is born—the fear of incapacity for work—and this fear 
still further inhibits the pale iehle reflex. It has been a 
mistake, therefore, to attempt to restore the conditioned reflex 
of the man until the arm has become relatively free from those 
factors of pain and stiffness which would inevitably inhibit 
the desired action. . Once full and painless movement has been 
restored by diversional exercises the conditioned reflex of 
normal work may used in muscle development, but even 
then it must be remembered that.it should never be continued 
to the length of producing fatigue. R 
What has been said of vocational therapy applies 
equally to so-called “ light work.’’ The light work clause 
was introduced into workmen’s compensation legislation 
in the hope that it would assist in rehabilitating the in- 
jured man. That its effect has been the reverse is due to 
the fact that the principles which I have been endeavour- 
ing to define have not been followed out. The man has 
been given work of a lighter character in his own trade 
before he is sufficiently free from pain and while still 
liable to early fatigue. As a result he develops inhibition 
of his previously work-conditioned reflexes, leading to 
increased clumsiness and to. despondency. If he has not 
been employed: at the lighter forms of his old job, all too 
often he has been given work which involves industrial 
de-grading—a bricklayer becomes a tea-boy—and one of 
his worst fears is realised. His mind now becomes so 
concentrated upon the injured part that: subconscious 
movement becomes almost impossible and the most 
rapid road to recovery—testoration through exercise— 
is barred to him. 
_ Light work may play a part in rehabilitation ; (1) if it 
is divorced entirely from the man’s original work ; (2) if 
it is interesting and does not involve any conscious effort 
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with the injured or cut across any of the fundamental 
or acq conditioned reflexes ; (3) if it does not cause 
local or general fatigue ; and (4) if it be preseribed only 
for a strictly limited number of days. 


SUMMARY 


Injury precipitates a man down: the ladder of power. 
The surgeon, taking the man at the level at which he 
finds him, must help him step by step upwards to full 
rehabilitation. 

The aim of tredtment is to restore power, not only to 
the injured part but to the whole body. The restoration 
of power can only be achieved by exercise which in turn 
produces a flow of ‘“‘ more and better ” blood and hastens 
tissue repair. But the flow of blood must be regular 
and not in fits and starts, so that exercise must be 
pruosase. throughout the hours of the ordinary working 

instead of for half an hour three times a week. 
n order to make such exercise possible without induc- 
ing ene the exercises should be based upon established 
ex action : at first the fundamental reflexés, then the 
conditioned reflexes, and finally impulsive action. 

In the patient psychological -effort must be reduced 
to a minimum because this effort produces fatigue at a 
stage much earlier than it would otherwise occur. 
Normality (i.e. the use of conditioned reflexes) must be 
encouraged. Normal working boots should be worn and 
sticks and crutches disallowed. Bad habits of grasp and 
grip and gait are prevented or corrected by leading the 
patient back step by step up through his reflexes. 

All this requires great psychological effort, but this 
effort must be made by the surgeon on behalf of his 
patients; and for him, like them, “ getting fit is a 
whole-time job.” 
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PEPTIC ULCER 


PROGNOSIS IN ROYAL AIR FORCE 


Phil- 


PATIENTS 


A. F. Rook, OBE, FRCP, DPH 
AITR-COMMODORE AND CONSULTANT IN MEDICINE IN THE RAF 


Mvcu has been written since the beginning of the war 
about indigestion in Service personnel and a review of 
this published work has recently been made by Dunn 
(1942). Figures have been given to show the incidence 
of indigestion among patients admitted. to various 
hospitals, although it is unlikely that the general inci- 
dence will be known until after the war, owing to the 
fact that the strengths of units and formations are 
secret. So far as the Royal Air Force is concerned it has 
been reported that the incidence of indigestion in members 
of aircrew is higher than in ground personnel, and that 
the invaliding rate, since the outbreak of war, on account 
of digestive disorders has been about 17% of those 
discharged for all diseases. 

In civil life, despite the large number of men and 
women who suffer from peptic ulceration, comparatively 
few appear to be chronic invalids and most manage to 
carry on, some probably settling into sheltered occupa- 
tions. In contradistinction to this it seems to be 
generally agreed that peptic ulceration is a bar to 
service in the armed forces (Crohn 1941, Chamberlain 
1942), and according to Hinds Howell (1942) in all three 
British Services most cases of proved ulceration have 
been invalided, a minority only. returning to duty after 
a course of treatment. The proportion of cases returning 
to duty is probably largest in the RAF: firstly, because 
the proportion of skilled technicians is high and every 
attempt is made to keep valuable men; _ secondly, 
because the opportunity of placing these men in 
sheltered appointments and even allowing them to live 
in their own homes is greater in the RAF than in the 
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other Services. 
the after-histories of patients with peptic: ulceration 
who had returned to duty might be of value as a guide 
to future procedure. 


DISPOSAL IN THE RAF 


tic ulceration was a common condition in 
RAF hospitals before ae war (just 100 
— with this diagnosis passing through one RAF 

ital in the two years 1937-38), it was not a major 
ma lem as regards personnel because of the care 
with which they were fins Bye A history suggestive of 
peptic ulceration, or of recurring indigestion, has long 


Though pe 
the w an 


nm a cause for rejection of candidates for flying duties. 


because the stress of flyin = been found so often to 
lead to recurrence of symp 

In the yearly report on the. health of the Royal Air 
Force, last issued in 1937, peptic ulceration was not 
treated separately but was included under the , heading 
of “other diseases of the digestive system,” Jt is, 
therefore, not possible to state. exactly how many 
officers and men were invalided for peptic ulceration 
under peace-time conditions, but in the 5 years 1933-37 
it was not more, and may have been rather less, than 
32 out of a Bf strength av craging just over 40,000. 
Under a heading which included all diseases of the 
digestive system only 39 were invalided in the 5-year 
period, just over 3% Uf those discharged for all diseases, 
the rate varying but little from — ear to year and parsing. 
no tendency to rise. Since the war this figure has 
risen to 17%. 

The methods of disposal of cases of peptic ulceration 
in the RAF were formulated before the onset of the 
war. They have stood the test of time and, sub- 
stantially unaltered, are still in use. 


The men of prime i rtance in the RAF are the 
pilots and the other oiien of aircrew. ‘Their training 
is long and e 


expensive and their care and the main- 
tenance of their physical efficiency is the first duty of 
the RAF Medical Service. the value to the 
Service of the trained airman may not be so 
that of a pilot, the meportnnes of conserving technicians 
cannot be overestimated, and every attempt is made to 
prevent these men from being invalided. The unskilled 
or untrained airman with symptoms of peptic ulceration 
is often better in civil life. 


TABLE I—TO SHOW DIAGNOSIS, RANK, AGE-GROUPING, DURATION 
OF SYMPTOMS AND PRINCIPAL CRITERION OF DIAGNOSIS IN 
41 OFFICERS AND 153 AIRMEN (194 CASES) 











Duodenal ulcer 


bn gh wc ulcer . 
Diagnosis p' 
Gastric. ron} duodenal 
ulcer 


o a oe 9 

ficers Airmen 

A/Commodore Ww tell 

Group Captain Fi 

Wing See Sergeant a 

t Lieutenant Leadi ALE, ost * 

cer fon man .. | 

fficer .. «8% 


ce 
Or wm-1t toe 


Pilot 


20 or less 
21-2 


Age in [ 3-3 a 
years Bi ota 


Ore. 46° 


Nil 

1-28 days , 
1- a months .. 
hae 4 years 


— 


a 


Duration 
of 
symptoms 


. —_ ° 
* DOcee Creo Wiowrore 


6-10 ; 
Over 10 years. 
Doubtful 


(a) X-ray evidence— 
Crater 


rmi' 
(b) pleomity 
Heematemesis 


Melena 








It was hence felt that an inquiry into — 


In the case val and with peptic ulceration return to 
flying is _ and many months, with complete 
freedom ms, must elapse before a full 
flying sia se regained. In peace-time, after a 
full course of treatment and convalescence, the patient 
was kept on ground duty usually for 9 months. After 
this gis which was nearly a year from the original 
illness, limited flying was allowed, the limitations usually 
bane _ height and duration of flight. A. ceiling of 
8000 feet and flights of not more than 2 hours’ duration 
were the limitations usually imposed, although there 
was often variation in individual cases. After a further 
6-12 months the position was again reassessed and if 
symptoms were absent with few dietetic restrictions, a 
full flying category was usually allowed, but overseas 
service was still prohibited. These cases tend to break 
down in hot climates and a period of freedom from all 
symptoms, usually for about 4 years, has been insisted 
upon before passing for overseas service. Since the war 
these periods have been cut down to some extent in 
cases which have reacted wel! to treatment, but in every 
instance a gradual return to flying duty is recommended, 


TABLE Il—TO SHOW POSITION IN THE AUTUMN OF 1942, aBouUT 
2 YEARS AFTER ORIGINAL DECISION TO RETAIN THE OFFICER 
OR AIRMAN IN THE SERVICE 


| Homeservice | 

medical |——— et 
.|eategory | Temp. Perm. | 
No.| % | No 
Officers .. os 5 - 42) 17) 41 

Discharged o on 

Stil | 

} rounds other 

serving |. fan ill-health 


No.} % | No, % 








Airmen 








Warrant officers and | 
NCOs .. wed 42 | 84 | 


Leading aircraftmen | 16 | 60 | 
Aircraftmen.. .. 32 | 42 | 
. 1153 | 90 | 59 | 
Officers and airmen : 

Total 63 Oa he 





Total airmen 

















194 {131 | 67 | 


Air-gunners, air-observers and other non-piloting mem- 
bers of aircrew are dealt be on similar lines, with a 
tendency to return earlier to flying duties. 

The policy of conservation of trained personnel must 
be remembered when studying the prognosis of these 
cases for it makes the outlook of those of higher rank 
and longer service appear ebed favourable than it 
pred is. In any survey of the after-histories of cases 

oo ulcer in the Service it must not be assumed 
valuable personnel who remain uninvalided have 
piven better from a medical point of view than others 
of less importance who have been invalided for similar 
disabilities. It is easier for those of higher rank—such 
as sergeants and above—to control their diets or to 
obtain rest if symptoms appear, for their work is usually 
of a supervisory or nant nature. The aircraftman 


has no such sm nt 

On discharge ital all patients who have been 
under sewtonash ton: for peptic ulceration are given instruc- 
tions as to their diet and future regime, but only those 
who want to stay in the Service will make a real 
attempt to regulate their life so that they can carry on. 
It is never worth while attempting to retain a patient 
who has had definite peptic ulceration and who wants to 
return to civil life. As a consequence those who are 
retained have usually a high sense of duty and good 
morale. Many le have suggested the formation of 
companies or units in-which men suffering from chronic 
indigestion could be collected and given special dietetic 
facilities. An attempt to'do this on a small scale in the 
RAF met with administrative and other difficulties and 
was abandoned. To make a success of such a scheme the 
airmen chosen would have to be psychologically of the 
best. type, for it is doubtful if any amount of special 
dieting or medical supervision will offset the foolishness 
of a man who will not look after his own health. 
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TABLE ITI—-COMPARISON OF PRINCIPAL FEATURES IN DIAGNOSIS 
AND HISTORY OF AIRMEN WHO ARE STILL SERVING AND 
THOSE WHO HAVE BEEN INVALIDED ° 





ie | Stillserving — Invalided 


Total—airmen only ae a. | 90 58 
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Criteria | Deformity 

(6) Perforation 
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CLINICAL MATERIAL 


The medical records of over 1300 cases, diagnosed as 
peptic ulceration and reported during the first 18 months 
of the war, have been examined. Many of these cases 
were invalided but a number were retained. The case- 
histories of all officers and men who were retained were 
scrutinised and all those in-which the diagnosis-seemed 
reasonably certain were selected for special study. They 
formed a group of 194 officers and airmen—a very 
selective group, so that no attempt has been made to 
draw conclusions as to the incidence of peptic ulceration, 
either in general or in any particular section, in the 
analysis which follows. Guidance in disposing of patients 
with peptic ulceration has been the sole aim, 

Certain factors which tended to make for selective 
sampling must be mentioned. In the first place the 
medical officers who gave the original decision, that it 


was worth while trying to retain a patient in the Service, 


must have chosen the better type of man who had 
reacted well to treatment. Secondly, when examining 
the histories and selecting the cases to be followed up 
an attempt was made, so far as possible, to ensure that 
diagnosis was correct, This inevitably meant that 
patients who had suffered from one of, the easily recog- 
nised complications of ulceration would be included, as 
the diagnosis was then almost certain. As a result the 
incidence of complications in the group is higher than it 
should be in a fair sample. This has probably given a 
too favourable picture as a number of these patients had 
few symptoms of indigestion and as soon as the com- 
plication had been treated they were again symptomless. 

In a few instances, when studying the original medical 
history some of the subsequent history was 
known and may have biased the decision as to whether 
or not the case should be included in the up. It is 
not thought, however, that this has caused any serious 
vitiation of the sample. 


DIAGNOSIS 


One of the difficulties immediately encountered in any 
inquiry relating to peptic ulceration is what criteria of 
diagnosis are to be laid down. The standards acceptable 
at a special tric centre cannot be reached at the 
paris Sey tal. Many cases are diagnosed as gastric 
or du al ulceration by station medical officers on 
symptoms alone, and possibly never reach hospital for 
rine epeneceas’ ften be typical it is doubtful 

ile sym s may often ical it is dou 

if an aecurate is can be made on them in the 
absence of complications without some method of con- 
firmation. Too much reliance can, however, be placed 


on X-ray evidence and when studying the case-histories 
of these patients one is struck by the inconsistency of the 
X-ray reports. In one instance a patient was examined 
on two separate occasions by different radiologists, both 
of whom diagnosed duodenal ulceration. At operation, 
shortly after the second X-ray examination, the duo- 
denum was found to be normal with no evidence of 
scarring. It has thus been difficult to ensure that all 
cases had actual ulceration, especially as the radiological 
reports came from different hospitals, with different 
radiologists of varying competence and varying standards. 
In every case the symptoms were considered by the 
medical officer in charge of the patient to point to 
os ulceration, Where complications were absent, a 
ium meal had always been done and the radiologist, 
either ‘as the result of finding a niche or a crater, or 
because of deformity tender on palpation, had indicated 
that ulceration was likely. When there appeared to be 
doubt as to the diagnosis the case was not included in 
the series. In tables.I and mm the principal criteria on 
which the diagnosis was based have been indicated. 


ANALYSIS OF CASES 


Some of the headings in the tables, such as rank, age 
and branch or trade, are given solely to show the distri- 
bution within the group, for as the total number at risk 
is unknown and as they are a selected group it is useless 
to attempt to draw conclusions from the figures. 

After approximately 2 years all the officers were still 
serving though only 5 (12%) have regained their full 
category (table 11). Nearly half have been made per- 
manently unfit for service overseas. In the case of 
airmen, at the end of the period nearly three-fifths were 
still serving and about two-fifths have been invalided. 
The higher the rank of the airman the more likely was 
he to be able to carry on satisfactorily for reasons 
already discussed. Thus four-fifths of the non-com- 
missioned officers were still serving, but for aircraftmen 
the figure is less than half; 4 airmen were released from 
a. for reasons other than ill health and 1 was 

ed. 

The proportion of duodenal to gastric ulcers is a little 
over 4to 1, This is a rather lower figure than is given 
by Wade (1942) for Royal Navy patients or by most of 
the authors quoted by him, whose figures for Service 
patients average 5 to 1. It is, however, higher than 
the figures given by either Hutchison (1941) or Hinds 
Howell (1942)-who give ratios of 3 to 1 and 2°5 to 1 
respectively. In the group’ studied, so far as this 
= is concerned, the sample appears to be a 

air one. 

The higher age-incidence of the officers as compared 
with the airmen is almost certainly a reflection of the 

ter proportion of officers in the higher age-groups. 

e diagnoses accepted by the invaliding medical 
boards were: duodenal ulcer, 43; gastric ulcer, 8; 
peptic ulcer, 2; and duodenitis, chronic dyspepsia, 
pernicious anmmia, schizophrenia and psychopathic 
personality, 1 each. 


RETURN TO FLYING 


Of the 194 cases 26 were members of aircrew, 22 
officers and 4 airmen (pilots, 23; observers, 1; air- 
gunners, 2). Diagnosis: duodenal ulcer, 20 (77%); 
gastric ulcer, 6 (23%). 


Flying category in the autumn of 1942 
Full flying— 
(a) at home and abroad .. 
(b) at home only .. 
Limited fiying i os 
Temporarily unfit for flying 
Permanently unfit for flying 


Of the 26 members of aircrew included in the series 
none has been invalided. After roughly 2 years about 
half have got back to some form of flying duty, 9 of 
them having regained the full flying category. It 
would thus 1 aes that the policy of giving adequate 
treatment and a really good chance to resume duty has 
been fully justified. The great preponderance of pilots 
is to some extent explained by the fact that at the 
beginning of the war the number of aircrew other than 
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pilots was relatively small, though the exact proportion 
cannot be given. 

One officer perforated a gastric ulcer while flying 
alone, managed to land safely and after treatment 
returned again to flying ‘duties. 

There is no evidence in the group studied that perforation 
or the other acute complications are more frequent in 
aircrew than in ground personnel. 


Perforations 
Aircrew .. 
All ground personnel 
Ground personnel* 


5in 26 cases (19%) 
36 in 168 cases (21°) 
16 in _ 71 cases (23%) 
All complications 

9in 26 cases (85%) 
54 in 168 cases (32°,) 
23 in 71 cases (32°%) 
* Age 30 or below 


Aircrew .. 
All ground personnel 
Ground personnel* 


INDICATIONS FOR INVALIDING 


Although the figures are too small for any but the 
most tentative conclusions, it was thought that a com- 
parison of the case-histories of the airmen still serving 

and d those who had to be invalided might give. some 
indication of the type of patient unsuitable for retention 
in the Service (table m1), 

In giving a prognosis in a case of peptic ulceration it 
is often considered that youth and short duration of 
symptoms are a good omen. The figures for the invalids, 
few though they be, do not bear out these opinions. 
Actually, in the younger age-groups—up to 30 years—— 
a greater percentage occurs in the i invalided group (53% 
than in the serving group (42%), suggesting that the 
older men are more likely to carry on than the younger. 
This premise must not, however, be accepted too 
literally, for the older age-group contains more non- 
commissioned officers and skilled tradesmen who have 
better opportunity to control their diet and who are 
guarded so far as possible from invaliding because of 
their great value to the Service. 

It seems that. previous duration of symptoms has little 
effect on the ability of a patient to return to Service 
life and that none of the various criteria of diagnosis is 
of heip in disposing of the case after treatment. 


SUMMARY - 

The fate, as regards service in the RAF, of 194 
eases of peptig ulceration allowed to return to duty 
has been followed for about 2 years. After this time 
just two-thirds of the group were still serving and about 
a third had been invalided. 

About half of those- patients who were members .of 
aircrew returned to flying duties. 

In this group of cases, selected as being worthy of 
retention in the Service, the subsequent history suggests 
that help in di may be obtained from the rank, 
for the higher t . rank the more likely the patient to 
be able to carry o! 

Neither the Sent of history nor any of the various 
criteria of diagnosis appears to offer any guidance as to 
whether or not an airman, after treatment for peptic 
ulceration, is likely to withstand Service life. 

I wish to thank Air Marshal Sir Harold Whittingham, 
Director-General, Royal Air Force Medical Service, for making 
the medical history records available for study, and Dr. A. 
Bradford Hill for advice with the statistical analysis. 
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INSTITUTE OF CHEMISTRY.—At 6 PM on Wednesday, June 16, 
at 30, Russell Square, London, W.C.1, Mr. W. T. J. Morgan, 
D Se, reader in biochemistry in the University of London at 
the Lister Institute, will address the London and South Eastern 
counties section of the institute on some recent advances in 
immunochemistry. 


SLIDE-TEST FOR COAGULASE-POSITIVE 
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ROBERT WILLIAMS, BSC, MB LOND G. J. HARPER 
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HOSPITAL 


A. A. MILES, MACAMB, FRCP 
PROFESSOR OF BACTERIOLOGY (LOND. UNIV.) AT UNIVERSITY COLLEGE 
HOSPITAL MEDICAL SCHOOL 

THE examination of plate cultures for coagulase-positive 
staphylococci necessitates the cultivation of suspected 
colonies in broth, and a coagulase test on the resulting 
broth culture, both time-consuming procedures. Much 
(1908) first noted that if an attempt was made to suspend 
coagulase-positive staphylococci in plasma, the cocci 
were rapidly clumped. Birch-Hirschfeld (1934) found 
that thick suspensions of over 100 strains of coagulase- 
positive staphylococci were all rapidly clumped in human 
plasma. She records no tests with coagulase-negative 
cocci. The phenomenon resembles specific agglutination, 
and has been called non-specific agglutination by some 
workers. However, to avoid all possible confusion with 
the: established specific: slide agglutination’ test first 
developed for the staphylococci by Cowan (1939) the 
term “‘ clumping ”’ is to be preferred as a description of 
the reaction. The relation of the clumping to the 
presence of staphylocoagulase is not fully clear, but if 
there was complete correlation between the results of 
coagulase tests and of plasma-clumping tests, the clump- 
ing test, which can be performed in less than a minute, 
would save much time in the identification of potentially 
pathogenic staphylococci. The evaluation of this 


reaction as a test for the rapid identification of Staph. 
pyogenes was started by one of us (B. C.-G.) and it will be 
convenient to discuss the results of this investigation 
first. 


; SERIES I 
The clumping test is simple. The suspected colony is 
emulsified in a drop of water on a slide, and the emulsion 
gently mixed with a drop of plasma. Coagulase-positive 
staphylococci—i.e., the Staph. pyogenes of Cruickshank 


TABLE I—COMPARISON OF PLASMA CLUMPING AND. PLASMA 
COAGULASE TESTS ON STAPHYLOCOCCI FROM HUMAN SOURC ES 


Positive test Negative ei 


‘Slide | Tube | Slide | T&be 


| No. of 


i strains | 


Eye .. es ws 80 42 3 38 





Nose ibs ne 55 53 | 2 2 
Tuberculous 


Miscellaneous con- 
ditions sa Po 85 1] 


Urine 125 103 


Total 442 160 


sinusés 97 6 








(1937 $e og coe after 5-15 seconds in the form 
of easily visible white clumps. With other species of 
cocci, the suspefision remains uniformly turbid. 

Fresh human plasma from sedimentation-rate blood 
specimens was available each day, so that the risk of 
false positives with older plasma-(Christie and Keogh 


' 1940) was avoided. Parallel coagulase tests were made 


by mixing equal volumes of plasma and of an 18-hour 
broth culture of the organism in a small tube, and reading 
the result after 4 and 24 hours incubation at. 37° ©. 
Each batch of plasma was tested with a known positive 
and known negative staphylococcus. The parallelisin 
of the two tests with 442 strains of staphylococci from 
pathological sources is shown in table 1. Two strains 
only, grown from urine, were feebly positive in the tube 
test, and negative on the slide. In the remaining 
440, of whit were Staph. pyogenes, eckrespoanane: | is 
These results were obtained after a year’s 
trial, and illustrate the Rapensaninr of the 
Fechnique in the hands of one practised observer 
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sci loan sitduwlate guoktnn ot Bloph. siltjug: duels bie 
oO a : F ; . jy Bae , COlt, 
Oidium albicans, B. anthracoides or C. diphtherie, all of 
which formed a n the plasma. 
\vugliphied tomth ithe he comianad chasinascoen'y 
invest ; : geneously 
either in plasma or in saline, and clumped in the plasma. 

Of the 400 ‘imens re Tene ted. 
none failed to give the slide agglutination test with the 
control Tomes Byorenee and none gave it with the control 
Staph. albus, utions of plasma in normal saline up to 
about 1/80 were found to give a good agglutination test 
and a good parallel coa t. 

Tests with» fibrinogen.—Solutions of fibrinogen can 
replace plasma in both slide and tube test. Fibrinogen 


TABLE II—COAGULASE TESTS IN 1/25 PLASMA BROTH AND 1/5 
‘PLASMA SALINE ; COLONY INOCULATED DIRECT 





|Plasma saline Plasma saline 


Totals 





Plasma bréth + 161 
Plasma broth=— .. 1 
Totals 162 


53 214 
2 83 
135 297 


} 
| 
| 
} 





was precipitated from fresh citrated plasma by mixing 
it with an equal volume of a saturated solution of 
common salt and the precipitate, after spinning, taken 
up . 1 times pedis 7h a ge vp teh i cl 
ing fibrinogen and NaCl, gave a good slide paging 
and a coagulase reaction. Fifty strains each of 
. pyogenes and Staph. albus were tested, in parallel 
plasma, by both s. and tube method ; the corre- 
lation between the two sets of results was complete, all 
being positive with the pyogenes and ve with the 
albus. The preparation was effective in dilution up to 
1/160 for both tests. : 
SERIES If , bs i 

A second series of tests was made ie workers on plate 
cultures from wound and nasal swabs. The coagulase 
test consisted of the inoculation of a small part 
colony into broth containing 1/25 human citrated 
plasma, a method devised by Mr. E. P. Murrell; the 
result was read after 2, 6 and 24 hours’ incubation. 

Plasma broth was preferred to plasma saline for direct 
inoculation of the colony into a test medium, for in a 
series of parallel tests on 297 strains of staphylococci it 
proved more sensitive. The broth contained 1/25, the 
saline 1/5 plasma. Table 1 shows the results. Whereas 
214 strains were positive in the plasma broth, only 161 
were positive in the plasma saline ; and of the 83 negative 
in plasma broth, one only was positive in plasma saline. 

The slide test was made by rubbing the remainder of 
the colony in a loopful of water on the slide, and mixing 
the resulting suspension with a loopful of plasma. 
Marked clumping within 5-20 seconds was regarded as 
positive ; any degree of granularity after 20 seconds up 
to 1 minute ag late positive, granularity after 1 minute 
as doubtful and no change after 3—4 minutes as negative. 

Table 11 summarises parallel tests on 840 strains, 558 
of which were coagulase-positive by the tube test. It 


TABLE III—COMPARISON OF PLASMA CLUMPING TESTS AND 
PLASMA COAGULASE TESTS ON STAPHYLOCOCCI FROM 
WOUNDS AND NASAL CAVITIES (868 sTRaAINS, 558 OF 
WHICH WERE COAGULASE-POSITIVE BY THE TUBE TEST) 


Coagulase- 
positive 





Coagulase- 


Slide result negative 





Positive .. 492 


Late positive ea 
Doubtful ee i 1 
Auto-agglutinable bid 1 


Negative % a 48 291 


willbe seen at once that the late and doubtful 
reactions on the slide are not safe indicators of Staph. 
pyogenes. But if we classify these as negative, then a 
positive slide test indicates 87% of the Staph, pyogenes 


itive 


_ investigation. 


isolated (492/558). On this basis there were 3 wrong 
indications of Staph. pyogenes among the coagulase- 
negative strains.. These occurred early in the series of 
tests, and unfortunately the strains were not saved for 

Five other strains which were slide- 
Seacoyairl tube-negative proved on re-investigation with 
resh plasma to be slide-positive, tube-positive, and we 
have no reason to suppose that the three strains were not 
feeble coagulase producers of this type. In the last 500 
tests of this series, when we had defined the conditions 
more rigorously, we found no slide-positive, tube-negative 
strains. The results are not clear cut like those in table 1, 
but we present them as an example of the test applied 
as a routine by three independent workers in one labora- 
tory. The occurrence of 3 auto-agglutinable strains 
makes it desirable that the colonies should be suspended 
in a separate drop of water before mixing with plasma. 
If the cocci are rubbed directly into the plasma, auto- 
agglutinable coagulase-negative strains will be classed as 
slide-positive. 

The speed of clumping, even with strongly positive 
staphylococci, depends mainly on the concentration of 
cocci in the drop. In one test the addition of an equal 
volume of plasma to suspensions equivalent in opacity to 
100 x 10° Bact. coli per c.cm. caused an almost immediate 
ponteeton, of the cocci. Dilution of the suspension to 

x 10° increased the clumping time to 40 seconds. 
Below this concentration the results would be classified 
as doubtful,. The speed is increased if a quarter-volume 
of plasma is mixed with one volume of suspension. 

We suggest the following routine for the examination 
of plate cultures for Staph. pyogenes. 


Place a clean slide and a clean, grease-free slide side by side, 
and put a drop of water on each witha 2mm.loop. Rub the 
suspected colony into the first drop, with a minimum of 
spreading, and when the suspension is homogeneous, transfer 
the wet loop to the other drop (on the grease-free slide) and 
spread it into a thin film for staining. The amount of growth 
picked off should be large enough, or the volume of the water 
should be small enough to produce in the first drop a watery 
suspension equivalent in opacity to at least 100 x 10° 
Bact. coli per c.cm. Mix a 1 mm. loopful of fresh human 
plasma jnto. the first drop, keeping up a circular motion, 
3-5 per second, for 10 seconds. If clumping occurs, then a 
presumptive diagnosis of Staph. pyogenes may be made, con- 
firmed by the appearance of the stained smear. If no clump- 
ing occurs, and the stained smear shows gram-positive cocci, 
a broth is inoculated for a tube coagulase test by one of the 
accepted techniques. Though late clumping is suggestive, it 
must on no account be used as basis of identification, 


If proper attention is paid to three factors—the em- 
ployment of fresh plasma, and of a concentrated suspen- 
sion of the coccal colony ; and the rejection of all but 
definite, rapid clumping as indication of a positive 
reaction, it is possible to make correct presumptive 
diagnoses of Staph. pyogenes on at least 9 out of 10 ocea- 
sions. On the tenth occasion the slide test will give a 
negative result with a true Staph. pyogenes. Since about 
65% of suspected Staph. pyogenes colonies in routine 
bacteriological practice turn out to be coagulase-positive, 
the institution of a presumptive slide test will reduce the 
number of tube coagulase tests required by about 40%. 
The slide test is particularly useful where large surveys 
for carriers of Staph. pyogenes are being made. e do 
not recommend that the technique described should be 
adopted without an extensive preliminary trial by each 
observer of the two methods in parallel, until he is 
satisfied that all slide-positive strains are tube-positive. 
This stage is readily reached. Strong, clear-cut slide 
positives can be elicited from most of the difficult 10% 
of rea Ee, tg gta strains after further experience, with 
results si to those displayed in table I. 


SUMMARY 

The cl of thick suspensions of coagulase-posi- 
tive staphylococci by human citrated plasma may be 
made basis of slide-tests for a rapid presumptive 
identification of potentially pathogenic Staph. pyogenes 
(aureus). By a carefully defined technique, at least 9 of 
every 106 straifis of Staph. pyogenes that prove by the 
orthodox tube test to be ene positive may be 
detected the slide-test. The number of coaguiase- 


positive strains missed by the slide-test is small in the 
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hands ‘Of oxpenteneed: workers 3 ey ‘all itde-degativs 
strains of staphylococci must be tested by the tube 
method. Coagulase-negative strains do not give positive 
slide reactions. 

The slide test is particularly useful for presumptive 
identification, and in large-scale bacteriological surveys 
for Staph. pyogenes, where the number of tu 
tests required may be reduced by more than 50%. 
method should not be adopted without making a 
preliminary series of tests in parallel with the tube 
coagulase-test. 
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INFILTRATOR FOR REGIONAL ANALGESIA 


NorRMAN R. JAMES, LRCPE, DA 
ANASSTHETIST TO THE EMS 


THE advantages of regional analgesia are well known, 
but under conditions of modern warfare its application 
is-handicapped by the amount of equipment needing 
stexilisation, and the difficulty of excluding contamina- 
tion by dust and insects. The modern tendency to use 
large amounts of dilute analgesic solutions, as in the 
Vishnevski technique, renders regional analgesia arduous 
and time-consuming with an ordinary record syringe ; 
and even if a continuous-flow syringe that will stand up 
to hard usage could be obtained, it would still require 
time and energy. 

Since Matas devised a pressure infiltrating apparatus 
40 years ago, various types of infiltrators have 
designed ; but none have proved satisfactory for routine 
use, and none are robust enough for use in the field. 
The apparatus described here has been designed in such 
a way that its component parts are all adapted from 
industrial equipment still being manufactured in 


oe today. The parts from which it is made have 


ady stood the trial of many years use in garage, 
workshop and chemical manufacturing plants. 

The construction of the infiltrator and its method of 
working are as follows. 

Compressed air, which may be obtained from an ordinary 
motor-car pump (fig. 1) passes by means of a Schrader connex- 
ion into a modified filter (as used for filtering compressed-air to 
operate pneumatic tools) which removes any minute particles 
of dust, &c. The air then passes into an ordinary two-gallon 
pressure chamber such as that normally used in commercial 
paint-spraying, and exerts pressure (50 lb. per sq. in. is the 
usual working pressure) on the analgesic solution contained 
in a stainless steel inset ; the solution is forced up a stainless 
steel pipe into a non-ferrous air-trap which remains shut until 
the analgesic solution is exhausted ; then the trap opens and 
releases the compressed air—thus definitely preventing any 
chance that air will be atcidentally injected into the patient. 
The solution, -on leaving the trap, passes along the flexible 
rubber hose to a pistol grip control adapted from an ordinary 


Fig. [—Infiltrator with foot pump attached. 
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Fig. 2—Pistol-grip control with needle, locking cap, and needle protectors 
(short and long). 


BEN blow-gun (fig. 2). The needle is attached to the record 
mounting but if it is of a type that does not fit firmly under 
pressure it may be retained by a “locking-cap.’’ The soft- 
metal hub of the Arnold type of stainless-steel needle however 
fits firmly enough when placed on the record mount by a 
twisting movement. The record nozzle is protected when not 
in use by a cylindrical cap, but if the needle is left in position 
it may be protected by a specially long cylindrical cap (fig. 2) 

When an aspiration test has to be done—in splanchnic 
block, for example—a small injector operated by the pressure 
of the analgesic solution is attached to the pistol grip by means 
of a wing-nut after the record mount has been removed (fig. 3). 

The apparatus is sterilised in hospital by tapping any 
pipe-line in the sterilising room of the operating theatfe and 


Fig. 3—Aspirator attachment. 


blowing steam through the whole circuit from 

the air-filter to the orifice of the record nozzle. 

Where steam under pressure is not available the 

apparatus may be sterilised by steam obtained from a small 
welded stainless-steel pressure kettle which forms part of the 
equipment, and which can be boiled on a ‘ Primus’ stove or 
on an ordinary fire. 

Once sterilised the infiltrator may be charged with 6 litres 
of acidified saline solution and closed. In this condition it 
can be kept sterile for several days and when it is necessary 
to bring the apparatus into action the required amount of 
analgesic drug in the form of sterile powder and the necessary 
amount of adrenaline are added to the saline solution. A 
solution composed of 1-3000 amethocaine hydrochloride 
(‘ Anethaine ’) together with adrenaline will suffice as a long- 
acting analgesic solution for either nerve-block or infiltration 
technique. this concentration large amounts, up to | 
litre, may be ‘used on a single patient. The 6 1. of solution 
allows an ample reserve for a large number of cases. Spare 
insets, equipped with lids may be used to carry supplementary 
charges of ready-prepared sterile analgesic solution, but the 
adrenaline should tot be-added until the solution is required 
for use. 

The apparatus has a hinged lifting-bar so that it.can be 
carried by two people easily, or for short distances by one 
person. The usual technique, when using steam sterilisation 
is to keep only the record nozzle and needle sterile. The 
external surface of the pistol and rubber hose is of course 
non-sterile, and injections are made by the non-touch technique. 
If the surgeon wishes,to use the apparatus during the 
operation, a second. pistol and rubber hose, which have been 
sterilised are plugged into the infiltrator. If a number of 
patients are to be injected by members of the operating team 
—for example, when a large number of casualties have to be 
treated—then several pistols can be supplied through T-piece 
connexions, the infiltrator acting as a central reservoir. 

Where plenty of compressed air is available the patient's 
skin may be rapidly sterilised by using an ordinary industriel 
type of paint-spray gun charged with tincture of iodine, 
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flavine in spirit or any other suitable preparation. Only a 


small pressure (about 7 1b. per sq, in.) is needed to operate 


such a gun. The compressed air may also be used to operate 
a new type of injector which will produce negative pressure 
under absolute control for use in all known applications of 
suction to surgery. 

Since the accompanying photographs were taken the 
infiltrator has been modified in several minor ways ; 
it is now more compact, and a cover of metal 
has been provided which locks over it like a hood ; 
several of the smaller parts have been improved. 

Among the many individuals and firms that have helped 
me to evolve this tus, I wish particularly to thank 
BEN Patents, .the r Motor and Welding Co., Glaxo 
Laboratories and the Spirax Manufacturi . for their 
generous help. I also wish to thank Mr. H. A. Talley of 
Medical and Industrial Equipment for his advice and help, 
especially in the construction of the injector. 


AGGLUTINATION TITRES OF NORMAL SERA 
Herta SCHWABACHER, MRCS 


MARION Ross H. L. CARRUTHERS 
MD TORONTO MB, DT M SYDNEY 
DIP. BACT. LOND DIP. BACT. LOND 


(from an EMS Laboratory, Watford, and the Emergency 
Public Health Laboratory, Cambridge) : 

DuRING the past twenty years observations have been 
made in various parts of the world on the occurrence of 
agglutinins for the enteric group of bacteria in the sera of 
samples of the normal b pte gaaer In the studies of 
Rosher and Fielden (1922) and Smith, MacVie and New- 
bold (1930) made in this country formolised suspensions 
were used, and their mapa record the incidence of 
agglutinins to the flagellar antigens of Bacterium typho- 
sum, paratyphosum B, paratyphosum A and certain other 
mem of the salmonella group ; the bacterial suspen- 
sions used by these authors were prepared in the labora- 
tories where they worked. 


Many laboratoriés in this country now use for routine _ 


agglutination tests the bacterial suspensions prepared 
by the Standards Laboratory in Oxford. As it seemed 
possible that there might be an increase in the incidence 
of enteric and dysenteric infections during the war the 
present observations were made to determine the level 
of agglutinins in the normal civilian population against 
certain salmonella and we Po suspensions issued for 
routine work by the Stan Laboratory. Suspensions 
of Brucella abortus, Vibrio cholere and of two strains of 
proteus were also included in the routine tests. 

The general plan of the investigation was that the same 
Tnsahehdgies talogp’am aquwed soganteiow safubhiants vip onal 
mbridge, an que ing up an 

ing: the tests. “fais techni 
referred to as ‘‘ Standard.” The 
of each t of bacterium used in the two laboratories 
had been filled from the same bulk ‘batch of suspension. 
The comparison of the results from the two laboratories 
served to indicate variations due to personal errors in 
making the tests. Other series of tests made in the two 
laboratories on other lots of sera with variations in 
technique, particularly in the method and time of 


ttles of sus 


ue is subsequently “ 


reading the tests, have been compared with the combined 
results of the two laboratories on the sera tested by the 
standard technique. 

Standard technique.—From sera diluted 1 in 10 with saline 
twofold dilution, were made in saline using graduated ten c.cm. 
pipettes. Starting with the highest dilution of serum and 
working back to the 1 in 10 dilution a unit volume of each 
dilution (0-25 c.em. Watford and 0-3 c.cm. Cambridge) was 
delivered into Dreyer’s agglutination tubes. An equal volume 
of bacterial suspension was then added. A fresh pipette was 
used for each serum and each suspension. The tubes were 
incubated at 55° C., care being taken that the water in the 
bath reached half-way up the golumn of liquid in the tubes 
so as to produce convection currents, 

In the standard technique the.end-point was agreed upon by 
the two laboratories as the highest dilution which showed 
agglutination visible at a glance to the naked eye, using arti- 
ficial light and a dark bac und. Readings of results with 
H jons were made after 2 hours and 4 hours, and with 


- O suspensions after 4 hours, at 55° C. Titres were recorded 


as reciprocals of the dilution of serum in which an end-point 
‘reaction occurred and. are referred to in this way throughout 
the paper. 
RESULTS 


Tests on the same sera made in two laboratories using 
standard technique.—A hundred sera collected from 
prospective blood donors at Cambridge during July and 
A t, 1941, were titrated at Cambridge and Watford 
by M. R. and H.S. respectively. The suspensions tested 
are shown in table 1, which gives a summary of the 
results. The suspension of Bact. typhi-murium O had a 
reduction factor of 0-5 and the Vibrio cholere suspension 
a reduction factor of 2. With all the other suspensions 
the reduction factor was unity (see Directions 1930). 
These factors have not been taken into account in, 
present the figures in any of the tables; their 
use would not have raised the limit of normal agglu- 
Ont Gh brid, ee ften hig h 

e Cambridge i were often higher than those 
made at Watford, but although a greater percentage of 
sera were recorded at Cambridge as agglutinating at 20 
or over, the range of titres was not greatly increased. 
The greater number of sera recorded by M, R. as positive 
in dilutions of 1 : 20 to 1 : 160 was not, as far as could be 

- judged, due to differences in the methods of setting up the 
tests. With one group of sera a single set of tests were 
set up and read independently by M. R. and H.S. In 
the majority of tests M. R. recorded the titre as twice that 
of H. S.—i.e., she recorded the end point as one tube 
ea The difference between the Cambridge and 

atford readings shown in table 1 was considered to 
be due mainly to the greater keenness of M. R.’s 
eyesight. ; 

In assessing the upper limit of “‘ normal” titres, when 
only one serum gave a higher reading than the other 99 
it has been ignored. When, however, the highest titre 
recorded was attained by more than one serum—+.g., 
table1, Bact. flecneri Y—the normal range contains 100% 
of the observations. In most cases, although not in all, 
the Cambridge normal range was the greater. In fixing 
the upper limit for the “‘ combined ” normal range for the 
two sets of observations the higher value for the limiting 
titre, whether recorded at Cambridge or Watford, has 


TABLE I—FREQUENCY DISTRIBUTION OF END TITRES OF 100 SERA 
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tested 12, 





been selected. The upper limits of normal titres assessed. 
” 5 tee are recorded in table m1, series N, columns 
an 


TABLE II—LIMITs OF “‘ NORMAL ” AGGLUTININS FOR DIFFERENT 


SERIES OF biped 











Series | N- A B Cc 
No. of sera tested 100 80 200 | 200 
Colum i Eruds @ Pideoss [niet e 
Time of Feeding ie, | 
hr. at 55° C. # Ee ie a, bt 4 24 
hr. i Mees as 2) a a 20 20 os 
Method of reading | Naked Eye Lens Lens | Lens 
Bact, typhosum O af 2 fe) 401 40 80/80 | nt 
Bact, typhi-murium H .. 80 80, 80 80; 40 | 160 
Bact, typhi-murium O .. ERS 40, 80 80; 40 | 160 
Bact. enteritidis H ae 40 | 160) 40 40; 40 | 320 
Group ee Be H ; 80 | 160) 80 80} 160 | 160 
Bact. newport H . 20 | 40) 20; 20) 80 160 
Brucella abortus .. ws 40, 80 80; 380 40. 
Bact. sonnei As os < 20} < 20 20; 80 160 
Bact. flerneriV .. “2 40) 80 80} 160 | 160 
p61. lender .. | - 40). 80 | 80] 160. |..80/ 
’ - } ae ny 80, 80 160) 160 640 
- as = roe 160; 160 160) 320 | 160 
ore gg .. | 80) 80) ~— 80} 160 | 160 
Bact. newcastle orb 40; 160; 160) 80 | 160 
Vibrio cholere | <0 | <20| <20 | (20) 20 | 160 
Proteus OX19 Le ek 40  80| 160| nt | nt 
ProteusOXK .. -» | «2 | 80) 80) 80} nt nt 





.. = no reading made. nt = not tested. 
The figures for Series N and A represent the combined results of 
two laboratories. 
The figures for Series B and C represent the results.of individual 
laboratories. 


Variations in range of ep according to time at which 
tests were read and of reading.— rhe ble 11 shows the 
upper limits of normal titres calculated on the 99% basis’ 
for various sets of sera tested. As indicated in the table, 
the various lots of sera were read at different times, and 
some were read with the aid of a hand lens. The figures 
for series N and A show the combined normals of M. R. 
and H. S. on two batches of sera from ag apne yh ag 
donors. Series A was examined by S. and M 
independently before the method of reading was rs Ae 
ised as for series N. Series B was 200 routine Wasser- 
mann sera examined in Watford by. H. S. in the summer 
of 1940 and series C 200 sera from prospective donors 
examined by H. L. C. at Cambridge during the same 
peciod, the preialhe i in the latter case being read only after 
poe at 55° C. 

The figures for H suspensions in columns 1 and 2 show, 
as might be expected, a slight increase in titre in the 
four-hour as compared with the two-hour reading. 
The readings i in columns 8 and 4 (series A) do not show 
an increase in the range of titres as a result of an extra 
20 hours at room temperature after 4 hours at 55° C. 
The extra period at room temperature did, however, 
increase the percentage of sera sho agglutination 
within the normal range as determined by the readings 
after 4 hours at 55° C. The results shown in table U1, 
giving details: of the findings with the Bact. Y 
suspension in series A table 1, illustrate this point. 


TABLE IlI—EFFECT OF 20 HOURS AT ROOM TEMPERATURE 
AFTER 4 HOURS AT 55° C. ON TITRES OF NORMAL AGGLU- 
TININS FOR Bact. flecner Y SUSPENSION 











Percentage of sera showing a 
Readings made end-point in dilution of 1 A — “Total - 
after— i 
| 20° | 40° | 80 | 10 | OF over 
4 hr, at 55° 0. ga ee do 42 
4 hr. at 55° C. and 20 hr. | 
atroomtemperature _ 38 34 6 2 80 
' t 








The results of the tests with series B (table Ir, column 
5) are not greatly different from those readings made after 
@ similar interval in series A (table 1, column 4). The 
normal range shown by series C (table 1, column 6) is 
cqusiderably r than the others, owing presuma' wy 
to the unduly long time of holding the tests at 55° C 
The results of the various series of tests shown in table Il 
cannot all be used for an accurate evaluation of the effect 
of the time of incubation on the results, as different 









batches of sera were used and the readings were tinde 
by different observers. Table Iv shows the range of 
titres obtained on 160 sera tested by the same observer 
(M. R.) and read after three different periods. Of these 
160.sera the results on 80 are included in table 1, columns 


3 and 4. 

The normal r: of the sera for the four salmonella H 
suspensions recorded after 2 hours was not greatly differ- 
ent from that after 4 hours, and nothing would appear 
to be gained by departing from the common practice of 

reading the results with H suspensions after 2 hours, 
Agatutination of O suspensions was not usually visible 
r2hours. As in series A (table 11, columns 3 and 4), 
there was little difference in the normal range of titres 
after 4 hours and after the tests were kept a further 20 
hours at room temperature. There is no advantage in 
leaving the tests at room temperature overnight before 
reading the results, As mentioned below, the end-point 
may be more difficult to determine at this time. 

Allowing fer the technical variations in setting up and 
reading the-tests on the different batches of sera there was 
no great divergence in the resultsobtained. The readings 
made on the 560 sera recorded in table 1, columns 
3 to 6, and table Iv add a certain weight to the normal 
values for the 100 sera examined y the ome 
technique vas I and table 11, columns 1 and 2). 

The end-point.—We do not advocate the estimation 
of the end-point interpolation involving the use of 
factors as pomibed by Dreyer and Inman (1917), since 























TABLE IV—LIMITS OF ‘‘ NORMAL”’ TITRES ON THE SAME l6) 
SERA READ AT DIFFERENT TIMES 






| 4 br. 55° ©. and 


2 hr, 55°C.) 4 hr. 55° C. 20 hr. room temp. 











moO 





Bact. typhosu: “hia, 

Bact, typhi-murium H 40 80} 80 
Bact. typhi-murium O < 20 80. | 80 
Bact, enteritidis . 160 160 160 
Group —e a | 80 160 160 
Bact. newport H | < 20 20 } 40 
Brucella abortus 20 0 80 
Bact. sonnei .. < 20 < 20 < 20 
Bact. flexneri V }> <20 80 80 

46 a AW | < 20 80 80 

ai ee. < i < 20 80 80 

phe > Whee 6 < 20 160 320 

ss set fae j < 20 80 80 
Bact. net j <,20 80 160 
Vibrio cholere H | < 20 40 | 40 
Proteus OX19 < 20 a 80 





the interpretation of different degrees of agglutination is 
difficult unless large numbers of tests are constantly made 
by a given observer. There is, moreover, no uniformity 
among the different suspensions in the way the degree 
of agglutination falls off with increasing twofold dilution, 
so that interpolation factors must be calculated for each 
suspension. of bacteria ‘tested. For these reasons we 
advocate an end-point depending simply on a single 
degree of agglutination equivalent to Dreyer and Inman’s 
‘* Standard ”’; and we’ have chosen a relatively high 
degree to avoid the difficulties of the persistence of 
traces of agglutination in increasing dilutions of sem 
(tailing off). For the same reason the four-hour reading 
is preferable to 24 hours; tailing off is more marked 
after 24 hours and deposits are common in the control 
oe Sa particularly with the dysentery bacteria. 
The significance of the tailing off of positive tubes as a 
indication of antibody level in a serum is not clear. 
The four-hour naked-eye reading.is easy and conveni 
ent, and the adoption of normal ranges based on th 
examination of a large number of ‘‘ normal ”’ sera in this 
way would automatically exclude the ‘tailing off 
titres from consideration. While we agree. with Felis 
and Gardner (1937) that jutination of H suspension 
should be recorded after 2 hours, we suggest that th 
reading for O of lutination should be made afte 
4 hours’ incubation at 55° C. in place of their recom 
mended 20-24 hours. 


























# COMMENT 

The normal agglutinins for the salmonella euspensis 
as indicated in tables 1 and 1 are not greatly diffe 
from those previously recorded in this country (see Tople 
and Wilson 1936). It will be seen that H. suspension 
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of those salmonella o usually responsible for 
food of the tion type (Bact. typhi-murium, 
Bact. , Baet. > rat may be agglutinated by a 
small pi -of ‘‘ normal” sera up to a titre of 
1/80.0r Pi 60. 


The absence of normal agglutinins for smooth suspen- 
sions of Bact. sonnei (when tests are read after 4 hours 
at 55° 9) appears, to give added significance to. the 
finding of agglutinins for this organism in the sera 


TABLE V——DISTRIBUTION OF FOUR-HOUR END. TITRE FOR 
PROTEUS SUSPENSIONS IN Wis WIDAL SERA 





Proteus 
} <20°/ | 40 


ox19 ioe 86 | 
OXR 54248 
ox2.... | 88 








of dysentery convalescents pens the infecting organism 
has not lated from the stools. Although 
agelatinion fail to appear in the sera of a certain number 
Sonne dysentery patients the examination of con- 
valescent sera may give useful results (see Hobbs and 
Allison 1942), From the results obtained with the other 
dysentery senennes it is obvious that the presence of 
agglutinins for these organisms in low titre (ap to 1/80) 
at a single examination can be of little diagnostic 
significance.. The suspensions of Bact. seem 
pertiouleals liable to agglutination with normal sera. 
Nevertnanes 8 lutinins to a significantly high titre 
may @ sera of a fair proportion of patients 
comes a0, peste communication). 
for proteus suspensions are of interest in 
view mee the present European prevalence of typhus fever. 
Agglutination tests gave clear-cut end-points when read 
after 4 hours’ incubation at 55° C., and the restilts for 100 
normal sera examined at Both laboratories are set out, in 
table I and table 1, column 2. 

In an additional series of tests on 74 Widal sera 
examined at Watford during November, 1941, and Sep- 
tember, 1942, Proteus OX19, OX2 end OXK, were 
included among the.'test suspensions. Table v demon- 
strates that the results with OX2 and OX19 are almost 
identical, the normal limit for both 40. Thereisa 
greater pro’ ion of positives with O » but the normal 
limit in eac 40. lies within the combined 
normal limit for OX19 and OXK determined in series N 


(table 11, column 2). 
These figures are within the normal limits defined b 
Felix (1930 and 1933). He mower (1933) ro oO ‘ 
ns are more susceptible to non-specific norma 
tinins than are | msions of OX19 and OX2, and 
suggested that the um titre of significant OXK 
reactions should be double the titre uired in ‘OX19 
and OX2 agglutination—.e., significan aT diconeuties titres 
for OX19 and OX2 would be 1:80 or 1: 100, ad for 
OXK 1: 160 or 1: 200. The examination of 100 normal 
sera for proteus agglutinins recently reported from 
gave results almost identical to those recorded 
in bs (Monthly Bulletin 1942). 
elix (personal communication) points out that the 
relativel low figures for O suspensions in table 1, com- 
ith those obtained by other workers, may have 
been due in the first place to the incubation of the serum- 
suspension mixtures at 55° C. Felix and Gardner 
(1937) recomménded 50-52° C., in view of Felix and 
Olitski’s (1929) demonstration of the heat lability of 
O antibodies. He also suggests that the-use of Dreyer’s 
tubes with pointed ends may have obsc ae 
agglutinations, and recommends round-bo 


SUMMARY AND CONCLUSIONS 
Duplicate tests were made in two laboratories to 


pee ras the agglutination titres in the sera of healthy 
ts against some of the commoner intestinal pathogens 


Prey mes 


O suspensions 
The end-point oe c= Po Chosen in reading the results oe 
the highest serum dilution showing any degree of 
tination visible at a.glance to the naked eye, after incu 


in the water-bath for 2 hours in the case of H 
— ee and 4 hours for O suspensions. 
en:an agreed standard technique was used differ- 
ences between the readings recorded after 4 hours at 55° 
C. in the two laboratories were apparently largely due to a 
difference in the acuity of vision of the observers. 

Tests made on 560 normal sera ‘showed that the 
difficulty of obtaining com cy mere readings was increased 
by longer exposure at 55° C. in the water bath, by allow- 
ing the tubes to stand overnight at room temperature 
or by using a hand lens in reading the results. 

The technique adopted—incubation at 55° C.—may 
have been responsible for the comparatively low level of 
normal O agglutinins recorded ; incubation at 50-52° C. 
might have yielded slightly greater titres. 


We wish to thank Lieut.-Colonel R. F. Bridges of the 
Standards Laboratory, Oxford, for supplying the suspensions, 
and Prof. H. R. Dean and Mr. H. P. Hudson of the Pathology 
Department, Cambridge, for many of the sera. 
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‘Medical Societies 


ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of epidemiology and state 
medicjne on May 25, with Dr. E. H. R. Harries, the 
president, in the chair, a paper on 


Diphtheria in Scotland 


was read by Sir ALEXANDER ‘RUSSELL, of the Depart- 
ment of Health for Scotland. The Scottish death-rate 
from diphtheria, he said, showed a steady fall from about 
1863 till about 1922, after which it remained fairly 
constant until the epidemic of 1940-41. Mass immunisa- 
tion began in mid-December, 1940, only some 122,000 
children having been immunised before that date. 
About 800,000 had now been protected. By the end of 
1941 about 71% of the school-children and 56% of the 
pre-school children had been immunised, but since then 
the proportion had declined slightly and at present it 
might. be said that about 60% of the child poépifation 
aged 1-15 were protected. Allowing for the fact that 
immunisation had been started at the peak of the 
epidemic, the results justified restrained optimism. 
Incidence had decreased. and mortality in the past 
twelve months was much lower. than any previous 
record in Scotland. Comparing immunised and non- 
immunised in 1941-42, the immunised child was eight 
times less liable to attack, and in the pre-school group 
twenty times less liable. More striking was the fact 
that the immunised child was more than a hundred 
times less liable to die of the disease if he contracted it. 
Reactions had been few, and the need to use TAF 
for older age-groups had not been borne out in practice. 
Eight children in three different areas had developed 
varying degrees of paralysis of the 5th and 6th cervical 
nerves on the injected side 14-25 days after the second 
injection. They had all been inoculated (together with 
4000 others) with the same batch of toxoid. Six cases 
had made a complete recovery and one of the two others 
had been definitely diagnosed as anterior poliomyelitis. 
The icular toxoid gave negative tests for infection 
and toxicity and no evidence of a neurotropic virus was 
obtained. Prof. W. J. Tulloch had not found an abnormal 
carrier-rate in the immunised, 7 out of 369 immunised 
pete positive and 9 out of 426 not immunised. There 
n a very great increase in the proportion of gravis 

pay i meal for example, in the Dundee area in 1933-34, 
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6% ere gravis, but: in {94142 the <beare had ripest 
oon 85%. uld not texoid, therefere, contain anti- 
pene elements which were not included: at oe gant 

qually striking was the shift of incidence to older 

e-groups. In 1940, 23% of infections were at the age 

15.or over; in 1942, these ages formed 34% of the 
poh This shift could not necessarily be attributed to 
immunisation, since it had been noted in Glasgow 
between 1906 and 1913 and was then presumed to be the 
result of epidemic conditions. 

Dr. J. A. H. BRINCKER (Ministry of Health) said that 
unfortunately in England and Wales no returns were 
available for a strict comparison with Sir ex yom 
Russell’s figures. The position was not so good as 
Scotland, though it was probable that more than half of 
those aged 1-15 were immunised. In 1941 there were 
5-6 cases in non-immunised children for every 1 in an 
immunised child, and in 1942 the ratio was 5 to 1. 
Again, in 1941, 39 non-immunised children died for 1 
immunised child, and in 1942 the ratio was 27 to 1. 
There was substantially no opposition from parents in 
principle: the proportion immunised depended chiefly 
on the facilities available. The gravis type had, of 
course, increased before mass immunisation began. 

Dr. J. L. Burn (Salford) said that immunisation 
- a a, condition of entry to war nurseries in his area. 
pay Bey ms ards had proved most successful, Selected 

ad been found in practice quite capable of 
poh ea out the immunisation. 

Dr. PERCIVAL HARTLEY, FRS (director of biological 
standards, Medical Research Council), pleaded for better 
records by doctors: it was often impossible to trace the 


REVIEWS OF BOOKS 


batch of toxoid used, He thought that the question of . 


including antigens of the gravis strain was impo: 

Dr. STANLEY hasxs (LCC) said that the clinical picture 
entirely supported the epidemiological figures. Patients 
showed a struggle between the protection conferred by 
immunisation and the gravis infections.—Capt. J. E. 
WittiaMs (Canadian Army) drew attention to the 
danger of the loss of immunity some eight years after 
leaving school. Of a batch of recruits 27% had lost 
immunity, as judged by the Schick test, but all except 
one regained it with a single boosting dose. 

The PRESIDENT thought that the striking fall in 
mortality in Scotland, as in England, between 1896 and 
1900, was due to the introduction of serum therapy. 
He had been interested in diphtheria immunisation on 
a retail scale for many years and was glad to find that 
it had now become a wholesale business. 


ES, ws odie Rie: 





1 
British Medicine and the Vienna School 
Max NevusurGER, MD, Ph D, Wellcome Historical Medical 


formerly professor of the history .of 
(Heinemann. Pp. 134 


Museum, London : 
' medicine, University of Vienna. 

10s. 6d. ) 

In the middle of the eighteenth century the school of 
medicine in Vienna rose into prominence under the 
leadership of Van Swieten and De Haen, disciples of the 
celebrated Dutch ‘ physician Boerhaave. Boerhaave 
brought medicine from its reliance on aria back to 
the bedside, laying stress on the value of accurate 
clinical observation, and he arded Sydenham as tlie 
originator of a new and fruitful system of medical 
teaching. Sydenham’s observations and teaching formed 
the ideal of clinical practice for Boerhaave’s disciples 
and they continually quoted him and the school: of 
British physicians who followed. Thus Vienna and 
Great Britain at this time were almost identical in views 
and practice, and in both schools the writings of pro- 
minent teachers were Baggy 27! translated and bécame 
common property. e 
remained unimpaired for many years, Vienna becomin; 
the Mecca of the British medical! traveller, London an 
Edinburgh (and to a smaller extent Dublin) those of the 
Viennese. For more than half a century leadership 
in medicine on the Continent ea eo with the succes- 
sion ed physicians who followed Van 
Swieten ; then t passed to Paris until the middle of the 
nineteenth cent: » When a new school arose in ‘Vienna 
associated with the names of Rokitanmsky and Skoda. 
Vienna again began to lead the world in medicine and 


tradition thus established — 
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praen up to our own Simms enained the favoured ‘resort 
of the Gortamund who wished to learn at first hand. 

The story of the intimacy between Vienna and Great 
Britain is here set forth briefly by Professor Neuburger, 
but the book has been planned on too small.a scale'to do 
justice to his extensive knowledge; in happier days he 
might have expanded it to a Pan ga treble its ‘present 
size, and still have eseaped the charge of prolixity. 
Even in its present compact form, however, it is a 
record of international coéperation in the best traditions 
of medicine. He writes of the wisdom, benevolence and 
humanitarianismof the Emperor Josef II who not only 
founded and endowed the great: Allgemeines Kranken- 
haus but provided scholarships enabling promising 
young men to travel to England and Paris; thus he 
ensured width of culture and experience in the future 
teachers of the school. One can hardly recall similar 
provisions in any country until the foundation of the 
Rockefeller fellowships. 


Textbook of Surgical Treatment 


Including Operative Surgery. Editor: C. F. W. Intine- 
wortH, MD Edin., FRCSE, regius professor of surgery, 
University of Glasgow. (Livingstone. Pp. 528. 28s.) 
Wit the help of 18 able contributors Professor 
IHingworth has aimed at giving senior students and neyged 
undergoing training in surgery an “ und 
surgical treatment in the wider sense.” He has a high 
endeavour and the material is there ; but as an ra nee 
of surgical opinion the editor (who admits to 
modified the individual contributions) is not altrate 
a reliable guide, nor does he always eS the Pde 4 
surgeon enough detail to help him over 
With a little closer collaboration of the team he i a 
equalities in presentation could easily be remedied and 
a fine textbook evolved. It is no mean achievement 
to have brought, out in war-timé a book of this kind, and 
the printing and make-up are amazingly good. 


Physical Chemistry 
#or Students of Biochemistry and Medicine, Epwarp 
Staunton West, PhD, professor of biochemistry in the 
University of Oregon, (Macmillan, Pp. 368. 28s.) 
Seme ten or twelve years ago professors of chemistry 
and allied subjects showed a grim determination to 
provide textbooks of physical chemistry in 
students of biology and medicine ; six stout volumes 
then ap: at an alarming rate—but it like much heavy 
ammunition, it left the intended victims almost un- 
touched. Attempts to turn the medical student into a 
competent physical chemist are futile: In the first 
place he usually knows only the most elementary 
mathematics and has a strong aversion even to that inno- 
cent mathematical conception, alogarithm. Apart from 
this almost inherent resistance, his time heat become 
more and more limited as more and more subjects have 
‘been crowded into his curriculum. After that first burst 
of textbooks on physical chemistry there seems to have 
been a lull in the attack; the present volume may 
haps be the forerunner of another bombardment. 
t is a very good book embracing the whole subject ; 
wala that it_is clearly written, excellently documented 
and indexed goes without saying ; but whether British 
medical students will have any time to read it is another 
matter. To mention only one or two sections, the intro- 
duction and the second chapter dealing with the 
structure of matter will repay study by any medical 
student or, for that matter, by his teachers. 


Synopsis of Traumatic Injuries of the Face and Jaws 


Dovetas B.- Parker, MD, DDS, associate professor of 
oral ry, Columbia University, New Tork. (Kimptor. 
Pp. 334. 22s. 6d.) 


THE book is designed to*cover the first-aid treatment of 
injuries of the face and jaws at the time of injury and is 
addressed to both surgeons and dentists. It is appar- 
ently based on experiences in the last war and on civilian 
injuries since then, but it-is an inadequate presentation 
of the subject and is reat A rye pot = & bw. tons” om 
for surgeons treating these es presen’ e 
The author will wish to rewrite it in the light of 
further experience of this war. L 
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IC AIDS 
NVIGOMORE ST 
DON.- W:] 


LTD 


—this word has, in these difficult | 
times, a new significance, par- 
ticularly to those deaf persons | 
enabled by the use of a trustworthy 
hearing aid to “ do their bit" in the 
war effort. 


To people already using aids to hearing | 
we offer the resources of our Service ’ 
Department to keep those aids in good 
order and to make essential replacements. 
Whether the aids were originally supplied 
by us or not, we shall be happy to do all 
we can to help their users in obtaining the 
greatest possible satisfaction and efficiency. 


For patients who really need hearing aids of 
high quality, our testing and fitting services 
are still available, together with the after- 
sale service that has made BONOCHORD 


so popular. 


The BONOCHORD Hearing-Aid Service is 
available to all interested in better hearing. 
We invite you to use it whenever neces- 
sary. Full details on request. 





LIXEN 


safe, gentle, and 
patatable, 


LIXEN is an extract of senna prepared 
by a special cold process to allay the 
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griping action. The absence of an after- 
constipating effect gives it a special value 
in habitual constipation, and its gentle, 
though efficient, action, together with its 
pleasant flavour, makes it particularly 
acceptable to women, children, elderly 
and delicate persons, and ‘convalescents, 


for whom the finding of a satisfactory 


aperient is often difficult. 


LIXEN ELIXIR 


In bottles of 4 oz. 2/3, 8 oz. 3/11, and 
40 and 80 oz. for dispensing. 


LIXEN LAXATIVE LOZENGES 
In bottles of 30, 1/8, and 500 for dispensing. 


Prices including Purchase Taz. 


Telegrams: Greenburys, Beth London: 
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VITAMIN THERAPY IN CHILDHOOD 





Founding the permanent teeth - 


When dental disease is discovered in the deciduous 
teeth, there is justifiable anxiety behind the parent’s 
question, “‘ What can I do to ensure that the per- 
manent teeth will be better.” 

Assuming that dental hygiene has been maintained 
in the home, dietary deficiency is the most probable 
cause of the carious condition. 

-Economic conditions alone are not responsible 
for an inadequate intake of the food factors involved 
in dental nutrition. The deficiency may be due to 
an increased requirement of specific food constitu- 
ents, losses through digestive disturbances, defective 
,...a8similation, disordered metabolism, food sensitivity 
-~-and vagaries of taste. " 


A MULTIPLE SUPPLEMENT 


Where a deficiency state exists, research has shown 
that it is invariably of a multiple nature. 

It is important to ensure, therefore, that the diet 
supplies optimal amounts of all the vitamins and 
mineral salts known to be essential to well-formed 
and healthy teeth and gums. 





As the Chart shows, Complevite is a complete 
Supplement designed to restore the daily deficiency 
of these factors. The routine use of Complevite 
Tablets should go far to provide the nutritional 
elements necessary to the sound foundation of the 
permanent dental structure, 

The economy and convenience of a single supple- 
ment for multiple deficiencies is doubtless one of the 
reasons for the established position which Comple- 
vite has so quickly achieved. 


100% = The full daily requirement 


i x Complevite supplies, at time of 
Average Dietary Deficiency iceaihiabedecemaeoteniialy 





VITAMIN A 
VITAMIN B, 





‘ 


*The iron in Complevite exceeds the calculated deficiency expressly to comba: thc 
nutritional anaemia so common in children and in women of child-bearing az-. 


Further particulars concerning Complevite from Vitamins Ltd. (Dept. L.C.U.), 23, Upper Mall, London, W.6 











For Economy in Treatment of Pernicious Anemia.. . 


Anahemin B.D.H. is the hemato- 
poietic principle of liver in . high 


concentration. It is active in 


minimum dosage with maximum 
intervals between the injections ; 
indeed, the 
Anahémin B.D.H. is the most 


administration of 


economical method of producing 
blood regeneration and maintenance 
in pernicious anzmia. 

Anahemin B.D.H. possesses the 
additional advantage of being free 
from all therapeutically inert reaction- 


producing protein substances. 


16 


THE BRITISH DRUG HOUSES LTD. LONDON Neal 









AWMIEEMIY BU 


t 6 


Details of dosage and other relevant information on request. 








‘ 
THE LANCET] 


FEEDING WITH AMINO-ACIDS . 


(ate 12, 1943 743 





THE LANCET 


LONDON: SATURDAY, JUNE 12; 1943 


FEEDING WITH AMINO-ACIDS 

WHEN the amino-acids were proved to be the 
Bausteine of the protein molecule, and’ it was realised 
that extensive hydrolysis was an essential part of the 
digestive processes, it was a* logical step to see if 
hydrolysed proteins supported life and growth. It 
was quickly found that they did. Animals were 
maintained in nitrogen equilibrium by these hydro- 
lysates, even when they were given intravenously,’ 
and these discoveries were among the triumphs of the 
early part of-the century. Working mainly on the 
rat, Rosz and others * next set out to find which of 
the large number of amino-acids were essential for 
complete nitrogenous nitrition, and in the process 
they discovered that one of the indispensables was a 
compound hitherto unknown. Within recent years 
solutions of amino-acids have begun to beadministered 
to man. Mixtures of the acids have been made in at 
least three different ways. Acid hydrolysis,* the most 
popular method, presents no great technical diffi- 
culties, but at least one essential amino-acid (trypto- 
phane) is destroyed by the hot acid, so it must be 
separately prepared and added to the hydrolysed 
mixture, which is expensive. “Enzyniic hydrolysis 
has also been used. This gives a solution of amino- 
acids and simple peptides which might be expected 
to provoke anaphylactic reactions, but apparently 
this is not the case, and the incompleteness of the 
hydrolysis is of no biological significance.” MapDEN 
and others * have also employed a mixture of the ten 
purified amino-acids which are known to be essential 
for the rat. These experiments have so far been 
limited to dogs, and this third method is obviously 
far too expensive at present for use in human therapy ; 
nor does it seem necessary. 

Solutions of mixed amino-acids prepared by acid 
or enzymic hydrolysis are now being recommended as 
therapeutic agents. They have been given by mouth,* 
but more usually by véin, and it is said that they 
will keep patients who cannot take food by mouth 
in nitrogen equilibrium. No new principles are ‘in- 
volved. The possibilities of amino-acid medication 
have been known since 1913, and glucose has been 
administered intravenously for years as a means of 
supplying predigested carbohydrate to patients who 
may be unable to swallow or assimilate the natural 
forms. The amino-acid solutions have been given by 
Etman‘*? and others** to patients suffering from 
carcinoma and ulceration of the intestinal tract, 
pneumonia, burns and shock, and to infants with acute 
gastro-intestinal disturbances*; they have also been 
used before and after major operations, and to stimu- 


y Higonanne, V. and Andersen, A. C. Z. physiol. Chem. 1913, 88, 
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suffering from hypoproteinzemia. 


late the formation of new plasma proteins. The 
published reports are enthusiastic—the patients are 
reported. to be benefited in a number of ways—but 
few of the observers have carried out any controls, 
and it is evident that some of the work has been 
financed by companies likely to benefit from the 
manufacture and sale of the amino-acid hydrolysates. 

It is hard to see why a solution of mixed amino- 
acids prepared from casein should be any better for a 
man than a good glass of milk. It is hard to see, 
therefore, why they should ever be given by mouth, 
and their use in this way is not likely to continue 
unless it is stimulated by skilful advertising, as was 
the use of glucose before the war. By vein they have 
an obvious value, although their administration is not 
yet through its teething troubles. This form of 
therapy has probably come to stay—in fact it is 
likely to become fashionable because it will be easy 
to speak impressively about it, and it will appeal to 
the public imagination. Moreover, in few cases will 
it be possible to come to any real conclusion as to its 
value. For the present it should be used critically. 
It is one thing to administer a solution of glucose 
to a man with an inoperable new growth, if by so 
doing one can relieve his dehydration and make his 
last hours more comfortable. It is another to prolong 
his life for weeks by supplying ‘him with all his nutri- 
tional requirements intravenously. Again, amino- 
acid solutions have been recommended for people 
Apart from the 
fact that many of these patients can take ample 
protein by mouth, the obvious therapy for them would 
be infusions of ready-made plasma proteins,” especi- 
ally if as WuipeLe™ believes these plasma proteins 
“take an active part in the internal protein meta- 
bolism of the body and supply practically all the 
protein requirements of the cells.’ In short, we 
should concentrate on the use rather than the abuse 
of this new form af therapy with which’ biochemistry 
has entrusted medicine. 


EXTERNAL-INTERNAL FIXATION 


One of the potted abstracts that are a sign of the 
times lately reported from America a ‘‘ new method ” 
of hastening the healing of fractures. A veterinary 
surgeon had invented a form of external metal 
scaffolding for fractured bones in animals which was 
claimed to ensure absolute immobilisation of the 
fracture without open operation or splints, and 
immediately to restore almost normal function in 
the damaged limb. Great ingenuity has been exercised 
by many surgeons for the same object. All these 
measures have involved some external scaffold, of 
plaster or metal rods, carrying pins which pass 
through the skin into the bone above and below the 
fracture. Mechanically the principle is similar to 
a Lane's plate which is screwed direct to the bone ; 
surgically it differs in avoiding open exposure of the 
fracture by having the plate outside the limb. The 
principle is by no means new. LamBret™ in 1911 
inserted two single Steinmann pins, one above and 
one below the fracture in a tibia, and joined them by 
two external metal rods. With single pins im- 
mobilisation cannot have been perfect and there is 


10, oe Des Bodenheimer, M, and Barcham, | I. Ann. ‘Surg. 1943, 
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no record that his patients were allowed to walk 
about. In view of modern developments the work 
of LaMBoTTE * is even more remarkable. In an 
appendix to the report of a BMA fracture committee 
in 1912 this pioneer of internal fixation illustrated an 
apparatus for treating a fractured radius in which 
two parallel pins were inserted above and two below 
the fracture, all the pins being held together by an 
external metal plate. Hzy Groves “ independently 
invented a similar apparatus for fractured femur 
which he described in 1916. 

Whoever was the first in this development, for 
some years RogEeR ANDERSON and Hatves have 
been using ,it successfully in America, and their 
methods were introduced by Paimire Witson and his 
colleagues at the American Hospital in Britain in 
1940. Two or more long screws, Kirschner wires or 
gimlet-pointed nails are inserted, above and below 
the fracture ; they can be parallel but more usually 
converge within the bone. Each group of nails, 
wires or screws is attached to an external plate, and 
theplates on each side of the fracture are joined by 
an adjustable rod, a series of rods, a plaster sleeve 
or a plaster bar. The pins are bound to lie very close 
to the joints above and below the fracture and in 
most cases will transfix muscles, so that there must 
be some limitation of movement in these joints while 
the appliance is in place and for some time afterwards. 
There are obvious risks of infection along the pin 
tracks, which if it occurred would also gravely inter- 
fere with the restoration of movement. By applying 
distracting apparatus to the pins in the initial stages 
perfect reduction of the fracture can be achieved, 
but if not done correctly such distraction may delay 
union, as Watson-JoNEs and CoxtTart*® lately 
pointed out. Experience in several EMS hospitals 
where apparatus of the kind has been used has shown 
that precise attention to detail is required. Neverthe- 
less, well applied it does allow the patient to move 
about to an amazing extent throughout treatment. 

The indications for the use of splints of the Roger 
Anderson type have yet to be worked out in this 
country. ANDERSON ” himself would apply them to 
any fracture of a long bone, whether transverse, 
comminuted or compound, even when it extends into 
a joint, and calls this method an ideal supplement to 


many orthopedic procedures, such as arthrodesis _ 


of the knee, and operations for non-union, mal- 
union, length equalisation and _ reconstruction. 
His transfixion units and fixation rods, made: of a 
rustless alloy, are standardised in three sizes, so as 
to be applicable to anything from-a femur to a meta- 
carpal. His whole apparatus for immobilising a 
fractured femoral shaft weighs only 12 oz., and hé 
illustrates a sterilisable metal case weighing less than 
20 Ib. which holds enough material to reduce and 
immobilise 25 long-bone fractures. At Hill End 
Maxillo-facial. Unit the technique has been adapted 
to fractured mandible,” and has proved particularly 
useful i in the edentulous jaw. CAPENER has used 


13. ‘Lambotte, A. Brit. med, J. 1912, ii, 1530. . 
14. Hey Groves E. W. Modern Methods of Treating Fractures, 
. Northw. Med., Seatile, 1931, 30, 444. “ 
, Watson-Jones, R. and Coltart, W. D. Brit. J. Surg. 1943, 30, 260. 
. J. int, Coll, Surg, 1942, 5, eg 
Buxton, J. L. D. 
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194 Converse, J. M, andy aknitz, 
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. Cited by Blundell Jones, G. Brit. ‘mol J. 1942, ii, 158. 


such a splint for an air-raid fracture of the femur in 
@ pregnant woman where the fracture had recurred 
after bone-grafting, and a breech was delivered 
normally a month later. Whether the “ castless 
ambulatory method,” as ANDERSON calls it, will be 
adopted as universally as he thinks remains to be 
seen. As Roprert Jones has said, ‘‘ Befgre we reach 
to new, things we must ask ourselves if we have done 
the best by the old; and it is only by being critics 
of our own work that we can discover, each for himsel, 
which procedure will,.in his own hands, give the best 
result.” 


KIDNEY EXTRACTS AND HYPERTENSION 
In 1940 and 1941 reports came from the United 


States on the lowering of blood-pressure by injection 


of kidney extracts into animals and into human beings 
with hypertension..* This treatment arose from 
work in the laboratories of Hovssay in Argentina and 
Page in Indianapolis. These investigators showed 
that renal ischemia leads to increased production 
of renin which, by its proteolytic action on a globulin 
in the blood, gives rise to a pressor substance called 
hypertensin or angiotonin.t They also proved that 
the kidneys can produce a substance capable of 
inhibiting the action of hypertensin. This substance, 
called by the Argentine workers hypertensinase, was 
regarded as the active principle in the kidney ex- 
tracts capable of lowering the raised blood-pressure. 
Usir z amounts equivalent to 1000 g. of fresh kidney 
substance per day, Pacs and his colleagues * found 
that it lowered the blood-pressure and relieved 
symptoms in hypertension, though severe reactions 
were not unusual. 

Scuaues, StreaD and WaRREN * throw doubt on the 
hypotensive action of hypertensinase. They prepared 
a kidney extract which was biologically demonstrated 
to contain hypertensinase as well as renin and gave 
it in doses equivalent to 1000 g. fresh kidney daily 
to 7 patients with benign or malignant hypertension. 
In 2 of the patients there was no lowering of the 
blood-pressure and -no untoward symptoms; in the 
other 5 the pressure fell significantly, but they showed 
severe reactions after 2-10 injections. Symptoms 
included fever, chills, sweats, anorexia and lethargy, 
severe induration at the injection site spreading over 
the sacral and lumbar areas from the buttock, and 
sometimes erythematous confluent macular erup- 
tions. These reactions grew worse as treatment 
continued, and shock-like conditions supervened 
during the fourth week. When the injections ceased 
the blood-pressure rose to its former level within a 
fortnight. Scnaxzs and his colleagues then proceeded 
to inject 3 of these long-suffering patients with a 
similar extract in which 90% ‘of the hypertensinase 
had been destroyed, and they observed exactly 
similar local reactions, constitutional symptoms and 
anorexia—and also significant falls in blood-pressure. 
This fact, together with the absence of hypotensive 
action in the 2 patierite who did not exhibit 
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toxie reactions, suggests that the beneficial effects 


on the blood- were related to the febrile 
conditions rather than the hypertensinase in the, 
extract. Indeed, Sre&p and KunKkex* had previ- 
ously reported a lowering of blood-pressure in 2 cases 
of hypertension treated with malaria. But probably 
the rise in temperature is not itself responsible, 
for Cuasts, GoLpRine and Smiru’ have reported a 
reduction in blood-pressure in 11 hypertensive 
subjects injected intravenously with pyrogenic 
material (pyrogenic inulin, triple typhoid vaccine or 
tyrosinase} when a rise of temperature was prevented 
by the injection of amidopyrine. This drug does not 
prevent the rise in renal blood-flow produced by 
pyrogenic treatment. ' 

Clinical application of the experimental findings 
in hypertension is evidently premature. But the 
plysiological réle of the renin-hypertensin system 

becoming established, and 
Hamiiton and CoLiins* have lately been able to 
show that this renal humoral mechanism is active in 
hemorrhage and shock. They found that when dogs 


6. Stead, E. A. and Kunkel, P. J. clin. Invest. 1940, 19, 25. 
7. — H. Goldring, W. and Smith, H. W. Jbid, 1942, 21, 


8. Hanfiiton, A. S. and Collins, D. A. Amer. J. Physiol. 1942, 136, 





were bled of 20-45 ml. of blood per kg. of body-weight 
their blood acquired a pressor activity which it did 
not previously possess. This activity still developed 
when the kidneys were denervated, or the adrenals 
were removed, before the hemorrhage, but not when 
the kidneys were removed ; and this fact, with the 
observation that the pressor activity of renal-vein 
blood was higher than that of femoral-artery blood, 
and the general character of the pressor response, 
indicates that falls in blood-pressure cause liberation 
of renin. It was also noted that less hemorrhage 
was required to lower the blood-pressure in nephrec- 
tomised dogs than in normal dogs. The injection of 
histamine induced pressor activity, just as hemor- 
rhage did, but this again did not happen in the absence 
of kidneys. Supporting the view that the pressor 
activity is due to renin is the observation that when 
renin was injected into nephrectomised dogs after a 
hemorrhage, the pressor response was, if anything, 
slightly higher than that produced by a similar injec- 
tion before the hemorrhage, whereas in dogs with 
intact kidneys hemorrhage almost abolished the 
pressor mse to renin. This suggests that the 
secretion of renin during the hemorrhage had been 
so great that tolerance to renin injections (tachy- 
phylaxis) had developed. 





Annotations 


NEW ADVICE ON GAS GANGRENE 
Iv is remarkable that in this fourth year of the war 
very few of our medical men im uniform have any first- 
hand knowledge of gas gangrene, which at material times 
in the 1914-18 war affected 1-10% of the wounded, and 
which still has a fatality-rate of 40-50%. To improve 
our defective knowledge about this serious infection, the 
war wounds committee of the Medical Research Council 
produced in 1940 a useful memorandum on the subject, 
and a revised edition, enlarged te twice the length of the 
original, is now appositely issued. It deserves careful 
study by regimental medical -officers, surgeons and 
pathologists. Gas gangrene is an infection of tissues, 
usually musele, by anaerobic toxigenic bacteria ( Clostrid- 
ium welchii, Cl. septicum, Cl. edematiens) which with the 
exception of @dematiens invade the tissues already 
destroyed by their toxins. A knowledge of the conditions _ 
predisposing to gas gangrene will enable the medical 
officer to take early preventive action, and in the new 
edition these conditions are enumerated as extensive 
laceration of rausele as in compound fraeture, obvious 
contamination of the wound with soil, clothing or other 
foreign. body, interference with blood-supply as by a 
tourniquet or a tightly packed dressing, severe shock 
and (perhaps mest important of all) delayed surgical 
treatment. Infection is most likely in wounds of the 
buttocks and legs, and it is. well to remember that 
insignificant entry wounds may be associated with much 
muscle necrosis. The i medical officer must 
also be familiar with the symptoms and signs of com- 
mencing gas gangrene—the local pain and swelling, the 
quickening pulse, the altered mental attitude—which 
indicate an urgent need for medical treatment. 
Gas gangrene is a combination of toxemia and local 

bacterial invasion ; so both prophylaxis and treatment 
have the dual purpose of preventing bacterial prolifera- 
tion and counteracting toxin-production. Surgical ex- 
cision of dead and dying tissne, about which the memo- 
randum gives useful advice, is the most important single 


1. Note: Treatment. 
Be s on Gas Gangrene , = 
edition. 1943. . 





NE Mag ovo Diagnosis 
ur Memo No. 2. 
London : HM Stationery Office. 64. 


prophylactic; and it must never be unnecessarily 
delayed, for the incidence of gas gangrene rises steeply 
among wounds unattended for more than 24 hours. The 
surgical toilet should be supplemented by bacteriostatic 
drugs, both locally and systemically. For local use 
sulphanilamide alone or in combination with sulpha- 
thiazole is still the sulphonami@e of choice, but local 
application will be relatively ineffective in unexcised 
and deep penetrating wounds. A trial might be given 
to the Aamino-acridines, such as proflavine, which 
experimentally are efficient in gas-gangrene infections. 
To counteract the bacterial toxemia, polyvalent anti- 
toxin is recommended, as soon as possible after wound- 
ing, for all casualties of the types likely to develop gas 
gangrene. Doses, for both prophylaxis and treatment, 
are three times the original dosage, and are now more in 
line with that suggested in Tue LANCET primer on Wownd 
Infection* The new insistence on the prophylactic use 
of antitoxin is welcome, for in many quarters it was being 
condemned without fair trial. In this the committee 
may have been influenced by recent experience in the 
Middle East where edematiens gas gangrene, which like 
tetanus is principally a toxemia and unaffected by 
sulphonamide therapy, was the most common type of 
infection. Intravenous injection is recommended, which, 
if not so necessary for prophylaxis, is essential for the 
effective treatment of the incipient case. The clinical 
section ends with a number of questions that can be 
answered only by codérdinated clinical and laboratory 
research, of which not the least important part is the 
careful recording of findings and treatment in every case 
of gas gangrene. 

Compared with the original memorandum, this edition 
offers a much more detailed scheme for the isolation and 
identification of the gas-gangrene group of organisms and 
other wound pathogens. Laboratory workers will find 
the notes up to date and very useful; they have been 
prepared by the Committee of the London Sector Patho- 
logists, and are largely the fruit of personal experiences. 
They would be even more valuable if short practical 
‘courses on the anaerobes could be arranged, at some of 
the listed reference laboratories, for both British and 
Allied pathologists. 


— + 
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POLYCYTHAMIA AT HEIGHTS 

THE expedition of Barcroft and his colleagues to the 
Peruvian Andes familiarised us with the idea that 
natives and newcomers carry a larger number of red 
cells in their blood to compensate for the diminished 
oxygen in the atmosphere at 14,000 ft., and thus ensure 
that the same amount of exygen is carried to the tissues 
as at sea-level. This polycythemia sometimes exceeds 
that required for compensation and then there develops 
a set of signs and symptoms strikingly similar to those 
of the polycythemia ‘ vera” of normal altitudes— 
headache, dizziness, dyspnea on exertion, gastric 
upsets and cyanosis. This condition was described by 
Carlos Monge in 1928 and named ‘“ chronic mountain 
sickness ’’ ; a characteristic point was that if the patients 
were taken to a lower altitude—a transition that local 
geography made rapid—their polycythemia and their 
symptoms disappeared. Hurtado’ has described 8 
further cases and discusses its cause and its relation to 
the classical polycythemia vera. In all except one of his 
patients the arterial oxygen saturation was unusually 
reduced at 14,000 ft. and the polycythemia might well 
“bave been a correspondingly exaggerated erythrepoietic 
response. Search for the cause of the abnormal un- 
saturation was not easy ; radiograms showed accentu- 
ated lung markings in 7 of the 8 cases ; in 2 these per- 
sisted at sea-level even after the polycythemia had 
disappeared ; in 5 cases the heart was enlar to the 
right and the electrocardiogram showed right ventri- 
cular preponderance, but this is not an unusual finding 
in these mountain natives. Hurtado suggests that as 
the passage of oxygen through the alveolar membrane 
is dependent on diffusion, and is slowed by any thicken- 
ing of-the membrane, a possible explanation is that 
fibrotic changes have so reduced the diffusibility of 
oxygen through the alveoli that the reduced oxygen 
partial pressure at 149000 ft. can pass oxygen through 
only at a subnormal rate, whereas at sea-level the oxygen 
pressure ean. still overcome the obstacle; he quotes 
evidence to show that anoxemia by itself can cause 
’ such a fibrosis. Huxfado does not think there is. any 
eonnexion between chronic mountain sickness and 
polyeythemia vera; the oxygen unsaturation of the 
blood typical of the former does not occur in the latter ; 
the leucocytosis with presence of immature leucocytes 
and the enlargement of the spleen characteristic . of 
the latter are not. seen in the former. This condition 
serves to remind us who live at what is comparatively 
sea-level that the polycythemia sometimes seen in 


chronic respiratory disease may not be an unmixed | 


blessing for the. patient, and may be accompanied by 
uncomfortable symptoms. Hurtado also hopes that 
his records will stimulate others to look for the organic 
changes involved in chronic mountain sickness. 


SOCIAL FACTORS IN THE COMMON FEVERS 
OnE of the several instruments of research in social 
medicine is to correlate mortality or morbidity figures 
of large population groups (obtained from the Registrar- 
General’s tables) with social statistical data—housing, 
poverty and so on. Mortality fi have increased in 
precision and the available relevant social data are 
becoming more varied ; sometimes, by the technique 
of partial correlation, the effect of one social factor can 
be excluded and that of others thereby revealed. Using 
such instruments the facters involved in two important 
‘* poverty diseases,” respiratory tuberenlosis and juvenile 
rheumatism, have been closely studied in the last few 
years, and now a group of droplet-transmitted 
in early childhood—diphtheria, measles, whooping- 
cough and all forms of tuberculosis—have been similarly 
submitted to statistical analysis. Limiting their data 
Hurtado, A. J. Amer. med, Ass. 1942, 120, 1278. 
2 Waste, Sf G. ‘Payling and Wright, H. Payling J. Hyg. 
2, 42,451, 





Camb, 


to the London boroughs, Wright and Wright show an 
association between the adequacy of housing, as judged 
by the average degree of crowding, and the mortality 
of young children from each, of these diseases, the 
association appearing to be greatest with measles and 
least with diphtheria. The usual difficulty arises, that 
of deciding whether this relationship with housing is 
due to the fact that housing is a fairly measure of 
general poverty, or whether it is due to the dependence 
of contact-transmission on the degree of crowding; in 
other words is housing specifically or non-specifically 
related ? The Wrights attack this problem by partial 
correlation, and they infer that in the case of diphtheria 
and tuberculosis there are other etiological factors 
inherent in poverty besides that measured by housing, 
and that while the housing factor probably acts throuzh 
facilitating transmission the other factors in poverty 
possibly result in lowered non-specific resistance to the 
infecting organism. On the other hand, in the case of 
measles and whooping-cough, the statistical evidence 
does suggest that the economic basis of these diseases is 
due solely to the effects of overcrowding on transmissicn, 
Whether these findings support the view that nutrition 
is a factor in determining the level of childhood tuber. 
culosis and diphtheria in a community, but not that of 
measles and whooping-cough, the Wrights wisely refrain 
from concluding. Indeed their paper illustrates the 
limits as well as the usefulness of public-health statistics 
in defining the social causes of ill health. Statistical 
correlations based on the health and social data from 
special field-studies gan advance beyond these limits; 
a@ model of this procedure is provided by the recent 
analysis of the social factors in rheumatic heart disease 
made by Daniel in Bristol.* 


CHEMOPROPHYLAXIS IN GONORRHCEA 


Since the beginning of the sulphonamide era venereo- 
logists have speculated as to whether this group of drugs 
has any place in the chemoprophylaxis of gonorrhea; 
but until reeently none of them had been tried for this 
purpose on appreciable numbers of persons. In April, 
1942, Kline and Ryan,* two United States naval surgeons, 
recorded an experiment in which, over a’period of eight 
months, 1000 consecutive men who had run a venereal 
risk were given 2 g. of sulphathiazole on the morning after 
exposure and a further 2 g. five hours later. Only one 
man who carried out the full routine developed gonor- 
rhea ; 2 other infections occurred, but in men who had 
only had a total of 2 g. of the drug. A further 3 men 
developed a urethral discharge in which gonococci were 


‘not found and which was attributed to: improper local 


irrigation, presumably self-administered. During the 
same period 79 gonococeal infections developed among 
other sailors at the station who did not avail themselves 
of the treatment. 

‘As a contrast to this experimental abortive treatment 
—for it cannot be called true prophylaxis—a_ rather 
more carefully controlled test has been carried out by 
Loveless and Denton® of the United States Medical 
Corps on a large contingent of negro troops stationed in 
a fort in Georgia. A group of 1400 of these men were 
given 2 g: of sulphathiazole on leaving the fort on pass, 
presumably in the late afternoon or evening. Those 
taking ‘‘ station prophylaxis” on their return, which im 
the US Army includes a urethral instillation of a solution 
of silver proteinate, received no further drug. All others 
were given 2 g. on returning to the fort and a further 2 g. 
next morning. ‘The numbers who received these two 
different schemes of treatment are not clearly differen ti- 
ated. The control group consisted of approximately 


3. Danie! H, statist. Soc. 1942, 105, 197. See Lance, 
Macch 20, a3; i ‘871. 
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4000 negro troops from the same. post, and among these 
the gonorrhea rate per 1000 per annum remained at 
the very high figure of 171. This is a preliminary 
report ; the tables in the article are not easy to follow 
and it is doubtful whether they would satisfy a statisti- 
cian, but the authors claim to have reduced the incidence 
of gonorrhea among those who took the drug before 
exposure to a modest 8 per 1000, and that of chancroid 
from 52 to 6 per 1000. No toxic reactions were noted 
other than oceasional complaints of mild nausea and no 
cases of sulphonamide sensitivity were reported, though 
many of the men seem to have had several courses of the 
drug. 

In this country chancroid is a rare disease and even 
abroad among British white troops the incidence of 
gonorrhea is unlikely to approach the figure of 171 per 
1000. Moreover, as Jefferiss and McElligott® have 
recently shown, a cure rate of 85-90% may be expected 
in early cases of gonorrhea adequately treated for 2-3 
days and it is hard to see any great advantage in the 
method. Apart from the danger of sensitisation (a very 
real one) there is every reason to suppose that sulphon- 
amide-resistant strains ef gonococci will be equally 
resistant to the drug when it is given prophylactically ; 
and it is not unlikely that resistance can be induced by 
small doses repeated often. To give sulphathiazole to 
all and sundry as often as a venereal risk is run may 
easily prove the reckless discarding of a trump ecard. 
It would be interésting to know how the failures reacted 
to treatment. Among our own Forces a high proportion 
of risks are run on leave, and the abuses that would 
follow the distribution of these drugs with a leave pass 
are obvious : tablets would in many cases change hands 
and self-treatment for established disease would increase 
with all its dangers. Though the experiment was 
probably justifiable in the Georgian fort, the incidencé 
of gonorrhea in this country does not yet warrant its 
repetition here ; nor, until the drug has been proved to 
protect against intra-urethral inoculation with a pure 
culture of gonococci, can its prophylactic efficacy be 
fully established. 


PERITONEOSCOPY 


INSPECTION of the abdominal cavity by an endoscopic 
apparatus is now a method over 40 years old. It has 
attracted remarkably little attention in Great Britain, 
though Mr. Milnes Walker and Mr. Lyon Playfair have 
demonstrated its uses.’ Early work on the subject was, 
done in Germany and elsewhere on the Continent, and 
in the past five years a wave of interest has passed over 
the United States of America.* In that time nearly 
50 papers on peritoneoscopy have been published there, 
and though in 1935 there were only two or three peritoneo- 
scopes in América, by 1941 over 300 were in use. The 
leader of the American crusade is Prof. J. C. Ruddock, 
of Los Angeles, who has performed over 1500 peritoneo- 
scopies, accomplishing the purpose for which the 
examination was done in 1473 cases. There was only 
one death in his series, and English observers recounting 
their experiences at the RSM last week concurred in 
finding the method devoid of risk; Mr. Walker and 
Mr. ae or speaking as surgeon and gynecologist, 
Dr. A. M. Cooke (who prefers to call it laparoscopy) as 
physician. But it certainly calls for skilled technique, 
and a careful. study of the normal and pathological 
appearances to be found in the abdomen. . Speakers, 
while warmly advocating peritoneostopy, were emphatic 
that its limitations should be realised. Usually it gives 
a view of the anterior aspects of the liver, stomach, gall- 
bladder, peritoneum, omentum, parts of the ‘small 
intestine, and the pelvic organs. Occasionally the 
appendix can be seen, and the spleen if it is enlarged, 

6. Jefferiss, F, J. ir oud Payton bs L. M. Lancet, 1943, i, 65. 


1. Waiker, R. M Playfair, P. L. Lancet, 1942, i, 159. 
8. See Lance, 1941, fi, 672; and 1942, i, 540. 





though it is usually impossible to determine the nature 
of the splenomegaly from mere inspection. Material for 
biopsies (with coagulation of the biopsy site) can safely 
be taken from the solid viscera. In the United States 
fresh techniques have been added : internal illumination 
of hollow viscera such as the stomach, rectum, bladder 
And vagina has been used to aid inspection ; instruments 


-have been designed and used for palpation, cutting, 


puncture, cauterising, and even suturing; and photo- 
graphs plain and coloured have been taken. Advances 
in photography have been handicapped in this country 
by lack of suitable cameras, but may be expected as 
soon as appropriate equipment can be obtained. Even 
if used only for mere inspection and the taking of 
biopsy specimens there is little doubt that peritoneo- 
scopy deserves more attention here than it has hitherto 
received. 


BIRTHDAY HONOURS 


In bestowing a baronetcy on Sir John Fraser, regius 
professor of clinical surgery at Edinburgh, the King has 
recognised both his distinetion as a surgeon and his many 
public services. During the last war he served in the 
RAMC and won the Military Cross ; and throughout this 
war his skill and judgment have benefited the Navy, the 
Army and the Department of Health for Scotland. 
Lieut.-General Hood, who becomes KCB, has been 
director-general of Army Medical Services since 1941, 
during a period of great and successful expansion. 
With a soldier's capacity for decisive action he combines 
a doctor’s open mind, and as the medical services of the 
new army have taken shape and proved themselves in the 
field, confidence in their direetion has steadily risen. 
The knighthood for Mr. H. L. Eason shows appreciation 
of valuable work over many years, especially in medical 
education. Having served in the last war as consulting 
ophthalmic surgeon to our Forces in the Middle East, he 
has since been superintendent and dean of the Guy’s 
medical. school, principal of the University of London 
(1937-41) and president of the General Medical Council. 
To these, and to our other colleagues whose names 
appear on p. 750, we offer congratulations. 


The Mepicat ReeistTer for 1943, which has’ just 
reached us, contains 69,428 names, being 2436 more 
than in the previous year, and 4749 more than in the 
1941 register. But this large and welcome increment is 
by no means ali due to recent qualification ; during the 
last two years 1750 names have been added, “ for the 
duration,” to the Foreign List and 294 names to the 
Colonia! List, because their bearers have passed tests 
accepted by the General Medical Cowiticil "under the 
temporary registration orders of 1940. That accounts for 
43%, of the 2-year increment. Another small factor on 
the plus side is the natural reluctance to remove names 
from the register just now, merely on account of failure 
to confirm whereabouts; and on the minus side the 
figure of removal on evidence of death is creeping up 
noticeably, partly by reason of the ageing of the medical 
population. Nevertheless, where these and other ad- 
justments have been made there is no gainsaying the 
fact that 4743 men and women qualified for registration 
in the United Kingdom during the two years, 2637 last 
year and 2106 in the previous, and that last year 1663 
registered in England, ‘being at least half as many again 
as the average for the last twenty years. 


THE house committee of the London Hospital have 
decided to set up a large orthopedic and accident centre 
immediately, although it will not be possible to build a 
complete department until after the war. Mr. R. W. 
Watson-Jones, of Liverpool, has accepted their invitation 
to become honorary surgeon to the hospital and director 
of this orthopedic and accident department. He will 
take up his appointment on Oct. 1. 
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Special “Astioles 


GENERAL MEDICAL COUNGIL 
SUMMER SESSION, MAY 25-28, 1948 


Charges against Practitioners £ 

The council directed the erasure from the Dentists 
Register of Ivor Llewellyn Edmunds, LDS k ASG, who, in 
November last, had been sentenced to hard labour for 
falsification of accounts and embezzlement, na the council 
also directed, in his absence in Wandsworth gaol, the 
erasure of William Alexander Stevenson Welsh, MRCS 
(1927), who had been summoned before the council in 
November, 1942, and February, 1943, but had not 
attended, He had a conviction for drankenness while 
in charge.of a car, and four for obtaining money by false 
Larrys and had been cashiered from the RAMO for 

he Uetapionwey cheques. Tothe original charge was now 
Re a conviction on March 12, 1943, for obtaining 
£15 by false pretences, 





IRREGULAR CERTIFICATION 


~. Thecase of Charles Liddell McHarg, ey. anni as of 
-~1,.The Poplars, Abertillery, Mon., MB Glasg. (1924), 
summoned to appear on the following charge : 
That being a registered medical practitioner : 
1, You gave or rted to give certificates in your professional 
capacity ‘andor follo: a. for oieeaent = for eg 
- exercise of powers a an upon nie, by the pes Doteasy, 4 Act, 
e —_— 
1939, in in the stollowing capes and on = uu For Scheme t oS 


Ni Unaooom Evacuated Children Certificate. 
I aot certify tha‘ (name of = at feesent billeted on 
name of householder). « (address) is suffe from 


‘nature of illness) and ie theredore confined to the billet ; that 
the conditions of the billet of the child to me to be suitable for the 
adequate child (including th 


tion, T cate t_by the 
een & to the Medical Officer of Health of the "Srban District 
in which the billet is situated.” 


Particulars of 11 cases followed, some 427 certificates 
being involved. The charge contimued : 


2. You stated or implied in each of od anne certificates given or 
purporting to be_given by you during the said periods that on the 
material date :— of the said persons, ee an unaccompanied 
evacuated child billeted on a householder, was suffering from a 
specific disease or bodily disablement and was therefore confined 
to the billet; the con ene ees Dp you to 
suitable for the adequate care and nursing of the child (inclu 
the prevention of the spread of any infection) ; and such care an 
nursing were likely to necessitate a material increase in the cuits 
of maintenance, or in the care _an ond. atiomiiie eoetend. Whereas 
in fact, in each of 10 cases, the child in Ayer dt not at any =~ 
during the period when you gave said certificates confined to 
the said billet by illness; and was thepmaheous the said period in 
regular attendance at a public beipenthere school, except P tor half 
a day or oceasional absences ; while no d named Mary Simpkins 
was on the date when you gave the said certificate billeted on the 
householder on whom you stated in the said certificate that she was 
eee or on any other householder in the Abertillery Urban 
District 
3. You did not see or examine the said Audrey meiet. Judith 
Cowell, Kramer, Eileen Spicer, Ellesley, Mary 
pkins, Rose Simpkins, Frank Simpkins, ” Marion Guaphine. on 
or wf Simpkins at any material time. 
t. You di a not make ony or any proper professional inquiries 
before you gave the said certificates. 
e said certificates were untrue, mipopes 
within s meaning of para. 1 of the Warning ‘Notice sobea the 


t of treatment 
a dren, you wrote 
9, im pts 7, 1942, and April 10, 1942, to the 

2 Local Medical War x mmittee with Ww which you 

enclosed lists + evacuated dren treated 
% bal, 104g, which ended on Sept. 30, 1941, Dec. 31, 


compen) eagle ntteniicn qraeieahes ase quarters 
ie. e namics os hs said evacuated children had in fact been treated 
by. zou at Say the said eben wettest you and in th 
a therewith by you were to your knowledge untrue, 
The complainants were the Welsh Board of minnie 
ted by Mr. Oswald Hem: 
citor, ins by the Medical Defence Hg 
Mr. Gerald Howard, counsel, instructed by Mr. F. P. 
Winterbotham, solicitor to the council, was accompanied 
by Mr. Michael Bull, counsel. 
Under the Government scheme, Mr. Howard ‘said, 
if any unaccompanied evacuated child was ill and the 





auihing thought it apelabiie to treat. the child in its 
billet, the doctor could give the set out in 
the - Normally the certificate should go to the 
medical officer of health, but owing to pressure of work 
in Abertillery it had become the custom to trust the 
doctor implicitly, and any relative of the householder 
could take the certificate to the billeting officer and 
collect 5s. on it. A Mrs. Russell and a Mrs. Baker, who 
had at one time quite properly got certificates, noticed 
the possibility of getting certificates for children not 
billeted on them; they had collected something over 
£100 and had been. prosecuted and sentenced to 6 months’ 
imprisonment. It was in respect. of these certificates 
“that the present charge was brought. They had been 
issued over a period of 9 months, and in some cases 
more than one a week had been issued for one child. 
Dr. MeHarg had never visited any of the billets or seen 
any of the children, and in many cases the body of the 
certificate had been filled in by another hand than that 
of the signature. In addition, the doctor had to make 
claims for his own remuneration, a central fund being 
distributed pro rata among the doctors of the district. 
Dr. McHarg had for the three material quarters sent in 
claims in respect of 10 children whom he had not seen ; 
the actual sum obtained was small. 

Mr. Howard then went over the facts of each case, 
pointing out that the children seemed to have had most 
unfortunate runs of illness, if the certificates had in fact 
been true. The women on whom the children had been 
billeted would testify that they had never been ill and 
that Dr. McHarg had never attended them. In several 
cases the addresses given on the cettificates were in- 
correct. Rose Sim plins had left Abertillery in January, 
1942, but the eattificntes had joatianed until May. 
A parently there never had been any such person as 

arion or Mary Simpkins in Abertillery at all; she had 
been certified as suffering from mumps, scabies and 
other illnesses in 43 certificates. Even the most casual 
inquiry must surely have made this doctor aware that 
“very uliar things were happening. It seemed 
incredible that any practitioner could have signed that 
document 427 times in 9 months with no knowledge 
whatever of the facts stated. 

Mr. Harold Powell, finance officer to the urban district 
council and formerly "chief billeting officer in Abertillery, 
explained the scheme and its working. Owing to the 
preoccupation of the medical officer of health with extra 
war duties, absolute reliance had been placed on the 
doctor’s certifieate. The 5s. could never be paid without 
ay roduction of a. certificate. Cross-examined by 

empson, he agreed that the medical men, so far 
as gy knew, had no idea that the supervision of billets 
had been abandoned. He was not aware that these 
certificate forms were handed out to the women in 
packets; he admitted that had been stated in the 
prosecution of the two women. He remembered that 
a number of other doctors had been involved in similar 
deceptions. He identified a schedule of irregular certifi- 
cates made out by the Ministry of Health as a result of an 
extraordinary audit, and found in it the name of wring 
doctor in the area. All of them had been “ 
by these women to a greater or lesser extent. i 
had been over 1500 official evacuees and many others ; 
Abertillery had been packed and there was no isolation 
hospital, and thus no alternative to treatment in billets 
whatever the condition. He was not aware that the 
Ministry had ruled that the phrase ‘‘ confined to billet. ’’ 
me to be interpreted as ‘“‘ absent from school.” Dr. 
Harg had been in the area for many years, was a 
ve ig practitioner, and would Know the houses well 
ut visiting them. It had been necessary to allow 
Sousidata bie latitude in the collection of allowances by 
friends. It had been a common thing te see queues 
waiting outside doctors’ houses because the waiting- 
rooms were full. 

Mr. F. J. Dayton; chief billeting officer, said the 
authorities relied en’ onthe doctor who sent the 
certificates. He knew the MOH was not carrying 
out the duties laid on him by the order, but had not at 
the time known that foster-parents were obtain 
certificates in batches.—Four foster-mothers 
that the children named had been under their care and 
had never been attended by the doctor, or had any 
certificates from him. 
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Dr. McHarg described how alike the houses in Aber- 
tillery were and how well he knew them. Between 
2000 and 3000 children and many adults had suddenly 
appeared in eee medical men had had 
enough work to do that. Conditions in his 
sur had been terrible even before the evacuation, 
with queues outside the waiting-room. From December, 
1941, to May, 1942, he had two daily surgery periods 
each lasting 2 or 3 hours and in between had to get his 
visits done and give anzsthetics at the hospital. When 
a collier came to him (as often happened) he might have 


six notes or certificates to write out for him, as well as - 


all the panel work. He had alwa 
strict in giving certificates and never issued one 
without examination. Very many tients at this 
period had to be treated at home when they should 
really have gone to hospital, As there was no isolation 
hospital and the general oy ra had been full before 
the evacuation. He had not n aware of the arrange- 
ments for payments to foster-mothers. The two women 
had seen.zd very respectable. The certificates for 
scabies were given to keep the children from school, not 
to keep them in the house or in bed. He did not know 
what the Ministry understood by “ confined to billet.” 
He had been told that each child had been to a clinic 
and seen a doctor there. He had relied on the foster- 
parents for the names of the children. He was satisfied 
that the children ted to him were in fact suffering 
from the diseases he certified. He had had no suspicion 
and had received no payment. He had never signed a 
certificate in advance. The forms had usually been 
presented to him ready filled in, just requiring signature. 
The pressure of work at the time had been unbelievable. 
It was the duty of the local authority to ensure that 
women were not paid twice a week for one child. Two 
of the certificates were signed by his wife, a qualified 
dentist ; she had let her name lapse from the gister 
at the time of her marriage in 1928. In reply to the 
President he said his defence was that it was a case of 
impersonation. Two women had. brought.~ all the 
children, attributing them to various households. He 
understood that all the cases had been checked up by 
the medical officer of health, and had relied on that. 
He did not think confinement to the billet was a suitable 
treatment for scabies; the term was a loose one. Never- 
theless he had certified for extra money for nursing in 
billets for scabies. If he had satisfied himself of the 
suitability of the billet, as he should have, he would 
have seen the real children in the billet and no deception 
would have been possible. 

Mr. Hempson pointed out that there was not a shred 
of evidence that’ respondent had not examined the 
children on the dates given. He had been presented with 
filled-in forms, showing the name, address and disease, 
and had every reason to suppose that that form had 
come from official sources. He confirmed the diagnosis 
given by his own examination and found it correct, 
Since it proved correct, he had assumed that it had been 
entered by a doctor. Was it really his duty to go round 
and confirm the name and address in each case? Even 
if the billet had been unsuitable, there was nowhere else 
for the child to-go, There was bound to be increased 
work for the foster-mother in all these cases. He had 
not devised the form of certificate, which had to be 
signed as a whole. Most children were taken to the 
surgery by neighbours because most of the foster- 
mothers were working and had no time to spare. Dr. 
McHarg was a simple-minded, trusti individual. 
There was no suggestion of gain in what he had done. 
He could never have foreseen such slackness at head- 
quarters... The wrong ing of the child was not his 
untruth. His remuneration was for work which he 
had in fact done, for he had treated 11 children, and seen 
them repeatedly. To the best of his knowledge and 
belief the documents he had signed were true. 

The council directed the erasure of his name. 


Another name erased for irr certification was 
that of William Vineent Saint J Sutton, registered as 
of 297, Highway, Shadwell, E.1, LRCPE (1904), sum- 
moned to appear on the following charge : 

a were convicted (in the name of William St. John Sutton) 
Court at its commencing on Jan. 12, 


‘8 ind and to @ person engaged nthe Nakional Fire 


been extremely 


That 
at the 
1943, 
His Ma, 


Service, having ie cause to believe that the said certificates 


reasonabl 
were likely to prevent or interfere with the performance of their 
duties, and were ordered te be imprisoned for nine months. 


Dr. Sutten was not present. 


PALSE ENTRIES IN VISITING DIARY 


The case of Paravasthu Gopaula Sawmy, registered as 
of The D Warrington Road, Whiston, Liverpool, 
LROPE (1928), whose name was erased after evidence on 
two charges had been heard. The complainant, Mr. 
P. G. B. Griffin, LDS, had sued Dr. Sawmy for the return of 
a loan of £400 ; the latter had counterclaimed for £362 5s. 
for professional services to Mr. Griffin and his family. 
The first charge alleged that, to support this counterclaim, 
the respondent had falsified entries-in his visiting diary 
so as to show that he had attended Mr. Griffin between 
April 1 and Oct. 31, 1939, and Mr. Griffin’s daughter 
between April 15 and June 21, 1941, whereas he had not 
in fact attended them during those periods. The second 
charge concerned a letter written by Dr. Sawmy to Mrs. 
Griffin’s solicitors on Jan. 2, 1942, describing her condi- 
tion in February or March, 1936. It was alleged that 
Dr. Sawmy had substituted for his original letter a second 
letter, bearing the same date but written later, which 
made statements which he knew to be untrue. 

Complainant and respondent, it was said, had met in 
1928 and had been friends and colleagues on a hospital 
staff; Mr. Griffin did dental work for Dr. Sawmy, and 
Dr. Sawmy rendered medical services to Mr. Griffin, 
without payment on either side. In 1939 Mr. Griffin 
lent Dr. Sawmy £400. In September, 1941, Mr. Griffin 
left his wife, who accused him of striking her and con- 
sequently consulted her solicitors. Mr. Griffin (and his 
son) went to live with Dr. Sawmy. Dr. Sawmy, it was 
said, had reported on Mrs. Griffin’s condition on Jan. 2 
and Feb. 12, 1942, giving different accounts of the 
injuries. Between those dates Mr. Griffin and Dr. 
Sawmy quarrelled and parted. The former then issued 
a writ for the return of the £400 lent. Dr. Sawmy 
entered a counterclaim for professional services and for 
board and lodging. This litigation was settled, Dr. 
Sawmy admitting the claim and withdrawing his 
counterclaim. 

There was a sharp conflict of evidence before the council. 
The main relevant testimony was as follows. The dis- 
puted entries in the diary indicated medical attendance 
on Mr. Griffin almost every other day from April to 
September, 1939. Mr. Griffin admitted, having been 
treated for lumbosacral arthralgia between January and 
March—perhaps a third of the number of visits shown in 
the diary. In February he bougbt an infrared lamp and 
terminated his treatment by Dr. Sawmy. The purchase 
of the lamp was confirmed by his cheque-book counterfoil 
and by-a statutory declaration from the electrician who 
sold it. As regards Mr. Griffin’s daughter, the diary 
showed details of the slow recovery of a fractured ankle 
sustained by her in April, 1941. Mr. Griffin said she 
had no such injury in that month ; her accident occurred 
in August, 1940, when she was doing harvest work in 
her university vacation. The farmer for whom she had 
worked gave evidence that the ankle injury occurred 
at his farm in August, 1940, the only time when she had 
stayed there. An affidavit from the registrar of Liverpool 
University proved that during April, 1941, she had been 
attending the dental school. As for the counterclaim 
for board and lodging, Mr. Griffin said he paid Dr. 
Sawmy £16 a month; he paid in notes and could pro- 
duce no cheque-book counterfoils or receipts for these 
payments. , 

On the other side, Sister Rowson, a state-registered 
nurse employed by Dr. Sawmy, said that she entered his 
service first on April 1, 1939, and that Mr. Griffin had 
treatment frequently after that date. Miss Griffin’s 
accident, she said, had not happened in August, 1940. 
She remembered a telephone conversation fixing the sum 
of four guineas each for the board and lodging of Mr. 
Griffin and his son. A master said that the doctor 
was attending Mr. Gri regularly all through 1939. 
The son-in-law of the landlord of a hotel where Dr. 
Sawmy had a consulting-room said Mr. Griffin had been 
a frequent visitor for treatment in April, 1939, the 
appointments being over the telephone by 

Rowson. Dr. Sawmy’s evidence was a vigorous 
denial of the charges and a confirmation of the challenged 





—— 


Py 
y 
§ 
4 
4 
4 
: 


re 


POE nat PE 


Ss 


750 THE LANCET] 


BIRTHDAY HONOURS 


[sU0NE 12, 1943 





entries in the diary. The council recorded the decision 


already stated. 


CONVICTION FOR MISDEMEANOURS 


The case of Christopher Whitehead, registered as of Grey- 
stone, Co. Wicklow, LRCPI (1926), summoned to appear 
on the following charge : 

That you were convicted of the following misdemeanours :— 

1, On June 29, 1942, at the Leicester City Police ant of jane 
found drunk in G Granby Street, iter, and — & ed 10s. ; 

On March 17, 1943, at the Petty Sessional D: n of D 
Powis sitting at Penarth, of ob’ om Oct. 16 ios? at D 
Powis by false pretences from Ch 
pounds, in that you exchanged therefor a Amen og fs cheque drawn 
on the Blaenavon Branch of the Midland Bank Limited in favour 
of the said Charles te of ei and dated Oct. 15, 1942, for the pay- 
— and of the value of six ey well knowing at the time that 


uch cheque would not be t by reason of the fact that your 


‘account at the said bank wae “closed, oe eee sentenced to — 
, inpeennans two other Pat = &@ similar natur 
at Pontypool on June 25, 1942 ond. June 29, 1942, 
respectively being taken into consideration. 

Respondent was accompanied by Mr. O’Sullivan, K.C., 
instructed by Messrs. Donald, Darlington and Nice, 
solicitors. In evidenee, he declared that he had not 
known that the account was closed. The council found 
the facts proved but did not remove the name from the 
Register. 

are OTHER BUSINESS 

“The Examination Committee presented the annual 
examination returns, and proposed to arrange as soon 
as possible for inspection of qualifying examinations 
not already being inspected. 

The Pharmacopoeia Committee reported on the sale 
of the British Pharmacopoeia and addenda, and on the 
work of the Commission and its committees. The 


sixth addendum was now complete, containing ointments 


with an emulsion base. and monographs on new drugs. 
Consultation with the USP revision committee continued 
actively. The committee thought that a complete new 
Pharmacopoeia should not be published during the war. 


In re-electing Mr. M. Heseltine as registrar for another 
year, the council paid tribute to his services and par- 
ticular helpfulness in exceptional circumstances. 


BIRTHDAY HONOURS 


THE honours list issued on June 2 contains the follow- 
ing names of members of the medical profession :— 


Baronet 
Sir Joun FRASER, KCVO, MC, CH M 
Regius professor of clinical wer: in the University of Edin- 
burgh, honorary surgeon in Scotland to the King. 
KCB (Military) 
Lieut.-General ALEXANDER Hoop, cB, CBE, MD 
Director-General of Army Medical Services. 
Knights Bachelor 
Hersert L. Eason, Frcs 
President of.the General Medical Council. 
Joun HuTSON, OBE, MB 
For public service in Barbados. 
CB (Military) 
Air Vice-Marshal Frank C. CowTan, MRCS, KHS 
Rear-Admiral Winitiam H. Epcar, oBE, MD 
Major-General AuisTER A. C. McNEILL, MB, KES, IMs 
Major-General Oswatp W. McSHEEHY, DSO, OBE, MB, late RAMC 


CMG 
Wiper G. Penriecp, mp, FRS 
Head of the Neurological Institute, Montreal. 
CIE : 
Rai Bahadur Ant CaanpRa BaNERJEA, MB 
Director of public health services, UP, India. 
Brigadier Henry C. D. RanKIN, OBE, MB, DDMs, GuQ,-India. 


CBE (Military) 
Air-Commodore Harry A. Hewat, MB 
Brigadier Wrr11am E. TyNDALL, MC, MB, RAMC 


CBE (Civil) 

Atsert E. ARCHER, MD 

President of the Canadian Medical Association. 
James B. Coir, FRCP, FRS, PRSC 

Professor of biochemistry in McGill University, Moutreal. 
Grorrrey JEFFERSON, FRCS 

Consultant adviser to the Ministry of Health ' 

spd prehupunn ehaimmapmue Inthe Uehiro: 


OBE (Military) 
Lieut-Colonel Gzorce J. ALEXANDER, MC, FROSE, RAMC 
Lieut.-Colonel Freprertcx K. Esorrrr, mRes, RAMC 
Surgeon Witiiam A. Horxms, mp, RN 
Surgeon Captain A. MoCatium, mp, RONVR 
Lieut.-Colonel Czcrt H,. Prayvair, mp, RCAMC 
Major Kuan Monammep Sana, ms 
Colonel Ivan 8S. Witson, Mc, PROS, NZMP 


z OBE (Civili) 
Water M. Asn, rRcsE 
MOH for Derbyshire. 


. Roger CaLiesa, MD 


Senior MO, Nyasaland. 
Prrer S. CAMPBELL, MD 
MO, public health department, Nova Scotia. 
Daviw 8. Davis, FResE 
Physician, HM legation, Tehran. 
Ropert D. De Fries, wp 
Of Toronto, Ontario. 
Surgeon Captain Grratp 8. Harvey, mB, BN retd 
Senter & pestrantoe (medical), Ministry of Home Security School 


Major Rosert T. Hicks, MRCS, IMS 
Civil surgeon, Cuttack, 
Ernest V. HuNTER, LMS 
For missionary medical work. 
ALBERT LESAGE, MD 


Dean of the faculties of medicine and professor of clinica! 
medicine in the University of Montreal. 


Epwakgp 8. Lirretsonn, MRos 
Medical superintendent, LOC Certified Institution, Epsom. 
Patrick F. McFartan, FRCSE 
Surgeon to Stirling Royal Infirmary. 
Hon. Watter 8S. Mactay, mp 
Medical superintendent, Mill Hill Emergency Hospital. 
Wittiam J. P. MacMirian, up 
Of Charlottetown, Prince Edward Island. 
Curstaman G. Panprr, MB 
Director of the King Institute, Guindy. 
Lieut.-Colonel Jzetat M. Sxau, MBE, mmos, Imus retd. 
Superintendent of J.J. Group of Hospitals, Bombay. 


Iso 
Hues H. CowrerTsawalite, MD, MS 
Visiting surgeon, department of public health, Newfoundland 


MBE (Military) 
Captain Crive O,. Barnes, MB, RAMC 
Captain C. F. Ecay, mp, RCAMC 
Captain Ronatp E. Jonnson, mB, RAMC 
Lieut-Colonel Jonn C. Ricnarpson, MD, RCAMC 
Surgeon Lieutenant Cuartes G. ScoRER, FRCSE, RNVR 
Major Artuur C. SINGLETON, MD, RCAMC 
MBE (Civil) 

Captain Jonn BREBNER, LMS, IMS 

Civil surgeon, Chittagong. 
Wii K. CotBeck, Mp 

Of Welland, Ontario. 
Prescott A. CREELMAN, MD 

Head of the tuberculosis service, Prince Edward Island. 
Nai A. Hamzeu, mp (honorary) 

MO, Government Hospital, Haifa. 
Pavut C. Larortz, Mp 

Of Edmundston, NB. 
Minton A. 8S. Mareal, mB 

MO at Sierra Leone. 
Katrpas MITRA, MB , 

Officer i/e of the Bihar Nutrition Scheme. 
Colonel MumamMmap J. QURAISHI, MBCS 

Chief MO, Rampur State. 
Aeness M. Swan, MD “yyy . 

Chairman of the Manitoba Nutrition Committee. 
Rowtanp P. WiLsoN, FROSE 

MO if/c Giza Eye Hospital, Cairo. 


Kaisar-i-Hind Medal 
Ga.en F. ScupDER, MD 
Seudder Memorial Hospital, Ranipet, _ Madras. 

In: Yenan, NW China, new uses are Sanp eeak 3 for the 
spirogyra found in the river Yen. The alga is being success- 
fully used in paper-making, and, from a suggestion by 4 
Russian Dr. Arov, as a substitute for cotton-wool for 
in the same way as sphagnum mass is used here ; its absorbing 
capacity is to be seven times that of cotton-wool. 











clinica! 


IN’ ENGLAND NOW 


In England ‘Now 

A Running Commentary by Peripatetic Correspondents 
WE have had tly raids lately and there have been 
some casualties. t has interested me most is that 
out of 12 patients admitted to one hospital, all were cut 
by glass, some losing eyes. Another important point, 
I thinkyis that one medical officer cheaie's go to bed so 
that he is fit to attend to the casualties first thing in the 
morning. The recovery of a few casualties may have 
been prejudiced because there has been nobody to watch 
them very closely after operation—the whole surgical 
team have simply gone to bed. Finally, the blood- 





pressures in nearly all cases are very low, although they 
are not truly shocked. 
” 


“There’s the telephone!’” With the insistent demands, 
legal and dther, to economise in the use of petrol, the 
telephone has come into Maing use than ever before, 
less By the doctor himself than by patients who have 
learned its misuse, and*can be so exasperating that the 
doctor at times wishes its inventor never lived. 


Whether sleeping, dressing, feeding, listening-in or ° 


auscultating some strip patient, the peremptory 
command must not be ed. Who among us is 
fortunate enough not to be called from a well-earned 
meal to listen to some trifling question ; or perhaps to 
find a subscriber trying to get the butcher, the baker or 
the candlestick-maker at the doctor’s number? To 
some pce this telephoning seems to have become a 
sort oO de-and-seek ; they try to ‘“‘just catch the 
doctor ” at his meal-time. By the time he gets back to 
the table the half-consumed platefub only nauseates him. 
In these days, when one doctor may have to do the work 
of several absent on Service, his exhaustion of body and 
mind has to be experienced to be believed; a 16-hour 
working day is rare in any other calling. It was the last 
straw when a colle of mine was recently rung up 
at 11 PM to be told that the load of manure which he 
had never ordered had been duly dumped—just inside 
his front gate. Much of this load, by the tramplings 
of three consulting-hours, buried itself in his waiting- 
room and consulting-room rugs. 

If misuse of the telephone is on the increase, what is 
the remedy ? Cure seems to be out of the question. A 
remedy would be to live away from the practice, and 
work in an orderly way from an office, in office hours. 
Urgent calls out of hours could be filtered through to 
the doctor as and when they arose. The only colleague 
I ever knew who lived a life of peace did so because he 
refused to possess a telephone, and so was‘not possessed 
by it. He did not think his patients suffered any incon- 
venience. 

* * a2 


When one is a student one wants to be qualified, and 
when qualified these days one’s great desire is to join the 
Forces. Many of us regard the Navy as the cream—the 
uniform is attractive and the gold braid with red stripe 
looks good. One does not have to have the square 
shoulders expected of the soldier; on the contrary, 
kyphosis and an ataxic gait are nautical. The medical 
examination on entry is not searching ; vision is import- 
ant but any self-respecting candidate should be able to 
learn Snellen’s type off in a night. It is well to avoid 
having an alcoholic aroma on the breath while being 
examined as this tends to make your brother medico 
jealous and even vicious. The great thing is to pass a 
clear urine ; the slightest trace of albumin will damn you 
as an advanced: 7s disease. When once you’ve 
been appointed to a ship (never “ boat,’”’ by golly,) and 
it will probably be a destroyer, your troubles really begin. 
You rush aboard and while saluting the Quarter Deck 
(as you’ve been told to) you miss your footing and pro- 
bably receive.a Pott’s fracture. This is not a good start to 
Navallife but everyone laughs like hell, including yourself, 


' and the incident is forgotten. Do not think that you are 


at all important to the life of the ship—in 

berth attendant is aboard they’ll probably wonder why 
you’vecomeat all. Having made theimpression that you 
mean to stay, you visit the sick bay (if any). If there’s no 
sick bay, or if it is being used for the stowage of something 
else, your cabin must be used for the purpose, and very 
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pleasant it.is to sleep with the odour of ‘ Dettol’ around 
you. When you do see the sick bay your first impression 
is that youare ina small cupboard by mistake but a couple 
of empty medicine bottles on the deck make you realise 
that this is where the healing art is practised. It will 
then be time to have a gin and stop work for the day. 
Some sort of time-table must be evolved such as ‘‘ 0930 
See the sick ; 0933 Retire to the wardroom for the rest 
of the day.” Minor injuries which occur after this time 
are liable to be a nuisance, and a notice saying ‘‘ Come 
back when it’s septic’ displayed over the door of the 
sick bay will save a lot of ttme. Proper medical interest 
is not really aroused until you go to sea. Then you will, 
if you are normal, have the joy of experiencing the 
symptoms of hyperemesis yourself. Like everything else 
unpleasant you will be expected to laugh it off. To all 
and sundry you are the ‘“‘ Doc,” though if you show a 
light .on the upper deck at night you will be described 
differently. Favourite alternatives are Quack, Pox Doc 
and Horse Doc. So you get more respect than you 
deserve. The commonest complaint with seamen is. a 
stoppage of the bowels—anything over a fortnight should 
be treated routine; anything over a month should be 
referred to the gunner. But it’s not such a bad life, and 
only the other day one of our profession got the Albert 
Medal in gold, so there’s always hope. 


* * OK 


When visitors were expected to tea, we children used 
to go down the lane, squat in the bracken, and watch 
them pass. We never did anything, but it gave us a 
sense of power to watch them at close quarters without 
them. knowing, especially when we met them later. I 
think this must be a very old instinct of humanity’s and 
is the charm of bird-watching, spying, and some types 
of reading. I have never lost it, and though I don’t 


' often squat in bracken now I get a lot of pleasure in 


watching unsuspected the eccentricities of my fellows. 
My principal, for instance, is a numerical addict. The 
first time I spotted this was when I saw him sitting in 
his car at the side of the road. I went back and asked 
him if he had a puncture. ‘ No, no,” he answered 
vaguely, obviously in a state of ecstasy, ‘ just admiring 
the view.”” Then I noticed his mileage was 9999-9. 
After that I detected him in the vices of paling-touching 
and pavement-line avoidance. He goes to church, but 
I suspect chiefly to juggle with the hymn numbers and 
count the panes in the windows. At first I thought that 
this, at any rate, is an entirely human characteristic ; 
animals don’t do that sort of thing. Then the great tit, 
the thrush, the metrically galloping horse and the 
rhythmically swaying polar bear rose to confute me. 
Obviously it is a form of atavism, a harping back to the 
jumbled harmonies that man and beast learnt from the 
brook and the wind in the boughs, in which numbers 
and words: were undifferentiated. Schizophrenics some- 
times blend both beautifully, and there is a stage of 
childhood to which patterns of numbers and puns are 
exquisitely wondrous. It is the infancy of mathematics, 
therefore adults who display it have no mathematical 
ability, but children who write verse will write good 
prose later. On the fourth of March, when he could 
write “ 4.3.43,” my principal was in great fettle, and on 
3.4.43,” a lesser saint’s day, he broached a winchester 
of Syr. Narciss, stimul. (which is very expensive).for his 
1 patients. The fourth of April next year will be 
is greatest day in eleven years and will probably have 
several vigils. I shall wait till then to ask for the hand 
of his bony daughter and/or the half of his practice. 


* ky * 


I am all for getting to know foreigners better though 
I have long doubted whether on closer acquaintance 
we shall find that they differ essentially from our noble 
selves, for we all belong, I understand, to the species 
homo (self-styled) sapiens and can interbreed without 
throwing mules. <A recent advertisement in Life has, 
however, shaken my belief in our kinship with the gallant 
Americans. A certain shaving cream which has, needless 
to say, all the virtues that pumice stone lacks is — 
as being ideal for “The One Man in Seven who shaves 
Daily.” Uncle Sam himself affects a goatee; but are 
there, in fact, some 50 million bearded—or, worse, 
fuzzy—chins in the Land of the Free ? 





5 weer 


a tae 


S27 ER A aE BAPE 





752 THE B Lapome] 


PARLIAMENT 


caine 12, 1943 





Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 
Mr. ATLEE’s announcement of the casualties to all 
ranks of British Empire Forces during the firs 
years of war shows how great is the share of the United 





' Kingdom. Out of total casualties of 514,993 no less than 


275,844 are from the United Kingdom, and of the 92,089 
killed the share of the United Kingdom reaches the high 
proportion of 73,477. These figures ow overseas 
personnel serving - in United rees, especially 

those from Newfoundland and 8. hodesie’ but the 


from the United Kingdom are 50,163 out of a total of 
88,294 and the prisoners of war 76,801 out of 107,391. 
The largest figures are those of the missing—226,719 
out of the total of 514,993. Great as these casualties 
are, they have not overwhelmed the medical services ; 
and in the three years under review and in the period 
since September 1942, which is of course not included, 
the medical services, and especially that of the Army, 
have had the opportunity of adapting themselves to 


modern war. 


At the debate on the war situation which will be held 
now that the Prime Minister has returned from the 
USA and North Africa further information on casualties 
caused by illness may be given, and these should be 
equally reassuring. 

The House of Lords has a full-dress debate 
on what Lord Derwent called “ the medical provisions 
of the Beveridge plan.” Actually there are no medical 

rovisions in the plan, as Lord Snell pointed out when 

e quoted ph 428 of the report to the effect that 
“the problem of the organisation of a complete health 
service is outside the scope of the Report.’’» What the 
report said was that one of the three fundamental 
** assumptions * which were ne to carry out its 
social security was a comprehensive and 


roposals 
unified medical service, the two other assumptions being 
children’s allowances and the maintenance of full employ- 


ment. But Sir William Bev expressed no opinion 
on such matters as free choice of doctor, group or indi- 
Paes ra apm or the place of voluntary and public 
hospi @ national scheme. It would be r 
perhaps to describe the Government’s medical scheme 
when it does emerge from the many consultations and 
meetings as the Ernest Brown scheme, for the Ministry 
of Health have been working on it for over a year and 
a half. Lord Dawson made it clear that the medical 
profession had not neglected this een of a comprehen- 
sive medical service. They had urged it in 1929 when 
the Local Government Bill was going through Parliament 
and had been trying ever since to convince governments 
of the need for coérdinating medical services. There 
emerged from the debate the idea of larger local govern- 
ment areas, and Lord Dawson would add to the adminis- 
trative authority of such a body an advisory council 
drawn from the staffs of local government and voluntary 

itals—not all of whom would be medical men-— 

from the health serviees. 

Six Charles Wilson, who recently took his seat as Lord 
Moran, chose this debate to make his maiden speech. 
He urged that all activities concerned with health should 
come under one department and not under six as at 

nt, and advocated a medical council to help the 
inister of Health in framing his policy. This council, 
if it could act both as an appointments bureau and a 
court of appeal, would help to overcome the profession’s 
objection to becoming employees of local authorities. 
Doctors working at special centres built for the purpose, 
8 or 9 together, “‘ would breathe again that atmosphere 
of their student days in the wards.”’ 

As the situation is new, representatives of the profession 

are consulting with the Minister of Health and the field 


es Lan ee ae. Some. form of 


and medical councils to advise the regions are needed. 


Indeed, there should be a parallelism of, national, regional 
and local administrative organisations and ‘advisory 
medical councils at each level of government. 


FROM THE PRESS GALLERY 
Beveridge Report and Medical Planning 

In the House of Lords on June 1 Lord DERWENT 
moved : 

That, in view of the fact that the medical provisians of the 
Beveridge Plan, as it now stands, concerning the future status 
of doctors and the medical treatment of the population in 
general do not appear to be designed to furtherthe best interest 
of British medicine or of the population, His Majesty’s Govern- 
ment should not adopt them without careful examination. 
The medical provisions of the report, as set out in 
assumption B, were, he suggested, virtually a trojan horse 
which the Ministry of Health were attempting to intro- 
duce into the camp of the medical profession, and neither 
the medical profession nor the public would stand to 
gain by such a procedure. Lord Derwent had been 
prompted as. a layman to raise this matter because of his 
solicitude for. the future of British medicine and his 
anxiety for the common everyday Englishman. If 
the Lae eae a were to turn the medical profession into 
a band of salaried functionaries—what he hardly hesi- 
tated to call State lackeys—not only was an ancient and 
honourable profession going to be degraded and thwarted, 
but the everyday citizen was no more going to get a square 
deal than he was himself. The whole tenor of the medica] 
presses of the Beveridge report, and of what, had 

aked through to the public about the conversations 
and negotiations between the Ministry of Health and the 
medical authorities, showed that there was great danger 
that the Ministry of Health would like the hospital doctor 
and the general practitioner to become a functionary. 
The medical profession had long recognised the need for 
improvement. in the medical services of the country 

they were more than to collaborate in 
many reasonable scheme. But the Government’s present 
intentions seemed to encourage what Lord Halifax, 


: quoting Hitler himself, had called ‘‘ the saving doctrine 


of the nothingness and insignificance of the individual 
Feds being.’’ If they were carried out Lord Derwent 


considered that the British public was being “‘ sold a 


Pp. REITERATED PLEA FOR FREEDOM 

Viscount DAWSON OF PENN agreed that comprehensive 
medical service was no new subject to the medical 
profession. It had been under consideration since 1920. 
and in 1929 when the Local Government Bill was going 
through the leaders of the profession did their best to 
persuade the Ministry of Health to lay the foundations of 
such a service but found them a stiff-necked generation— 
obstinate and without vision. It was not till the Beve- 
ridge report came out that the idea was put on the 

liticat map. After a rough passage in the House of 
| ered the Government. were accused by their own 
followers with not being serious about social security. 
So they had introduced a state of haste and hustle into 
what should be a gradual process spread over four years. 
They expected the whole medical profession to be turned 
upside down in six weeks. 

The attitude of the social security scheme to a compre- 
hensive health service, Lord Dawson pointed out, was 
different from that of the medical profession. The report 
laid down that the primary interest of a ministry of 
social security was in finding a health service which would 
diminish disease by prevention and cure, and would 
ensure the careful certification needed to control payment 
of benefit. It was the duty of the medical fession to 
devise the best health service to improve the th of the 
nation. It would be disastrous if doctors were regarded 
as agents to control benefit in the interests of the sccial 
security fund. The bias of the doetor might sometimes 
be in favour of his patients ; but some maehimery like 
an appeal board would meet that difficulty. In Lord 
Dawson’s experience dectors far more often dealt with 
patients who went back to work too soom than with | 

who li | lazily on. 
idea of a comprehensive medical service fired the 
imagination. Its foundations should be truly laid upon 
the rock of agreement and not on the sands of dissension. 
grants me ee EE op ar gra 
this country, engaging not only the reason but the 
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emotions of the people. Let us not, Lord Dawson urged, 
pull up these roots till we were sure we had something 
good to put in their place. It was our business now to 
lay the foundation of the scheme and te his mind 
the design was clear, First preventive and curative 
medicine must be brought into a single service, and both 
maar epicn lrapsas ar mee mgpal igal educatio 


administrative authority. On 
the other hand the voluntary hospitals demanded their 
partnership, and the medical ion would refuse to 
accept suc tion unless local authorities were 
guided by representative expert bodies. Freedom for 
initiative and individual responsibility were the life blood 
of the . He proposed that the health authority 
in each area should have at its elbow an advisory council 
of representatives of staffs of local government and volun- 
tary hospitals, a considerable proportion of whom would 
be medical men. There, in his judgment, lay a solution 
of the problem. The medical profession would support 
the proposal that health services and hospitals be 
referred to a larger health authority e 

each area. - He considered that the princi 


These area advisory bodies would toget: 
leaders of hospital and health services, both local govern- 
ment and vo , and make them colleagues in a 
common cause. h foundations were enough toe 
begin with. In his judgment two years of patient work 
and would be needed to. bring about 
agreement. Then they could try to build a superstruc- 
ture in the light of accrued i To attempt 
any’ mere than these fo i now would 
asking for trouble. Meanwhile hospital and consultant 
services would be paid iate salaries 

whole or time basis to choice. In hospitals 
every t would have the same essential treatment, 
but it would be wrong to have a dead level of accommoda- 


of Health had taiked about health centres 
they had never been 
put to the test of ence. Dawson believed that 
these centres a big field of usefulness, but it would 
be a foolish man who put them into service till they had 
_ been tested. To use ag an excuse for the bringing 
in @ whole-time service shook Lord Dawson’s confidence, 
2 s 


tion and 
dotted about the country, altho 


the same broad. poainin of policy under the 

try of Health. There must be no contracting out. 

ord Dawson confessed dismay on hearing that the 

Ministry of Health had given way to the hustle of political 

urgency. The medical profession would not take em- 

plo with a local authority naked and unadormed, 

at least not new, though in time he thought it probable 

that salary as against fees would play a larger part in 
professional, earnings. 

The relation of doctor and patient brought out all the 
attributes which belonged to the practice of medicine at 
its best. Lord Dawson urged the Government to think 
long before doing anything which would prevent the 
fostering of these ideals. 


ENDORSED IN A MAIDEN SPEECH 

Lord Moran said that the first essential of any scheme 
was sound central machinery. Allactivities concerned 
with a ae come ae one department, and not 
six as. at present. Also the machinery should enjoy the 
confidence of the medical ion. It wasessential that 
in the i of civil servants who. were not 
doctors,and doctors who had long-been divorced from the 
work of medicine, should keep in close touch with those 
actively engaged in practice. He had in mind a medical 
col which should help to frame the policy of the 
minister, meeting and free to publish uncen- 
sored reports. Such a council might be composed, say of 
twenty medical fifteen. perhaps elected by the 
profession-and five appointed by the minister, including 
the ministry’s chief medical officer, and electing its own 


chairman. He hoped that the minister would give this 
council real power. The opposition to a comprehensive 
medical ce was based 'on the objection of the medical 
mes pean to. become employees of local authorities. 
that was to be overcome there must be some machinery 
for referring disputes between the authority and its 
e- council 


i . But surely that 
could. be overcome with efficient secretarial organisation, 
and he hoped that the dectors’ opposition would also 
disappear after atime. They need not fear that this was 

rnight ; the centres had still to be built, and 

there would be plenty of time to try them out. 
The question of the local authority was saggy, cag thorn 
icking i i e doctor 
olitics. 
To avoid this, perhaps the country could be divided into 
ten or twelve regional administrative units, each working 
with a university, and from which all local feeling and 
influence would be excluded. But it would be uselesz 
to dragoon doctors to work under local authorities unless 
some reassurance could be given that the scheme would 
not interfere with their work. The third essential was 
a@ good consultant service, open to everyone, whatever his 
means. There were not enough consul at present, 
and those available were not distributed according to the 
needs of the community. No list existed atthe present 
time, but the three royal colleges had agreed to draw up 
one for the Ministry of Health. It was impossible to 
ensure at first that orily those went on to that list who 
had had the necessary special training. To begin with 
this list must be drawn up on one criterion only: the 
approval of the profession in the doctor’s neighbourhood. 
In the twelve university cities in England, Wales, and 
Northern Ireland committees were now sitting to draw 
up lists under the chairmanship of the vice-chancellors of 
the universities. Once the list was completed any man 
who ired to have his name added would have te satisfy 
a that he had done the years of special training 
required, and that he was competent to act as aconsultant. 
This was in accord with American. procedure, A royal 
commission was not needed to say that change in the 
medical services was necessary. But Lord Moran thought 
that a royal commission could determine how this 
ch could be made without disturbing the relation- 
shi een doctor and patient. , 
e Earl of HunTINGDpON suggested that the trouble 
with the National Health Insurance was that it was never 
national. It provided a limited insured aeniien with 
insufficient means to maintain them in sickness, furnished 
a medical service which stopped short of the absolutely 
necessary specialised treatment, and cut down the 
benefit when it was most needed. 


THE GOVERNMENT'S RESOLVE 


Lord SNELL said that the Government had made no 
final decision that the medical profession should be turned 
into a state-salaried service. ‘There was no justification 
for the view that the Government were rushing heedlessly 
down steep and slippery places. The medical profession 
was. being consul at every stage. In “ the kindest 
possible way,’’ he congratulated Lord Dawson on a really 
“* good trade union speech such as I have been accustomed 
to hear and enjoy all the years of my life.’”’ While a free 
choice of docter was desirable Lord Snell admitted he 
was not among those ultra-loyal souls whe would prefer 
to-die under the care of a doctor whom they knew rather 
than: be cured by a perfect stranger. In conclusion he 
added that the Government had resolved that while 
there shall be no irresponsible haste there shall also be no. 
unreasonable delay. 
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QUESTION TIME 


. Relief Scheme for Tuberculous Patients 

- Mr. H. MoNete asked the Secretary of State for Scotland 
why, in his recently announced seheme of relief for tuber- 
culosis patients and their dependants, he had excluded from 
the scheme all patients suffering from tuberculosis other than 
pulmonary disease.—-Mr. J. Westwoop replied : The purpose 
of the allowances scheme is to enco people who are 
suffering from pulmonary tuberculosis to seek early treatment, 
not only in their own interest but—since the disease is 
infectious—in the interests also of their families and of the 
general community. The scheme does not extend to persons 
suffering from non-pulmonary tuberculosis because the 
disease in this form is not infectious and does not constittte 
such a danger to the genera! public health.—Mr. McNett : Am 
I to understand that the danger of infection to other people, 
and not the necessity to treat the sufferer, is the main reason 
for this scheme of dependants’ allowances _—Mr. WEstTWwoop : 
The main reason for the scheme is the report of a committee 
set up by the Medical Research Council at the instigation of 
the Government, which recommended these allowances for pul- 
monary tuberculosis cases and made no recommendation so 
far as non-pulmonary cases are concerned. 


enn Accommodation for Maternity Cases 

Mr: R. W. Sorensen asked the Minister of Health whether, 
in his consideration of future adequate national health and 
medical services, special attention was being given to the 
need of providirig efficient municipal maternity homes 
throughout the country ; and if he would state the present 
number of private and municipal maternity homes and their 
respective number of beds.—Mr. E. Brown replied: In the 
sehemes for the future the provision of adequate accommoda- 
tion for maternity cases is being considered in common with 
all other classes of case needing institutional care. According 
to the latest fi in my department there are some 4100 
maternity beds in voluntary institutions, 8000 in municipal 
homes and hospitals, and over 3000in the emergency maternity 
homes established by my department, making a total of 
betweén 15,000 and 16,000 beds in all. 


Deputy Directors of Medical Supplies 

There are two deputy directors of medical supplies, Mr. H. 
Wilkinson and Mr. A. Mortimer. They are responsible, 
under the direetor, for planning the production of all medical 
supplies. Mr. Wilkinson is a permanent civil servant. Mr. 
Mortimer’s services were lent to the Ministry of Supply,, with- 
out charge to public funds, by the Wholesale Drug Trade 
Association, of which he was and is the paid secretary. On 
joining the Ministry he ceased active participation in the day 
to-day administration of the association. (Sir ANDREW 
Duncan replying to Mr. Ropert Morcan.) 


Venereal Disease in the Seychelles 

Mr. Davin Apams. asked the Secretary of State for the 
Colonies why it had been made a criminal offence for any un- 
married woman, under 30 years of age to live in the town of 
Seychelles, ynless she was living with her parents or employer, 
or was a properly appointed school-teacher or probationer 
nurse.—Colonel O. STANLEY replied: A defence order was 
nade to prevent the renting of rooms in houses in the central 
or suburban districts of Mahé for immoral purposes in view 
of the serious danger of spreading disease among the personnel 
of visiting ships and troops stationed on the island. In addi- 
tion to the exceptions referred to, the order does not apply 
to any young woman who satisfies the superintendent of 
police that she is in bona fide employment either on her own 
behalf or for monthly wages, or has any other good reason 
to stay in any house or room im the prescribed area. Mr. 
ADAMS : Would it not be better to take steps to eliminate 
venereal disease which is so current in Seychelles ?—-Colonel 
Srantey : That would be desirable anyhow, but the position 
in Seychelles was really grave and drastic steps had to be 
taken. I admit that this step is a drastic one, but I believe 
that, under the circumstances it was fully justified, 








"The. Index an title-page Se: Tax Lancwn, Vol. I, 1942, 
which was completed with the issue of Dec. 26, will be 
ready shortly. A copy will be sent gratis, to subscribers 
en receipt of a post card addressed to the Manager, 
7, Adam Street, Adelphi, W.C.2. Subscribers who 
indicated their desire to receive 
indexes regularly as published should do se now. 


prey to de Editor 


DOCTORS AND THE FUTURE 


Str,—Your balanced leading article of May 22 should 
do much to clarify the views of the profession on our 
impending reorganisation, the necessity for which is 
obvious to all who approach the problem impartially 
and to which it is apparent the Government is committed. 
It is ndt a question of resisting the change, but of seeing 
that the alterations introduced will be of mutual benefit 
to the doctors and to their patients. Lord Dawson’s 
phrase ‘ collectivism for its fabric and individualism 
for human relationship” ably summarises the end to 
be achieved. 

The medical fraternity is divided into two main 
classes : the specialists who have narrowed their interests 
and are more concerned with a —— class of disease 
or surgical technique or the problems of human ecology. 
and those who have remained general practitioners of 
medicine and who treat the whole patient taking into 
consideration his individual environment. In my 
opinion these two categories require organising in. 
different ways. 

A great deal of the opposition to medical planning is 
commercial and unworthy of the ideals which inspire 
our profession in its work. The specialists can and would 
work more efficiently, although perhaps for some, less 
profitably, if they were employed in a full-time salaried 
service in which promotion depended not only on length 
of service but on individual merit and in which the 
principle of personal responsibility for a case and 

om from unnecessary interference ~frem seniors 
were safeguarded. That this latter precaution is neces- 
sary is shown by the contents of the letter which you 
printed on p. 663. In such a service a keen man would 
be free to give all his skill to his main interest without 
loss of efficiency due to his concern for his economic 
position. 

The case of the general practitioner is very different. 
He takes an interest in his patient both as an individual 
well known to him and as a person whois sick and needing 
his help. For the maximum benefit to arise from this 
relationship it is essential that it should be one of free 
—_— on: the part of both participants. This can only 

be assured, not by changing the present system of private 
practice but by extending it so that the “ panel” mcludes 
all workers and their tyre sayy inclu the higher 

groups, so that all may be able to afford the 
prescribed treatment. It is significant that in a place | 
where the majority are free from the fear of want— 
Bournemouth for example—there is no complaint about 
the present system of private practice. “Rather than 
sweep it away, extend the facilities which the practitioner 
needs to help his patient, such as readier access to 
clinical laboratories and to X-ray plants, Also the 
freedom of choice by the patient should in the long run 
ensure that the better doctor flourishes at the expense 
ef the indifferent, at least in an educated democracy, 
and would thus be as conducive to efficiency as promo- 
tion would be in the case of the specialist. 

Our aim should be the maximum professional efficiency 
ae atible with the maximum degree of personal 

om for doctor and patient. We must never let 
p veered and regimentation destroy that most priceless 
possession of man and on which progress depends, the 
initiative of the individual. 

Liverpool. A. C. T.. VAUGHAN. 


THE BURN AS AN OPEN WOUND. 


Sir,—Although with great reluctance to differ from 
him I must protest against the implications of the last 
part of Colonel Colebrook’s letter in your issue of May 29 
(p. 693). His words are these: ‘ A. patient received 
a@ severe burn of the forearm and hand at 8 pM. It was 
thoroughly treated with acriflavine and effectively 
covered with dressings at about 9 pM. Three hours 
later, on arrival at the hospital, hemolytic streptococci 
were cultivated from the burned area.’ Surely this is 
too exceptional a case to cite in support of a disbelief in 
the dependability of acriflavine as an antiseptic for 
primary treatment. So precocious an appearance of 
this infection in spite of the burn being “‘ effectively 
covered” almost suggests spontaneous generation. 
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If the burn was contaminated with hemolytic strepto- 
cocei from. the very outset, all that we know of the 
properties of flavines favours the belief that “ vst 
treatment ’’ would either destroy thése organisms or at 
least so reduce their activity that they could certainly 
not multiply enough to be recoverable in culture after 
so short a period as four hours. 

I do not wish to be understood as advocating the 
treatment of burns with acriflavine. A burn is not the 
same thing as a wound, nor is acriflavine the same as 
proflavine, which is decidedly. to be preferred to it. But 
I have for many years advocated the use of flavines for 
prophylactic application to wounds: fresh evidence of 
their efficacy has been forthcoming ‘recently, and until 
much larger supplies of penicillin become available, 
proflavine will remain one of the most P wgenrre anid wound 
antiseptics we have, at least for certain purposes. An 
experimental study is about to be made in the Army of 
the effect in wounds of a powder containing 1% of 
proflavine’ in sulphathiazole. Colonel Colebrook may 
not have intended his scepticism to refer to any such use, 
but the episode he relates is so startling that conclusions 
of more general application will certainly be drawn from 
it. I therefore venture to submit that this case must 
have been highly exceptional in some particular to 
which his brief aecount of it-gives no clue. 

a tee LAWRENCE P. GARROD. 


_ REHABILITATION OF THE TUBERCULOUS 


Sir,—Dr. Poniedel suggests (Lancet, May 29) that 
rehabilitation must. be provided for all symptomless 
patients found to have: shadows in a routine X-ray 
examination. Is not this carrying things a little far ? 
Even if the patients with early minimal lesions, without 
signs or symptoms, were willing to hen, od rehabilitation 
(and this is. most unlikely), it would necessary to 
provide accommodation for at least 150,000. And for 
what purpose:? Symptomless shadows have not been 
followed up: long enough yet to see what proportion, 
if any, eventually develop signs or symptoms of active 
tuberculosis. But these: shadows do show a marked 
resemoblance to: the oe that are the ultimate result 
of successful treatme 

Experience of treating carly lesions has-convinced me 
that many patients with a. strictly limited radiological 
shadow, even though at one time they may have had 
symptoms, will be perféetly fit to return to their work 
provided they are prepared to limit their non-working 
activity and lead a reasonable, restricted home life, 
I believe that play is. the factor that leads to. relapse 
more often than work. 

Rehabilitation is.an essential weapon in the treatment 
of tuberculosis, but it must be reserved for those cases 
in which disease definitely limits the working capacity 
of the t, or in which infective s ren 
segregation imperative. Education and adjustment, 
together with careful a upervision, appear to 
be all that is necessary for th reare of the symptom- 
less shadow. ; 

Papworth Village Settlement. — 


A VITAMIN-FEEDING TEST IN SCHOOL- 
CHILDREN 


Sir,—Since plc pF ay fort about 1000. Cambridge 
elementary-school chil between the ages.of 4 and 11 
years have been under observation in a.controlled vitamin- 
feeding test. Pellets were distributed daily .at. school, 
The children given the vitamin pellets received each 
school day IU vitamin. A, 1 mg. vitamin, B,, 25 mg. 

vit € and 500 IU vitamin D,,so.that, allowing for 

holidays and possible absences from school,, the pellets 
supplied roughly, half the. daily. requirements. of these 
substances. Some of the results of a re-examination of 
the children after one year’s dosing have, just been 
completed, Compared with the controls, no differences 
have been detected in the following : 


Increase of height and weight, hemoglobin, strength of grip. 
(determined in allthe children). 

Intelli measured by Raven’s Progressive Matrices 
(Cetermined in 700 older children).  - 

Educational attainment, measured by Burt’s Northumber- 
land Pest 11 (determined in 550 older children). 


F. L. Wor.aston. 


Dark-adaptation, pulse-rate, vital capacity, breath holding, 
40 mm. mercury test (determined in 200 older children). 
bind seamen Raper pe however, has so far been observed. 
Acc records of absences kept by the teachers at one 
of the schools, for about 430 of the children, show. a 


significant reduction in the incidence and duration of colds 


in the ‘ vitamin ’’ children. These were away because of 
colds on an average 1:37 times (4°87 days) during the 
year; the control children were away 1-67 times (6:86 
days). There was thus a reduction of 18% in the number 
of times away and 29% in the number of. days away. Of 
the 217 children receiving the vitamin pellets, 76 had no 
colds; of the 216 control children, 55 had no colds. 
All of these differences. are statistically significant, 
Absences due to other causes were unaffected 
The fact that the vitaniin supplement produced no 
effect on nutritional status other than the reduction in 
the incidence and duration of colds does not imply that 
the nutrition of these children was completely satis- 
factory. Appreciable differences in nutritional status 
were observed in different groups of children. Thus, 
the average heights, weights, hemoglobin, strength of 
grip and also educational attainment were. all lower in 
orilaren from. a poorer part of the town than in those 
= a better part. In addition, in both areas, these 
tics were lower in children from larger than 
front smaller'families. The absence of improvement by 
vitamin feeding even in these characteristics indicates 
either that the poorer nutritional status of these children 
was caused by dietary constituents other than vitamins 
A, B,, C and D or that these substances were not the 
principal limiting factors in their diets. 
The various examinations of the children were carried out 
in collaboration with Mrs. M. Russell Davis, Mr. E. B. 
Grandison, Dr. G. Neil Jenkins and Dr, Janet Laidlaw. 


Detailed reports of the results will be published elsewhere. 
The: pellets were supplied free: of charge by British Drug 
Houses, Ltd, 
lunn N' nicitional Laboratory, 
mbridge. 


Joun YUDKIN. 


SEMEN IN STERILITY 
Str,—In your leader of May 8 you state that for the 
taking of semen specimens an ordinary rubber condom 
fs satisfactory, provided it is thoroughly washed in water 
and then dried in clean filter paper. ‘ This conflicts with 
my experience and with that of Tynen and Ranson 
(Lancet, 1942, ii, 425), since a toxic substance is usually - 
present in’the rubber which can be extracted by alcohol 
containing ammonia. Specimens taken from sheaths 
which have been thoroughly extracted show motility 
on the average to that obtained’ by other methods. 
e sheath should be emptied into a glass specimen tube 
with waxed cork as soon as possible, and: may be kept 
at room temperature until. examined. I find it con- 
venient to issue the cleaned sheath and test-tube with 
the necessary instructions. 
General Hospital, Northampton. 


RENAL UNITS 


Str,—In stressing the need (Zancet, May 1) for the 
creation of special renal units for the more efficient 
investigation, nursing, treatment and aftercare of 
patients suffering from Bright's disease and other medical 
diseases of the kidneys I seem to have given General 
Page (May 8) and Dr. Ellman (May 15) the impression 
that I advocate the setting up of hospitals devoted solely 
to this purpose. I did not in fact allude to their location, 
but my own view is that small units suitable for under- 
graduate instruction and intensive research in highly 
technica] problems might well be accommodated in large 
general hospitals. Much larger units, however, would be 
needed to deal with the problem on a national scale, and 
for the prosecution of statistical research. Probably 
these could best. be formed in large hospitals specialising 
in several closely related subjeets—such, for example, as 
hearts, kidneys and (say) obstetrics. Full laboratory 
and other auxiliary services would be essential, including 
an affiliated staff of experts in other branches of medicine. 
Acute as well: as chronic cases should be admitted to 
secure continuity of treatment, the importance of which 
is sometimes overlooked. In exceptionally favourable 
circumstances, as in a university town, an exclusively. 
renal hospital in close proximity to, and in intimate 


E. 8S. DuTHIE. 
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association with, other special hospitads, 
might well achieve an even higher apr npr of —_ 
& i ae opinion, however, wherever such units are estab- 
they must be staffed by whole-time specialist 
Sscaath Wak hatens: i ine week aoe one te tee tained. 
Both your correspondents express concern at the 
increasing trend towards over-specialisation. 
ping ta Me of my letter was, however, to lay emphasis 
fact that the branch of medicine which comprises 

the medical diseases of the kidneys is suffering from 


under-specialisation. This too has its dangers—especi- 
ally for the patient. 
Pembury, Kent. A. A. OSMAN. 


PLANTAR WARTS 

* §rr,—In your annotation of May 22 on plantar warts 
the only method of treatment mentioned is X rays. 
At my hospital we were taught (by Mr. V. H. Bilis) to 
scoop them out with a blunt s . The wart is softer 
than the surrounding skin and a neat hole is left behind. 
When there are several little extra time is required to 
deal with them if a 5 or 10 c.cm. syringe is used for 
injecting the local anesthetic, and the patient can walk 
immediately, with little or no pain. 

Wintrith, Dorset. P. R. Boucnsr. 


«-Smr,—I cannot agree with some of the remarks in 
your annotation. Surely plantar warts are the same as 
other warts, only the are situated in denser tissue and 
are pressed in by w: instead of growing outwards 
like warts in other places. X rays should, in my opinion, 
never be used for plantar warts ; they so often fail and 
I have seen some terribly burnt fect from their use. 
Excellent results may be obtained by curetting and 
cauterising plantar warts, with no risk of permanent 
injury to the feet. 
Brook Street, W.1. JOHN FRANKLIN. 


THE MEDICAL PROFESSION IN HOLLAND 
Sir,—As a Dutch doctor who has managed to escape 
from Holland, I should like to give my British colleagues 
some particulars of the way in which the Nazis are 
treating the medical profession in my country. 
When the Germans invaded Holland, we Dutch 
my pared to can we felt - ee a 
pre to carry en with our uties? 
It may be recalled that Seyss-Inquart, the German 
Reichskommissar appointed to rule over our occupied 
eountry, had declared immediately on his entry into 
The Hague that Germany meant to. respect our customs 
and traditions and our mode of life. But barely four 
months had passed before the Nazis (in mber, 1941) 
instituted their various “culture cham ” for the 






names with the Artsenkamer, and even these did so only 
because they were medical officers of workers’ or other 
associations who felt that, on balance, their professional 
duty to the members of these associations outweighed 
all personal considerations and objections. A total of 
4309 physicians, g3lmost the whole of those in private 
practice, accepted the loss of their status as registered 
practitioners—since non-registration turned them offici- 
ally imto ‘‘ quacks ’’—in preference to membership of 
the Artsenkamer with its Nazified conceptions of a 
doctor’s duties (subservience to state interests, com- 
peor ‘** euthanasia,” &c.), 

In December, 1941, a joint letter of protest; signed by 
4000 medical men, was to Seyss-Inquart. It 
pointed out these fundamental differences between. Nazi 
conceptions of medical duty and those of the Dutch 
doctors, and contained a —— reference to. the 
Reichskommissar’s original unde not to interfere 
in Holland’s customs and ideology. The upshot was 
that the doctors were allowed to. continue to exercise 
their profession, though they remained deprived of legal 


status. 

Next came a regula: tion sharpening the prohibition 
of the word es ree a Only members of the 

Artsenkamer we wed to keep this description on 
their re coer Again the physicians acted without 
hesitation. They covered the word Aris on their door- 
plates with strips of court-plaster and, secure in their 
patients’ confidence and loyalty, carried on. I need 





The main ° 





out that the of mutual confidence 
invole i considerable. Officially, the practitioners 
no longer have any stan ; and, legally 
it is doubtful w nei cergererrn position would be if anyone 
refused to pay poy their services. 

The latest development is the most serious of all. 
The Germans: have now announced their intention of 
drafting a number of Dutch doctors to Germany, there 
to put them in charge of the treatment of inmates of 
labour camps.. This is to be accomplished by applying 
to the physicians. the ons regarding the total 
mobilisation in Holland of man-pewer and labour, 
Some 5000 Dutch doctors have signed an open letter of 
a ag addressed to Reichskommissar Seyss- 

ut behind all this lies the shadow of the 
pag penalty, which can now be inflicted on doctors 
if they obstruct German “ total mobilisation ’’ measures, 


A. M. MEERLoo. 


*,* Letters passing between the Nazi-ap 
authorities and the doctors are quoted by the 9 
land Government Information Bureau in London. On 
March 30, in a circular to all practitioners, the author- 
ties pointed out that though the doctors had given up 
the title of Aris they nevertheless continued to practise 
Therefore their resignations from the Arisenkamer must 
be considered a deception, and were accordingly null 
and void. After May 1 they must use the title of Arts 
= why ~ 9-3 it on their name-plates. To this demand 

me 95% of the profession replied : ‘‘ I do not consider 
myeelf @ member of the chamber. If the occupying 
force is of opinion that I am not allowed to do medical 
work because I maintain this attitude, then I am pre- 
pared to accept the consequences.’—Ep. L. 


FORMATION. OF RED BLOOD CORPUSCLES 


Sirn,—In answer to Dr. G. R. Tudhope (May 29) 
I would say that textbooks of pathology recognised that 
vascular tumours such as angiomas contain two kinds 
of blood—blood which is circulating for the purpose of 
nourishing their cells, and blood which, strangely enough, 
is ef me of the ral circulation. 

In a further have now written I describe a 
complete — of an angioma of the calf of the leg. 
The differential cell-count of blood tuniour is completely 
different from the differential count of the peripheral 
blood of the same patient. Photomicrographs demon- 
strate the various ds of cells in the tumour, and 
sections reveal that the nutritive blood is very different 
from the blood in the angioma dilatations. 


Ancoats Hospital, 


. URAN-JORDA. 
Manchester. Fr. D Jo 





DEFICIENCY ANZ MIAS OF MALNUTRITION 
Sim,—I have just received copies of my article in the 
Lancet of Jan. 9,.1943 (p. 43); per IL may add one 
or two afterthoughts. I am sorry if it conveys. the 
impression that little attention has been paid in Great 
Britain to nutritional. anemias : the truth is that much 
attention has been paid to iron-deficiency anwmia and 
a little to vitamin-C deficiency anwmias, but almost 
none to the macrocytic anwmia which appears to go with 
a poor diet—apart from the macrocytic anemia of 
pregnancy and the puerperium. The papers published 
on the latter anzmia in temperate regions, on tropical 
macrocytie anemia in pregnant women of the tropics, 
and on nutritional mactocytic anemia in men and 
children show no point of distinction, and this suggests 
that the anemia is either identical or very closely allied. 
Dosage of liver extracts is the only serious point of 
disagreement. Observations, though limited in number, 
on the mean diameter of red cells in nutritional anzemia 
show that it is sometimes macrocytic, sometimes normo- 
eytic, but that the cellular thickness appears to be 
increased. An ted associated iron. defigiency 
may however have béen present in some of these cases. 
We should preserve an open mind with regard ta how 
this anzemia is prod t appears to be connected 
with dietetic deficiency of protein, but almost nothing 
is known about “ extrinsic factor *’ and at present we 
have no. adequate ex ion or definition of this 
nutritional anzmia. The term. dimorphic anzxmia 
only be used for an anzemia which is due to the 
dual deficiencies of iron and of nutritional macrocytic 
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anemia and yet has no obvious cause such as sprue or 
steatorrhosa. It is quite possible that other factors are 
present; in the tropics malaria and helminths play an 
important part. Possibly the vitamin-B complex plays 
a part, since in a few of our cases the deficiency bowel 
pattern of Ross Golden has recently been detected. At 
the discussion at the Royal ty of Medicine in 
October, 1942, there was a feeling that ansmia was 
increasing in Britain, that — was not entirely 
due to iron, but might be due to deficiencies of protein ; 
but no-one mentioned slight degrees of nutritional 
macrocytic ansmia complicating iron deficiency. 
Kampala, Uganda. H. C. TRowEt1. 
SABE MILK AND THE YOUNG CHILD 
Sir,—With much of your annotation in last week’s 
issue under this title I cordially , but your example 
is unfortunate. The doctor the northern city 
TT milk for his 8 months baby should 
mly safe milk for such a child is boiled 
ence in this 
try would advise any liquid milk and 
if milk has to be boiled then it does not “eng matter 
whether it has been pasteurised or if it is milk. 
The example you give therefore is only too obvious! 
pert of that faintly muddled-thinking about milk whic 
still characterises some of the profession. You can 
scarcely blame the Ministry of Food for not being health- 
minded about milk if members of the medical profession 
themselves are uncertain about a milk policy for children. 
The danger of infection for the doctor’s child you quote 
can be obviated by boiling. It is a pity you suggest in 
your annotation, by implication, that there is any other 
course available. 
Aylesbury. ALAN MONCRIEFP. 


*,* We agree that the young child, whose diet is 
mostly milk, must be fully protected from milk-borne 
infection. Complete safety can be ensured only by 
heating the milk in the home. The ideal, for the few 
who have facilities, is to buy milk produced under the 
best. conditions (TT milk) and pasteurise it shortly 
before use. Mothers who cannot do this. must boil all 
milk before giving it to young children.—Ep. L. 





INFECTIOUS DISEASE IN ENGLAND AND WALES 
WHEK ENDED MAY 29 
Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1997 ; whooping-cough, 2233; diphtheria, 712 ; 
paratyphoid, 10; typhoid, 5; measles (excluding 
rubella), 7395; pneumonia (primary or inftuenzal), 
760 ; puerperal pyrexia, 158; cerebrospinal fever, 80 ; 
pia 83;  polio-encephalitis, 1; encephalitis 
et, ica, 1; dysentery, 116; ophthalmia neonatorum, 
88. o case of cholera, plague or typhus fever was 
notified during the week. | 
The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on May 26 was 1871. During the 
previous week the following cases were admitted : 
31; diphtheria, 41.; measles, 104.; whooping-congh, 41. 
Deaths.—In. 126 great towns. there were 1 (0), deaths 
from enteric fever, 3 (0) from. scarlet fever, 6 (0) from 
measles, 9 (2) from whooping-cough, 24 (1) from diph- 
theria, 33. (8) from diswhann. and enteritis under two 
years, and 13 (2) from influenza. The figures in paren- 
theses are those for London itself. 
The cases of were scattered over 21 great towns, 
Stoke-on-Trent an: Merthyr Tydfil re reporting 2. 
Tie number of stillbirths notified during the week was 
201 (corresponding to a rate of 29 per thousand total 
births), including 22 in London. re ; 


fever, 








Roya Soorsry or Mepicrve.—At a meeting of the section 
0: obstetrics and gynsecology to be held on Friday, June 18, 


f at 3.30 pm, Dr. N. A. Ashton will describe.a case of pregnancy 


complicated by convulsions due to cysticercosis cellulose. 
A‘terwards Mr. Victor Bonney and Mr. V. Zachary Cope will 
open-a discussion on the di is and treatment of the acute 
abdomen from the gynecological point of view. The section of 
psychiatry will meet, at 2.30 pm, on June 19 at Friern Hospital, 
Now Sou N.11, when cases illustrating the evolution of 
! pening speakers will 
include Dr. John Brander and Dr. W: H. Gillespie. 


NUTRITION MOVEMENT IN THE 
UNITED. STATES 


F. Le Gros CLark, BA 


THE proposal for the establishment of a Nutrition 
Council makes it o rtune to review similar recent 
developments in the USA. 


ORIGINS 


The pioneer work of the ’twenties had met with a set- 
back at the time of the financial depression. By 1930 
several of the states had nutritionist consultants; but 
the withdrawal of federal grants-in-aid resulted in 
retrenchments : by 1932 only five state and city boards of 
health were recorded as employing nutritionists, and by 
1936 not more than three states (Massachusetts, Con- 
necticut and New York) included such an office within 
their health agencies. In 1936, however, social security 
funds became available, and in reponse to federal pressure 
some thirty-six states were, by the early months of 1941, 
budgeting for the services of one or more nutritionists. 
These nutritionists were usually attached to the state 
division of maternal and child welfare; and through 
these and other means.a number of the states had already 
gone far in linking up the nutrition work, both official and 
voluntary. 

In. 1936, again, the President created an interdepart- 
mental committee to codrdinate health and welfare 
activities, and in the summer of 1940 a nutrition policy 
planning committee was formed under the chairmanship 
of Dr. M. L. Wilson. It was this interdepartmental 
committee, augmented by representatives from outside, 
that arranged a national mutrition conference in May, 
1941. The committee had advice on technical dietetic 
problems from the National Research Council, which 
had already established subcommittees to deal with 
nutrition and with food habits. 

Present national activities spring mainly from the 
Washington Nutrition Conference of May, 1941. On 
Sept. 3 following was formed the nutrition division of the 
office of Defence Health and Welfare Services with the 
object.of providing machinery to unite the multifarious 
work. Twenty federal agencies associated with the 
general nutrition programme had already been organised 
for war purposes under the chairmanship of Governor 
Paul V. McNutt, and the new Nutrition Division could 
therefore concentrate upon the requirements of the forty- 
eight states composing the USA. , 

‘During 1941-42 some twenty states held conferences 
at the call of their governors, and nutrition committees 
of a. kind now exist in all the states, working with and 
through the councils of defence. Their precise activities 
are of interest to us. Briefly, they are directed to survey 
the existing state agencies concerned with nutrition and 
to cag some gaps in the services, to pool information 
arising from local surveys, to develop educational 
methods, and to examine ways in which changes in the 
food situation may best be met. A few of the states 
have developed a local bulletin service to all communities 
within their area. where a corresponding committee has 
been established ; a similar bulletin service has been 
organised at monthly intervals between Washington ani 
the state committees. ‘ 


\ 
COUNTY COMMITTEES 


But it is in the county committees that the true and 
intimate — of the nutrition movement in the USA - 
n 


most ofte ds. expression. By the close of 1942 some 
2600 out of the 3000 counties had already formed active 
nutrition committees. They include representatives of 
all manner of professional and civic bodies, interested 
private individuals, and (in due proportion) nominees of 
administrative departznents. Their business is to deal 
with courses of insti‘uction to the public, with the school 
meal schemes, with the projection of surveys, and with 
the development of ‘ neighbourhood leadership ”’ among 
housewives. Lecture courses, it seems, have concen- 
trated specially upon the increase of home production in 
small towns and among rural families, and upon improve- 
ments in cooking and in the selection of food purchased. 
In some counties the committees took part in the 
campaign to popularise fortified flour and bread (before 
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its use was compulsory), and the equipment and use of 
industrial canteens. 

County committees have often formed'subcommittees to 
deal with industrial nutrition, membership being enlarged 
to include representatives from state health damatuseuin: 
industrial organisations, and food producers ard 
caterers. 


STRUCTURE OF THE CENTRAL AGENCY 


Director of the Nutrition Division, attached as it is to 
the office of Defence Health and Welfare Services, is the 
same Dr. Wilson who had earlier been chairman of the 
planning committee. An interdepartmental coédrdinat- 
ing committee links some twenty federal agencies, 
aoe advice on policy and dispersing responsibilities 
among them. From this bedy it seems has been formed 
a Nutrition Executive Committee, charged with directing 
and systematising popular education. 

On the public side of its activities the Nutrition 
Division has at call a number of advisory committees, to 
assist in solving technical and social problems. The 
National Research Council maintains its natural relation- 
ship with the division, and three other bodies to be 
consulteJ on occasion are : 


“{@) The Nutrition Advisory Committee, composed of the 
répfesentatives of such organisations as the Home Economics 
Association, the Dietetics Association and the Institute of 
Food Technologists ; (6) the Labour Advisory Committee ; 
(ce) the Food Industry Advisory Committee, whose function it 
is to interest food manufacturers and distributors in the 
educational programme and to consider the special problems of 
industry. 


Beyond this wholesome work of codérdination and 

standardisation the Nutrition Division is conceived as 
ing certain responsibilities. 

his staff must make a theoretical 

study of the provision of adequate nutrition services to 

the community and must draw up practical plans for 

their operation. 

(2) They must undertake the codrdination of all 
surveys and inquiries made by federal departments and 
agencies in regard to such nutrition services in general. 

(3) They must examine steps for the integration of 
state and voluntary agencies to meet the needs of every 
type of community. 

(4) They must arrange for the training and provision 
of nutrition specialists to assist in the planning and execu- 
tion of state and county programmes. 


AMERICA AND OURSELVES 


This survey does not omy to examine the part 
played by the various eral departments in their 
association with the Nutrition Division. Most of them 
possess their own specialists, who have designed and 
issued appropriate literature and organised courses of 
instruction for such officers as will be required by the 
state departments of Education or of Maternal and Child 
Welfare. On the bearing of American experience upon 
our own problems a few tentative conclusions may 
sayy be drawn. We have now a committee established 

the Nutrition Society, with the support of the 
Ministers of Health and Food, for the coérdination and 
presumably for the rational expansion of nutrition re- 
search. That is a significant stage on the path towards a 
Nutrition Council. But we have as yet no popular 
fabrie of local committees, such as those that are appar- 
ently emerging in the USA; we have no organised fer- 
ment at work within the body social. If there be any 
ferment of this nature, it is represented by the dispersed. 
local branches of a few independent organisations that 
have been diligent in educating the public on matters of 
diet and in the nutritional services. 

It may be timely to consider whether an effort could 
not be made to. stimulate the growth and cohesion of 
these scattered cells into an organic movement among our 
cities and villages. Any project of this kind wéuld 
attract the support of research workers, social workers, ' 
educationists and members of the medical profession ; 
many of them are already engaged privately in arranging 
lecture courses and demonstrations, and in 
investigations of small dimensions but valuable results. 
We possess the material, if we care to use it. 


Obituary 





ARTHUR MACKLER 
MRCS; CAPTAIN RAMC 


Captain Arthur Mackler died during March from 
wounds received in the battle for the Mareth line. He 
went forward over ace -mined ground to help a 
sergeant. seriously wounded by a 
booby trap on a disabled tank, 
He attended. to the sergeant and 
got him on a stretcher but while 
the party were picking their way 
back through the enemy mines one’ 
of the stretcher-bearers caught 
his foot on a trip-wire which set 
off two German mines. The 
wounded sergeant and a, stretcher- 
bearer were killed and five others 
hurt. Mackler, though hi 
wounded, ‘continued to give direc- 
tions for the dressing: of his.com- 
rades and himself. He died at a 
Sener NINE station two days 
ater 

Arthur Mackler was born in London in 1915, the sou 
of Mr. J. Mackler, and was educated at the Central 
Foundation Boys School] in the City of London and at 
King’s College Hospital where his friends recall his quick 
incisive ini nce and. simple lovable character. He 
qualified in 1939-and on the outbreak of war immediately 
volunteered for service. He served in the Middle East 
for three years and saw service in Norway, Greece and 
Crete, and his long experience in the desert made hin 
a valued adviser. The little Doc, as he was called, will 
be remembered for his readiness to help and invariable 
cheerfulness. 


>) 





WILLIAM. BOXWELL 
MD pDUBL, FRCPI 


Dr. William Boxwell, senior physician to the Meath 
Hospital and professor of pathology in the school of the 
Royal College of Surgeons in Ireland, also a past president 
of the Royal College of Physicians of Ireland, died early 
on the morning of 22 May at the age of 67. He had spent 
some hours in his laboratory the night before, and having 
finished his work returned home, and was on his way 

to bed when he collapsed and died. 

Boxwell was a grandson of the great William Stokes 
whose: lectures on the heart made Dublin teaching 
famous a hundred years ago. Boxwell entered Trinity 
College some fifty years later and graduated in arts before 
beginning to: study medicine. During his student years, 
as became an old Shrewsbury boy, he captained tle 
University team in Association football. He was 
aoe early in his medical course a student of the Meath 

spital, where many of his relatives had been members 
3 t e staff. Boxwell qualified in 1903 and in 1908 he 
was elected a fellow of the Royal College of Physicians 
of Ireland. After hoiding junior offices at the Meath 
= ital he became a member of the senior. visiting 
, and in 1918 was appointed to his chair. These 
pen offices were a heavy load for one man to carry, but 
for both Boxwell was obviously well fitted. His approach 
to medicine was as much pathological as clinical. He 
established a close correlation betweer clinical findings 
and underlying pathological anatomy, checking, as: far 
as opportunity wen, clinical conclusions by post-mortem 
findings. 
- For many. years past Boxwell oceupied a peculiar 
position in‘the medical profession of Dublin. ‘He was 
regarded by some as one of the conservatives, by others 
as a modern. In truth he was both: none had a beticr 
grasp of the fundamentals of clinical medicine aud 
human. pathology, while: few had a firmer grasp. of the 
important advances of our times. 

But, whatever label might be attached to him, ; 
who knew him appreciated the soundness of his OE 
knowledge and of his clinical judgment, Boxwellinherit«:l 
an. outlook which was not only scientific but eualigane:is 
and he was a lover of music and a reader of gov 
literature. A generation age a Dublin ta 
speaking of a colleague just dead, remarked, ‘‘ No one 
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ever heard: a word speken against him. One reason 
was that only a fool would s so, for no one would 
believe him.’’* And one might truly say the same of 
Boxwell. medicine is the poorer by his passing. 


GERARD FREDERICK BARNES 
MRCS; LIEUTENANT RAMC 
Tas death of Lieut. G. F. Barnes on active service in 


Tunisia at the age of 24 recalls his adventure in the 

Medjez-el-Bab area when he drove an ambulance flying the 
red-cross pennant into the enem 
wounded men. 


lines to evacuate some 
When he was about twenty yards. from 
their lines the Germans beckoned 
scckaonicn: soliiie \Wa,: tats 
exc u eir 
officer Lieut. Barnes indica’ 
that he wished to take back the 
crew of a Bren-gun carrier which 
' he had seen being knocked out. 
- The German officer ordered his 
men to place the Englishmen on 
stretchers and carry them to the 
ambulance. 
The elder son of Lieut.-Colonel 
“Baling Priory ‘School, King’s 
at ory ig "s 
College, London, 
Cross Hospital. A friend sagged 
“His charm, personailit; 
friendly easy manner coul nw 
be rele pte He took an active 
in the OTC at poor So s College 
and was one of the edders of the he OE rug — 
Guard unit, and a keen member of the atin bee 
and of King’ s College rowing crew.”’ in May 
last year and was acting as senior oneal officer while 
preparing for his final MB when he was called up in Novem- 
After Cahecttwatning with-« fell anaiva ce in this 
country he was posted to North Africa early this year and 
was killed in action while serving as a regimentat officer. 
Barnes married Miss Margaret Dalzell of Victoria, 
British Columbia, and their son was born this ee 
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Astley Hospital, I Lancs, 
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Births, Marriages and Deaths 
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BIRTHS 
Baatee —On June 1, in pr the wife of Flying-officer Philip 


MB, RAFVR—2® 80: 
DAVEE — ms June 2, the wife of Dr. Herbert Davies, of Gravesend, 


Mamegne On May 30, at Cambridge, the wife of Dr: Laurence - 


MUNRO-. no paeeae. m May 30, the wife of Dr. Donald Munro-Ashman, 
Psoseien.—On wume 2 at Harrogate, the wife of Major L. J. Prosser, 
SuRAnERS—On | Fn ia ape Ss res the wife of 


Captain J. 
VaUgHAN.—On May 22, oe iduoranehe the wife of Flight-Lieu- 


Cc. T, ‘Vaughan—a son. 
MARRIAGES 
ALCOCK—BREALEY.—-On May 25, in London, Reginald J 
Alcock, surgeon-lieutenant, RNVR, to Jean Venetia B: . 

» RAP; to f Cicely 
“Violet = Male sae srJonn ay 
ie, ATS, 0} 
A. G. L. Reade and Dr. Violet e. 


DEATHS 
KINGGOMBE_READ.—-On June 1, at Bath, Harold William King- 
combe Read, urcpe, lieut.-colonel RaMc retd., late of Nice. 
MoKgsprick.—On May 30, at Carr Moor, Garr Bridge, Inverness- 
, Anderson p MeRanttiek, MB GLAS, DOO ABRED., 


lient. IMs retd. 
(armgw.-On May 29, ‘at —— Charles Pynsent Mathew, 
neraqy.—On June 5, at Crescent, Shrewsbury, Archibald Simpson, 
EDIN., FROSE. 


Notes and News op 


MEDICAL SERVICES IN MALTA 

WE have some experience in this country of organising 
medical services for areas disrupted by bumbing; but 
Malta has. had to face this task more continuously. 
Recounting some aspects of it Squadron-Leader Robert 
Hill * conveys an eo of breathless impermanence, 
of judgments ne y made and boldly carried out, 
but above all of growing confidence in success. He 
writes mainly from the vie int of the RAF, but, 
as he points os Service culties in a small island 
cannot be divorced from. those affecting civil authorities, 
with whom an intimate liaison has been formed. 

Until April, 1941, attacks were mainly by the Italians, 
who were not formidable. In April of that year there 
were visits from the Luftwaffe, but these were soon 
replaced by Italian attacks, and the relative lull persisted 
until December, 1941, when the worst German attacks 
of all began, lasting till May, 1942. During that time 
there was a constant fight, on the ground, to maintain 
sanitation and hygiene and to keep the score of sickness 
from mounting. The military hospitals provided beds 
for the RAF and began building unde und accommo- 
dation for patients and operating units. The advan- 
tages of dispersing hospital blocks were appreciated ; 
the Royal Naval Hospital for af ig was held to be 
unsafe for patients. Some of the staff remained as 
consultants, and they had charge of medical stores, thou 
these too were largely dispersed, so that there might 
no danger of a single overwhelming loss. The Navy 
undertook burial of the dead, not an easy task when roads 
were often blocked. The dockyards provided a mobile 
first-aid unit capable of setting up equipment.to deal 
with a hundred cases; and the Army supplied two 
field-ambulances. 

A “ priorities ’’ committee was formed to decide what 
battle casualties, invalids and service families should 

have first call on aerial transport from the island. A 
fighter pilot likely to be able to return to duty after 
treatment elsewhere was given precedence, say, over a 
cook. with tuberculosis. re were in the’ care 
of the Army till they reached the aerodrome, after which 
the RAF took them under its wings. What with the 
activity on the ground and the activity overhead, nights 
on the aerodrome were apt to be busy, but patients 
bore it well, and Hill regards this part of the work as 
succ 

Aerodrome medical services included sick-parades, 
hygiene and sanitation, care of ‘flying personnel, and 
disposal of casualties. He notes that casualty collection 
proved that much time is spent by doctors in lecturing 
to lay bodies on first-aid: all the instruction necessary 
for battle areas can be given in one hour. No attempt 
was made to equip advanced dressing-stations or 
casualty reception centres with operating-theatres. 
Patients were given transfusions of whole blood or 

lasma there if they needed it, and sometimes remained 
in the station for 24 hours if their condition or that of 
the roads se eae it, but in the main casualties were 
taken straight to ‘ital. This was well borne by the 
patients and p the hospital authorities. The. 
medical officer could not remain in comparative safety 
agg oe for casualties to be eg to him ; he had to 
be on » like the. fire-brigade, to go* wHere he was 
eae Luckily, thanks to rock shelters, slit trenches, 
good warnings, and sensible behaviour about avoiding 
risks, casualties on the island have been relatively few. 


GUIDE TO DRUG NAMES 

Tu doctor who wants to keep reasonably in touch with 
advances in therapeutics and yet remain sane must be — 
supplied with. guides through the maze of terminolo, ee 
his Index of Modern Remedies (second series), published by 
The Scottish Chemist, 240, Albert Drive, Pollokshields, Glasgow, 
8.1, at ls. 6d., Mr. "William Mair, FCS, supplies most of the 
information about new drugs and diagnostic agents, their 
trade names, composition, uses and price, which the doctor 
needs. The main sections are reprinted as they ene 
month by month, and at first sight are difficult to follow, but 
all is well if the reader takes the author’s advice, always to 
look first at the index, 


1. East, Afr. med. J. "1943, 20, 35. 
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Our attention has been 
called ‘ Spook,’ prepazed i 
ase faa orton Boar pertain 
hold matchbox, and will dnd coon 5 light 
these elusive targets in the dar back of the sheet is 
stripped off before the shes y & edie 3f eek eaieh ox be 
tripped off before the sheet is The luminosity derives 
from strontium sul Seidl ae’ be ie p in a new way 
so that the brightness and length of glow exceed Government 
standards for ARP luminous materials. After being e 
to daylight or artificial light for one minute it will shine 
brightly for 10 hours and is said to remain fairly luminous 
for 24 hours. Itis suggested that ‘Spook ” could be used to 
mark light switches and bells in open-air wards, or in wards 
where blackout is removed at night. Sheets measuring 
5, Ng 9 es Be Stree ls. 3d. each, but can be 
lied to hospitals at 9d. each. The only way in which it 
fal short of success is in the quality of the glue backing which 
is not sufficiently adhesive to gages the little square of 
material from being brushed o ere Fa merle 
Mr. E. D. A. Byrne, 259, Cnces Sood S 


FETCH AND CARRY 

Tus home service ambulance committee of the Order of 
St;-John and of the British Red Cross have equipped 132 
ambulance stations throughout the country and a further 
379 stations are affiliated to the service. The ambulances of 
these 500 stations have during 1942 carried 248,689 patients. 
Owing to war conditions more and more patients are being 
nursed in hospitals rather than at home, while there is a dearth 
of private cars to move them, and the result has been more 
work for the ambulance service. arrangement with the 
Ministry of Health the committee ps continues to provide 
mobile X-ray facilities through the EMS hospitals in the 
London area, and a twin-unit technique is being used for 
orthopedic work. 


Organisation of Insurance "Practitioners - 

The Blackburn Local Medical and Panel Committee has 
sent a letter to all other local medical and panel committees 
saying that it is very perturbed by the laisser-faire attitude 
of the profession as a whole to the Government proposals for 
the reorganisation of the medical services. It believes that 
“ this is largely due to the imperfect organisation of insurance 
practitjoners, and that there is an mt need to improve 
that organisation so that with their aid a united profession 
can discuss terms and conditions with the Minister.” It 
suggests that the Insurance Acts Committee should be made 
into an entirely independent body, composed only of insurance 
practitioners in active practice. The funds subscribed to the 
National Insurance Defence Trust and the 1 practitioners’ 
protection fund of the Medical Practitioners Union should be 
placed under the control of the reorganised IAC as trustees ; 
the IAC should have its own secretariat, operating from an 
independent office ; and the country should be divided into 
regional areas in each of which a paid organiser (lay or 
medical) would be appointed “ with a view to welding all 
the doctors in his area into a solid body, willing to carry out 
the policy laid down by the Panel Chnioretins to the reorganised 
Insurance Acts Committee.” 


Psychiatrists’ Visit to LCC Hospital 
On May 26, psychiatrists of the United States and Canadian 
Forces in thi untry were entertaimed by the London 
County Council at Sutton Emergency Hospital. Short 
papers were read by Dr. Louis Minski on rehabilitation of the 
neurotic, by Lieut.-Colonel A. A. W. Petrie on psychopathic 
personalities, by Dr. Eliot Slater on the recognition of the 
neurotic in the services, and by Dr. William Sargant on 
physical treatment in psychiatry. A luncheon was held, at 
which those present included Sir Eric Salmon (clerk of the 
LCC), Dr. W. Allen Daley (medical officer of health, LCC), 
Prof. F. R. Fraser (director-general, Emergency Medical 
Service), Dr. O’Brien (Rockefeller Foundation) @ cad Mr. R. 
( mental health services committee, 
). The afternoon was devoted to nt demonstration and 
talk on the electro-encephalogram by Dr. Denis Hill, visits 
to the occupational workshops and a talk by Dr. David Shaw, 
and a demonstration of electro-convulsive therapy by Dr. 
D. E. Sands. Colonel and Colonel Van Nostrand 
on behalf of the US and Canadian psychiatrists thanked the 
council and medical staff for having given them such a suc- 

cessful and interesting day. 


European Association of Clinical Pathologists 


At a meeting of this new association held in London on 
May 21 the following officers were elected : 
8. C. Dyke (England); vice-president, Prof. 
(Belgium); secretary, 
treasurer, Dr. B. L. Della Vida (Italy) ; . 
Benau (Y via), Dr. D. C. Canné (Nederlands), Dr. F. 
Duran-Jorda (Spain), Prof. F. Silberstein (Austria), Dr. G, 
Ungar (France), and Dr. J. Ungar (Czecho-Slovakia). The 
annual subscription, including entrance fee, was provision- 
ally set at 108. The meeting adopted rules for the association 
while its members are mainly in this country, and instructed 
the council to consider the procedure to be ce after the 
liberation of Europe. A resolution was to the effect 
that free interchange of workers in clinical pathology between 
the nations of Europe would be an important factor both in 
the advancement of scientific medicine and also in the develop- 
ment of a common E mentality, these being the main 
objects of the association. A letter was received from the 
secretary of the British Association of Clinical Pathologists 
inviting members of the European association to participate 
in its gat 

Membership of the European association is open to medic- 
ally qualified men and women of al] E nationalities 
engaged in any form of medical laboratory work. Those 
interested should communicate with Dr. Pick, t 
of Clinical Pathology, The General Hospital, W Staffs. 


Conference on Maternity and Child Welfare 


A national conference on maternity and child welfare is to 
be held at Friends House, Euston Road, London, N.W.1, 
on Thursday and Friday, July 8 and 9, under the chairman- 
ship of Dr. Stella Churchill. Dr, Violet Russell and Dr 
D. H. Geffen will open a discussion on nursery and family 
pet Dr. C. Metealfe Brown on functions of maternity and 

child welfare personnel, Dr. G. F. Buchan on child care in a 
national. health service, and Mr. Eardley Holland on the 
midwifery service in relation to the future. Mr. Ernest 
Brown, the Minister of Health, will deliver a presidential 
address. Tickets for the conference from the secretary of the 
National Association Maternity and Child Welfare Centres 
— for the Prevention of Infant Mortality, 117, Piccadilly, 

ote 

The maternity.and child welfare group of the Society of 
Medical .Officers of Health are holding a short postgraduate 
course in connexion with the course on July 10. Further 
particulars from Dr: Russell, Town Hall, Kensington, W.8. 


Society of Medical Officers of Health 

A meeting of the fever hospital medical service group wil! 
be held at Tavistock House, Tavistock Square, London, 
W.C.1 at.3 pm on Friday, June 18, when Dr. J. A. Scott, Dr. 
N. D. Begg and Dr. Robert Cruickshank will open a discussion 
on the administrative and clinical control of diphtheria. 


Royal College of Physicians of ‘Ireland 

At a meeting of the college held on June 4, Reginald Hall, 
T. M. Kavanagh and Brendan O’Brien were admitted to the 
fellowship, and Maude F. P. Bigger, A. H. Isaacson, F. F. 
McKee and G. 8S. Prince to the membership. 


British Institute of Philosophy 
On Friday, June 18, at 5 pm, Prof. G. C, Field will deliver 
a lecture at 14,,.Gordon Square, London, W.C.1 on Piato 
tober Application for free cards of admission should be 
made to the directar of studies at that address. 


The 1943 register of orthoptists may now be obtained, 
free of charge, from the acting secretary of the Board of 
Registration of Medical Auxiliaries, BMA House, Tavistock 
Square, London, W.C.1. 

Dr. W. J. Tyson of the Colonial Medical Service is now 
officially reported to- be interned at Singapore. 

... 702 of our last issue Dr. F. R. G, Heaf should have 

ibed as principal assistant medical officer LCC. 
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PRIMARY ATYPICAL PNEUMONIA 


w. R. M. DREw, OBE, MB sYDNEY, MRCP, DTM&H 
LIBUT.-COLONEL RAMC - 
Eric SAMUEL MARGARET BALL 
MD LOND, FRCS, DM RB MB CAMB, MR CP 
MAJOR RAMC CAPIAIN RAMC 


(Illustrations on Plate) 

THE term ‘primary atypical pneumonia 
able to pneumonic consolidations other than r 
by any known virus, rickettsia, bacterium or chemical 
agent. The disease is characterised by a gradual onset, 
few = eo agae, and ye changes in 
the s, and its 

Despite the recommendation of the American. 
‘;eneral,* we feel that the name is ory. 
word ** umonia.’’ is associated in the lay with a 
serious Tinete. and protracted convalescence, and its use 
may lead the patient to exaggerate the severity of his 
iJlness. But until the cause is discovered it-is unlikely 
that.a completely satisfactory name will be found. 

only recently i as an entity, the 

disease Is not new, and use of radiography in 
influenza-like conditions will probably lead to its more 
This has happened in the Services, 


is applic- 
caused 


ography may 
reveal symptomless cases. The X-ra changes in the lung 
parenchyma are often surprising in re mn. to symptoms, 


HISTORICAL 

There can be little doubt that clinical descriptions of 
this disease were given as early as. 1861**, Few cases of 
the same kind were until 1983 when they were 
observed in America, France and in.>-? the 
intervening period various similar co: ms had been 
described (catarrhal fever, soldier’s pneumonia, purulent. 
brenchitis, acute pneumonitis and interstitial pneu- 
monia),®"* and some of these may have been_primary 
atypical pneumonia, On the other hand, the presence 
of purulent sputum, tachycardia and cyanosis suggests 
that others ® * were not. 

In 1935 Bowen '* recorded an outbreak of acute influen- 
zal pneumonitis in a military camp in Hawaii. A year 
later Allen *° in the United States described an identical 
condition which he labelled acute pneumonitis. In this 
country, Scadding,” in 1937 and Se and Ramsay ** 
in 1939, gave an account of a up of cases, some of 
which were undoubtedly examples of primary atyp 
pneumonia, Cases were seen in children as well as 
older bm rip Reimann.* in 1938 recorded an outbreak 
and ¢ it atypical pneumonia. 

The frequency of thé disease in young adults was shown 
by reports of outbreaks in American colleges **" which 
appeared between 1938 and 1940, but Daniell’s* 
account of 13 cases at_a girls’ school shows that it is not 
confined to young ults, Other observers’ have 
recorded groups of cases in the general population.*-** _ 


EPIDEMIOLOGY 


Seasonal incidence.—Many workers have noted a 
seasonal incidence. Some have found the maximum 
number of eases in their series in November,*! * “ 
while others ** say that their peak months were February 
and March. The twos groups rn ige that the seasonal 
incidence does not run parallel with that of pnenpovened 
pneumonia. Indeed, in the experience of McKinley and 
Cowan * it followed that of the t ial pneumonias and 
infections of the per respiratory tract. Sporadic 
cases have also been described.*® * *5 $7 

In our series of 50 cases the month of onset was as 
follows : 

Jan. Feb. Mar. Apr. May June 

42+ 5 18 6 2 2 


July Aug. Sent. Oct. Nov. Dee. 
1 1 2 4 0 5 


Age and: sex.—Most of the reported cases have been 
in young adults; less commonly children and the aged 
are affected. * @ Qur own patients were drawn from 
men and women of military age. There seems to be no 
predilection for either sex.** 


6251 ~ 


Mode of een se disease is spread by 
droplet infection,” * since it developed in persons 
atte established cases,™ **" and in families.** 
Nevertheless, in our series, the infectivity seemed to be 
low, only one instance of contact infection being noted. 


‘ POST-MORTEM, AND LABORATORY FINDINGS 

Fatal cases of primary atypical pneumonia are very 
rare, but lave been reported.** * ** 4 «7 The essential 
lesions were an interstitial bronchopneumonia and a 
concomitant bronchitis. The lungs showed adjoining 
areas of collapse, consolidation and emphysema, while 
the bronchi were filled with mucopurulent exudate. 

Histologically, infiltration of the interalveolar septa 
with. mononuclear cells has been a constant finding. 
The alveolar exudate consisted of mononuclear cells, 
whereas in the exudate filling the bronchi polymorpho- 
nuclear cells predominated. 

The leucocyte count is usually normal or slightly 
raised, with a relative increase in mononuclear cells.“ “ 
Bxamination of the blood in our series confirmed these 

. Following severe illness a secondary anemia 
has been described. 

The erythrocyte sedimentation-rate is raised,** as a 
rule, during the acute phase. The characteristic features 
of the sputum are the presence of mononuclear cells and 
the normal bacterial flora.** Blood-culture yields no 
growth. ‘It is not uncommon for a transient positive 
Wassermann reaction to be observed.**“ Heine and 
Brown ‘* have reported an increase in the protein and 
cellular content of the cerebrospinal fluid in a few 
instances. 

ZETIOLOGY 

As yet no single cause for primary atypical pneumonia 
has been discovered, There are, however, conditions 
showing similar lung changes which suggest a number of 
eetiological factors. 

Relationship to known virus diseases.—Most cases of 
psittacosis —_ Pave ys in — lunge, and many of the 
~ » physi signs and radiological findings are 
pin age Some seen in primary atypical pneumonia. 
Further points of similarity in these two diseases are the 
changes in the blood and the pathological appearances of 
the lung in fatal cases. The. antibody response of the 
blood in some cases of primary atypical pneumonia is 
identical with that found in psittacosis.7°* The 
severity. of some outbreaks of this disease contrasts with 
the mild course of primary atypical pneumonia; but as 
Finland and Dingle “ su t, this .may be because 
different age-groups are affected. In view of the recent 
discovery by Andrewes and Mills** that psittacosis virus 
is widespread in pigeons in this country and its possible 
presence in domestic animals,*° failure to obtain a history 
of contact with sick birds is of little significance. 

The blood may be examined fer the presence of 

sittacosis antibody by the complement-fixation test,* 
pacman a single test is not good proof as close. relation- 
ship. exists tween several viruses. For positive 

i is the demonstration.of a rising titre ™ % in the 
bleed is desirable. A single examination is of some value, 
but’ an anamnestic reaction may occur in patients who 
have previously had a psittacosis infection. 

That pulmonary lesions, indistifguishable from those 
of primary atypical pneumonias. can be produced in 
animals by many other viruses is additional evidence that 
this disease is caused by a virus. On the other hand, 
though close antigenic relationship has been shown to 
exist between the yiruses of meningo-pneumonitis,**-* 
lymphogranuloma inguinale *-*" trachoma ** and psitita- 
cosis, lung lesions are rare in all except the last. In the 
majority of cases of primary atypical pneumonia there 
is no evidence that any of the above-mentioned viruses 
are implicated. 

Relationship to influenzal pneumonia,—Despite the 
frequency with which Pfeiffer’s bacillus was reported as 

cause **-*! of the-pandemic of 1918-20, this organism 
was not found in some fatal cases. These.and other 
observations suggested that this organism was a second- 
ary invader. It remained for Smith, Andrewes and 
Laidlaw “ in 1933, and Smith and Stuart-Harris,” in 


bg _= 8S. P, Bedson cniiney tise’ cate of 15 st our — bd | 
found psittacosis anti significant amounts, One o 
these cases showed a fourfold. rising titre. 
> BB 
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1986 to prove that the cause of influenza was a virus 
whick they and others ** labelled influenza virus A. In 
the epidemic of 1936-37, Stuart-Harris * isolated wan virus 
identical with virus A from the sputum of 

suffering from influenza. Other observers w aq in 
England and the United States *’-”° identified a virus from 
an epidemic of influenza in 1940-41 which was also 
virus A. 

A second virus was isolated by Magill " from influenzal 
and upper respiratory infections in 1940. This was 
named virus B. A third t giving an identical clinical 
rs was discovered by Horsfall ™ in 1941 and named 


This work on influenza has proved conclusively that 
lung lesions may be caused by a virus, but attempts to 
establish a relationship between the influenza virus and 
primary atypical pneumonia have failed. 

Relationship to ricketisial pneumonias,—Cases of a 
prey iously unrecognised disease in slaughter-house 

ds, with a clinical picture resembling primary atypical 
pheumonia, were described by Derrick ™ in 1937. The 
causative agent; a rickettsia investigated by Burnet 7* 7° 
was named Rickettsia burneti by Derrick.”* In Australia 
further outbreaks 7’ of the disease, now ealled Australian 
Q fever, were traced to the same nt. 


mp An outbreak of ‘‘ pneumonitis ’’ in institutional workers 


ashington was found by Dyer, Topping and 
—BentSton 78 to be caused by a rickettsia. The infection 
was introduced by a worker returning from a laboratory 
in Montana where he had handled infected animals and 
tissue cultures. This disease has been called American 
Q fever, and the causal agent FR. diaporica.”* Lung 
lesions resembling those of primary atypical pneumonia 
are seen in this disease, in typhus fever,** and more rarely 
in Rocky Mountain spotted fever,“ South African 
tick-bite fever * ® and experimentally produced fiévre 
boutonneuse.* 


CLINICAL FEATURES 
The 50 cases on which this paper is based are drawn 
from Service personnel of both sexes admitted to two 
military hospitals between January, 1941, and April, 1943. 
The youth and good general health of all the patients 
—s be partially responsible for the benign course of the 


Incubation period.—Most investigators have surmised 
that the incubation period is between 7 and 21 days.**** 


“In our series no estimate has been possible. 


Onset.—Of gradual onset, the presenting symptoms in 
this series fell oo ho ee groups. Commonly the illness 
started with s toms. simulating influenza; less fre- 
quently with t of an upper respiratory infection ; 
and occasionally with hemoptysis, or pain in the chest 
or abdomen. Other observers have described cases 
discovered only on routine X-ray examination of the 
chest.*° 

The influenza-like onset was characterised by headache, 
shivering, malaise and generalised aching pains in the 
back and limbs. Cough was often absent at first in this 
group and developed after about 2-5 days. In one of 
our cases headache was sufficiently severe to give rise to a 
diagnosis of cerebrospinal fever. Usually, however, the 
headache (retro-orbital or frontal in distribution), was 
only moderate, though it often persisted for a week or 
more. ; 

In cases of the second group, coryza, painful throat, 
retrosternal soreness and an irritating cough were the 
presenting symptoms. In some patien ents radiography 
of the chest was performed onl use of persistent 
cough or pyrexia and resulted in the unexpected discovery 
of an area of prot anger wea 

In a small number of ents the early symptoms did 
not fall into either of t mag oech groups. Two had an 
exacerbation of a chronic cough and were admitted for 
investigation of possible pulmonary tuberculosis. An- 
other had a sudden onset of pain on respiration and 
coughing; two others gradually developed pleuritic 

ain, confirmed by the presence of pleural friction. 

le and Finland # stated that gastro-intestinal 
toms are rare, but two of our patients complained 

of a abdominal pain which may or may not have been 
connected with thei# chest condition. Another had 
diarrhoea for three days before other gene at developed. 

Symptoms.—The cough has been eharac- 
teristic, being paroxysmal and harassing,” and requiring 


codeine or heroin to control it, Few cases in our series 
showed this symptom, and im the majority cough was 
persistent rather than harassing. 

American physicians,” *** describe the sputum as 
scanty, tenacious and mucoid at the onset, but profuse 
and purulent later. In most of our eases the sputum 
was mucoid ; in some it was later mucepurulent. Pro- 
fuse purulent sputum was not seen. In 3 cases there 
was a frank hemoptysis of one drachm or more, and in 
one the sputum was bloodstained. Rusty or prune-juice 
sputum never been reported* in primary atypical 
| rg ceme og and its occurrence should suggest that the 

iagnosis be reviewed. 

Pain in the chest was fairly common. Retrosternal 
soreness was often present in cases with an onset sugges: 
tive of an upper respiratory infection, and was identic: 
with that found in simple tracheitis. Other patients 
had a continuous nagging pain on the side of the lesion. 
True pleuritic pain was uncommon. Kneeland and 
Smetana ** state that in their experience dry pleurisy 
did not occur, although we 3? described two 
instances dnd Ramsay and Scadding*™ one. Four of 
our patients developed pain increased She respiration and 
coughing, and in three of these its pleuritic nature was 
confirmed ae finding pleural friction. 

Physical —Dyupacbe. or eet ary are rare 
and were not a aneeleen in our series yanosis is also 
uncommon and was seen only once. Many cases awed 
a relative bradycardia, which—associated with 
headache and paucity of physical signs—mi lead 
to a mistaken diagnosis of one of the enteric eed 
of fevers. 

Cases of peimory atypical pneumonia may be afebrile 
throughout, but pyrexia of 100—102° F., subsiding by lysis 
in 7-10 days, is usual. The average duration of fever 
in our patients was 6 days arid the maximum: 16 days : 
but other writers ** describe cases in which fever lasted 
3-8 weeks. Herxheimer and ‘McMillan ™ reported a 
second rise of temperature and we have noted this on 
many occasions. 

Injection of the fauces without tonsillar enlargement has 
been recorded by many writers * “: many of our patients 
showed pharyngitis but also, in four eases, frank tonsil!- 
itis. A diagnosis of tonsillitis was made in one of these 
until persistent cough and the appearance of physical 
signs at one base led to further investigation. 

Physical signs in the chest were absent or scanty and 
were often late in developing. The most characteristic 
was a shower of sticky rales associated with only slight 
impairment of percussion note. Signs of consolidation. 
such as occur in lobar pneumonia, were uncommon, and 
bronchial breathing was heard in only three of our cases. 
Localised physical signs were commoner in those with an 
influenzal onset, than in those with initial symptoms of an 
upper respiratory infection ; in most of the latter the 
signs were absent or consisted of seattéred rales or 
rhonchi. As a rule aS Segoe. signs had almost disappeare:: 
within a fortnight of the onset 

Course and duration.—Some observers ** * report 
cases in which the course is prolonged and the illness 
severe, the patient requiring oxygen therapy for-severa| 
days. In our series all cases ran a simple course, the 
average period in hospital being 33 days. The disease is 
rarely fatal unless it is associated ‘with some other 
condition such as chronic heart disease.*’ 

Complications.—Encephalitis,“* meningism,“ rashes,*' 

aundice,** otitis media,“ and small pleural effusions “ 

ve all been described. Three of our patients melee. 
otitis media, and one an antral infection ; one ha 
morbilliform rash in the second week with a secondary 
rise in temperature, but these were probably the result 
of sulphanilamide therapy. 


RADIOGRAPHIC SHADOW AND CLINICAL PICTURE 

Most cases with an influenzal onset showed moderate 
or large shadows. Pain,in the chest seemed~ to be 
associated with small, often circumscribed, radiological 
lesions. 

No relation was observed between the extent of the 
pulmonary lesion seen on the radiogram and the severity 
of the cough ; only in one case with marked radiological 
ehanges was this symptom distressing. Nor does the 
duration of the fever correspond with the size of the radio- 
graphic shadow: two -cases - with small lesions had. 
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pyrexia for 10 and 1! days, whilst others shoowing large 
shadows were afebrile thro p19 same 


Our findings support the op 
that there is mo typical ee appearance. 
authors have commented on the variation in size and 

shape of the lesions. In our series their site and extent 
varied, but they were usually less extensive than those 
described by American workers.** *7 

The lower lobes were most “anid involved, but 
ial were sometimes seen in the upper lobes. Certain 
areas of the lung show a predilection for the disease. 

The cardiophrenic angles, especially. the left, were 
common. sites. for consolidation. The pulmonary lesion 
was often found sitting on the diaphragm. Lesions in 
this site were often surrounded by normal lung markings. 

The size of the lesion varied as much as the clinical 
severity of individual cases. The lesion was generally 
confined to a segment of an individual lobe and rarely 
iuvelved the whole lobe. Maxfield“* noted bilateral 
involvement in 20% of cases, and 6 of our cases showed 
lesions in both hangs. 

Cases were divided into two main types depending on 
the radiographic character Jf the lesion. The majority, 
comprising the first type, showed a woolly area of con- 
solidation varying from a patch, the size of a 
(fig. 1 on. plate), to partial or-complete involvement of a, 
lobe (figs. H and vi). The area of consolidation was less 
dense and more mottled than in pneumococcal pneumonia. 
The outline was. indefinite, unless it abutted on an inter- 
lobar septum when the edge was quite sharp. In many 
of our cases there seemed to be normal lung markings 
between the pulmohary lesions and the enlarged hilar 
glands. This is contrary to the experience of Dingle 
and Finland,* who described the lung lesions as commenc- 
ing at the hilar shadow and spreading into the lung field. 
it was surprising that the most extensive area, of consoli- 
dation met with in this series was in the subpleural 
portionof the right lower lobe, separated from the enlarged 
hilar shadow by an area of apparently normal lung 
(fig. VII). 

' Sometimes there are multiple areas of Aer con- 
solidation as described by Scadding*'; nine examples 
were noted in this investigation. The lesions may not 
be at the same stage of development, one resolving while 
“the 3 pro 

e second type ‘of radiographic appearance comprised 
cases in whieh the affected area showed marked Zoleole- 
tion (fig. vz). This lesion always radiated from, and was 

. usually more conspicuous near, the hilar region. The 

reticulation was coarse, but its pattern may be overlaid 

by a diminished translucency which gives a ground-glass 

appearance to the affected lobe. Of our 50 cases, 18 

showed this reticular t of lesion. A generalised 

reticulation in the lung fields has previously been noted 
in some virus diseases, notably influenza.” 

It is possible that the-two types described above may 
represent different stages in the development of the lung 
lesion. If this be so, then, on analogy with pneumo- 
coccal maar eons the reticular pattern would presumably 
be a stage of resolution. It is difficult to reconcile this 
hypothesis with the radiographic course of one of our 
cases in which radiography soon after admission showed 
cround-glass mottling of the whole of the middle and 
lower zones of the right lung, while later reticulation, 
and finally consolidation appeared in the same area 
(figs. x-XII)... 

- Enlargement of the hilar shadows was observed in the 
great majority of our cases: This has the characters of 
me glands—namely, a shadow with an ill-defined 
outline and translucency of the normal hilum. In 17 
cases the adenopathy was bilateral, and greater on the 
side of the lesion. 

The from other diseases with similar radio- 
xraphic appearances may be extremely difficult. Korn- 
blum and Reimann * described the radiographic appear- 
ances of acute tracheobronchitis which they felt. repre- 
e ta 


iung markings were hazy. 
tracheobronchitis to. primary atypical pneumonia with 


reticulation will be » obvious. primary atypical 
pheumonia the lesion is more localised than in acute 
tracheobronchitis or influenza ; nevertheless in cases of 
vilateral lung involvement the diagnosis may be difficult. 


The first type of woolly mottling (fig. rx), when it 
occurs in the upper lobe, may cause difficulty in differen- 
tial diagnosis m pulmonary tuberculosis.” Useful 
distinguishing features are the greater enlargement of the 
hilar glands in primary atypical pneumonia than in early 
tubereulosis.. Secondly, the striation extending from the 
consolidated area to the hilar shadow is less marked in 
primary atypical pneumonia. ‘The resemblance between 
these two types of lesion may be increased by a rare 
eceurrence of pseudocavity formation in resolving primary 
atypical pneumonia. The differential diagnosis then 
rests on. serial films taken frequently. If the first radio- 
spam shows, pseudocavity formation the diagnosis on a 


film, may be impossible. 

A lung abscess in the upper lobe may also give rise to 
difficulty. Until the abscess has liquefied the two con- 
ditions. may be indistinguishable. 

Pneumococcal pneumonia which has been inadequately 
treated with sulphonamide may show a reticular-pattern 
in the lung with enlargement of the hilar glands, and its 
resemblance to the reticular type of primary atypical 
pneumonia may be striking. Rapid disappearance of 
the lesion suggests the latter disease. 

Should progress films show no appreciable change, the 
possibility of an area of bronchiectasis must be considered. 

congenital abnormalities. of the bronchial tree are 
not uncommon, and they are prone to infection with a 
surrounding pneumonitis. In such cases. examination 
with iodised oil wil] demonstrate the nature of the lesion. 
ne our investigation we encountered a case of this 
ind. 
DIFFERENTIAL. DIAGNOSIS 

Though the clinical picture in primary atypical pueu- 
mo may be characteristic, diagnosis from allied 
conditions loosely tlassed as influenza can only be made 
with. certainty by radiography. In “ influenza” there 
is usually less fever, and X rays show, no abnormal 
shadows in the chest. We have seen cases however with 
symptoms and signs akin to those of primary atypical 
preumonia in which we could find no lung lesions, 
and these may represent a milder form of the same 
disease.** 

Pneumococcal pneumonia can be distinguished by its 
dramatic onset, and by the pleuritic pain, herpes labialis 
and constitutional disturbance; demonstration of a 
leucocytosis, and pathogenic pneumococci in the sputum, 
establish the diagnosis. But when pneumococcal pneu- 
monia is modified by inadequate sulphonamide therap 
there may be an incomplete fall in temperature, with 
diminution in white cells and disappearance of pneumo- 
cocci from the sputum, and such cases closely resemble 
primary ih fees pneumonia. Joules*®” has lately 
shown that ugh the pneumococcus disappears from 
the sputum with small doses of sulphonamide drugs, its 
penenee may still be demonstrated by lung puncture. 

fficient chemotherapy thus sterilises the sputum but 
not the actual pneumonic lesion in the lung parenchyma. 
Careful consideration of the history and of the amount of 
administered may enable the correct diagnosis to be 
It is important to differentiate between these two 
conditions, for inadequately treated pneumococcal 
pneumonia may cause pulmonary fibrosis, whereas 
primary atypical pneumonia does no permanent damage. 

Several of our patients were suspected, on clinical or 
radiological grounds, of having pulmonary tuberculosis, 
but rapid resolution of symptoms, signs and X-ray 
shadows indicated the correct diagnosis. 

We have already referred to a type of bronchiectatic 
lesion liable to cause confusion. This gives rise to few 
symptoms ; the physical signs may resemble those of 
primary atypical pneunionia; and examination of the 
sputum and basad are of little help. Bronchography is 
therefore necessary. 


TREATMENT 

Various authors *°**” have advised isolation of the 
patient. ‘This precaution was not taken in our series, 
and only one instance of possible contact infection was 
noted, this being im a nurse. Perhaps most patients 
had ceased to be infectious before admission. 

Patients suffering from primary atypical pneumonia 
should be confined to bed until the fever has subsided. 
Convalescent treatment need not be delayed until the 
chest is radiologically clear. but it is essential that 
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rediageaphy should pate complete senaleghieiet before the 
patient returns to duty. 
There is no specific treatment. Cough is 


difficult to control even with sclibes phosphate and 
e drugs have no influence 
ehquid not be 


linctus heroin. Sulphonamid 
on the course of the disease and 
administered. 
ILLUSTRATIVE CASES 
CasE 1.—A corporal, aged 22, was admitted on Jan. 30, 
1943, complaining of irritative non-productive cough for one 
month, with malaise and vague pain in the left chest for 24 
hours. Next day the pain became pleuritic. Examination 
immediately after admission showed temperature 100-2°F., 
pulse 70 and respirations 20, with audible friction in the left 
axilla as the only positive sign. The temperature fell to 
vg on the following day. Two days later symptoms and 
from the cough, had disappeared. 6 eough 
secu for a fortnight non-productive. 
Pi day after eilenddation a blood-count showed 10,300 white 
cells (polymorphs 66%, lymphocytes 29%, monocytes 3%, 
phils 19, basop nils joy}. Radio = revealed a small 
area 0: tion in the left lower lobe (fig. 2). Four days, 
later cesthation was almost oi Treatment was 
The patient was harged to duty on 


Oase 2.—A gunner, aged 34, com ing of slight cough 
and a burning epigastric pain after food for three days, was 
admitted on Feb. 8. Three days before admission he had a 
hemoptysis of one drachm of bright red blood which was 
followed by staining of the sputum for two days. The cough 
was not marked and the sputum scanty and mucoid. There 
was no previous history of dyspepsia. He was afebrile and 
looked well on admission. Except for mild emphysematous 
changes no abnormal physical signs were neted in the chest. 
Slight epigastric tenderness was present. 

‘The sputum showed no pathogenic o . The white 
cells on the day after admission showed 12,300 (poly- 
morphs 58%, lymphocytes 40%, monocytes 1%, —— 
1%). On the second day radiography showed a gene 
ground-glass a ce in the right upper, middle and lower 
lobes (fig. x). Six days later the ground-glass appearance 
was slightly less evident (fig. x1). Five days after this a small 
area of consolidation was noted in the axillary part of the 
right upper lobe adjoining the minor interlobar septum 
(fig. x11). A month from the onset the lung fields were 
normal, 

PPh 3.—A private, aged 19, was admitted on April 16, 1942, 

mplaining of three days’ fever, mild abdominal pain, slight 
cong and sputum. The temperature was 102° F. on admis- 
sion; the throat, showed granular pharyngitis with small 
infected tonsils. Physical examination ef the chest and 
abdomen was normal. He was treated with sulphapyridine 
3 grammes statim followed by 2 g. four-hourly. Two days 
later the cough was worse, and he developed rales at the apex 
ofthe righttung. ‘The-fever did not respond to sulphapyridine, 
which was discontinued after three days owing to hematuria. 
A fortnight later he was symptom-freé but debilitated. 
All physical signs in the chest had disa red, The sputum 
showed a mixed bacterial flora and the white-cell count 
was 10,600 polymer hs oe lymphocytes 25%, monocytes 
1%, eosinophils 1%): The blood sedimentation-rate was 5mm. 
in one hour. He was discharged to convalescent home on 
June'l and returned to duty on July 17 (figs. rv, v, v1). 

Case 4.—A woman medical officer, aged 30, was admitted 
to hospital on March 1, 1943,-with aching pains in limbs of six 
days’ duration. Five days before pre are she developed 
retrosternal pain associated with cough and scanty sputum. 
On admission T. 100° F., P. 74, and R. 22. An outstanding 
feature at this time was apathy and mental d ion, Pro- 
longed expiration and a few rales developed at the left 
base seven days after admission. weeks later a nurse 
attending this patient developed the disease, 

The temperature subsided on the llth day. The sputum 
showed mixed bacterial flora and a few pneumococci. io- 

y on March 4 showed a mottled opacity in the left 

id-zone, wedge shaped with indefinite outlines (fig. m). 
The left hilar glands were moderately Eleven days 
later residual striation was present in the affected area 
(fig. m1). The hilar glands were still enlarged but less than in 
the previous film, e patient returned to duty on April 4 
after sick-leave. t 

Case 5.—-A private, aged 35, was admitted on Feb. 22, 
1941, with influenza-like symptoms of six days’ duration. He 


a ‘complained. of ion of weight, night ainain and retro- 
sternal pain. The only yeical signs were a few crepitations 
at the apex of the right lung; radiography showed mottling 
(fig. rx). A month after ed admission the physical signs had 
disappeared and throughout the illness he was afebrile. He 
remained in hospital for 57 days, this long period being due to 
the necessity of refuting an original diagnosis of pulmonary 
tuberculosis. 

Case 6.—A private, aged 40, was an inpatient under treat- 
ment for a fracture of the left tibia and fibula, when he 
developed a “ choked feeling’ in the chest, lassitude and 
cough. He had noticed soreness of his throat for several 
days before these symptoms deve! . The sputum at first 
was scanty and mucoid ; later it became profuse muco- 
purulent. At the onset T. 100:4° F., P. 108; the tonsils 
were enlarged. Physical signs were absent until the 7th day 
when a few rales were heard which disappeared on coughing, 
The fever subsided on the fourthday. A secondary rise to 9)” 
occurred on the 7th day and again on the 12th day. 

The white-cell count five days after the onset was 8500 
(pohymoepie Oe 54%, lymphocytes 36%, monocytes 8%, eosino- 
phils 1%). Throat swab and sputum showed mi bacterial 
flora. The blood —reeerden nly 4 was a doubtful positive. A 
chest radiogram on March 16 showed massive consolidation 
in the peripheral portion of the right lower lobe (fig. vz). Both 
hilar glands were moderately enlarged. Four days later no 
appreciable change could be seen. On April 15 slow resolution 
was apparent. 

CasE 7.—A private, aged 30, was admitted following the 
sudden onset of pain in the right side of the chest 24 hours 
previously. This was aggravated by brgathing and was 
associated with frontal headache and cough. The sputum 
was scarity and tenacious. T.100-4°F.; P. 120; moana 
rate normal. Chest examination showed an impaired pe 
cussion note and localised coarse rales at the right base Sit h 
pleural friction. Rhonchi general, The pain disa on 
the 3rd day, but the headache persisted for a week, and the 
local physical signs for several weeks. The fever had subsided 
by lysis by the 11th day. . The white-cell count on admission 
was 9000 (polymorphs 79%, lymphocytes 18%, monocytes 
ov eosinophils 1%). The sputum showed mixed bacterial © 

ora. 

Two days after admission radiography showed a smai! 
rounded opacity in the right cardiophrenic angle (fig. vi11). No 
enlargement of the hilar glands was noted. Ten days later 
the opacity showed resolution with enlargement of the right 
hilar shadow. The right diaphragm was raised. The lung 
fields were normal 24 days after the first film. A bronchogram 
showed a normal bronchial tree in the region affected. The 
patient was discharged to convalescence after 54 days in 
hospital. 

SUMMARY 

1, This account of primary atypical neumonia is based 
on a survey of the literature and on 50 cases personally 
observed in Service patients between 1941 and 1943. 

2. The cause of the condition is unknown, but the 
resemblance of the lung lesions to those of certain virus 
and rickettsial diseases suggests a similar etiology. 

3. The disease is ee robably commoner than is generally 
can be mad since at the present time a definite diagnosis 

made only by X-ray examination. 

4, Clinically or radiologically, it may be confused with 
influenza, pulmonary tuberculosis, bacterial pneumonia, 
or prunenee 

. In this series the main clinical features were cough, 
BOT tag malaise and fever, associated with areas of 
conetaanee in the lung field. 

There “was, no polymorphonuclear leucocytosis in 
the blood and pathogenic organisms did not predominate 
in the sputum. 

7. The illness ran a benign course, ending in complete 
resolution of the lung lesions. 

8. No drugs are known to have any influence on. the 
course of the disease. 


We are indebted to Major-General A. G. Biggam, OBE, 
KHP, Brigadier D. B. Macgrigor, OBE, and Colonel O. J. 
O’Hanlon for permission to record these findings. We are 
also indebted to Prof. S. P. Bedson, FRS, for the serologica! 
investigations and to Major J. 8. F. Niven, RAMC, for the 
pathological data of many of the cases. Our thanks are duc 
to Lieut.-Colonel R. R. Bomford, RAMC, for his helpful 


advice. 
References at foot of next page 
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(From General Medical Laboratory “A” and General 
Hospital, Army of the United States) 
Ir has been found recently that during the course of 
P rimary atypical pneumonia remarkable amounts of cold 

agglutinin appear in the blood.** The observations were 
limited i in scope yet indicated! a regularity in the occur- 
rence of this phenomenon'sufficient to warrant its compre- 
hensive study. We have now had the opportunity to 
examine the serum of more than 200 patients suffering 
from a variety of disorders, including many types of 
bacterial and non-bacterial infections. -This experience 
lends strong support to the belief that there exists a close 
association between atypical :pneumonia and the cold 
ugglatinins. Moreover, it appears that common bacterial 
infections, includi those of the respiratory tract, 
influence the titre of cold agglutinin in the blood slightly, 
if at all, and are thus distinguished serologically. 

Several problems of clinical and immuno logical interest 
arise from these relationships. Not the least of them is 
the comparative behaviour of the cold agglutinins in 
atypical pneumonia as opposed to secondary bacterial 


bronchopneumonia and to pneumococcus lalla pneu- 
monia, inasmuch as any serological distinctions that could 
be demonstrated te exist among these diseases might 
assist materially in their classification. Indeed, it is ‘is the 
present difficulty in the precise delineation of atypical 
pneumonia that, necessitates a long and cautious survey 
of the clinical and bacteriological findings in many cases 
of pneumonia before final conclusions may be set forth. 
Meanwhile a knowledge has been gained of the develop- 
ment of the cold agglutinins in‘ atypical pneumonia 
sufficient to portray the temporal relation of their 
appearance to the onset of disease. This consideration 
proves to be of such import for any further studies that it 
may be treated first and separately, and forms a geed 
part of the substance of the present communication. 


NATURE OF COLD AGGLUTININS 

The cold agglutinins have occupied such a relatively 
unexplored corner of immunology, and their relation to 
the more familiar orthodox antigen-antibody systems has 
received so little attention, that a preliminary discussion 
of their definition becomes necessary. 

It has long been known that in addition to the classical 
iso-agglutinins that mark the four primary blood-groups 
of man, there exist in many normal human sera other 
substances which may cause clumping of erythrocytés 
and are called.‘‘ cold’ agglutinins because their action 
appears usually at low temperatures only and is dispelled 
by warming to 37°C. Specific cold agglutinins concerned 
with sub-groups of type A blood have been described." 
On the other hand there are cold agglutinins which will 
produce clumping of red cells irrespect: ve of ‘group and 





COL. DREW AND OTHERS: REFERENCES 
. Med. + ment) 1942 2; 50m 
2. Bartels 6. (1861) Tinchowe tach - 
, me O. (1896) Speclelie Pathologie und Therapie, vol. 


iv, 
‘ woilleay K. «% (4872) Traité clinique des maladies aiguég des 
Paris. a 


5. Gallagher, 5 (1934). Yale J. Biol. Med. k 23. Ny 
j i939) Pr inh“ iget A., Le » RK. D. and “Tribout. 


: may +4 (1935) Rev. ‘méd. Fp Petes. 24, 365. 
. Hammond, J. J B., Rolland, W. and Shore, T. H. G. (1917) 
sora Hal N. F., Byre, J..W. H. and French, H. 
ws, . an ren 
(19 P3 
10. Hesse Wits 8) Miinch. med. Wschr. 65, 1 
il. Opie, B. L. an , A. W. (1919) ox y HR med. Ass. 72, 


56. 
12. Licbmann, E, and Schinz, H. R, (1920) Z. klin. Med. 90, 3 
13, Opie, S. Biake, F. G-. Small, J. C TM. 
idemic piratory Disease 
14, . Dept. of the US. Arm 
Communicable and Other 
E, past) 2: klin. ‘Med, 118, 323. 


15. 
Jeanneret, R. and Famé, 1931) Rev. -méd. Suisse rom. 5}, 


4 
. Kellmer, F. (1932) Beitr. Klin. Tuberk. 81, 639. 
Leitner, J. (1932) Z. T: 66, 226. 
19, Bowen, A. (1935) Amer. J. Roentgenol. 34, 168. 
2). Allen, W. H. (1936) Ann. intern. Med.:10, 441. 
‘1. Seadding, J. G. ( 931) Brit. med. J. ii, 956. 
22. Ramsay, H. and J (1939) Quart. J. Med. 8, 79. 
— E. W., Auerbach, S. H., Swanson, H. S. and 
BE. F. (1939) Amer. J. Dis, Child. 57, 997. 
24, Perit Sat. 1838) Brit, med, Jui 
25, (1938) J p tn ‘zal Ass. 111, 2377, 
26. Bock, A.V. Wo ) Ann: intern, “Med.\2, 317. 
27. Rainey, and Burbi . B. (1939) J. Lancet, 5%, 101. 
28. smiley, D ? ‘dier ., Showacre, . F. and Ferris, H. 
39) 


ee, 

. . med, Ass. 1 1901. 

29. er, F. N, and Hayes, M. G. (1939) Northw. Med. 38, 12. 

30. MeKinlay, C. A. and Cowan, D. W. enaene 5. Lancet, 6i, 125. 

. Murray, M. o“ jun. (1940) New. Wingl. J. Med. , 065. 

32. Danie’ e = B. (1942) Amer. J. med. Sci. 203, 263 

33. er =e jun. (1939) Ter. St. J. Med. 35, 340. 

34. Reim . and Stokes, J., jun. (1939) Trans. Ass, Amer: 
Phys. 5: 54, aPae 


Reimann, Ee A. and Havens, W. P. (1940) Arch. intern. 
Kneeland, Y., jun. and Smetana, H. F. (1940) Bull. Johns Hopk. 
Hosp. 67, 229, 

E- (u9so) Ibid, »p 268. 

iol Dee Yale’ J. Biol. Med. 13, 663. 


37. Longeepe, 
38. alia, 
! a Pate’ w.s., yO communication. 
1. Mostanmers, 1 . C. (1943) Lancet, i, 





Ww. 





40. Middleton, 
bas }reen, R. G., Evans, é i: and Beach, N. (1942) 
Major R. S., personal communication. 
W. T. (1983) Br 
.H. and earth New Engl. i Med, 227, 378. 
ein, G. Band, Brown, J. W. (104 3) Lancet, i 
Patna, 3 M. D., Beck, M. and Pearson, H. E. (1941) J. exp, 
sland, M. and Dingle, J. H. (1942) New Engl. J. Med. 227, 
49. Andrewes, C. H. and Mills, KE. C. (1943) Lancet, i, 292. 


4 





50. agle. 2 and Francis, T., jun. (1942) Proc. Soc. exp. Biol., N.Y. 

Sr. Reimann, H. A., Havens, W. P. and Price, A. H. (1942) Arch, 
intern. Med “70. 

» MeCordock, H, A. and Harter, J. 5. (1932) 


52. Muckenfuss, 
Amer. J. Bath. x 
53. Francis, T., jun. aan Magill, T. P. (1938) J. exp. Med, 68, 147. 
54, Pinkerton, 'H. and Moragues, V. erg at exp. Med, 75, 575. 
55. Rake, G., Eaton, M. D. and Shafter, M . F. (1941) Proc. Soc, exp. 
iol. Med., N.Y, 48, 523. 
56. a D., Mart: in, w P. and Beck, M. D. (1942) J. exp. Med. 


57. Rake, G. Shaffer, M, F., and Thygeson, FR. (1942) Proc. Soc. 
exp. Biol. Med., N.Y. 49, 545. 
58. bay of Health (1920) Rep. publ, Hlth med. Subj, Lond. 


59. re : iene, i. C. and Simpson, J. C. (1918) J. Amer. med. 
83. 
60. Fildes, ¥., Baker, 8S. L. and Thompson, W. R, (1918) Lancet, 
61. Goodpasture, KE. W. and Burnett, F. L. (1919) Nav. med. Bull. 
. Hirsch, B, F. cud Mok inert .(1918) J. Amer. med, Ass.71,1736. 
63. — (1919) J. Infect. Dis. 24, 594. 
64, Smith, W., pee ay H. and Laidlaw, P. P. He Lancet, 


Andrew 
, Smith, Ww. and Stuart - Harris, C . H. ts oaoy” ibid, ii, a3. 
67. Andrew: Glover, R. E., Hudson, N. P., 
J. H. and Enders, J. F. 
(1941) New Engl. J. Med, 225, 
fredeck, J. F. and Willett, J. C. (1941) J. Mo. 
. li, 281 
seogen. Mt. (i937) Ibid, p. 299. 


6! 
65. Horefall. F. L., jun., Lennette, BE. H., ys kard 
66, Stunct;Hare, C. H., Andrewes, C. 'H. and yt in 1930) 
Spec. Rep. Ser: med. Res. Coun., Lond, No. 228, D. 
es yw. adh D. and 
Stuart- Harsis. G. H. (1941) Lancet, ii, 387. 
Pearson, H. E,, Eppinger, 3 On, Dingle, 
Dall ase. 118 “ G., ba oes E. and Raskin, A. (1941) J. Amer. med. 
. Soc. Biol. pas. N.Y. 45, 162. 
fnier — 5,811. 
r (1937) Med, J. A 
“and F 
5. (1938) Ibid, i, 
Derrick, B. H. (1939) Ibid, i, 14. 


: Cilento, R. W. (1940) Rep. Hith med. Serv. Queensland, 1939-40. 
+ Dyer, B. is E., repens: N. H. and Bengston, L.A. (1940) Publ. 


. Cox, H. 1939 Ibid, cs 18 

Woll o ae : Rodd, J x L ~ oe F. (1922) The 
Xtiol Pzphee, Oo yy 

a ao gra am (1940) 10) Vinee a kettsial 1 Biatnni, Cambridge, 

Gear, J. 

83. 


1939) S. Afr. med. J. 13, 35. 
emo . H. (1940) Tbid, 14, iA. 

84. . and Sparrow Ann. Inst. Pasteur Tunis, 29, } 

85. Horshelmer H. G J. and McMillan, A. J. (1942) Brit, med. J 

86, Bablke, A. M. 


oy - a WAY ce mig ty 315. 
Scadding, ua. ‘med 
88. Reeneiee, K. and Re Reimann, H. A. (1940) ‘Amer. J. Roenigenot. 


nal communication. 
med, J. i, 516. 
and Havens, W. P. (1940) Arch. intern. 
92. Teschendorf, H. J. (1933) Fortschr, R6 
and Stuart- 


93. Smith, W Cc. H. (193K ? 
94. Sinadel, J.E. (1942) J. clin. Invest. 22, 57 


Meda, 


. 48, 541. 
Lance, ii, tat. 





766 THE nanan COLONEL TURNER AND OTHERS : COLD AGGLUTININS AND ATYPICAL PNEUMONIA 





are therefore looked: upon as wemehe oy: . Simee they 
likewise affect the cells of the individual in whose serum 
they appear, they have also been termed ‘ auto-agglu- 
tinins.”” In normal human serum the amount of these 
substances is generally enough to produce only a delicate 
peer which disappears upon — beyond 1: 10 
or 1: 20 

Auto-agglutinins of this type have "eitcactail the 
attention of physicians from time to time when they have 
been manifest even at room temperature and so inter- 
fered with the cross-matching of blood for transfusion. 
Such occasions are rare; in the routine examination of 
10,000 specimens of blood, Shooter found 29 exhibiting a 
cold agglutinin active at a temperature of 19°—23° C.'9 
The state of health of the donors is not stated, though 
usually in the past the phenomenon has been noted in 
association with illness. Among the diseases repre- 
sented in the literature are ea or hypertrophic 
cirrhosis of the liver,”* hemo ytic icterus,** secondary 
anemia of pregnancy,* pernicious anemia,* pneu- 
monia,? 51822 and leukemia.’ * % In each of these 
conditions the number of case reports is small, and the 
total of the entire lot is probably not greater than 38." 
Cohen and Jones observed auto-agglutination in a patient 
with pernicious anemia. They thereupon examined the 
. blogd of 300 more individuals among whom there were 
— examples of pernicious anzmia, cirrhosis of the liver, 
hemolytic icterus, and secondary anzmias, but failed to 
find auto-agglutinins again.* Auto-agglutinins of high 
degree thus would appear to occur rarely and without 


regularity in a number of diseases that are unrelated * 


nosologically. 

On the other hand, there are at least two human dis- 
orders in which auto-antibodies acting at low tempera- 
tures upon the homologous erythrocyte are found with 
such uniformity that the reaction may be employed as a 
diagnostic measure. They are paroxysmal hsemoglobin- 
uria and trypanosomiasis. In the first of these con- 
ditions the immunological mechanism is both familiar and 
specific, being intimately concerned with the clinical 
manifestations. In human trypanosomiasis it has long 
been known that auto-agglutination occurs frequently, 
and in ordinary cover-glass smears of blood masses 
of clumped cells may be seen.‘ “* Yorke ™ studied 
the serum of animals infected with various species of 
trypanosomes and demonstrated the regular develop- 
ment of a cold agglutinin most effective at 0° C. and 
inactive at 37° C. He showed, moreover, that there 
was no correlation between the degree of anemia and the 
presence of the agglutinin, and concluded, ‘* In the light 
of the information obtainable a well-marked degree of 
auto-agglutination of the red blood-cells is an extremely 
rare occurrence, apart from infection with trypanosomes.’ 
The relation of these more or less specific auto-antibodies 
to the non-specific cold. agglutinins: will be considered 
later in the present paper. 

Meanwhile, it should be pointed out that on the basis 
of our present knowledge one is hardly justified in the 
assumption that the non-specific auto-agglutinins or cold 
agglutinins as described in the literature re nt a single 
agent. There are striking similarities in behaviour, yet 
in the reports of the cases showing agglutinin interfering 
with the cross-matching of blood the thermal amplitude 
of activity is often omitted from the data. Moreover, in 
the instances in which attempts were made to study the 
range of biological activity of the agglutinins there 

—— to be ‘differences from case to case. Thus, the 
ect on rabbit cells is described as both greater * and 
less 5 than on human cells. Another contributor found 
that his patient did not belong te any of the known 
blood- -groups, and. while the serum acted upon the 
individual’s own cells in the titre 1 : 1600, it had a much 
less powerful effect on cells of group A and group B.*+ 
Furthermore, in contrast to the situation obtaining in the 
human subject, an auto-aggiutinin produced experi- 
mentally in rabbits by repeated withdrawal of blood is 
shown to be as efficacious at 22° C. as at0°C.7 However, 
for practical purposes the criteria generally laid down for 
the definition of non-specific cold agglutinin may be 
accepted. These are rally taken to be (a) that 
activity is greatest at 0°-5° C. and diminishes as tempera- 
ture increases, disappearing entirely at 37° C., and (6) that 
the effect extends to human erythrocytes of all blood- 
groups and usually to a variety of animal cells as well. 


[sows 19, 1943 


. SEROLOGICAL METHOD 

In the investigations presented here a titative 
titration of the cold agglutinin in 421 samples of blood 
from 219 individuals was carried out. The serum was 
generally allowed to ys ee ae at room temperature. iy 
some instances, the blood was placed at 37° C. soon 
after withdrawal from the subjects and kept at this 
temperature until clot-retraction occurred, whereupon it 
was quickly centrifuged ahd the serum removed. Itsoon 
appeared, however, that while the latter method of 
manipulation did result in a slightly higher titre of agghu- 
tinin, it was for various reasons inconvenient. * Moreover, 
the magnitude of the difference so detected was slight and 
insufficient to affect materially the gradient of the 
change seen in atypical pneumonia. 

Serial dilutions of 0-3 ml. serum in equal amounts of 
saline solution were made in small test-tubes. 0-1 ml. of 
3% suspension of washed up O human erythrocytes 
was added te each tube and the racks were set in a refri- 
gerator maintaining a temperature of about 5° C. On 
the following morning readings were taken immediately 
upon removal of the tubes Senth. the cold. 

Agglutination was observed by first flip pping the tube to 
see if a solid disk of agglutinated cells had formed, The 
end-point of highest titre was defined with the aid of a 
hand lens after the deposit of cells had been resuspended 
in the fluid by rapid back-and-forth rotation of the tube 
while it was being held vertically between the palms. 
This is essentially the method commonly employed tv 
read specific immune agglutinations, such as that.of sheep 
cells in the well-known test for infectious mononucleosis. 
A definite correlation could be demonstrated between the 
formation of a disk and the height of titre. With ser: 
containing a normal amount of cold agglutinin disks arv 
almost never seen even in the low titre 1 : 2, whereas they 
may be found in several tubes if titre is high. 

Upon finding an abnormal titre, in order to ensure that 
the reaction was dependent on low temperature, the 
system was transferred to an incubator at 37° C. and « 
reading taken after the cells had settled. Whenever 
possible the serum was also set up against the individual’s 
own cells to demonstrate auto-agglutination. ‘This test 
was performed in about one-fourth of the cases showing 4 
high titre of cold aggiutinin for group O cells and in every 
instance an auto-agglutinin of approximately equal power 
was exhibited. 

The group O cells used were obtained from a smal! 
number of normal individuals. The blood type of these 
donors was determined by the use of human sera chosen 
for their high content of iso-agglutinins. 


SELECTION OF CASES 
“The patients include adult civilians as well as members 
of the armies of Great Britain and the United States, and 
they came under observation during the period May, 1942- 
March, 1943. The numerical distribution according to 
final clinical diagnosis is shown in the table. Many of the 


CLINICAL DIAGNOSES IN CASES EXAMINED FOR COLD 
AGGLUTININS 





~ 


No. of 


Diagnosis € 


No. of cases 


Atypical pneumonia :. ai 83 
“ Influenza ” or “‘grippe” .. 39 
Upper respiratory infections .. 26 
Pulmonary tuberculosis aa 15 
Mumps, uncomplicated . .. 13 
Measles w es 11 
Pneumococcus infeetion ce 10 
Typhus, murine zi “4 

Mumps with orchitis. . “Fs 

Toxic hepatitis @ 
Chronic osteomyelitis _ 
Infectious mononucleosis 
Pyelitis es és 
Psoriasis 

Rheumatoid arthritis . a 
Lymphogranuloma venereum 
Wassermann positive, pooled. . 


Total 


bd More than 150 specimens representing a a ‘humber of respiratory 
infections were kindly placed at our dispesal by Major T. 
MeNair Scott, whose foresight was responsible for Theis 
preservation several months before the present study was begun. 
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were seen by one or another of us (S. N., J.C. T.) 
and in the r the records were carefully examined. 
In a few instances, notably the cases of typhus fever,t 
and of walt iuibesatis:* 1"°S Ue enssintlind dete sore 
sup by other laboratories. The diagnosis of 
oe was ae ———- eos a examination 
o lungs. appropria ratory procedures 
were carried out whenever possible. 


RESULTS 

With the immunological method employed, we have 
found that the titre of cold agglutinins in normal serum 
is usually low and rarely exceeds 1:16. Among the 
disorders so far examined a regular elevation above this 
level has so far been found only im atypical pneumonia 
and in mumps complicated by orchitis. 

If, for the moment, the assumption be made that in the 
present survey the clini ical diagnosis as recorded in the 
hospital ehart is correct and nome 4 first approxi- 
mation to the 
contrast be- 
tween atyp- 
ical pneu- 
monia and 
other diseases 
may be ob- 
tained by 
random sam- 
pling without 
regard either 
to errors due 
to method or 
to any other 
factors that 
may be shown 
subsequently 
to influence 
the titre of 
cold agglu- 

tinin.~ 


In fig. 1 we 
have indieated graphically the maximum titres reached 











0 2 16 32 64 126 
TITRE 


Fig. 1—Maximum titre of cold agglutinins in 132 cases of 
miscellaneous infections used as controls. 


in all of the eases other than atypical a and 


mumps with -orchitis. It will be seen t in only 5 of 
the 132 did the level exceed the normal-limit of 1: 16 
and in none is it above 1:64. In fig. 2 the titres in 83 
unselected cases of atypical pneumonia are exhibited. 
More than half (44) possess a titre of at least 1 : 32, and 
23 (28%) run out to 1: 128 or beyond. It may be con- 
cluded that in so-called atypical pneumonia, as opposed to 
many other infectious diseases, large quantities of cold 
agglutinin frequently appear in the blood. 


TEMPORAL RELATIONSHIPS 


The cases of atypical pneumonia may now be con- 
sidered in some detail. After a careful examination of 
the records, 37 were found in which the diagnosis was 
acceptable and the serum showed a defin- 
itely abnormal amount of col 


group mee 1 group AB. Established statistical averages 
would us to anticipate nearly equal numbers of 
—- Oe and A; but in a series so small any deviation 
m expectancy is of doubtful significance. 
Some of these patients were seriously ill, others were 
not. The period of hospitalisation varied from 10 days 
to more than 2 months. Without giving detailed case- 
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Fig. 2—Maximum titre of cold agg in 63 t 
atypical pneumonia. 


er ee 


cases of 





histories, mention must be made of certain considerations 
in favour of the ype og of primary atypical pneumonia. 
Sputum from 24 of the 37 cases was injected intraperi- 
toneally into mice. A pneumococcus was recovered 4 
times ; the specific type was not determined. In the 

20 no pathogenic organism could be demon- 
strated. The bacteriological findings are thus similar 
to these described by Kneeland and Smetana® and 
Longcope “ for atypical pneumonia. The leucocyte 
count was almost always within normal limits : in 3 ex- 
tremely ill patients it reached 20,000 late in the disease. 
Of the 37 cases 15 showed involvement of the right upper 
lobe of the lung. Sulphonamide drugs were given in 
several instances but without benefit. It is worth noting 
that the development of cold agglutinin in high titre was 
not prevented by this form of therapy. 

On the above findings, 34 of the 46 remaining examples 
of atypical pneumonia may be eliminated from further 
consideration because samples of serum were available 
only at very early stages of the disease, or, in a few 
instances, because clinical data were inadequate. There 
remain 12 cases in which the titre of cold agglutinin was 
found to be within normal limits in blood specimens taken 
on or after the 10th day from onset. 

Of these 12 we believe 9 may well have had baeterial 
bronchopneumonia rather than primary atypical pneu- 
monia. It is recognised, of course, that the differential 
diagnosis is often impossible. Our grounds for believing 
that these 9 cases, considered as a group, may have repre- 
sented bacterial pneumonia, are that in every one 
pneumococci had n recovered from the sputum, and 
that the involvement of the lungs as shown hy roentgeno- 
grams was always limited to one of the lower lobes. This 
latter fact cannot be offered as an argument for bacterial 
pneumonia but it does show that involvement of upper 
lobes—strong evidence for primary atypical pneumonia 
—was not seen. Moreover, from the point of view of 
elinical findings these cases might well have been called 





Samples of blood cacoter tee agg me 
stages of disease in single cases were tested 
and depict the manner in whieh the level 
of cold agglutinins changes as the illness 
progresses. In fig. 3 the titres for all 
specimens are plotted, by scattering, 

against time. It will be seen that the titre 
remajns within normal limits during the 
first week, usually rises rather precipitously 
soon thereafter, and reaches a peak at some 
time between the 10th and 20th day from 
onset of respiratory symptoms. Some 
degree of elevatiqgn may t for an 


2048 
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persis 
appreciable period, and the return to normal 
may not occur for a few months. Insofar 
as this aspect of its behaviour is concerned, 
the cold agghatinin in atypical voted grownants 
thus closely resembles the orthodox specific 
immune bodies. 

The blood-greup of 27 of these patients 
was determined and found to be distributed 
as follows: 17 group O; 7 group A; 2 
t Serum samples 


seprmedtr Wier X. . 0. Mills 
; t Tested by ae by ie kindly uart-Harris. RAMC, 
for cattbedy" te influenza virus 
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Fig. 3~Temporal. development of cold agglutinins in 37 cases of atypical 


pneumonia, 
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““secondary bronchopneumonia ’’ were it not for the 
tendency in recent years to call all bronchopneumonia in 
young adults ‘‘ atypical.” 

i y, there are 3 cases of pneumonia which was in all 
probability atypical who failed to develop cold agglu- 
tinins. Two samples of serum were examined in each. 
While this finding may be accepted as indubitable, it can 
be interpreted in several ways, and in view of the small 
number of observations its significance is difficult to 
assess. 

- PNEUMOCOCCUS PNEUMONIA 


We had hoped to be able to show clearly the behaviour 
of cold agglutinins in classical pneumococcus lobar 
pneumonia. Up to the time of writing few examples 
of this disease- have come under our observation. 
Moreover, owing to circumstances beyond our control, 
such as the exigencies of war and the excusable ten- 
dency on the part of physicians to administer sulphon- 
amides at the earliest possible moment, difficulties have 
been encountered in the bacteriological examination of 
sputum. Ten cases of probable pneumococcus pneu- 
monia, including 2 definite type 1 infections, have been 
studied carefully and we have not yet seen in any of these 

a significant rise in titre of cold agglutinin during the 
: dor third week. A rigid demonstration of the 
— validity of our belief that pneumococcus pneumonia 
thus differs paola, from primary atypical pneu- 
monia must be left to time and to others more suit- 
ably situated to study the problem. Evidence for 
this idea is to some extent copptind by the recorded 
examples of pneumonia in which auto-agglutinins have 
interfered with the cross-matching of blood for trans- 
fusion. We have been able to find in the literature but 4 
contributions on this subject, describing 6 cases.* * 1* ™ 
One is labelled “‘ lobar pneumonia ’’ but.may be dismissed 
inasmuch as no clinical or bacteriological data are given.? 
Two can be classed definitely with current atypical 

meumonia.** Clough and Richter’s patient had pro- 
onged “* bronchopneumonia ’’ and pneumococci were not 
found in the sputum.5 Sherman’s observations do not 
include sputum examinations, but one case he calls 
*influenzal pneumonia.” The other surely bears no 
great resemblance to typical pneumococcus pneumonia, 
inasmuch as ‘‘ both bases ”’ were involved, a crisis did not 
occur, and the patient was ill enough at the end of the 
third week of disease to warrant transfusion.’* ~On the 
other hand, it is notable that during the past 25 years or 
more many cases of pneumococcus lobar pneumonia 
must have received transfusions, yet no record of auto- 
agglutination occurring in association therewith has been 
uncovered. 


OTHER RESPIRATORY INFECTIONS 


Sera containing large amounts of antibody § to 
influenza ‘“‘B” virus normal titres of cold 
——— We could find no change in titre in chronic 

vanced pulmonary tuberculosis, or during convalesc- 
ence from upper respiratory infections such as hemolytic 
> aimee sore-throat, sinusitis; and the common 
cold. . 

“ DISCUSSION 


The data may be considered with regard both to 
immunological and clinicalimport. ‘ | “ 
In the first place, inasmuch as the cold agglutinins have 
been referred to as ‘‘ non-specific ” it might be thought 
that they represent merely some nondescript substances 
derived, perhaps, from necrosis of lung tissue. That this 
is not the case is shown by their failure to appear in 
advanced tuberculosis. Another possibility that might 
be entertained is drawn from Hughes’s demonstration of a 
proceptoees in the blood in the acute phase of yellow 
ever.’ This material is found in the albumin fraction of 
serum. It is not virus, but rather forms in amounts 
directly proportional to*the severity of illness. “It 
behaves as an antigen in reacting with convalescent 
serum. But the situation obtaining in yet gree pneu- 
monia bears noresemblance. The titre of cold agglutinin 
would appear to be largely independent of the extent of 
involvement of pulmonary parenchyma and the intensity 
of the disease. We have recently seen a girl going about 
her routine work as usual with what she thought was only 
§ Tested for inhibitory effect on the Hirst chick-cell agglutination, 
by Major Stuart-Harris. 





“an unusually bad cough.’’ The titre of cold agglutinin 
was found tobe 1: 1000,though X-ray examination of the 
lungs disclosed no abnormality. Moreover, the agglutinin 
plays the part of antibody, not antigen, in the serological 
system. 

Wiener, in his monograph on blood-groups, clearly 
indicates the lack of a sharp line separating non-specific 
cold agglutinins from specific antibodies.** Both may be 
absorbed by appropriate substrata. Clough and Richter 
showed that the cold agglutinin in their case was precipi- 
tated with the globulins of the serum, a finding likewise 
consistent with its being antibody. That the substance 
is stable is attested by our finding high activity in a serum 
preserved for 9 months in the refrigerator. Furthermore, 
the present study indicates that in‘ manner of develop 
ment there is a striking similarity to specific immune 
substances. ; 

In view of the high degree of specificity exhibited by 
most serological phenomena the probability that agglu- 
tination is here no exception to the rule must be recog- 

i From this standpoint two general hypotheses may 
be considered. The cold agglutinin in atypical pneu- 
monia could be specific for an infectious agent. Inas- 
much as the disorder is thought to be caused by virus, 
or a number of viruses,*® one might suppose that the 
human erythrocyte is equipped with an antigenic com- 
ponent which closely resembles some element in the virus 
particle. This is to say that there might be a hetero- 
genetic relation between red blood-cell and virus similar 
to that existing among the Forssman’s antigens.’ 

A second tentative explanation is prompted by a 
consideration of the relation. of cold agglutinins to 
auto-antibedies. Mention was made earlier of the fact 
that so-called non-specific cold agglutinins, insofar as 
they affect the cells of the individual in whose serum they 
appear, may be termed auto-agglutinins. In atypical 
pneumonia, likewise, the cold agglutinin has shown a 
high degree of auto-agglutination. In this regard indeed 
the disease appears to fall into the serological class 
exemplified by paroxysmal hemogiobinuria and trypano- 
somiasis. It has been pointed out that the autoagglu- 
tinins of both of these conditions act most powerfully 
in the cold. Thus, in human serological systems there 
is this explicit reciprocal relation, to wit : celd agglutinins 
are likely to include an appreciable quantity of auto- 
agglutinin and, conversely, auto-agglutinins are largely 
“cold ’’ agglutinins. In his discussion of organ specific 
antigens, Landsteiner states, in part, “ The authors 
maintained that the antibodies effective in the Wasser- 
mann reactions are produced in consequence of an 
‘ auto-immunisation.’ with components of pathologically 
altered tissues, aided, perhaps, by proteins of the spiro- - 
cheetes (Weil and Braun, Sachs). An analogous explana- 





Legends to Illustrations on Plate 


COLONEL DREW, MAJOR SAMUEL, CAPTAIN BALL 

Fig. 1 (Case 1)}—Small area of consolidation in left lower lobe on 
day after admission. 

Fig. 1 (Case 4)—W area of consolidation in left mid 
oe ake loge yt te Ty 

Fig. ut—Same case 11 days later. Slight residual striation in 
affected area. Left hilar glands still moderately enlarged. 

Fic. rv (Case 3}—Area of consolidation in right upper lobe extend- 
ing to an enlarged right hilar shadow. (Day after admission.) 

Fic. v—Same case 5 days later. Disappearance of the lesion. 
Residual mottling in right upper lobe. ns 

Fic. yi—Same case after another week. Normal lung fields. 
Slight residual enlargement of hilar glands. 

Fic. vit-(Case 6)}—Large area of consolidation in peripheral part o! 
right lower lobe. Hilar glands on both sides are moderately 
enlarged. (Five days after onset.) = 

Fic. vu (Case 7}—Opacity in right cardiophrenie angle. A 
‘tenis pattern is visible ehrowgh this ouetlty: (Two day: 
after admission.) ‘ 

Fic. 1x (Case 5)—Area of mottling in peripheral part of right upper 
lobe. (Two days after admission.) 


Fic. x-(Case 2}—Ground-glass appearance in right upper, middle 


and lower lobes. 
Fic. xi—Same case 6 days later. 
appearance in right lung. 
Fic. xu—Same case after another 5 days. Small area of con- 
solidation in axillary part of right upper lobe adjoining the 
minor interlobar septum. 


(Two days after admission.) © 
Partial loss of ground-glass 
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y ae the foenation of nis tiimaitiin: for 
human “in paroxysmal hemoglobinuria.” ‘* One 
could apply this reasoning further, and h that 
cold ugglutinins are formed in fea Laps pneumonia in 
response to an antigen y the action of an 
infectious agent, or agents, upon some tissue, perhaps 
specifically a component of the respiratory tract. It is 
of some interest in this regard, that ee 
occurs in mumps with orchitis. The organ-specific p 


perties of antigens Lsbcnger from testis * ig ry that 
gaia @ complex antigenic stimulus involving both virus 
and tissue is concerned in the immune mechanism. 
ith regard te atypical pneumonia, no experimental 
data are at hand to support one. of these conceptions 
rather than the other. th serve to emphasise, how- 
ever, that the cold aggl 
which has been masked by the heterogenicity of their 
relationships. The de of specificity could probably 
be expressed most easily in terms of range of activity 
upon the erythrocytes of the human genotypes and of 
various species of animals, but studies of this kind have 
not yet been carried out in comprehensive fashion. Our 
view is that the cold agglutinin in atypical pneumonia is 
related heterogenetically to some specific and funda- 
mentally distinctive poi of the infecting organisms ; 
whether this quality is possessed by more than one agent 
is a matter for Se vestiontton 
inns for the value of the Seongereenenls of cold agglu- 
or the classification and diagnosis of pneumonia 
be determined only after a much wider experience 
nae been gained. Attempts must be made to correlate 
the serological change with ological as well as 
bacteriological . In view of the mixed character 
of infections of the respiratory tract and the likelihood 
that secondary bacterial bronchopneumonia is often 
mistaken for atypi pneumonia, this task is not 
ine ortunately, the test for cold 
tinins is ships 
ether the subject will prove of interest to the 
epidemiologist will depend not only upon the above 
considerations but upon the sensitivity of the reactien. 
We have already mentioned the occurrence of a high titre 
in @ young woman in whom the diagnosis of acute bron- 
chitis had been made because X-ray examination failed 
to disclose a lesion in the parenchyma of the lung. 
From a different point of view much interest attachés 
also to the account in 1918 * of a clinical and serological 
pattern not unlike that described for atypical pneumonia 
today. ee per that the disease is not new, and may 
have oce sporadically for many years before 1939, 
when it assumed e Pe con proportions and thereupon 
achieved widespread recognition. 
SUMMARY. 
In a variety of diseases measurements. by titration 
have been made of cold agglutinins acting upon human 
é ee; of group O. High titres were found 


tion may ap 
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DR. BANKS, MAJOR McCARTNEY 
Fic. ut—Thrombotie necrosis and hemorrhage involving whole of 
gland except three small healthy areas at extremities. 
Fig. 1v—Commencing hemorrhage, almost confined to medulla 
in case of fulminating encephalitis. (x 160.) 
Fig. v—Pure hemorrhage in medulla and of sberag | case A— 
encephalitis and adrenal (x 95.) 
vi—Pure hemorrhage destroying cortex mee medulla in 
case A. From another part of the gland. (x 110.) 
Fig. Ns ag 1}—Hemorrhage and thrombotic necrosis in cortex 
x 
Fie. var (Case 2}—Thrombotic necrosis. 
Fig. tx (Case B)}—Thrombotic on in acute m -en 
litis with adrenal lesions. (x 610.) seas a 
Fie. _ ee A logs” cedema with focal inflammatory adrenalitis. 
x 
Fig. xt (Case orem focal adrenalitis in cortex in elderly 
subject. (x 82. ¢ 


DR. BRAILSFORD 
Fic. Br (Case 5)—(a) June 3. ical osteoclastoma of lower et 
f radius. (6) June 29, 1942. After radiation. A 
extension of tumour, with absorption of trabecule. (c) July 26. 
Further a ion of trabeculx, with fracture of lateral wall 
of cavity. (d) Deo. 17. Progressing consolidation. 


Fie. 


utinins may enjoy a specificity 


Poverora fe primary atypical pneumonia and the manner 
of their appearance is shown to be similar to that of 
specific antibody. 

On the other hand, many other common infections of 
the respiratory as have no evident influence on the 
titre of cold agglutinin 

The possible significance of this serologital difference 
has been discussed and the idea is advanced that it is 
specifically related to the nature of the infectious agent 
concerned. Certain implications for clinical medicine are 
briefly noted. , 
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PULMONARY COMPLICATIONS OF THE 
COMMON COLD AND SINUSITIS 


FINDINGS IN MASS RADIOGRAPHY 


. Shoote 
3 Smadel, J 


J. A. KENNEDY, MB LOND 
FLIGHT LIEUTENANT RAFVR 


THE published results of mass miniature radiography 
in the Royal Air Force relate only to pulmo tuber- 
culosis (Trail 1942, Trenchard 1943, Evans 1943). 
Among the many non-tuberculous abnormalities and 
pathological conditions discovered, the most striking 
have been transient pulmonary shadows, mostly confined 
to the lower zones, and associated in a high proportion of 
cases with the symptoms of a common cold. Such 
shadows have been variously attributed in the past to 
as pneumonitis,” ** aberrant pneumonia,” and “ atypical 
pneumonia ’’ to mention only a few appellations. 

The characteristic features of these pulmonary shadows 
are: (1) they are small, rarely occupying more than one 
zone of the lung field ; (2) they are rarely accompanied 
by constitutional disturbance; and (3) they regress 
spontaneously within two weeks in the majority of cases. 

This brief review covers 100 such cases discovered 
during routine radiographic examination. The patients 
were not radiographed because of any symptoms, but 
were examined after an abnormality had been detected 
on the miniature radiogram. All were followed up 
clinically and radiologically until the lung fields were 
elear or almost clear. 

Clinically the outstanding feature of these limited 

infections has been the statement by 74 of 


P 
the 100 patients that they have, or have had recently, 


a ‘‘ cold in the head.’’ The cold has consisted in a stuffy 
nose or rhinorrhoea followed within a few days (1-4) by 
the onset of cough, usually accompanied by a small 
amount of mucoid sputum. Of the 26 remaining cases, 
13 stated that they had cough and sputum of recent but 
unknown origin, 4 admitted a recent cold but denied. 
cough and sputum, and 9 denied a cold, cough or 
sputum. The seasonal incidence of the shadows is 
shown in the figure. 

The duration of symptoms before the radiographic 
examination was most often 7-14 days, which is interest- 
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ing because this was the time that had elapsed since the 
patients were first congregated in the large recruiting 
centres. A few cases had symptoms dating back as long 
as,6 weeks, the usual history being that they had con- 
tracted a bad cold which had failed to clear. In general 
there did not seem to be ony. relation between the 
duration of symptoms and the type and exterit of the 
pulmonary lesion, Pyrexia was found in only 11 cases. 
Several who ran a persistent temperature showed little 
clearance of the pulmonary lesion during three weeks, 
and all were reported as having infection of the nasal 
sinuses. Resolution of the pulmonary lesion “in these 
cases was delayed, and began only after the acute stage 
of sinusitis was past. Occasional other symptoms were 
pain of pleural type, anorexia and lassitude. Lassitude 
seems to be a more common accompaniment of non- 
tuberculous infections than of tuberculosis. It has been 
most surprising in many cases to find a considerable 
area of lung involvement unaccompanied by any con- 
stitutional disturbance, although there ei P — 
signs in the chest. 


RADIOLOGICAL FINDINGS 


In 49% of cases the lesions were on the right side ;. in 
30% they were on the left, and in 21% they were bilateral. 

20 ithin each lung 
82 field, the lower 
zones were 
more commonly 
affected than the 
middle or upper. 
An isolated .nid- 
zone lesion is rare, 
especially on the 
left side, whilst 
upper-zone lesions 
were found in 2 
cases only. It is 
noteworthy, how- 
ever, that in both 
of these the 
radiological 
appearances were 
very similar to 
those of early 
tuberculous infiltration (Assmann’s focus). 

The distribution of lesions is what one would expect 
from a descending infection; the right lower zone is 
infected more than others, probably because it is in the 
most direct line with the trachea. Lateral radiography 
indicates that the basal lesions are nearly always in the 

terior and axillary basal branches of the lower-lobe 
ronchus. Middle-lobe lesions are uncommon. 

The extent of the lesions seems to be maximal within 
2 or 3 days of the appearance of the upper iratory 
infection, and clearance is usually complete within 2 or 
3 weeks. . The few casesin which the lesions have extended 
have all been found to have continued nasal infection in 
the form of sinusitis. None have been encountered in 
which the lesions have resofved in one area to reappear 
in another—the so-called migratory pneumonia. 

Radiologically the lesions have fallen ipto three main 
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Monthly incidence of minor pulmonary infections. 





ia.—The lesions in this group are ill- 
defined mottled Shadows, varying in size from @ small area 
of loss of. translucency in the costophrenic angle to pseudo- 
lobar consolidation. of the one or more ts of a lobe. 
Bron ie shadows are nearly ys basal, and 
usually regress rapidly, The cases which had gross infection 
of the upper eee pat f tract in the form of sinusitis always 
oe this type of lesion. 

Pneumonma,—This term is applied to lesions character-_ 
ined by @ circumscribed area of faint loss of translucency— 
——® ground-glass appearance. In no case was the loss of 
translucency as great as in the pneumococcal lobar pneumonia 
~the densest shadows in this series have been formed by the 
confi h mictype. These pneumonic shadows 
appear to have two sites of eleetion—the right cardiophrenic 
angle and the left lower zone, appearing on the postero-anterior 
film as being partially overlapped by the left cardiac border. 

3. Basal striations.—There seem to be two types of basal 
striation. : 

The first is seen as wide soft tubular shadows, sometimes 
with a clear central space, descending downwards and out- 





wards from the lower pole of the hilim. They bifureate 
only occasionally, decrease but little in width after each 
bifureation, They appear unlike vascular shadows and are, 
moreover, often accom by sibili and rhonchi: they are 
therefore called bronchitic shadow: 

The second type of basal atristion i is much smaller, and more 
irregular in distribution, often presenting a network appear- 
ance. It is seen during the stages of resolution of the broncho- 
pneumonic and pneumonic types, occupying a rather larger 
area than that covered by the original lesion, If the original 
lesion has been extensive, the network commonly drains 
ite the hilum, the individual lines becoming more 
paralle. * Peay proach the hilum, thus producimg an 
enlarged h hay Br oi In most cases, however, the Sl 
shadow is roe amend: This type of striation has been called 
the drainage type, and probably represents hyperemia and 
lymphatic engorgement. 

It is unusual to find any one of these types of shadow 
present in pure form. Basal striation is always present 
with both the bronchopneumonic and pneumonic types 
and persists for a short while after the resolution of the 
latter. lesions. Further the bronchitic markings . are 
commonly seen alone, especially on the side opposite to 
a bronchopneumonic lesion. In bilateral lesions, there 
may be a pneumonic type on one side and a broncho- 
pneumonic type on the other—in fact any combination 
of types may be seen. 


DISCUSSION 


The cause of these limited transient pulmonary lesion: 
seems to lie in the upper respiratory tract. It is sug- 
gested that the descending infection may be arrested 
at any point in the bronehial tree, the actual site depend - 
ing on the general and local defence. mechanisms and the 
cod selelagieel solemaaime, aestek pee Deronae os 
an ological ap epend upon the s at 
which the infection is halted. 

In many cases the invasion is checked at an early 
stage—i.e., in bronchi of the 2nd and 3rd order, here 

producing an acute localised bronchitis. In such cases 
the bronchi often become visible on the X-ray film as 
wide tubular shadows, already described under the term 
bronchitic shadows. . It has hewn found that the physica! 
signs most commonly accompanying such an appearance 
are sibili and rhonchi heard in early inspiration and 
indicating swelling and increased secretion of the 
bronchial mucosa. The bronchitic shadows persist 
for a short while after the disappearance of the physica! 


signs. 

Should the infection progress further, it will involve 
the smaller bronchi, bronchioles and alveoli, giving rise 
to a bronchopneumonia. The radiological signs have 
been given above, and are usually accompanied by moist 
rales and crepitations heard in mid and early inspiration. 
It is not uncommon to find some small degree of collapse 
in. many bronchopneumonic areas, as evi by 
bunching of the bronchi ; a return to normal takes place 
with resolution of the lesion. The middle lobe, however, 
is peculiar in that minor degrees of collapse often persist 
many weeks after the clearance of the initial lesions. 
The bronchopneumonic lesions associated with sinusitis 
are usually more extensive than those dependent upon a 
simple coryzal rhinitis ; they tend to become conftuent 
and occupy one or more segments of a lobe. When this 
is so, and when the a is superficial, the nr 
note may be diminished 

The pneumonic t . as characterised by the 
glass areas of loss 0 translucency, is more doubtful * 
interpretation. It ma t a stage of low-grade 
alveolar infection or of deficient aeration resultant, upon 
swelling of the mucosa of the smaller bronehi and 
bronchioles. Clinically such areas are often silent, as 
might be expected from their usual small size and ori 
Occasionally however a few fine late inspiratory crepita- 
tions may be heard. 

’ It is interesting ¢o note that 4 cases of bronchiolitis 
obliterans have been. beought to light by semaine radio- 
graphic exa tion. e radiological appearance- 
were those of multiple discrete millet- opacities 
scattered evenly throughout the lung fields. In one 
case however these appearances were confined to the 
left lower zone. The only discoverable cause in 3 of 
the 4 cases has been a recent cold, ar it is Sap ic that 
in these cases the descending infection has shown a 
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predilection for the terminal bronchioles. Resohation 
is a lengthy process, although there has been consider- 
able clearance, without resultant emphysema, within 
two months. 

The fact that all types of lesions, except bronchiolitis 
obliterans, show s regression within 2 or 3 
— is important in differentiating them from similar 

radiological appearances to be seen in tubereulosis, 
beonehidebiete, carcinoma of the bronchus, and lung 
abscess. True atypical panna o-= rise to greater 
constitutional symptoms ; pyre is always present ; 
and resolution is delayed for po ie. weeks—alth: ough 
this criterion is not oo, by ramen 4 (1943). 

The importance: of chronic infections of the upper 
respiratory. tract in the production of bronchiectasis can 
be anet from these findings, and it can be no accident 
that various investigators have reported a high incidence 
of sinus infection in cases of bronchiectasis. 


SUMMARY 


In 100 cases in which transient pulmonary shadows 
were detected by mass radiography the radiological 
appearances fall into three main groups—broncho- 
phneumonic, pneumonic and basal striations. yaa last 
group comprises ‘‘ bronchitic’ and ‘‘ drai 

Radiologically the lesions are small, and cto nearly 
always regress spontaneously within 2 or 3 week: 
Clinically constitutional symptoms, apart from a pert 
and asmall amount of mucoid sputum, arerare. Physical 
signs are usually present, but an X-ray film is needed 
to show the extent and type of the lesion. 

The lesions are probably the result of infection 
descending from the upper respiratory tract. 

I am indebted to Wing-Commander R. R. Trail and 
Squadron-Leader H. J. Trenchard for their helpful criticism 
and suggestions, and to Flight Lieutenent L. G. Scott for 
his careful ease-reeords. 
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(Jlustrations on Plate) 


THE capillaries and perivascular tissue of the brain 
and cord can be invaded in certain fulminating and acute 
cases of meningococcal infection, producing capillary 


thrombosis, hemorrhages, perivascular cuffing or even 
abscess. This form of encephalomyelitis 
may be present with bilateral adrenal 
hemorrhage (Banks and The com- 


bination is probably not wncommon in severe cases 
during an epidemie—it was present in 3 out of 9 fatal 
clearhprsecognined, although Mackagan ani Cooke (1010) 
cle; “rec ac ( 
made elinical observations ive of this combination 
and Sacks (1937) drew attention to the cerebral lesions 
in one fatal case of — hemorrhage due 


, but the Sekai lesion is just as 


peer overlooked. That it has in fact been ‘overlooked 


is suggested by the 5 pew work on the now well- . 


known meningococcal adrenal syndrome (fulminating 
septicemia, massive and bilateral adrenal 
heemorrha The later clinical descriptions of this 
syndrome Socina ude not only signs of toxemia and adrenal 
deficiency but also such signs as coma and rapid 
stertorous breathing, which in a clinical picture of 
acute meningococcal infection are very suggestive of 
encephalitis. 

Evidence is submitted in this paper that the meningo- 
eoccal adrenal syndrome as at present understood is 
not a single entity but is composite. It can be differenti- 
ated into a pure adrenal syndrome, in which the main 
organic lesion is confined to the suprarenals, and a mixed 


or encephalitic adrenal im ray ener in which significant 
lesions are present in both the brain tissue and the 
suprarenals. The pure adrenal syndrome does not seem 
to be imvariably fatal. With modern treatment a 
“ pecovery adrenal syndrome ’’ is being developed, which 
is specific only in its evolution, happy termination and 
absence of direct pathological proof. Evidence is 
also submitted here as to the various adrenal lesions 
which may be present in meningococcal disease. They 
do not all consist of pure adrenal hemorrhage. Throm- 
botie necrosis affect the greater part of the glands 
is not uncommon. One case is described in which the 
main lesion a ee to be a gross edema of the gland 
accompanied by focal areas of inflammatory adrenalitis, 


and in another case composite lesions are described 
including hemorrhage, thrombosis, cedema and focal 


is. 

Voelcker (1894), of the Middlesex Hospital, was the 
first to describe a case of fulminating illmess associated 
with an extensive petechial eruption and double adrenal 
hemorrhage. He was followed, among others, by 
Andrewes (1898), Garrod and Drysdale (1898), Batten 
(1898), Talbot (1900), and Blaker and Bailey (1901). 
In Batten’s case the hemorrhage was unilatera! and 
right-sided. Dudgeon (1904) described 4 cases, one 
associated with Staphylococcus aureus and albus and one 
with pneumococcus cultured post mortem from the 
heart’s blood, organisms which were not necessarily 
ztiological. 

Graham-Little (1901) was the first to collect and 
classify the reported cases (11 young children) as a 
distinct clinical entity with a striking symptom-complex, 
sudden onset, vomiting, diarrhoea, restlessness, sudden 
appearance of purpuric eruption and death within 
24 hours (coma not mentioned). At autopsy the only 
gross feature observed was bilateral adrenal ease 

Andrewes (1906) described, in a man aged 53, the first 
case of meningococcal septicemia in which the organism 
was demonstrated in blood-films. It was a fulminating 
case without meningitis, and with bilateral adrehal 

orrhage. The clinical examination had shown an 
imperceptible pulse and a non-comatose though drowsy 
patient who could be roused up to a few minutes before 
death. Although Andrewes was primarily concerned 
with the demonstration of meningocoéceemia by blood 
films, this case seems a good example of the pure menin- 
gococeal adrenal syndrome. Ten years, ,however, 
elapsed before the association of the meningococcus with 
bilateral adrenal hemorrhage was definitely recognised 
(MacLagan and Cooke 1916). Waterhouse (i911) col- 
lected 14 eases, and described one in which rapid breathing 
and cyanosis were noted. He added nothing material 
to previous descriptions and shed no light on the etiology. 
Friderichsen of Copenhagen (1918) described a case, 


. mentioned cyanosis and semicoma and likewise added 


nothing to the etiology. MacLagan and Cooke (1916), 
with experience of a considerable epidemic, distinguished 
two fulminating meningococcal types with adrenal 
hzmorrhage, one in which there was consciousness to 
the end and clear spinal fluid (probably the pure adrenal 

syndrome) and one in which there were meningeal signs 
followed later by general flaccidity, stertorous eager | 
cyanosis and a turbid spinal fluid (a description whic 
tallies with the encephalitic adrenal syndrome described 
in this paper). 

According to Magnusson (1934), the first case 
described outside this country was by Borberg (1913), 
the first German case by Victor (192%) and the first 
American cases by Rabinowitz (1923), who was moreover 
the first to diagnose the condition during life and who 
drew attention to the activity of the thymolymphatic 
system. It was Thomas (1931 ) who named the condition 
‘“syndrom von Waterhouse and Glanzmann (1933) 
who called it ‘“‘Syndrom von Waterhouse-Friderichsen,” 
a name which there seems no justification for retainimg. 

Excellent reviews of the syndrome were made by 
Magnusson (1934) who described a recovered case, 
Aegerter (1936), Sacks (1937) and Lindsay et al (1942). 
Recent short papers by Hughes (1940), Grace, Harrison 
and Davie (1940), MacKenzie (1941), Drummond and 
Tooke (1941), Monfort and Mehrling (1941) and Fox 
(1942) bring the total of reported cases to more than a 
hundred. The vast majority of these were meningococcal 
(probably 60%-70%) but the pneumococcus, staphylo- 


- 
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coccus, hemolytic streptococcus, Pfeiffer’s bacillus and 
Neisseria flava II are among the organisms incriminated. 

The biochemical aspect seems to have been first 
mentioned by Baumann (1931) and by Magnusson 
{1934), who described hypoglycemia of 27-39 mg. per 
100 c.cm. and raised non-protein nitrogen (105-131 mg. 
pr 100 c.cm.). Bamatter (1934) did not find a low 

lood-sugar. Carey (1940), in a recovered case, found 
Na,K, glucose and non-protein N within normal limits, 
but plasma bicarbonate was reduced. 

The clinical syndrome was enlarged by Magnusson 
(1934), who described the striking cyanosis, sometimes 
amounting to an Sy aT like post-mortem lividity, 
which might vary for a time or even alternate with 
pallor. He also stressed as signs, unconsciousness, rapid 
shallow groaning respiration, often of Cheyne-Stokes 
type. Aegerter’s description of the syndrome included 
stupor, semicoma or coma with rapid respirations and 
low blood-pressure. He was the first to suggest the use 
of adrenal cortical extract and adrenaline and sodium 
chloride in treatment. Sacks (1937) emphasised cyanosis, 
tachypnoea and mobile ale nasi (often leading to an 
erroneous diagnosis of pneumonia); a toxic, often 
comatose child with rapid stertorous and terminal 
Cheyne-Stokes breathing; nuchal rigidity absent or 
- only-faintly present. He noted in a type i pneumococcal 
ease that the brain showed porte fy petechial hzemor- 
rhages, ‘‘ a hitherto unmentioned pathological finding . . 
which may be of significance as the background of the 
coma and convulsions often seen in these cases.’’ Drum- 
mond and Tooke (1941) described a case in which 
perivascular hemorrhages were found in the brain. 
Banks and McCartney (1942) described among 3 cases of 
fulminating meningococcal a in young children, 
one with gross bilateral adrenal hemorrhage (there was 


another with commencing adrenal hemorrhage), and 
among 3 cases of acute widespread encephalomeningitis 
one with adrenal hemorrhage and extensive thrombotic 
necrosis. 

Few recoveries from the syndrome have been claimed. 
Harries (1940) claimed recovery in 3 cases’ with imper- 
ceptible pulse. Carey’s case (1940) is well documented. 


There was very low blood-pressure gradually rising 
under treatment with adrenal cortical extract, saline 
infusions and sulphanilamide. Meningitis was absent 
in the most acute phase but developed for a short time 
as the adrenal symptoms improved. The biochemical 
findings were inconclusive. 

The following brief case-reports are examples of adrenal 
syndromes and lesions which have come under our 
observation. 


The Pure Adrenal Syndrome 


Clinical.—Sudden onset, fulminating septicemia, 
petechial and blotchy purpuric rash, poor or imper- 
ceptible pulse, very low blood-pressure, greyish pallor, 
variable cyanosis, restlessness, vomiting and often 
diarrhoea, neck-rigidity slight or absent, otherwise 
general flaccidity, mental condition clear to the end, usually 
fatal within 24 ‘hours but recovery possible. 

Pathological.—Thrombotic necrosis with hemorrhage, 
pure hemorrhage'and the lesions of unknown nature 
present in the recovered cases. 


ADRENAL LESION : THROMBOTIC NECROSIS AND 
HEMORRHAGE 
CasE 1.—Female, aged 34 years, admitted July 12, 1941. 
Sudden onset shivering, vomiting and diarrhoea 8-10 hours 
and purpuric rash 6 hours. before admission. 


On admission, fully conscious, mentally alert, but restless, . 


shocked, ill and feeling sick. Petechial and purpuric eruption 
general with some large uric blotches. Heart sounds 
faint; pulse imperceptible at wrist ; blood-pressure 70/40 
mm, Hg. No meningeal signs. Blood-culture: meningo- 
coecus group I. mek fluid clear and under very low 
pressure; contained 25 cells per c.mm., all mononuclears. 
Treatment on admission: 2 g. sulphathiazole iv. and 2 g. 
by mouth 2 hours later: 10 c.cm, ‘ Eucortone’ i.m.; normal 
saline by. intravenous drip. Two hours after admission, 
hands, feet and legs cold and felt “‘dead’’; pulse still im- 
perceptible ; BP 70/55 mm. Hg (faint sounds only). Five 
hours after admission vomited black blood ; died five minutes 
later. She was fully conscious and able to converse to the end, 
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Mathoas <—-Numerous petechis in watibile intestinal wall, 
pericardium and pleura ; both adrenals plum-coloured, with 
structure of medulla and cortex obliterated ; meninges and 
choroid plexus congested ; no meningeal exudate. Sections 
of both adrenals exactly similar—a narrow zone of hemor. 
rhage around the periphery, and the bulk of medulla and cortex 
necrosed with nearly all the large vessels in the medulla 
thrombosed ;_ necrosed cells mostly out of alignment and 
separated by hemorrhage; palisade arrangement in cortex 
broken up (fig. viron plate) ; much blood pigment ; capsular 
vessels not thrombosed. Sections of cerebral cortex, mid. 
brain and pons showed only congestion and oedema, with an 
occasional] minute hemorrhage. 

Case 2.—Female,. aged 14 years, admitted St. Alfege’s 
Hospital (care of Dr. Eli Davis) Feb. 26, 1942, at 10.20 px. 
Catarrh for a week ; absolutely well until morning of admis- 
sion when woke with swollen legs and arms, headache and 
vomiting ; rash came out in afternoon ; slight sore throat ; 
quite conscious but occasional mild delirium. 

On admission, massive purpuric hemorrhages 2-6 em. wide 
covering face, trunk, limbs, buccal mucous membrane and 
conjunctiva ; neck rigid ; Kernig + ; eyes normal ; reflexes 
normal ; no ‘swelling of joints. T. 101° F.; P, 120 (very poor 
volume) ; R. 42 per min.; no chest signs. Spinal fluid 
pressure slightly increased ; clear ; few polymorphs ; protein 
95mg. per 100 c.cm.; numerous meningococci (examined 
next day). Treatment: 3 g. sulphapyridine at once, 3 g. in 
2 hours, then 1-5 g. 4 hourly. Ise very poor all night : 
died 7.5 am on 27th after 24 hours illness. She was conscious 
to the end. 

Autopsy.—Massive hemorrhages in skin and all mucous 
and serous membranes. One petechial hemorrhage in cardiac: 
muscle (2 e.cm. diam.). Brain and cord: meningitis ; 
eedema. Massive hemorrhage into both adrenals. Sections. 
Brain: cortex, internal capsule, midbrain, pons, medulla, 
cervical and’ lumbar cord show acute purulént meningitis 
and odema of the nervous tissue; in internal capsule a large 
vessel and surrounding tributaries are packed with polymorphs, 
suggestive of bacterial embolus. Adrenals: extensive 
hemorrhage involving whole of medulla and cortex except 
for ‘a thin outer ring; the hemorrhage encloses areas of 
necrosis throughout ; islets of cortical cells pushed out of 
position by the hemorrhage; hemorrhage much more 
extensive than the necrosis; the large medullary vessels 
in some parts are thrombosed (fg. vy). Skin: congestion and 
hemorrhage in vessels below thg épidermis and in the fatty 
subcutaneous tissue ; no thrombosis seen. 


CasE 3.—Male, aged 19 years, admitted Jan. 18,1940. Sudden 
onset of nausea, vomiting and general pains about 16 hours 
before admission; then restlessness, delirium, general 
petechial and purpuric rash ; some neck stiffness. 

On admission, heart sounds faint and rapid. T. 99° F.; 
P. 118 per-min., poor quality. Blood-culture grew anomalous 
group II meningococcus ; gram-negative diplocoeci seen in 


Fig. \—Meningococcal adrenal syndrome, fatal case : septicamia, massive 
purpura, no eye’ ys teral adrenal haemorrhage and throm- 
botic necrosis. (Case 3. 


blood-films. Spinal fluid clear, under pressure ; contained 
1 white cell and numerous red cells in 1 c.mm, and grew two 
colonies meningococcus. White-cell count 12,900 per c.mm. 
(polymorphs 885%). Treatment: .2 g. sulphapyridine by 
mouth, 2 g. in 2. hours, then 1-5 g. 4-hourly. ight hours 
after admission condition much worse : pulse rapid and feeble 
and sometimes imperceptible; well-marked dyspnea of 
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air-hunger ” type, sitting up for breath (no chest signs) ; “ 


very restless ; rash much more confluent with purpuric areas 
1-3 inches in on face, onpn sol Dane. 39 a8 La acong 
ree, on mucous membranes, mouth, &e. ; 
Coffee-ground vomiting.” Died 36 hours after anak 3 rere 
less and tossing about, ut. able to answer questions to the end. 
Autopsy.—Both adrenals intensely hemorrhagic. Section 
showed massive thrombosis of nearly all the vessels and 
necrosis of the gland with rims of hemorrhage at the peri- 
phery. There were only three (very small) healthy areas in 
the section, one at each extremity and one at the top of the 
central lobule (fig. 1).. The brain was not sectioned. 


ADRENAL LESION ; PURE HAZ MORRHAGE 


CasE 4.—Female, aged 3, admitted at 10 pm on May 5, 1941. 
Had refused food at 6 am and vomited ; listless and irritable all 
day but conscious and rational until on her way to hospital ; 

rash on face and neck at 4 pm and purpuric areas all over body 
by 6 PM. 

On admission, pulseless and moribund; profuse general 
purpuric rash with some elements 4-inch in diameter ; exten- 
sive areas of cyanosis of skin and mucous membranes; died 
in 3 minutes. Five minutes aftér death post-mortem lividity 
was well advanced on arms, legs and all over back; post- 

mortem rigidity well-marked within half an hour. 

Autopsy oo pci tly dilated. Spleen much 
enlarged, congested ants plum-coloured ; most 
of medulla and See par part of cortex destroyed. Brain under 
tension, greatly congested and cedematous; meningeal 
vessels engorged but no meningeal exudate except slight 

turbidity in. the basal cisterns; choroid plexus congested ; 
ventricles and fluid normal. Cord soft and diffluent ; bulged 
on section. Cultures from cerebrospinal fluid of basal 
cisterns and ventricles, sterile. Sections of brain end cord 
showed trace of leptomeningitis ; congestion and cdem& in 
all sections ; no encephalitis or myelitis. Sections of adrenals 
showed severe hemorrhage involving almost the whole 
medulla and much of cortex, especially the reticular zone ; 
cortical cells necrosed and pashed out of alignment by the 
hemorrhage; cortical vessels dilated ; some areas of the 


cortex little affected ; no thrombosis of medullary vessels. 
(Note. Ne en were not, actually demonstrated in 


this case: the c died within 3 minutes of admission.) 
ADRENAL LESION ASSUMED (RECOVERY SYNDROME) 


The following three cases which recovered are classi- 
fied on the basis of their signs and symptoms as cases 
of the pure adrenal syndrome. 


Case 5. —Female, aged 7} years, admitted June 17,° 1942, 
at 9.30 pm. Sudden onset at midday, with vomiting, slight 
diarrhcea, increasing restlessness and drowsiness ; headache 
at 4°pm; petechial rash at 7 PM. 

On admission, greyish ‘pallor, slight cyanosis ; restless, 
irritable and drowsy but conscious of surroundings ; very ill. 
Petechial and purpuric rash general, with a few purpuric 
blotches $ inch -in diameter (fig. mu). Neck-rigidity slight, 
Kernig faintly “positive, reflexes normal. T. 103:8° F 
R. 38 per min. ; pulse just perceptible ; blood-pressure 86/50 
mm. Hg, one hour later 64/40. Spinal fluid clear, pressure 
about normal, cells 92 per c.mm. (polymorphs 80%); protein 
25, chlorides 710 mg. per 100 ¢.cm. ; meningococci group 1 
on culture. Treatment: 1 g. sul; athiazole sodium intra- 
venously, then 1 g, four-hourly for 12 hours by mouth ; 
glucose drinks, 10% glucose in normal saline rectally by 
continuous drip ; 4 c.cm. ‘ Eucogtone’ intramuscularly. 

June 18, 2-am. Condition worse, pulse at wrist just ‘felt 
(rate at apex 176 pet min.), colour very poor, tash increasing, 
very restless but conscious, not taking well and rectal saline 
returned with loose stools ; BP 56/725 mm. Hg. ; given 2 c.cm. 
eucortone i.v.; 10 g. glucose iv. immediate improve- 
ment in pulse and colour and BP rose to 68/40. At 10 am 
pallid a penn pulse almost imperceptible ; BP, no sounds 
right arm, S40 f left arm ; rash not increased ; rectal saline 
not retained ; taken 15 oz. glucose and orange drinks. 
Eucortone 2 ¢.cm. i.v. 10 g. glucose i.v.; 550 c.cm. N saline 
intraperitoneally ; BP then improved to 70/40. Sulpha- 
thiazole 075 g. four-hourly by mouth and eucortone 5 c.cm. 
im. alternating four-hourly with desoxycorticosterone acetate 
(‘Doca *) in oil, 1 c.cm. An Sr At 6 pm given 10 g. 
glucose i.v.; BP 80/60. Much quieter after intraperitoneal 
saline ; taking drinks, speaking a few words. Spinal ee 
now turbid and under pressure, cells 1150 — e.mm. (po 
morphs 80%), no organisms ; sulphathiazo 
2-7 mg. per 100 c.cm. Very slight aisiealar rigidity. Fundi; 


right eye, slight but definite pene left eye, papill- 
edema just perceptible (Mr. M. Shaw). Passed two loose 
watery stools; vomited once. Blood-oulture in p-amino- 
benzoic acid glucose broth sterile. Blood-sugar 190, blood- 
urea 80, cholesterol 150 mg. per 100 c.cm.; plasma bicar- 
bonate 32 vols. per 100 vols. At~10 Pm less vesiions but still 
drowsy; attacks of air hunger, taking great gulps of air 


ae 
Fig. SsBleteapsaen) adrenal! syndrome, recovered case : septicemia, otal 
and purpuric rash, commencing meningitis, very low blood-pressure. (Case 5.) 


through widely opened mouth. BP 78/55. 
catheter, ‘Somnifaine’ min. 12. 

June 19. Definitely i mere? ed, pulse easily felt, BP 108/?. 
Rash still bright ; T. 100° ; no nuchal rigidity ; ; resents 
disturbance ; spinal fluid a ly 180 cells per c.mim., no 
organisms. No vomiting, taking well. Eucortone reduced 
to 3 c.cm. and doca to 2:5 mg. doses alternately four-hourly. 

June 20. Improvement maintained. BP 94/50 and later 
90/70. Blood-urea 46, blood sulphathbiazole (free) 6-3, serum 
sodium 380 mg. per 100 c.cm,; plasma bicarbonate 46 vols. 
per 100 vols. 

June 21. BP 104/70; rash fading; temp. normal; 
much improved ; eucortone and doca discontinued, Further 
progress uneventful. 

Case 6.—Female, aged 5 years, admitted 3.30 pm on 
Oct. 10, 1941. Had vomited at 8 am, restless and fretful ; 
spots on body noted at 8.30 aM, increasingly ill and listless 
but quite conscious. 

On admission, very ill, cold, listless, answers questions 
intelligently ; pee with cyanosis ; pulse very poor; BP 65/? ; 
T. 100° F.; P. 130; R. 22. Profuse petechial rash general 
with some purpuric spots up to 3/8 inch in diameter ; slight 
nuchal rigidity ; Kernig positive (slight); reflexes normal. 
Spinal fluid opalescent, pressure slightly increased, cells 
775 per c.mm.; abundant meningococci in films and culture. 
Treatment on admission: 2 g. sulphathiazole i.v. and 1-5 g. 
four-hourly by mouth for 12 hours; eucortone 2 c.cm. i.m. 
four-hourly ; mist. alkaline four-hourly. At 10 PM pulse 
and colour slightly improved ; patient warmer ; restless and 


Oxygen by nasal 


‘noisy ; vomited twice (not after tablets). 


BP 
taking 


Oct. 11. Slight improvement in pulse and colour ; 
80/55; occasional vomiting; eruption as before ; 
well; sulphathiazole 1 g. four-hourly. 

Oct. 12. Further improvement in pulse, colour and general 
condition; BP 80/60; rash fading; no nuchal rigidity. 
Sulphathiazole 0-75 g. four-hourly ; ; eucortone discontinued. 

Oct. 13. T. normal; pulse good; BP 90/60; rash faded ; 
no vomiting ; general condition much improved. F urther 
progress uneventful. 

CasE 7,—Female, a general hospital nurse, aged 26 years, 
admitted 3.15 pm on March 23, 1941. Had spent night of 
March 19-20 in public air-raid shelter. Sudden onset of 
headache, vomiting, general pains and slight sore throat at 
10 Pt on 22nd, followed rapidly by petechial rash on face, 
neck, trunk and limbs. Spinal fluid ‘2 hours after onset) clear ; 
4 cells per c.mm.; protein 50 mg. per 100 c.cm. ; globulin nil; 
no organisms. Sulphapyridine had been given within 2 hours 
of P sewiae! ee oo 7 g. before admission. 

went ae cold, collapsed, vomiting repeatedly ; 

quite poe ose and codperative ; profuse purpuric rash with 
slightly raised areas like mulberries. T. 97° F.; R.22;° 
ee! eo just perceptible; BP not recordable, no sounds 

at all. Neck-rigidity very slight; Kernig doubtful ; reflexes 
normal, NSpinal fluid opalescent, under very low pressure, 

cells 54 per é.mm.; no organisms. Treatment on admission : 

warmth by electric blanket ; sulphathiazole 2 g. i.v., then 1 g. 
four-hourly i.v. or i.m. for 2} days (oral route impracticable 
to repeated vomiting); eucortone 10 ¢.cm. im. six- 


owing 
tent twee) ~ hourly ; 5% glucose in N saline by continuous intravenous 


drip (rectal saline having béen returned). At 7 Pm repeated 
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vomiting ; pulse just felt. BP 50/?.° At 12 midnight still 
vomiting; restless; has absorbed 1500 c.cm, intravenous 
salme ; pulse slightly improved ; warmer. 

March 24. Colour and pulse improved, but still extremely 
ill; purpuric rash very profuse and gross ; frequent vomiting 
of small quantities clear fluid tinged with brownish blood. 
BP 80/? (faint sounds only) ; no neck-rigidity ; complaint of 
‘“heartburn.”” At 6 pm frequent vomiting of small quanti- 
' ties persists. BP 80/7. 

March 25 still vomiting, but now fluids by mouth ; 
colour and ved. BP 90/68 (sounds now easily 
heard) ; ; spinal fluid clear, normal pressure, cells 4 per c.mm. ; 

20, chlorides 70( mg. per 100 c.cm,; no organisms. 
eee 5 c.cm. im. six-hourly. 

March 26 vomiting less, taking sul by mouth ; 
leas restless ; pulse fair. BP 85/70. eucortone 


fading ; 
discontinued. Blood-pressure on 29th was 95/75 and on 30th 


sulphapyridine given within 2 hours of onset.) 
The Mixed or Encephalitic Adrenal Syndrome 


Clinical.—Sudden onset, fi i septicemia, 
massive purpura, very low blood-pressure and collapse. 
In addition, coma and rapid, stertorous or terminal 
Cheyne-Stokes breathing (without abnormal chest signs). 
Neck-rigidity slight or absent, general muscular flaccidity, 
contracted pupils, cyanosis. (Striking contrast between 
the coma and stertorous breathing of this syndrome and 
the clear consciousness and normal or air-hunger type 
of breathing of the pure adrenal syndrome.) Some cases 
not fulminating but acute. (cases B and 9), with signs of 
adrenal deficiency and encephalitis appearing 24 hours 
or more after onset. Encephalitis may be diffuse or 
focal (case 9). Meningitis always purulent in acute 


cases: 

Pathological.—Encephalitis and hemorrhage, throm- 
botic necrosis, gross cedema with ischemia, focal adrenal- 
itis or mixed lesions in adrenals. 

Two cases of this syndrome were previously described 
(Banks and McCartney 1942, cases 3 and 7); these are 
summarised as cases A and B below ; the remainder are 
new cases. 


FULMINATING ENCEPHALITIS WITH MENINGITIS: BILATERAL 


ADRENAL HEMORRHAGE 
Case A.—Male, aged 4 years. Pyrexia, purpuric rash, 
imperceptible pulse, coma, stertorous breathing, neck- 
— and general flaccidity. 
Autopsy.—Brain: diffuse capillary thrombosis with gross 
cedema. Adrenals: massive bilateral . hemorrhage, no 
thrombosis (figs. v and v1). 


ACUTE MENINGO-ENCEPHALITIS : ADRENAL HZMORRHAGE 
WITH MASSIVE THROMBOTIC NECROSIS 

CasE B.—Male, aged 24years. Pyrexia, meningitis, purpuric 

rash, stupor and rapid breathing on 2nd day’ of disease ; 
became uncountable on 3rd day ; died 4th day. 

Autopsy.—Brain : capillary thrombosis - and 
perivascular cuffing with fibrin deposition. Adrenals: 
hemorrhage with massive thrombotic necrosis (fig. 1x). 


FULMINATING SEPTICZMIA: VERY GROSS @DEMA OF BRAIN 
AND ADRENALS WITH FOCAL ADRENALITIS 


Case 8.—Male, aged 8 years, admitted at 8 pm on May 8, 
1941. Sudden onset with headache and severe illness that 
morning, delirious all day. 

On admission, desperately ill, greyish, cyanosed, swedting 
profusely, rapid grunting respiration (with no chest signs) ; 

almost imperceptible and uncountable; deeply coma- 
tose, with no mse to violent stimuli, but able to swallow. 
T. 101-4°F; P?; R. 40. BP unrecordable, no sounds at 
all. Petechial rash on face, trunk and limbs with .a few 
purpuric spots in front of axille, Slight neck-rigidity ; 
‘general muscular flaccidity ; contracted pupils; reflexes. 
normal, Occasional convulsive twitchings of arms and legs. 
Spinal fluid clear, under pressure (30° ¢.cm, removed); con- 
tained 5; cells per c.mm.; no organisms. Blood-culture : 
meningoecocci group 1. Treatment : 2 g. sulphathiazole 
iv.; .eucortone 5 c.em. i.v.; fluids by mouth swallowed 
slowly. An hour later given N saline 750 c.cm. intraperitone- 
ally, _Convulsions became generalised, continued half an 


_ cortex ; 


Autopsy.—Petechial hzemorrhages in skin and peritoneum ; 
dilatation of right heart; thymus enlarged (25 grammes) ; 
other organs congested ; swprarenals showed no hemorrhags 
but the medulla in both and part of cortex in the right had 
@ peculiar greyish gelatinous appearance. Brain under tension, 
convolutions flattened, cut surface gli ing; grey matter 
mauve-pink; no meningeal exudate; cord diffluent, cut 
surface bulged markedly: Sections of cerebral cortex, basal 
ganglia and showed very gross cedema with well-marked 
ischemia and stained very poorly ; a few small focal hamor- 
rhages in these sections. Medulla, cerebellum and cord : 
very gross @dema, comparatively bloodless and staining 
badly. Adrenals: great cdema of medulla and also of 
the section is thin, “‘ full of holes ” and stains very 
poorly, except for a single layer of cells staining well at the 
periphery ; well-marked ischemia; there are also numerous 
focal areas of polymorph infiltration (focal adrenalitis) but 
no hemorrhage (fig. X). 

(Note.—The cedema in this case appeared to be the key 
lesion, both in brain and adrenals, and was possibly due to 
the toxin damaging the capillary endothelium sufficiently to 
produce wdema but not hemorrhage.) 

FOCAL ENCEPHALITIS, PURULENT MENINGITIS, ADRENAI 

HEMORRHAGE WITH THROMBOTIC NECROSIS AND FOCAL 

ADRENALITIS 


CasE 9. peal aged 73 years, admitted at 9pm on March 
18, 1941. History of vomiting, shivering, headache anc 
diarrhoea during past 24 hours. 

On admission, drowsy, semicomatose with deep rapid 
breathing, and no definite chest signs; retention of urine. 
T, 98° F.; P. 116; R. 42; BP 120/80. Profuse purpuric rash 
on arms, thi and buttocks, some spots being 4 inch in 
diameter. Slight neck-rigidity; tendon reflexes sluggish. 
Spinal fluid under pressure, cells 4000 per c.mm. ; no organism- 
(examined next day). Treatment: 2 g. sulphathiazole i.v. 
0-5 g. 2 hours later, and then four-hourly ; fluids by mouth. 
At 4 am condition rapidly deteriorated, coma became absolut: 
and pulse almost imperceptible. Died at 8.40 am, about 12 
hours after admission. 

Autopsy.—Brain congested; slight purulent. meningea! 
exudate, mostly in sulci ;* adrenals diffusely hemorrhagic. 
Sections of pons and internal capsule ; well-marked cdema, 
scanty capillary thrombosis with slight perivascular hemor- 
rhage and a few small focal hemorr! Adrenals : 
scattered hzemorrhages, thrombosis of at least one large 
vessel in medulla, well-marked cedema, and poor staining al! 
through ; several areas of polymorphonuclear inflammatory 
infiltration (focal adrenalitis) (fig. x1). 


Discussion 


It has been generally recognised that presenting signs 
of meningococcal infection may be (4) nasopharyngeal 
(carriers or nasopharyngitis), (b) septiceemic (fulminating, 
acute and chronic), (c), meningeal. (d) adrenal or a 
mixture of some or all of these. To this list must now 
be added (e) encephalitic or encephalomyelitic signs, 
according to evidence which we submitted in a recent 
paper, This latter finding throws light on certain con- 
fusing cases in which adrenal signs are prominent but 
are combined with other signs, such as deep coma and 
rapid stertorous breathing which can now be recognised 
as encephalitic in origin. Evidence is here presented 
that adrenal lesions may occur independently of brain 
lesions or may coexist with them. It has accordingly 
been shown that, in epidemic times at least, there is a 
pure encephalitic syndrome, a pure adrenal syndrome, 

d a mixed encephalitic adrenal syndrome,. any ‘of 
which may of course also include nasopharyngitis, 
septicemia and meningitis. 

Nine new cases of suprarenal infection, along with two 
cases of encephalitis with adrenal lesions previously 
reported, are studied and grouped in this paper, From 
this study it appears that meningococcal adrenal disease 
occurs in two main clinieal settings—one in which there 
is consciousness or even a clear mental state almost to 
the moment of death or to recovery, and one in which 
there is deep coma accompanied by rapid stertorous 
breathing, : In the published work these two clinical 
types have not been clearly distinguished, although one 
or two. writers have made some reference to them. 


hour, with pupils dilated ; coma then became absolute ; —The evidence presented here suggests that in the former 


died 10.30 pm, about 14 hours after onset. 


clinical type the significant lesion is confined to the 
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suprarenals; while in the latter both brain and supra- 
renals are involved. 

Two. distinctive clinicopathological syndromes with 
involvement of the adre: are thus differentiated. The 
first is here described as the pure adrenal syndrome and 
the second as the mixed or patepbalite adrenal syndrome. 
It is realised that in some cases the differentiation may 
not be completely s Both syndromes include the 
signs and PY pk mae collapse due to acute adrenal 
failure. The mixed syndrome includes, in addition, 
such cerebral signs as deep coma and rapid stertorous 
breathing. 

The main features common to both syndromes com- 
prise: sudden onsét, fulminating septionanis, petechial 
and massive purpuric rash, be ernerrs greyish - pallor, 
sage often pl ts - dration ip acidosis 
i a fatal, ra, ee or 
pulse, very low came deeltiey, 


vith jor vanes. 
ingwagl of 


the mixed syndrome. er distinctive clinical signs 
which may be Ps the mixed syndrome are 
convulsions, contracted pupils, incontinence of urine and 
feces, papilledema of more than one dioptre, and 
extensor plantar reflex. The striking difference in 
cielosaniialoaicas findings between cases 1 to 7 on the 
one hand and cases A, B, 8 and 9 on the other; suggest 
that a differentiation may be made-on the above lines. 
In the recovered cases (5, 6 and 7) an assessment must 
be ‘made pessty on a clinical, bacteriological and bio- 
chemical The most significant factors are ful- 
minating septicemia with recovery of the organism from 
tiood ae or spinal fluid, massive purpura and very low 
blood-pressure. Biochemical findings are bound to be 
limited to a few isolated observations in such an acute 
disease. There is no time, for éxample, for an exact 
determination of the sodium and potassium balance, 
Hypoglycemia, if present, is rapidly affected by the 
glucose used in treatment. Ketosis, diminished alkali 
reserve and raised blood-urea are likely to be present at 
the most eritical stage of the illness, and a low serum 
sodium may or may not be found. In case 5 these were 
the biochemical findings. On the basis of the above 
observations, cases 5, 6 and 7 are submitted as probable 
examples of recovery from the pure adrenal syndrome, 
No case suggestive of recovery from the mixed syndrome 
has been met with. 

Treatmept must be immediate and vigorous from the 
moment the diagnosis is suspected. An immediate 
intravenous injection of sulphathiazole or sulphapyridine 
should be given, followed by high dosage of the drug 
either by mouth or by injection if there is much vomiting 
or deep coma. For the acute adrenal crisis the treatment 
comprises repeated intravenous glucose and _ saline ; 
intravenous cortical extract/and intramuscular desoxy- 
corticosterone acetate or cortical extract alternately 
every 4-or 6 hours until the blood-pressure improves ; 
warmth and stimulants as for shock. With early 
diagnosis and treatment on. these lines, failure is not 
inevitable and there may even be a reasonable prospect 
of success. 

The nature of the adrenal lesion requires further 
investigation. It is not always simple hemorrhage ; 
a variety of reactions both toxic and inflammatory are 
met with. Examples are given here of pure hemorrhage, 
thrombotic necrosis with peripheral hemorrhage, 
cedema without hemorrhage but with areas of focal 
polymorph adrenalitis, and a mixture of these lesions— 
hemorrhage, cedema, thrombosis and focal adrenalitis. 
A commencing lesion is seen in fig. tv, hemorrhage bein 
almost confined to the medulla but with a few smal 
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focal hemorrhages i in the sortie This lesipn.; meduoed 
no clinical symptoms of adrenal deficiency. he case 
was reported as fulminating encephalitis and meningitis 
(Banks and McCartney 1942, case 2). Figs. v and VI are 
two fields from a section showing pure and extensive 
hemorrhage destroying most of the medulla and‘many 
cortical cells, other cortical cells being pushed out of 
alignment. Figs. m1, vi, viii and Ix are all from different 
eases in which the sections show extensive thrombosis 
of the large medullary veins with massive necrosis of 
the adjacent parts of medulla and cortex. In such 
sections there is usually only a rim of hemorrhage in the 
mid and outer zones of the cortex. In some cases 
showing this thrombotic necrosis the cortical cells are 
cap oe: out of alignment, in others they do not seem to 

so. It is difficult to determine whether the hemor- 
rhage or the thrombotic necrosis is primary. The third 
pathological lesion illustrated is in. fig. x—-namely, very 
gross codema with focal areas of inflaminatory adrenalitis 
(case 8). The sections here are poorly staining and full 
of holes. They suggest a very intense and diffuse toxic 
action on the capillary endothelium combined with 
scattered foci of bacterial growth. The fourth lesion 
illustrated is a.mixed one in an elderly subject (case 9, 
fig. x1), comprising cedema, some hemorrhage, throm- 
bosis of at least one large vessel, and scattered areas of 
inflammatory, focal adrenalitis. In this series the pure 
hemorrhagic lesion occurred in young children and 
thrombotic necrosis occurred in the adults. Case 2, an 
adolescent, was of intermediate type. 


Summary and Conclusions 


Eleven cases of meningococcal adrenal disease are 
described, of which eight were fatal and proved at 
autopsy, and three recovered, the diagnosis being 
peocnne. Meningococci were isolated from six of the 

atal cases and from two of the recoveries. 

In four of the fatal cases no significant organic lesion 
other than meningitis was found in the brain or cord, 
but in the remaining four there was evidence of diffuse 
or focal encephalomyelitis (capillary thrombosis, hamor- 
rhages and perivascular cuffing) or of very gross oedema. 

Clinically, the former group and also the three 
recovered -:cases showed relatively clear consciousness 
maintained almost to the end, and normal rapid noiseless 
or acidotic breathing, while those with a cerebral] lesion 
were deeply comatose and had rapid stertorous breathing. 

It is suggested that in meningococcal (and possibly in 
other infective) disease involving the adrenals there are 
two distinct clinicopathological syndromes—-(1) pure 
adrenal and (2) mixed or encephalitic adrenal. 

Prompt diagnosis and immediate sulphonamide treat- 
ment of the infection with vigorous replacement therapy 
for the adrenal crisis may lead to recovery, at least from 
the pure adrenal syndrome. . 

The pathological lesions found in the adrenals 
comprised not only pure hemorrhage but also throm- 
botic necrosis with hemorrhage, gross cedema and focal 
inflammatory adrenalitis. 


We have to thank Dr. A. B. Bratton, Dr. 8. Robinson, 
and Dr. C. C. Bryson, of the Central Histological 
Laboratory, LCC, and Dr, E. N. Young, of the Southern 
Group Laboratory, LOC, for certain post-mortem work and 
sections of tissue; various. members of the medical staff, 
past and present, of Park Hospital for valuable clinical 
help; and Dr. B. A. Young, medical superintendent, and 
Dr. E. Davis, resident physician, St. Alfege’s Hospital, 
LCC, for permission to quote case 2 which was treated in that 
hospital. The photographs were produced at the Southern 
Group Laboratory, Park Hospital. 

This work is published with the permission of the Medical 
Officer of Health, London County Council, but we are solely 
responsible for the views expressed. 
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TREATMENT OF OSTEOCLASTOMA 


JAMES F. BRAILSFORD, MD, PHD BIRM, FRCP 
RADIOLOGIST TO THE -ROYAL CRIPPLES AND QUEEN ELIZABETH 
HOSPITALS, BIRMINGHAM 
(Illustrations on Plate) 


OSTEOCLASTOMA, or, as it was formerly called, myeloma, 
myeloid sarcoma, giant-celled tumour or sarcoma, is a 
tumour in which the histological preparation shows a 
striking number of multinucleated giant cells. Though 
many of these tumours exhibit local malignancy only, 
a certain proportion of them, which present clinical, 
histological and radiographic features indistinguishable 
from the others, produce metastases, usually in the lungs. 
The exact relation of this tumour to trauma and its 
resultant subperiosteal or medullary hemorrhage is 
unknown, but the patient usually gives a history of an in- 
jury to the site beneath which the tumour has developed. 
It may be found in any bone, but the ‘most common 
sites are the juxta-epiphyseal areas at the lower end of 
the femur (particularly the lateral aspect), radius and 
tibia, and at the upper end of the tibia and fibula. In 
these sites the radiographic appearances, which I des- 


_ cribed, illustrated and discussed with the differential 


diagnosis in a former paper,' are usually characteristic 
and rarely give the experienced radiologist any difficulty 
in recognition, but in the less frequent sites such as the 
vertebree, the scapula, the pelvis or the bones of the 
hands and feet, the diagnosis may not be established 
even after the tumour tissue is examined histologically. 
From a study of the histories of the following cases 
suggestions are made respecting treatment. 
CASE-RECORDS 

Case 1.—A woman, aged 23, late in December, 1939, 
complained of pain in the region of her right knee which was 
swollen. It became more painful after she knocked it a week 
or so later. On Feb. 14, 1930, she was sent to me for X-ray 
examination. She then had a hard swelling on the lateral 
aspect of the upper end of the tibia which was somewhat 
tender to pressure, but the movements of the knee-joint were 
not im { reported that the radiogram (fig. 1) showed 
a typical osteoclastoma of the lateral half of the head of the 
tibia. The swelling markedly increased during the next week 
and the movements of the knee-joint became restricted.. The 
tibial head was explored on Feb. 27 and a very vascular 
tumour about 3 in. in diameter was curetted from the bony 
cavity, the walls of which were afterwards carbolised. Material 
from the tumour submitted for histological examination 
showed the typical features of an osteoclastoma dnd was 
reported on as such. For the next 6 weeks it was kept 
immobilised in plaster, when this was removed. On May 8 
a@ radiogram of the tibia, showed further invasion by the 
tumour and a radiogram of the chest showed no evidence of 
secondaries. The limb was amputated through the thigh and 
she appeared to make a good recovery, but towards the middle 
of August, 1942, she began to complain of shortness of breath. 


1. Brit. J. Radiol. 1937, 1, 171. 
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A indicupiia on ‘Sept. 7 (fig. 1) sovenled a eae rounded 
tumour filling the upper 2/3rds of the left chest. 

Case 2.—A woman aged 29. In 1918 she complained of 
swelling of the upper end of the tibia. Radiograms showed 
the typical appearances of osteoclastoma of the head of the 
tibia. Localised curetting of the tumour was carried out, 
The tumour seemed to remain quiescent until 1930, when 
further swelling occurred and radiograms showed well-marked 
expansion of the head of the tibia with coarse and somewhat 
blurred trabeculation which appeared to’ be breaking down. 
Amputation through the middle third of the thigh was per- 
formed. In 1933 the patient complained of shortness df 
breath and a radiogram showed a large rounded tumour in 
the left lung from which she died a few weeks later. 


a 
* 


2 


Fig. '—Case |. Feb. 14, 1940. Characteristic appearances of osteoclastoma 


of outer two-thirds of tibial 
Fig. Ii—Case |. Sept. 7, 1942. Large rounded opacity filling upper two-thirds 
of left lung field. - 


Case 3.—A man, aged 24, complained of swelling of the 
lateral aspect of the lower end of the femur in August, 1920, 
when a radiogram showed a typical osteoclastoma. This was 
treated by local curettage and carbolisation of the cavity. 
The patient was apparently well until September, 1935, when 
he complained of a painful swelling in the same area. X ray 
on Sept. 19, 1935, showed an apparent recurrence of the 
tumour, and this was excavated on Nov. 31, 1935. The 
histologist’s report was chondrosarcoma. . The pain persisted, 
and the limb was amputated on June 4, 1936. On June 12 
a small secondary tumour was detected in the lower left lobe. 
of the lung. The patient died in December, 1936. 


CasE 4.—A man, aged 21, complained of swelling in the 
region of the ankle-joint which seemed to follow a kick 
while playing football in May, 1932. A radiogram on Dec. I, 
1932, showed a typical osteoclastoma of the lower end of the 
tibia.. Deep X-ray therapy was given in December and 
January, 1932, Two months later the swelling had consider- 
ably increased ; a radiogram showed that the subperiosteal 
border and the coarse trabeculz which could be seen through- 
out the tumour area on the radiograms taken before therapy 
had been completely absorbed and the bone now appeared to 
have been more extensively invaded. The surgéon regarded 
this as evidence of increased activity in the tumour, the 
growth of which had apparently been stimulated by X radia- 
tion. Amputation was performed in March, 1933.. ‘The 
histological report on the tumour tissue read: ‘* Nothing 
suggestive of an ordinary giant-cell tumour was seen. A few 
osteoclasts are scattered throygh the section but the tumour 
is mostly composed of degenerate cartilage with some cellular 
areas which are well preserved. It has the characters of a 
degenerate .chondrosarcoma.’” There has since been no 
recurrence, 

Case 5.—A man, aged 28, complained of painful swelling 
at the wrist. A radiogram on June 3, 1942, showed a typical 
osteoclastoma of the lower end of the radius (fig. 111 a on plate). 
In reporting this I advised X-radiation therapy without pre- 
liminary biopsy and warned the surgeon as a result of the 
radiation to expect an apparent extension of the tumour. 
A radiogram on June 29 after radiation did show an apparent 
extension of the tumour (fig. m1 b);. the bone trabecule 
throughout the tumour and its medial walls were being 
absorbed. The wrist was more swollen and the skin exhibited 
a well-marked erythema. In the radiogram taken on July 26 
(fig. 111 c) all the internal trabecule had béen absorbed as well 
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as the medial and articular bony walls of the tumour; the 
thinned lateral bony wall had fractured. The clinical 
appearances of the wrist now ted a considerable advance 
in the growth of the tumour, any s' who was unaware 
that in spite of this consolidation would follow might well 
have | i iate amputation. Monthly radiograms 
showed @ gradual reappearance of calcium and definition of 
the bony outline indicating progressive consolidation, The 
one taken on Dec. 17 (fig. 11d) shows the progress of the 
consolidation, There been some collapse of the lower 
third of the radius as a result of the fracture. This might 
have been avoided if the limb had been immobilised until 
radiograms indicated consolidation. By May, 1943, he had 
good function and strength—the clipieal and radiographic 
improvement had continued, 


DISCUSSION 

The first three cases demonstrate clearly that a certain 
number of osteoclastomas cannot be eradicated by 
drastic curettage of the bony cavity and carbolisation 
of the walls, and that su uent amputation does not 
prevent the development of lung metastases. Opera- 
tion solely for biopsy can serve no useful pompoes. The 
tumour ynaterial was radically removed in all cases and 
submitted for histological examination. It showed the 
typical features of osteoclastoma and merely confirmed 
the radiological report. Yet amputation was performed 
in all and failed to prevent the spread. 

Cases 4 and 5 illustrate the value of X-radiation 
therapy. The radiographic appearances were typical ; 
there was no call for biopsy and none was performed, 
The patient was submitted to deep mgt A therapy which 
produset radingtapite appearances which are liable to 

e misinterpreted by those who have not experienced it 
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AT a meeting of the section of proctology on June 9, 
with Mr. E. T. C. MILLiGAn, the president, in the chair, 
visitors from the sections of medicine and psychiatry 
opened a’ discussion on 

Functional Diseases .of the Rectum 

, Sir ArrHuR Hurst reviewed the physiology of the 

colon, reetum and anal canal, reminding the meeting that 
the colon and rectum, though insensitive to tactile, 
thermal and painful stimuli, respond to tension in their 
walls. ‘The anus and anal » however, are sensitive 
to allordinary stimuli. Tension in the rectum is associated 
with the desire to defecate. The infant placed on a 
chamber in the morning begins to acquire a cond#tioned 
reflex which starts peristalsis;along the colon ; the entry 
of feeces into the rectum then leads to a simple reflex 
contraction of the whole rectum accompanied by relaxa- 
‘ tion of the anal sphincter. Most functional disorders of 
the pelvic colon and rectum depend, Sir Arthur con- 
siders, on interference with this normal uence, Ifa 
call is not acted upon, the rectum relaxes. He finds that 
over half of cases:of constipation are due to interference 
with the reflex or to inadequate defecation. Most 
people who think they are constipated really have liquid 
stools as a result of purgatives ; and half of these, if told 
to stop all aperients, will pass a normal stool. Sir Arthur 
regretted the revival of establishments for colonic lavage 
—‘* colonic laundries,’’ the Americans call them—where 
the large bowel is assaulted with as much as 30 pints of 
water, a pint at a time. After the last 10 pints the 
offended colon naturally produces large quantities of 
mucus—a response to irritation which would then be 
reported as abnormal. Mucous colitis, he said, though 
much less common than it used to be, always arises as a 
result of a wrong idea that mucus is abnormal after an 
aperient or a washout. Nervous women used to pass 
enormous mucous casts, associated with irregular colonic 
spasm, comparable with the spasm of asthma. He con- 
siders that 90% of cases of colonic spasm are secondary 
either to misuse of aperients or to carbohydrate dyspep- 
sia. It is useless to attempt to diagnose the spasm by 
X rays because in any case a barium enema makes the 
colon contract. “He treats such cases by reassurance 
and simple psychotherapy. People with a colon obses- 
sion should .be made to realise that it does not matter 
whether they get their bowels open on any given day. 


parent stimulation of the growth of the tumour. 
mn * pointed out the fallacy of these appearances 
as iong ago as 1924. 

All _whta, have to treat these tumours must realise 
that X-radiation therapy results in an extension of the 
osteolytic absorption of the involved bone. All the bony 
trabecule of the tumour area may be wiped out; the 
cortical and subarticular bony capsule may appear to 
have been completely destroyed and the adjacent bon 
walls still further invaded. Such is the change which 
may be seen in radiograms taken during the first two 
months after X radiation. In addition the clinical 
appearances during this period may indicate a pro- 
gressive expansion—the area is more swollen and the 
skin reddened, and in some cases fracture of the weakened 
bony wall takes place. - It is advisable for the radiologist 
to warn the surgeon of this sequence of changes. With 
patient treatment during the succeeding months the 
tumour area reossifies and ultimately the area consolidates 
and often assumes a density greater than that of the 
normal bone. As is indicated by the histology of the 
tumour removed in case 4 the X radiation destroyed 
the characteristic cells of the tumour; no metastases 
developed after amputation in this case, 


—an 
H 


CONCLUSIONS 


The treatment of choice for osteoclastoma whatever 
the site is X radiation. 

If amputation is regarded as essential it. should be 
preceded by X-ray therapy and consolidation awaited, 

The diagnosis can be established by radiography, and 
biopsy is neither necessary nor desirable. 


2, Herendeen, R. E. Amer. J, Surg. 1930, 8, 122. 


In 1917 McLellan described paroxysmal proctalgia, or 
rectal crisis of non-tabetic origin; in 1935 Thaysen' 
described the same thing, calling it proctalgia fugax. 
The patient has attacks of severe rectal pain at intervals, 
usually at night and sometimes after sexual activity ; it 
lasts about 10 minutes, leaving him well but exhausted. 
Sir Arthur thought it might be due to extreme spasm 
at junction of pelvic colon and rectum, associated 
with anemia of the eg ete bowel-wall like that 
seen in lead colic. Ryle found that some of these patients 
got relief by inflating the rectum with an enema syringe ; 
others responded to inhalation of amy] nitrite, or chloro- 
form supplied in 3-minim capsules. 

Dr. HENRY WILSON recalled to the meeting that the 

in of fissure or piles leads to disorder of bowel mechan- 
ism through fear ; and emphasised that such lesions must 
be excluded before functional disorder is diagnosed. He 
distinguished between the jolly happy-go-lucky patient 
who never thinks of his bowels and the gauche self-con- 
scious type with few outside interests. Bowel symptoms 
are much more likely to mean organic disease in the first 
type than the second. If a patient with functional 
symptoms is asked ‘‘ How do you think your symptom 
is caused ? ”’ he will often reveal what his illness prevents 
him. doing and what it gets others to do for him. 
Pruritus ani may be a physical expression of suppressed 
emotional irritation. He discussed the management of 
a case during investigation of symptoms. Specimens 
should be taken while the patient is in bed in hospital. 
He might be shown a model of the bowels and have 
their action explained to him—once. When all examina- 
tions are. over he can be given advice on his private 


e. 
Dr. GEOFFREY EVANs agreed that the anal margin and 
eanal must be structurally intact if bowel action is to 
be normal. The practice of medicine, he said, is chang- 
ing ; nowadays it is a conspiracy between the doctor and 
the patient against the disease. To further this end he 
gives his patients a little pamphlet explaining how their 
bowels work. The surgeons must rehabilitate their 
patients’ bowels after operation, and the target to aim at 
is ‘‘ evacuation of a solid stool with a sense of comple- 
tion ’’—a phrase he fears he may have used once too 
often since it appeared in THe LANCET’s peripatetic 
column. He believes perfection of function to be as 
important as regularity. Incomplete evacuation which 
leaves in the rectum a piece of feeces as big as a walnut 
or even a pea will give rise, he thinks, to those symptoms 


1, See Lancet, 1935, ii, 243. , 
. 
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of which patients who believe they are constipated com- 
plain ; and the injection of 6-8 oz. of water at bedtime 
will get rid of the irritating walnut. 

Passing over fatigue, food, vitamins, rushihg in the 
morning, and psychogenesis as causes of bowel disorder 
too important to mention in the time at his dis 1; 
Dr. Evans remarked that just as some people had funny 
nosés some had funny sigmoids—a neuromuscular defect 
which might be inherited, 1 in his experience, at any rate 
ap to three generations. He asked whether there was 
also a neurosecretory disorder—a dry sigmoid. He had 
seen cases with inspissated feces clinging quite tightly 
to the dry walls of the gut; and he thought some cases 
of uleerative colitis might arise from the irritation caused 
by such particles. He suggested that cases of this type 
might benefit by washouts. : 

Dr. E:; H. LarkIN said that the chronically costive 
patient, and the patient who fancies that he smells, 
both come to the doctor because an unformulated 
unconscious anxiety lies behind the symptom. He 
thought it a fair generalisation to say that any patient 
who gets as far as a proctologist on account of constipa- 
tion is neurotic. A somatic conversion symptom may 
follow chronic fear; a patient who has a bomb dropped 

ide him every night for fourteen nights may develop 
cglonic spasm; later he gets the spasm half an hour 
after the sirens go whether there are bombs or not ; and 
since this is probably a couple of hours after his evening 
meal he may go to the doctor ——— of abdominal 

in two hours after food—and he may even have a 

onstrable colitis. In many people, he said, the 
emotions fly to the bowels, and thus if they get a neurosis 
it is a bowel neurosis. A patient of this type is likely to 
be obsessional, meticulous, and—if intelligent—witty 
and sardonic; or he mar have overcompensated his 
sarcastic bent and be kindly or religious ; he is usually 
superstitious. Dr. Larkin believes it best to humour 


him in bis ritual and obsessions, for they are long estab- 
lished, and it is a mistake to deflate a frightened patient. 
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When the psychiatrist has got all the facts he must 
explain psychosomatic relations to the patient, and get 
him to accept the psychogenesis of his symptoms. The 
treatment of depression brought on by anxiety includes 
rest, sedatives, reassurance and distraction. 

Mr. LAWRENCE ABEL had observed a relation between 
siren diarrhoea and piles.—Mr. MICHAEL SMYTH men- 
tioned two cases of m olon in which the bowel acted 
only once every fortnight or three weeks. Presacral 


‘ sympathectomy, he said, has given good results in this 


condition, which he distinguished from Hirschsprung's 
disease.—Dr. W. E. CooKE noted that in the tropics a 
cap of mucus on a solid stool was often a sign of 
bilharziasis. 

Mr. A. DicKsON WRIGHT felt that he now knew what 
to do with his cases of functional colonic disorders: he 
would send them to a psycho-analyst, and thankfully. 
For the surgeon a woman with pain in the perineum is 
one to be avoided, he said, and so is the woman—it is 
nearly always a woman—who thinks she smells, He 
cured one such, however, with lavender-water 
enemas. . 

Dr. F. PARKES WEBER pointed out that paroxysmal 
proctalgia was only one of the varieties. of-wnstriped 
muscular spasm, and probably the least troublesome. He 
thought in some cases it might be secondary to prostatic 
enlargement.—Dr, S. K. WESTMAN drew attention to 
the resemblance between the colon, rectum and repro- 
ductive organs in regard to spasm, noting an analogy 
with dysmenorrhea. He felt that research in psycho- 
logy and endocrinology would produce better results in 
the long run than the section of nerves. 

Sir ARTHUR Horst in replying said that when a woman 
complains that she smells, her husband is nearly always 
the only person who can detect the odour; he generally 
has something against his wife and he is the one who 
needs treating. Sir Arthur agreed that cases of dry 
colon existed and thought it justifiable to treat them 
with small doses of paraffin. 





ti Reviews of Books 





Roentgen Treatment of Diseases of the Nervous System 


Cornetivus G. Dykr, MD, FACR, associate professor of 
radiology, Columbia University ; director, department of 
radiology, Neurological Institute of New York; Lzo M. 
Davinorr, MD, FACS, chief, department of surgery, and 
attending neurological surgeon, Jewish Hospital of 
Brooklyn. (Kimpton. Pp. 198. 15s.) 


* Tue distinguished contributions of these authors in 
the field of seth. “orate of neurological conditions are 
well known. ey now present the results of their 
experience with X-ray treatment, together with an 
excellent summary of published work on the subject 
and the views of other workers in America. Claims of 
suecess in the treatment of many neurological conditions 
have been made in the past, especially by Continental 
workers, and have turned out to be ill founded, This 
book is the more welcome in that it provides a critical 
review of past claims as well as a large amount of new 
material. There is enough evidence here to make it a 
valuable work of reference in the decision as to whether 
or no @ ease is likely to benefit from radiation therapy. 
Many of the results are recorded in the form of charts, 
and the discussion of each condition is concise. The 
conclusions agree well with the findings of workers in this 
country, though some may feel that there is more evid- 
enee than these authors admit of the effect of X-ray 
treatment in retarding the course of syringomyelia, and 
that in some cases of pituitary basophilism results may be 
very good indeed. e neurologist, neurosurgeon and 
radiotherapist wilt all find much to interest them. 


Biochemistry for Medical Students 
(3rded.) W. V. THorrr, MA Camb., PhD Lond. (Churchill. 
Pp. 476. 16s.) 
_THE third edition is welcome to those charged with 
teaching this subject. Though Dr. Tho says the 


new volume is not as up to date as he would have liked, 


- it takes the reader a long way further on than the second 
edition. Descriptions throughout are accurate, concise 


“students, attacks first-aid’ from a new 


and contemporary. A new chapter on the chemistry of 
respiration is good but might have given place to a 
chapter on the use of isotopes in biochemistry ; respira- 
tion is well covered in many current textbooks of physio- 
logy. Here and there Dr. ropa seems a little too 
discursive for medical students. Thus he almost gives 
the impression that synthetic substitutes for insulin 
are more or less round the corner since ‘ Synthalin ’ has a 
“ somewhat similar action ’’ and its only disadvantage 
is its toxicity. This of course is misleading: the sub- 
stance cannot be regarded even as a pointer in the 
directi6n of synthetic substitutes for imsulin. Again 
on page 330 it seems a pity to call attention to the cestro- 
genic activity of vitamin D and yet leave out any refer- 
ence to the highly active synthetic cestrogens which are 
at mt widely used in therapeutics. These are 
minor points, but in a book likely to be a standard work 
for students the author must be more than ordinarily 
careful not to presuppose a critical faculty in his readers. 


First Aid: Surgical and Medical 


Warren H. Cotz, MD, FACS, professor of surgery, 
University of Illinois; CHartes B. Purstow, MD, FACS, 
associate professor of surgery in the university. (Appleton. 
Pp. 351, 16s.) 


THis volume, being designed primarily for mated 
le, yar 
apart, the authors see reasons why medical students 
should be familiar with the principles of first-aid treat- 
ment; but a wider audience has also been kept in mind 
and scientific and medical terms are explained, so that 
anyone with elementary biological knowledge can under- 
stand the text. War has a dominating influence on the 
choice of the material,, but the emergencies of civil life 
are also fully covered. Seventeen of the authors’ col- 
leagues at the University. of Illinois have contributed 
to various sections so that authoritative surgical opinion 
has been obtained. The teaching throughout agrees 
with standard opinion in this country and is clearly 
and succinctly set out. The illustrations deserve pai- 
ticular praise, and the book could be studied with profit 
by those teaching first-aid as well as first-aid personnel 
anxious to extend their knowledge. tr 
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‘Specially prepared Water-absorbent Material obtained 
from Plantago, and combined with Crystalline Vitamin B, 


‘Vi-Siblin’ is a dried mucilaginous substance, obtained from the seeds of the genus 
Plantago, combined with 50 International units of crystalline vitamin B, in each’ 
heaped teaspoonful and employed for the physiological treatment of chronic 
constipation. ; ; 
The mucilaginous material of ‘Vi-Siblin’ is capable of absorbing and holding large 
quantities of water and is non-irritant. The contained vitamin B, assists in the 
maintenance of normal structure and function of the intestinal tract. 


‘Vi-Siblin’ is granular in nature, with a pleasant, slightly sweet, taste. Tt may be 
taken dry, as a breakfast cereal, or stirred in water or other liquid. By colloid 
action the granules swell in the intestinal tract, forming a soft gelatinous mass 
which mixes intimately with fsecal contents. The systematic use of ‘Vi-Siblin’ 
affords non-irritant mechanical stimulation of peristalsis without disturbing the ent 
’ intestinal digestion and absorption of foadstuffs. Bal 
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PRIMARY ATYPICAL. PNEUMONIA 

SINCE the war began there have been sporadic cases 
and small outbreaks here and in North America of the 
acute infectious pulmonary disease which it is now 
fashionable to call primary atypical pneumonia. 
Under several names—usually some variant of 
* pneumonitis ”’—the condition has been repeatedly 
described during the last ten years. The clinical 
picture is ill-defined, but there is agreement about 
the signs and symptoms. The onset is, as a rule, 
gradual and this has made difficult any accurate 
estimate of the incubation period ; it seems to vary 
from 7 to 21 days. The main presenting symptoms 
are a dry and paroxysmal cough, with fever, headache, 
malaise and chills. Physical signs in the chest, 
particularly in the early stages, are few, and were it 
not for radiological evidence the pulmonary involve-, 
ment would often remain undetected... Even then 
most investigators, inckrding Drew, Samuert arid 
Batt in this issue, comment on the absence of 
characteristic radiological appearancés. The shadows 
given by the affected areas are less dense than those 
seen in pneumococcal pneumonia, they are rarely 
lobar in extent, and the cardiophrenic angles and lower 
lobes are the common sites of consolidation. Un- 
fortunately some of the radiological pictures found 
also oceur in other conditions. For instance, the 
woolly mottling illustrated by Drew and his col- 
leagues (fig. rx), when seen in the upper lobes, may 
simulate tuberculosis, and difficulty may arise with 
lung abscess in an upper lobe, or with pneumococcal 
pneumonia inadequately treated with sulphonamides. 
Still more confusing is the finding of very similar 
radiological shadows in the course of mass miniature 
radiography in the Royal Air Force now reported 
by KENNEDY on another page. He describes 100 
such cases. The pulmonary shadows were small and 
regressed spontaneously in 2 or 3 weeks ; they were 
associated in a high proportion of cases with symptoms 
of the common cold. How is one to interpret the 
findings ? Are these: mild or inapparent cases of 
atypical pneumonia? Obviously no answer will be 
possible until we know the etiology of atypical 
pneumonia. 

The observation made independently by TuRNER,* 
and by Prererson, Ham and Frxvanp,' that cold 
agglutinins in high titre are developed in atypical 
pneumonia, might help in differential didgiiosis, since 
only in one other infectious disease, trypanosomiasis, 
is there any prospect of finding regularly these 
curious agglutinins -which act at low temperatures 
and aré inert at blood-heat. Turner and his 
colleagues now confirm that cold agglutinins for 
human red blood corpuscles of group O are found 
regularly in high titre in atypical pneumonia but 
are not developed in many other common. in- 
fections of the respiratory tract; alone amongst 
1. Dingle, J. H., Abernethy, T. J., Badger, C. F., Buddingh, ©. J., 

Re PeMuae end Sige nmeeesen © ene Wook 
2, Pumer, J. 0. Nature, Lond. 1943, 181, 420. 


3. Perens, 0. L., Ham, T. H. a Finland, M. Science, 1943, 


the controls, mumps complicated with orchitis gave 
positive findings. This reaction, whatever its ex- 
planation, may prove valuable in diagnosis and 
epidemiological surveys, but cannot replace exact 
knowledge of. the causation of atypical pneumonia. 

There are several reasons for assuming a virus ztio- 
logy. The ordinary laboratory investigations do not 
suggest a bacterial cause. No predominant bac- 
terium is found in the sputum, and the total and differ- 
ential white-cell counts in the early stages show either 
no abnormality or a leucopenia. The lack of response 
to sulphonamide therapy, which has almost assumed 
diagnostic significance, also favours a virus etiology. 
Furthermo certain viruses such as psittacosis, 
influenza and the virus of Weir and HorsFatt,* 
and some species of rickettsia, which after all are 
virus-like in nature, are known to produce an atypical 
pneumonia. To this list the virus of lymphocytic 
choriomeningitis should probably be added, since 
SMADEL and others® have reported bronchopneu- 
monia in two fatal] infections with this virus. What 
evidence have we of the part played by any of these 
agents in the current outbreaks of atypical pneumonia? 
It is established that in the United States a percentage 
of cases of atypical pneumonia, indistinguishable 
from others on clinical grounds, are caused by psitta- 
cosis virus, and in all probability the same is true of 
this country. Eaton, Beck and Prarson* have 
isolated a virus of the psittacosis group from 4 of 
6 cases in a small outbreak of what was termed 
atypical pneumonia, and have shown that psittacosis 
antibody was developed in 3 of them. Since 3 of 
the patients died one might argue that this was not 
atypical pneumonia, which is as a rule relatively 
benign. SmaDEL? investigated 45 sporadic cases of 
clinical atypical pneumonia occurring in urban popula- 
tions in the USA and demonstrated a rising titre for 
psittacosis antigen by the complement-fixation test 
in 9; from 2 of these 9 patients psittacosis virus was 
isolated, and one died. There is also serological 
evidence that some of the cases studied by DREw and’ 
his colleagues were probably due to psittacosis virus, 
and recent work has shown that natural infection 
with psittacosis virus is more widespread than was 
once thought. In addition to birds of the parrot 
family, the fulmar petrel, the domestic pigeon *® 
and the domestic fowl” are subject to natural infec- 
tion with this virus, There is even evidence ™ that 
the so-called cat pneumonia occurring im America 
may be due to a’virus of this group. All these 
natural infections constitute a possible source of 
human. psittacosis, and there is thus no lack of 
opportunity for man to acquire the disease. In 
connexion with the serological diagnosis of these 
human infections, work in America ” has shown that 
the viruses of psittacosis, -lymphogranuloma and 
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meningo-pneumonitis are all antigenically related ; 
infection with any one will excite the production of 
antibody to the ‘others. _ The relationship extends 
even to the viruses of trachoma and inclusion con- 
junctivitis." It follows, as SmapEL points out, 
that the practice of diagnosing active psittacosis 
infection on a single high-titre observation is unsound ; 
a rising titre of antibody should be demonstrated. 
And since THomas and his co-workers * have found 
that the sera of cases of atypical pneumonia may 
' eontain antibody to a variety of normal tissues in 
addition to virus-containing tissues, serological tests 
made with sera from this disease with a view to estab- 
lishing its virus etiology must be adeguately con- 
trolled. 

Despite all these pitfalls there is good evidence that 
viruses of the psittacosis group are responsible for 
some cases of atypical pneumonia. What of the other 
viruses under suspicion? Neither here nor in America 
has influenza virus been incriminated ; nor is there 
any further evidence of the réle of. the virus of Wz 
amd Horsraty. It seems possible that the virus of 
lymphocytic choriomeningitis occasionally causes 
atypical pneumonia. REmMANN, Havens and Price® 
report one case, the serum of which strongly neutra- 
lised this virus, but Smape.’ found no evidence of 
such an infection in any of the 45 cases he examined. 
Even accepting the virus of lymphocytic chorio- 
meningitis as a cause of atypical pneumonia, this 
agent together with psittacosis virus would only 
account for a small proportion of cases. The wxtiology 
of the majority remains undiscovered, though Eaton, 
MEIKELJOHN and others™ isolated a virus from 17 
of 88 samples of sputum from atypical pneumonia by 
intranasal inoculation of the cotton rat. The work 
was carefully controlled, and this virus may prove 
to be the missing culprit. In any case it now seems 
certain that atypical pneumonia is a virus disease 
‘with a multiple etiology ; it is a syndrome and not 
an entity. 


SPECULATIONS ON ALTITUDE SICKNESS 


Because of the need for silence about war-time 
research, a lecture on the problems of air-travel by 
Heim” of the United States Army Air Corps hardly 
refers to work done since 1939, when the subject of 
altitude sickness was well reviewed by ARMSTRONG.” 
The well-known facts are that exposure to reduced 
barometric pressure causes signs of anoxia which, 
though dangerous, are not fully appreciated by the 
person affected ; and that on repeated exposure his 
condition may seriously deteriorate. A batch of 
recent abstracts of German papers offer conflicting 
evidence about the resistance to altitude sickness con- 
ferred by carbon dioxide and alkali ; and though much 
of the work seems amateurish—perhaps because the 
reports are ee ee of the ideas may be 
worth pursui 

As altitude increases, the partial pressures of water 
vapour and CO, account for an ever-increasing pro- 

: se ois aes ~ F. and Thygeson, P. Proc. Soc. exp. Biol. 

Thomas, L., Curnan, E. C,, Mirick, C. 
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portion of the total atmospheric pressure in the lungs.” 
The'CO, pressure does, however, fall somewhat, owing 
to the hyperpnoea induced by lack of oxygen, and CO, 
is therefore lost to the body, leading to acapnia as well 
as anoxia. It is generally taken for granted that alti- 
tude sickness is due to the anoxia, but Mosso thought 
it was due to acapnia, and YaANDELL HENDERSON has 
familiarised us with the view that CO, is important 
in its own right in various kinds of resuscitation, and 
not merely as a stimulus to respiration. One anony- 
mous Italian or German observer ” points out that the 
addition of CO, to air inspired at low pressures causes, 
paradoxically, an increase in the alveolar partial 
pressure of oxygen—this is arithmetically true—and 
he attributes its benefits entirely to this fact. He 
casts an unmerited slur on COQ, by a rebreathing 
experiment in which, its partial -pressure being 
increased at the expense of oxygen (already short), the 
altitude-tolerance of the subject diminished. Poto- 
NOVSKI*™ reopens the possibility that the joint pains 
following rapid reduction in pressure are due to 
bubbles of CO,. The oxygen supply in his experi- 
ments was presumably kept adequate ; at all events, 
administration of CO, by direct mixture or rebreath- 
ing lessened the pains, and so did the ingestion of 
glucose. A flight to theory follows, and the author 
correlates glucose in some way with the ease of 
diffusion of CO, ; nevertheless, the observed facts are 
interesting. A third effect of CO,, reported by Merz 
and RErrER,* is to inerease the time taken for blood 
trapped in a tissue to attain a certain degree of reduc- 
tion. Hydrochloric acid has a similar effect. The usual 
physiologital finding, however, is that the more acid 
the blood, the less firmly is its oxygen held ; in other 
words CO, or other acid tends to expel oxygen from 
the blood, having the so-called ‘‘ Bohr effect ” on the 
oxygen dissociation curve. A rise in CO, would thus 
be expected to allow a more complete deoxygenation 
of the blood in the periphery ; but this report, if cor- 
rect, suggests an actual economy of oxygen usage by 
the tissues. In view of the strong probability of a 
metabolic factor in altitude sickness, this claim should 


‘ be checked. Scuaapt and Comroz * refer to increased 


oxygen consumption as a known effect of low atmo- 
spheric pressure. 

The best-established protection against altitude is 
an adequate supply of oxygen, and airmen are said 
now to be willingly accepting the regulations preserib- 
ing when the mask is to be used. If the alveolar par- 
tial pressure of oxygen is maintained, there is, accord- 
ing to some observers, no loss of CO, from the body ; 
but this is probably not true when pure oxygen is 
being inhaled to compensate for a low atmospheric 
pressure, for CO, seems to escape more readily than 
usual under such conditions.** If the partial pres- 
sure of oxygen is inadequate, either by reason of the 
mask being neglected or the altitude being too high 
(even pure oxygen ultimately becomes ineffective), a 
loss of CO, by overbreathing is inevitable. The result- 
ing alkalosis, as pointed out by J. S. HALDANE, would 


M See Lancet 1941, A, 803. 
20. Abstract in Luftfahrtmedi 
. Ibid, p. 370 (abstract). 

Ibid, oe 7, 
. F. and Comroe, J. H. Ann. Rev. Physiol. 1941, 3, 
¥ Butler A. M., Wilson, J. L., Smith, C. A. and Farber, 8. New 
Engl. J. ] ed. 1941, 225, 255... 
. Dill, D.S., Edwards, H. T. and Robinson, 8. quoted by Sehmidt 


and 
26. Heck, Luftfahrtmedizin, 1942, 6, 52. 


zin, 1942, 6, 257. 
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diminish the semsitivity of the respiratory conten, if 
the’ pH of the blood were not maintained approxi- 
mately at the -original level by renal excretion of 
alkaline phosphate. A good method of relieving the 
kidney of this task, and co phosphate, the 
level of which in the blood is said to fall,*’ is to ingest 
an acid-producing substance. GREENE * thought 
ammonium chloride helped in his ascent of Mount 
Kamet, and confirmed his impression later by more 
exact experiments.” However, if it became established 
that loss of CO, was appreciable even when enough 
oxygen was being inhaled, the obvious remedy would 
be to add it to the oxygen supply. Hyperventilation 
from emotional or other causes should not be over- 
looked in this connexion. 

Only if conditions are such that anoxia, and there- 
fore acapnia, are inevitable, do other measures become 
important. One of these, claimed by Buasrus and 
BAUEREISEN *” to be very effective, is difficult to 
explain. They give a drink containing glucose, acid 
sodium phosphate (readily understandable), sodium 
bicarbonate and citrates. It is difficult to think that 
the alkali itself is beneficial, and indeed its amount is 
little more than sufficient to neutralise the buffering 
effect of the acid phosphate. The subject may be 
envisaged as drinking more or less what he is going to 
lose later through his kidneys. The phosphate may 
represent an important economy, in spite of the 
destruction of its acidifying properties. On the other 
hand, glucose may be the active agent. The insidious 


deterioration of men repeatedly exposed for short 
intervals to low barometric pressures could be due to 
the cumulative effect of abnormal metabolic stimuli. 
Their loss of weight, sometimes voracioys appetite, 


and excessive urine flow are all * pointers in the same 
—admittedly vague—direction. The delayed posi- 
tive effect on the body-weight of a couple of days’ rest 
in the middle of the experimental period (several days) 
suggests some deep-seated metabolic disturbance. 
Although the adrenal cortex has come in for a good 
share of attention, one of the most striking observa- 
tions in this field is the curious resistance of thyroid- 
ectomised rats to low pressures of oxygen.” A 
thorough investigation of metabolism at low pressures 
might be helpful. 


EVALUATION OF WOUND ANTISEPTICS 

THE ideal wound antiseptic should possess high 
germicidal or inhibitory properties over the widest 
possible range of the commoner pathogenic organisms, 
low tissue toxicity, efficiency in the presence of 
organic matter, power to penetrate, stability, and 
moderate cost. The final criterion is the clinical one, 
but the choice of suitable substances from the vast 
and increasing number how available from chemical 
synthesis must depend mostly on laboratory tests ; 
and suitable tests are difficult to frame and often 
ambiguous in their interpretation. The days when 
comparisons were made on the basis of phenol co- 
efficients are now long past. No one antiseptic can 
he expected to be equally good in all clinical cireum- 
stances. What is good for an old purulent wound will 


27, Blasius an — Bauereisen, Ibid, 1942, 6, 125. 
23, Greene, . in Smythe’ s Kamet ‘Conquered, London, 1932, 


29. eat G., Greene, R. and Keigin, E. G. J. Physiol. 1933, 
, Eckman, M. and Molomut, N. Amer. J. med. Sci. 


rach, A 
1941, 302, 336. 
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hevdix be. mitable for a foes burn in which con- 
tamination is light. Accordingly each antiseptic 
should be examined under conditions which as far as 
possible resemble those under which it will be used. 
Thus its antibacterial action should be examined in 
vitro in the presence of protein as well.as in watery 
media, and a wide range of pathogenic organisms 
should be employed, including particularly staphylo- 
cocci, streptococci, coliform bacilli and clostridia, 
since these are the ones most common and most 
important on infected wounds. 

To determine the toxicity of antiseptics for the 
tissues, SatLE and Lazarus™ in 1935 proposed 
measuring the minimum concentration required to 
prevent growth of chick embryonic- tissue, and 
comparing this with the minimum bactericidal 
concentration. WricH, Stocum and HuntTEerR*® 
estimated toxicity by testing the substances on human 
leucocytes, and these cells seem very satisfactory as 
test objects if the results are observed with care and 
interpreted with caution. Other suggested methods 
include comparison between the concentration required 
to diminish the oxygen consumption of live cells in 
vitro and that required to produce a similar diminu- 
tion in a suspension of Bact. coli.* In many methods, 
determinations of antibacterial action and of toxicity 
are combined by producing standard lesions in labora- 
tory animals which are then infected and treated by 
applications of the substance under test. Provided 
large numbers of animals are used and the findings 
are properly interpreted statistically, this technique 
yields the most satisfactory results, but it is too 
laborious to be applied to a long series of compounds. 
It would often be well to supplement it by histological 
observations of the effect of the compound on infected 
and uninfected tissues. 

During the last four years, several completely new 
wound antiseptics have been introduced. Sulphanil- 
amide is now widely applied to wounds of all kinds ; 
its action is bacteriostatic, not bactericidal, but this 
weakness is| compensated by its innocuousness. 
Gramicidin has been found useful in some wounds 
infected. with sulphonamide-resistant streptococci ; 
but apparently it is not particularly effective in 
staphylococcal infections, against which we badly 
need a weapon, and in general its original promise has 
not been fulfilled. Penicillin is still unequalled but 
unobtainable, though Sir JoHN ANDERSON is 
satisfied with the “ very active steps” being taken 
to make it. Propamidine has only lately emerged 
as a wound’ antiseptic, and further experience 
is needed before we can judge its true value, All 
these new substances have not prevented a revival 
of interest in the acridine compounds, introduced 
for this purpose by Browne and his collaborators 
during the last war. At that time attention centred 
chiefly on acriflavine, a commercial mixture of 2 :8- 
diaminoacridine (proflavine) and 2 : 8-diaminomethy]- 
acridine, but its popularity gradually waned. This 
was partly because of its inactivation by pus, partly 
because of its irritant action, partly because it cannot 
forget that it began life as a dye, and its affinity for 
gauze and dressings diverts much of the antiseptic 
32. Salle, e J. and Lazarus, A. 8. Proc. Soc. exp. Biol. N.Y. 1935, 
33. Welch, nH. a ©: G. and Hunter, A. C. J. Lab. clin. Med. 


1942, 27, 14 
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from the actual wound surfaces. Gakrop, however, 
kept his faith in the flavines, and in the last ten years 
he, LinNELL, ALBERT and others*® have explored this 
series further, gathering information about the relation 
of chemical structure to bactericidal activity. It 
seems that in bland efficiency acriflavine is s 

by proflavine, by 2 : 7-diaminoacridine, and by 5-mono- 
aminoacridine which is non-staining and highly active. 
Until lately the flavines were always applied in solution, 
but MrroHe.y and Buttiz,” adapting the technique 
of local sulphonamide treatment, rapidly converted 
chronic suppurating wounds into clean ones by 
applying powdered proflavine. Various British labora- 
tories have tried to reproduce their results in experi- 
mental wounds of animals, but proflavine and similar 
derivatives have all proved destructive to the tissues 
when applied as a powder, so there is a discrepancy 
between the clinical and laboratory findings. Much 
of this discrepancy may arise from the different 
conditions in which the proflavine was applied. The 
wounds MiroHett and Buttie treated contained 
mueh pus and necrotic tissue, and appropriate surgery 
preceded application of the chemical. Purulent 
wounds are difficult to reproduce in an animal and the 
experimental lesions were necessarily clean incisions. 
There is no doubt that proflavine and similar com- 
pounds will destroy most of the bacteria in a wound 
when suitably applied; the uncertainty lies in the 
extent of the damage they do to the tissues and 
apparently this must be decided by the surgeon rather 
than the laboratory worker. 

Reviewing the conflicting evidence for and against 
the various acridine compounds, BRowninG*® con- 
cludes that they are highly effective in preventing 
the development of infection in wounds, and that 
they can also control established suppuration althaugh 
their continued use may retard healing. There is 
much still to be learned not only about the choice of 
antiseptic but also about methods of application. 
As Garrop® puts it in a masterly review of recent 
advances, “‘ we have learned the virtues of antiseptics 
largely by learning how to use them better.” 


Annotations 


THE SURGEONS’ MUSEUM 


THE prime purpose of a medical museum should be to 
display specimens in such a way that the visitor gains a 
vivid impression. In the past most medical museums 
in this country have been dull collections, of ill-presented 
specimens. What a museum could be like was suggested 
by the Wellcome Medical Museum, and since its opening 
in 1929 there has been a serious attempt to imiprove the 
standard of museums generally. 

The museum of the Royal College of Surgeons in 
Lincoln’s Inn Fields has always been something of. a 
national institution. Its functions have been not only 
to provide a visual method of preservation and propaga 
tion of medical knowledge but also te forma gicctones 
of material available for research, with ample space for 
the exhibition of historical collections. It has become a 
library with a historical section, a reference section and 
a current section, the specimens taking the place of 
books or manuscripts. As will be readily appreciated, a 
national museum with these three functions needs a great 


35. See Linnell, w. H. Pharmaceut. J. 1943, 150, 102. 
36. Mitchell, G. A. G. and Buttle, G. A. H. Lancet, 1942, ii, 416. 
37. Browning, C. H. Brit. med. J. 1943, i, 341. 
38. Garrod, L. P. Brit. med. Bull. 1943, 1, 48. 


mass of material. This material should include common 
4s well as less common and rare lesions. Even the 
commoner lesions need adequate representation among 
the exhibits and the spares are likely to yield added 
knowledge by further examination. The College of Sur. 
geons’ museum has always put material to good use in 
this way, having a large amount of material which is 
continuously used though it may never appear on the 
shelves or show-cases. The less common and rare condi- 
tions, apart from their interest as rarities, sometimes give 
a clue which is less clear in the common conditions; the 
exception is often the starting-point for a new line of 
research. Of equal importance in a national museum is 
the historical section. How knowledge has gradually 
grown, and the material which has contributed to this 
growth, are matters that can be studied with advantage. 

As most readers will know, the Surgeons’ museum has 
suffered considerable damage by- bombs, and anyone 
who can contribute new specimens to it will be con. 
tributing to a national museum and to the advance of 
medicine. Many will be able to collect the commoner 
lesions, some can send rare specimens, and a few may 
have specimens of historic interest. All these will be 
welcomed by the college and will help them to re-establish 
their unique museum, On p. 792 will be found the names 
of representatives in various specialties bles whom intend- 
ing donors may make contact. 


MECHANISM OF CARCINOGENESIS 


Tue latest report of the Imperial Cancer Research 
Fund? describes- the recent work of H. G. Crabtree on 
the mode of action of carcinogenic substances. He had 
earlier found * that members of a series of chlor-com- 
pounds—e.g., monochloracetone—which reversibly in- 
hibit the glycolytic process of cells also inhibit the rate 
of tumour induction by chemical carcinogens—e.g., by 
3:4-benzpyrene. He then showed ® that larger amounts 
of chloracetone tend to influence the process of tumour 
emergence in the opposite direction—that is, a simple 
inhibitor of cell glycolysis can, under varying experi- 
mental conditions, either retard or stimulate the rate 
of induction of tumours. The compounds producing 
these effects were non-hydrolysable under physiological 
conditions, and the potency of their biological action 
was determined by the chemical reactivity of their 
chlorine atoms. The work was then extended to embrace 
compounds so reactive that contact with aqueous media 


’ causes hydrolysis, various aliphatic and aromatic acid 


chlorides being taken as examples of this type, and 
tested for their effects on the rate of production of 
tumours (in mice) by benzpyrene.‘ In this series all the 
compounds showed inhibitory properties alone, the most 
effective substance being benzene sulphochloride. This 
contrast between the biological action of non-hydrolysing 
and hydrolysing chlor-compounds was further empha- 
sised when Crabtree showed that they differed also in 
their effects on metabolism in vitro—the former pro- 
ducing a specific inhibition of glycolysis, and the latter 
a non-specific effect due simply to the liberation of 
hydrochloric acid. Bearing in mind that:all the halogen 
compounds used could also ’affect other biochemical 
mechanisms, in particular those involving the sulphydry! 
group—e.g., processes concerning glutathioneandenzymes 
containing sulphydryl groups, and the normal synthesis | 
of proteins with sulphur-containing amino-acids—Crab- 
tree has studied the effects on tumour induction of 
various disturbances of sulphur metabolism. ‘For this 
purpose he used bromo-benzene, since continued assimila- 
tion of this substance results, through elimination as a 
mercapturic acid (acetyl cysteine) derivative, in a 
lowering of the body reserve of sulpbur- containing 


. See Lancet, May 1, p. 563. 

. Crabtree, H. G. J. Path. Bact. 1940, 51, 303. 
. Cancer Res. 1941, 1, 34. 

. Ibid, 1941, 1, 39. 
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amino-acids.’ In one experiment in which 0:3%, benz- 
pyrene was applied twice weekly to the skin of mice and 


| 10% bromoe-benzene applied on the intervening four 


days to the same area, the average induction time for 
papilloma formation was lengthened by 50%. An 
even more striking result was shown when the con- 
centration of benzpyrene was reduced (to 0-1%). and 
bromo-bengene applied as before: after 21 weeks not 
a single wart appeared, although in a control 
experiment (using benzpyrene alone) all surviving mice 
earried tumours. It is obvious that bromo-benzene | 
has a strong retarding action on tumour induction, ~ 
possibly through the production of a localised sulphur 
deficiency. Crabtree therefore suggests that the pro- 
cesses of chemical carcinogenesis must possess an 
intimate relation to the cellular metabolism of sulphur. 

These results acquire additional interest when viewed 
in conjunction with other similar work. Crabtree * has 
himself fully discussed the bearing of his earlier work on 
Berenblum’s original discovery * of the retarding influ- 
ence of mustard gas (dichloroethyl sulphide) on the 
induction of tumours by tar, and on the efforts by 
Berenblum and his associates’ to correlate the rate of 
hydrolysis, the inhibition of metabolic processes, and 
the anti-carcinogenic action of mustard gas and its 
various derivatives and analogues. The newer work 
with bromo-benzene is also possibly related to the 
growth-inhibitory properties of many ‘carcinogenic 
hydrocarbons (and other substances), which White and 
White ° suggested might. be due to a specific deficiency 
in the sulphur-containing amino-acids, produced by 
imposing on the organism an increased requirement for 
organic sulphur, in the form of cystine or metiionine, 
for detoxication mechanisms. A possible route for the 
elimination of carcinogens in a detoxified condition 
through the mercapturates has also been examined by 
Fieser,® extending the finding of Boyland and Levi’ 
that the sulphur-containing metabolite of. anthracene 
has the structure of l-anthrylmercapturic acid. 

These inquiries exemplify the two great processes of 
cancer research (as indeed of all research)—-on the one 
hand fresh discovery, and on the other an attempt to 
assess the mutual significance of separate investigations, 
in which different workers attack the same fundamental 
problems from different angles and with varied weapons. 
The process of fact-finding is of first importance, but it 
constantly gains in stimulus from the effort to set out 
our data in tentative relationship, so far as is possible, 
and without underestimating the complexity of the 
mechanisms concerned. 


BEHAVIOUR OF THE VESSELS IN SHOCK 
SIncE before the first world war indirect evidence 
derived from. diverse kinds of experiments: has. been 
accumulating to show that during the earlier stages of 
shock the smaller vessels are constricted, possibly 
throughout the vascular bed. Microscopie observation 
and measurement of the vessels themselves have been 
little employed, although these form the most direct 
method of approach te the problem. Page and Abvll" 
have now made photomicrographic records of the state 
of contraction of the mesenteric vessels and lymphatics of 
cats, in which shock was produced by constricting the 
limbs for 3 hours by tightly tied cords or by withdrawing 
blood from a femoral artery. - Their illustrations show 
that within an hour of the trauma the arteries and 

5. White, A. and Jackson, R, W. J. biol. Chem. 1935, 111, 507. 


6. Berenblum, 1. J. Path. Bact. 1929, 32, 425. 
1. 1935, 40, 549; eerenpium, I., Kendal, L. P. and Orr, J. W. 


iochem, J. 1936. 3 
Soc. exp. Biol., N.Y .1938, 39, 527; 


5. White, J. and White, A. Proc. 
J. biol. Chem: 1939. 131, 149. 
— pa es 
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0. Boyland, E, and Levi, A. A. Biochem. J. Teak: 30, 1225. 
. Page, I. H. and Abell, R. G. J. exp. Med. 1943, 77, 215. 





arterioles constrict, decid thant they remnnin Gdnbtiioted 
for several hours, giving way to relaxation in most experi- 

ments an hour of more before death. The constriction 
is never sufficient to interrupt the blood-flow, and even 
the ensuing terminal relaxation is not accompanied by 
any evidence of pooling or stagnation of blood. The 
veins also narrow but show less tendency to dilate with 
the approach of death. Likewise the lymphatics become 
narrower. Removal of the adrenals, kidneys or pancreas 
does not significantly alter the changes in calibre of the 
vessels. Similar vascular reactions have been seen by 
Page and Abell in the vessels of the rabbit’s ear using a 
transparent moat chamber. The mesenteric vaso- 
constriction is an active process, for it is observed soon 
after the application of the injurious stimulus, when the 
blood-pressure may be above normal, and the walls of the 
vessels are seen to be thickened.. Moreover, in the pithed 
cat the mesenteric vessels show no constriction, although 
the blood-pressure may be at a low level for many hours. 

Page and Abell suggest that the vasoconstriction they 
have directly observed may be an important. factor 
in the decreased: venous return which is one of the chief 
changes in the circulation in shock. They do not explain 
the mechanism of the vasoconstriction and it would be 
interesting to see their experiments repeated in the totally 
sympathectomised animal. They note that no evidence 
was found of increased capillary permeability, which 
Moon © believes occurs throughout the greater part of the 
visceral vascular bed in shock. In the autopsies on 
many of their animals, haemorrhagic areas were found in 
various parts of the heart reminiscent of a phenomenon 
reported by Sheehan in post-mortem material from 
eases of obstetric shock, and Wiggers * has pointed out 
that the damage to the myoéardium caused by an 
inadequate ‘blood-supply consequent on hypotension 
may be largely responsible for the circulatory collapse. 


GASTRO-INTESTINAL ACTION OF ATROPINE 

Ir is well known that atropine produces its peripheral 
effects by inhibiting the action of acetylcholine produced 
at the nerve-endings of cholinergic nerves. Atropine 
also produces stimulation of certain parts of the central 
nervous system and all the effects of the drug can probably 
be explained in terms of. these two types of action. 
This is brought. out by recent analyses of the action of 
atropine on the stomach and on the intestine. The 
investigation of Anderson and Morris was performed 
exclusively on the human stomach by a method which 
appears to give reliable results.** These investigators 
found that small doses of atropine produced an increase 
in the contractions of the stomach while larger doses 
caused a rapid and lasting cessation of all gastric con- 
tractions.. The first effect is very probably due to a 
stimulation of the vagus centre in the medulla and is 
similar in type to the slowing of the pulse which is 
often produced by small doses of atropine.’ The 
inhibition of gastric activity is, of course, dependent on 
the peripheral inhibition of vagal action. These results 
emphasise the need for adequate doses of atropine in the 
treatment of conditions associated with gastric hyper- 
motility. To put the stomach at rest the traditional 
gr. 1/100 seems to be insufficient, for this dose given 
subcutaneously increased gastric motility both in 
normal subjects and in patients with duodenal ulcer, 
whereas gr. 1/50 produced a long cessation of gastric 
contractions. 

Youmans, Karstens and Aumann % performed their 
experiments on unanesthetised dogs. They found that 


12. 2. Moon, V. H. Shogk, . London, 1942. 
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17. Olark, A. J. Aan Pharmacology, London, 1940. 
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the ‘inhibition. e intestinal activity prolinced by the 
administration of atropine was not deereased by a 
section of extrinsic nerves (i.e. the vagus and. sympa- 
thetic). Sinee there is no good evidence that acetyicho- 
line is continually being produced by the intestine 
independently of its extrinsic innervation, it seems 
probable that the effect of atropine is due fo an action 
on the intestinal smooth muscle making it unresponsive 
to acetylcholine. Youmans and his colleagues also 
made the curious observation that section of the sym- 
pathetic rendered the intestine more sensitive to the 
inhibitory action of atropine ; this effect may be due 
to changes in the blood-supply after removal of the 
sympathetic innervation. 


SIXTH. ADDENDUM TO. THE BP 


Tue latest addendum. to the British Pharmacopeia 
1932 contains 17 new monographs. These deal with two 
synthetic vitamin-K analogues, menaphthone and 
acetomenaphthone ; | two pieces of the vitamin-B, 
jigsaw, riboflavine and nicotinamide (nicotinic acid 
is already official) ; the synthetic cestrogen, stilbeestrol ; 
the antiseptic, solution of chloroxylenol, and its other 
‘constituents, terpineol and ricinoleic acid ; the synthetic 
compound, dithranol, which differs from the chief ingre- 
dient of chrysarobin only in having no methyl group ; 
and a dithranol ointment containing 0-1% in soft paraffin. 
Two forms of kaolin are included—a light for internal use 
and a heavy for poultices. Wool aleohols (prepared 
from the grease of sheep’s wool) now replace the beeswax, 
soft n and olive oil in hydrous ointment and become 
the basis of many other familiar ointments. Injection 
of procaine and adrenaline BP, which contains 2 g. of 
procaine and 2 ml, of adrenaline per 100 ml., is given the 
prefix “‘strong,”’ and there is a new ‘“‘ weak ”’ injection 
whieh is prepared immediately before use by diluting 
a 2% solution of procaine with three parts of saline and 
adding adrenaline, so as to give procaine 0-5% and adrena- 
line 0-2% ; the dose of this for infiltration is fl. oz. 10}. 
Ergot must now contain not less than 02% of total 
alkaloids, calculated as ergotoxine, instead of the previous 
P:05% and the dose of prepared ergot is correspondingly 
lowered from gr. 5-15 to gr. 24-8. Yellow soft paraffin 
inay be used whenever white is prescribed. Directions 
are given for the sterilisation of sulphanilamide ; it is 
to be heated in its final containers for an hour at 150° C., 
or at 140° C. for four hours, and this is said to produce 
no more than a slight discoloration. 


INDIVIDUAL SPECIFICITY OF HUMAN SERUM 

REACTIONS after blood-transfusion may be divided 
into hemolytic and non-hemolytic. The latter may be 
due to some component of the plasma of the donor or 
to extraneous matter. The importance of contamina- 
tion of the sodium citrate solution, or of the apparatus 
used, has been repeatedly stressed by American authors 
as a cause of febrile reactions and it has been pointed 
out that as the standard of care in the preparation of 
apparatus increases, so does the incidence of transfusion 
reactions diminish. Nevertheless, the view that all 
non-hemolytic transfusion reactions are due te the 
introduction of extraneous matter seems untenable. 
Some recipients seem peculiarly liable to develop 
reactions, even when the greatest care has been taken 
im the preparation of the transfusion fluid. Recent 
experience with plasma and serum transfusions has 
suggested that- human plasma may contain antigenic 
substances which may react with corresponding anti- 
bodies in the recipient’s serum. Only recently however 
have such antigens actually been demonstrated in human 
sera. Cumley and Irwin * proceeded in much the same 


19. Back, 2M. and Goffart, M. Schweiz. med. Wschr. 1941, 71, 
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way as did Landsteiner ond Levine's in the domicuatention 
of the M and N factors in human erythrocytes—that jg 

to say, by injecting human material into animals and 
then testing the immune animal antisera against a 
number of samples of human material. Injections of 
human serum were administered intravenously to 
rabbits. Later, the rabbit was bled and ring tests were 
carried out with the serum obtained against a number 
of samples of human sera. No difference was obtained 
by direct testing but when the rabbit serum was first 


, absorbed with a given human serum it would still reaet 


with other human sera. Using this technique at least 3 
‘* groups’ of human serum could be recognised ani 
these were not in any way related to the Landsteiner 
ABO blood groups. These serum differences are 
probably constitutional and if so, their importance from 
the genetical point of view will be considerable. In any 
case the possible bearing on the etiology of certain 
transfusion reactions opens up yet one more field of 
research in this rapidly growing subject. It is not 100 
fanciful to foresee a time when in addition to carrying 
out compatibility tests in relation to the red-cell agglu- 
tinogens, transfusions will be preceded at least in certain 
cases by a ring test between the donor’s and recipient's 
plasma. 


PREVENTION OF LIVER DAMAGE 

It has long been known that the liver is influenced by § 
certain chemicals and toxins, and attempts have” been 
made from time to time to devise diets that would prevent 
liver damage. It was held for many years, for example, 
that a diet rich in carbohydrate would prevent chioro- 
form poisoning. This led clinicians to prescribe large 
amounts of carbohydrate as a prelude to any kind of 
operation that might lead to liver-cell necrosis, and the 
intravenous route was extensively used on the pre- 
sumption that it favoured for some reason the deposition 
of glycogen. In 1939 Goldschmidt and others ** reported 
that this was not so: glycogen was only stored when the 
calorie intake was adequate, and hence a liver was only 
protected against chloroform poisoning when its “owner 
had been well and generously fed for some time. Further 
work suggested that it was the proteins rather than the 
earbohydrate that conferred the protection. This was 
followed by the observations of Whipple on which we 
have already commented**: he showed that when the 
plasma protein of dogs was reduced they became very 
suseeptible to chloroferm poisoning, and that methionine 
protected them. Ravdin and his colleagues™ now say 
that patients can best be protected against liver neerosis 
by diets which are adequate in calories and contain 20% 
of protein, 74% of carbohydrate and only 6% of fat. 
Such diets must obviously be well prepared to be pala- 
table. There seems to be general agreement that dicts 
rich in fat should be avoided. Himsworth and Glynn * 
showed that on diets of this kind rats were much more 
suseeptible to trinitrotoluene poisoning than they were 
on diets rich in protein or in carbohydrate. 

Preventive measures ‘are neyer welcomed by a healthy 
population, and although there have recently been 
epidemics of hepatitis no-one at present is likely to 
suggest trying to combat them by dietetic tneans. The 
effect of rationing however has been to reduce the 
consumption of fats, and to maintain the intake of 
calories by raising the consumption of carbohydrate; 
and it is an interesting reflection that Lord Woolton 
may all unwittingly have done something to reduce the 
incidence of heparee: and TNT poisoning throughout 
the country. 

22. Goldschmidt, S. V: 
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Ts Faglead New 
A Running Commentary by Peripatetic. Correspondents 

PERHAPS it was the unhinged wanderings of an ex- 
hausted mind that made me think of the Medical Pro- 
fession as I gazed at the cold consommé this evening, 
but suddenly the wearisome complexities of a contro- 
versial day became pellucid clear—there, confronting 
me on a soup plate, lay. the very epitome of the Medical 
Profession ; there in all its transparency lay the explana- 
tion of all its troubles. In fact, when I qualified as a 


doctor, T had not entered a profession in the accepted ~ 


sense but had been absorbed into a mass with no inherent 
form, moulded by passing fashion or the caprice of some 
local pressure. The jelly might quiver in the presence 
of some great convulsion, it might quake and even 
disintegrate before a direct assault, but in itself it had no 
power of movement for it lacked the structure of a vital 
orga x 
We are accustomed to refer to it as The Profession, but 
who is its head, where its representative governing body, 
and who will act for it in a crisis ? We speak of its ethics, 
but where are they taught, or where may they be read ? 
During six thousand years has anything more defined 
than the Hippocratic oath crystallised out from its 
supernatant fluid ? And now, during the past month, 
we have learned how unfounded is the widely held belief 
in certain privileges. Dimly I had thought that they 
at least were defined in international law, but corre- 
spondence in the Lancet during May casts great. doubt 
on the position of doctors attached to navies and air 
forces, Apparently some form was given to the matter as 
regards those with armies—the pressure of a great 
external force contrived to set the jelly here—but no-one 
cared what happened to the rest. A situation so sur- 
prising seems to call for some comment, but none has 
been made. It is evidently no-one’s concern; the 
GMC, the Royal Colleges, the BMA, they are the very 
essence of the jelly. It thus seems probable that the 
paradox must remain, that part of the medical profession 
is covered by the Geneva Convention and part is left in 
the position of ordinary combatants. Indifferent while 
the conventions were being framed, the profession is 
inert in the presence of their consequences. 

The cold consommé remained untouched ; it savoured 
too much of cannibalism to consume it. 


* * * 

The answer has now been brilliantly given in Tunisia, 
but six months ago many people were wondering what 
sort of soldiers the Americans would make. It was the 
same in the last war, when we, knew far less of their 
capabilities. The first time they went over the top in 
that war was when a trench raid on a large scale was 
arranged for their benefit, as their baptism for the real 
thing. It was a biggish affair, for several thousand men 
were engaged, and they were accompanied by some tough 
and experienced Australian troops to show them the 
way; clubs and daggers were the favourite weapons, 
and from all accounts, except the German one, it was 
a very successful little party. Later, a slightly wounded 
Australian sergeant arrived at my hospital, and I asked 
him how the Americans showed up. ‘‘ Well, Sir,’’ he 
said, ‘‘ they are going to be first class, but I’m afraid 
they are inclined to be a little rough with the Germans.”’ 

* * * 

_In these days of Gallup polls there is some danger of 
Vox Populi being per with Vox Dei, whereas in 
fact it is usually unthinking and uninformed. Here, 
where the village doctor listens to it as it floats to him 
over the top dusty row of bottles in the dispensary from 
the waiting-room, bubbling with airy discourse and anec- 
dote of death and disaster, it is typical. There was last 
week, for instance, in this light-hearted stream a strong 
undertow of criticism of the doctor’s treatment of the 
village cobbler, who had suddenly burst an unsuspected 
peptic ulcer.’ He was correctly diagnosed and packed 
off to hospital within an hour, where, having been oper- 
ated on at once, he died four days later, but Vox Pop felt 
there had been a rather indecent haste in fhe matter, and 
further that nothing was given to the r fellow to — 
his intense onthe journey. It did, however, give 
marks to the doctor for the contagion of his exuberant 
cheerfulness on his weekly visits to old Mrs. Mouser, 


whose bedridden saturnity had not evoked this quality 
in other visitors. “‘ E do be so koind to ’er, listening 
and larfing, that ’e do reglar buoy ’er up.”’ ” 

J * *” 


- 

The journalist-expert has been at it again with his 
confident and confidential information about consultants’ 
fees. Last time a few leading physicians were in the 
news, and his estimiate of their earnings was compara- 
tively modest: ten thousand or so a year was about 
the high-water mark. But this time he has turned his 
attention to the surgeons, and has’ fairly let himself go. 
For even excluding what to me are astronomical figures— 
incomes of £100,000—he enumerates a number of for- 
tunates in the £20,000 a year class whom he commiserates 
on the change to be expected when they receive the 
flat-rate of a consultant in the problematical state 
medical service. I wonder what my surgical colleagues 
think of hiscomputations. Do they, perchance, contem- 
plate with some uneasiness a possible inquisitiveness on the 
part of income-tax officials ? Or can they complacently 
reconcile the income of fiction with the income of fact ? 

I hope the journalist-expert’s figures are not over- 
generous. But, bless my soul, what nonsense he writes. 
Mr. Cutler, he says, has performed an abdominal opera- 
tion; of course with his usual skill and efficiency. Appar- 
ently until then finance has never been considered, for 
it is ‘‘ the patient’s friend ’’ who makes the inquiry. 
** Oh, one hundred “and fifty guineas,” says Mr. Cutler 
nonchalantly. ‘‘ That is more than he can afford,” 
observes the patient’s friend, who hands over a cheque 
which Mr. Cutler casually slips into his pocket unaware 
that after discount for cash he is receiving fifteen guineas. 
Yet in his delight he offers the patient’s friend a lift in his 
car. Mr. Scalpel is internationally renowned in a more 
restricted surgical specialty. His orthodox fee is a 
hundred guineas. But he ‘‘ sometimes performs the same 
operation for ten guineas, and sometimes for nothing.” 

Surely the layman who reads this twaddle must 
come to conclusions which are a travesty of the truth, 
He may conclude that payment for an operation is 
based on the principle of a dutch auction or an oriental 
transaction between surgeon and patient—or ‘‘ patient’s 
friend.’’ He is even entitled to suppose that inquiry 
as to financial obligation is a mere facon de parler; that 
the patient may ignore the surgeon’s estimate and him- 
self dictate the fee he proposes to pay: References to 
gratuitous operations are equally silly. The implication 
is either that the rich must pay for the poor or that 
eminent surgeons, out of self-sacrifice, benevolence and 
philanthropy, devote to gratuitous service many hours 
which might be employed in performing operations at a 
hundred guineas a time. To create the impression that 
the rich pay for the poor is grossly improper and reacts 
unfairly ‘upon the profession. A rich man lives in a 
constant atmosphere of suspicion that he is being ex- 
ploited. ‘To tell him that the magnitude of the fee is a 
compensation for the ill-paid or unpaid services to the 
poor will beindignantly resented. He may even conclude 
that he is regarded as a leading character in the play in 
which the surgeon is Robin Hood. But tell him what 
is in. fact the truth and he will see the justice of the 
principle—it is in order that they may become efficient 
and therefore justified in charging him a hundred guineas 
that Mr. Cutler and Mr. Scalpel gain their experience 
by operating gratuitously on the poor. 

There is no need for any of us, not excluding the most 
eminent, to make a parade of our benevolence. From 
our earliest days we accept it as part of our creed. We 
know that as a consequence -we shall always be the 
victims of abuse and ingratitude. We shall not on that 
account descend to hypocrisy and humbug. Many a 
great surgeon is a first-class business man. We need 
think no less of him for that ; and he would be the first 
to deprecate a halo of sentimentality and his representa- 
tion as a caricature of philanthropy. 


~ * * 
Y was, I suppose, guilty of infamous conduct in a 
[grep respect, so may as well own up to it. As 
was taking leave of her my patient asked me to kiss 
her twice in the same place and I complied. “ I’ll tell 
your wife,’ she said. ‘‘She won’t mind,’”’ I answered. 
** Perhaps she doesn’t think you worth being jealous 
over?” For this piece of cheek I smacked her behind. 


‘The only thing I can say in extenuation is that she is 89. 


+. 
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MEDICINE AND. THE LAW 
Adoption Safeguarded 


THE new control of adoption, which took effect on 
June. Ist, is stringent. Parliament attacked. baby- 
farming in the Infant Life Protection Act of 1872 but 
instituted no specific control of child adoption till 1926. 
The report of a committee in 1937 revealed disquieting 
evidence of the exploitation of children. and mothers. 
Two .yeats later Miss Florence Horsbrugh, MP, who 
presided over the committee, had the rare distinction of 
also piloting through the House of Commons the bill 
which embodied her’ committee’s recommendations. 
This amendment of the law was about to take effect on 
the first day of 1940 when it was indefinitely postponed. 
War-time conditions,. however, were seen to justify 
acceleration rather than delay. At last the necessary 
Order in Council, together with an order by the Home 
Secretary, fixed June 1 as the ‘‘ appointed day.”’ 

The main changes in the law are that henceforth no 
body of persons other than a registered adoption society 
or a local authority may arrange for a child to be adopted. 
Payment for adoption will not be allowed without leave 
of the court ; advertising is restricted and there is special 
eentrol over the sending of children abroad. To obtain 
wegistration a society must establish its bona fides as a 
charitable association. Registration can be refused or 
cancelled if the society is not controlled by a responsible 
committee, if its employees are not fit and proper persons, 
if their number is inadequate, or i” anybody taking part 
in the society’s affairs has been convicted of an offence 
against the Adoption Acts or the statutory regulations 
made thereunder. ? 

These regulations should go a long way to eliminate 
the risk of abuses. The 1939 Act delegates to the Home 
Secretary a power thus to control the conduct of trans- 
actions, and in particular to ensure that parents are told 
‘‘ in ordinary language ”’ their own legal position and the 
effect of the adoption order. Regulations may require 
the supervision of each case by a ‘‘ case committee ’’ of 
not. less than three persons, may prescribe the inquiries 
and reports which the society must obtain as to the 
suitability of child and adopter, and may insist on. the 
society’s securing a report on the child’s health by a 
registered medical practitioner. When the Home 
Secre’ produced his regulations last March, they were 
seen to leave very few loopholes for bogus adoptions. 
Parents or guardians proposing to place. a child at the 
disposition of an aang society are to sign a form 
certifying that they ve studied and understand a 
carefully. worded memorandum which explains their 
rights. _Whenever a society proposes to hand a child 
over to the care and possession of an adopter, it must 
first inquire and,obtain reports with regard to the 
following points, Besides the child’s name; address, 
age, place of baptism and denomination, and the parents’ 
names, address, age and religion, there are copious 
questions to be answered. Have the parents any other 
children ? | Is there any history of insanity, tuberculosis 
or any other disease in either parent’s family ? Why 
is the child offered for adoption? Has it any interest 
in property and is its life insured ? If the mother is alive, 
does she consent ? | If the father is alive, is he married 
to the mother or otherwise liable to contribute to the 
child’s maintenance? As for the adopter, when the 
report has stated his name, address, country of domicile, 
age, religion and occupation, it must. also state if he is 
married... If the adopters are a married couple, do they 
jointly ask for an adoption order? Has the adopter any 
other child at home? What is the accommodation and 
condition of the home and what are his means? The 
names and are required of two responsible 
persons who can vouch for his character. The report 
must say whether all the foregoing particulars have, so 
far as possible, been verified. as a representative of the 
case committee seen the adopter and the prospective 
home and was the latter satisfactory ? 

When all these searching inquiries have been answered 
and recorded, there still rémains the medical practitioner’s 
report. .He must pronounce upon the state of nutrition, 
the mental and physical development, and the presence 
or absence of any abnormality of behaviour, speech or 


articulation. - Is there any trouble with the child’s ears, - 


nose or throat, its sight or its skin or anything wrong with 
the bladder or the bones, muscles and ts? Is there 
any history of fits or rickets or any evidence of paralysis, 
syphilis or disease of the heart or lungs? Has the child 
been vaccinated and immunised for diphtheria ? Ifthere 
has been neglect or improper feeding, is its constitution 
such that nursing and proper care would make it 
suitable for adoption ? This by no means complete 
list of the prescri particulars which the society must 
obtain will certainly give confidence. The case com- 
mittee will consider the reports, and someone on behalf 
of the committee will interview the adopter and will 
sg 62 the premises where the child is going to live. 

e welfare authorities, it, will be seen, have an import- 
ant, task before them but should be. well equipped with 
the facts. The London County Council, which is delegat- 
ing this responsibjlity to its education committee, expects 
to deal with perhaps 125 new cases each year. ese 
figures of children under supervision will, of course, be 
cumulative because the supervision continues till the child 
is 9 years old or until a court makes an adoption order. 


Letters to the Editor 


DOCTORS AND THE FUTURE 
“WHERE WE STAND’’ 


Sir,— When I saw the heading of your first leader on 
June 5, I thought ‘‘ Now for a lead. We shall at least 
know where THE LANCET stands.’ We don’t, because B 
you stand first on one foot and then on the other. You 
are in favour of a National Medical Corporation, but you 
think health services might instead be run by a guild 
which would pay the doctors; the local authorities, 
which would pay the guild ; and the Ministry of Health, 
whose function seems somewhat indefinite. We have 
seen something of the effects of triple control. It may, 
with goodwill all round, work admirably. | Usually it’s 
a@mess. - 

You show a lamentably unleaderlike vein, too, in your 
paragraph beginning, “ If it is: politically impossible or 
inadvisable to entrust a comprehensive service . . . to 
a National Medical Corporation . ..’’ Why should it 
be? We are told that it is impossible by politicians; 
but are we children, already subject to the discipline of 
politicians, that we should accept this view without 
further explanation, and ‘set obediently about the 
planning of a second-best course ? 

’ Sir, the medical profession is probably the best 
educated, most intelligent, most altruistic and most 
worldly-wise group in England today. -That isn’t saying 
a lot, I know, but it is something. In addition, doctors 
usually make able administrators, a personal impression 
which is supported by that of a friend who has seen much 
of them in that réle. We are also necessary to the com- 
munity and therefore, if for once we could combine and 
agree, of enormous political power. Most of us are, I 
think, agreed on five points R 

1, The present medical services are inefficient and wasteful. 

2. The only cure is a comprehensive medical service with 
unified control. 

3. Good doetoring is done only by doctors who are working 
happily. 

4. Doctors will not work happily under the Ministry of 
Health or local authorities. 

5. There must thérefore be a unified comprehensive 
médical service run by doctors, who should form a National 
Medical Council under direct Parliamentary control. 


Point. 4 may be expanded. We should .say quite 
firmly that :— 

(a) We will not, the war and its special circumstances 
once over, work under civil servants, because our whole 
outlook demands that we should accept personal respon- 
sibility for all our actions, good or. bad, and personally 
accept the bouquets or the raspberries, as the case may 
be; because we insist on doing things in what we per- 
sonally consider to be the best way for the benefit. of our 
patients, and will have nothing to do with ‘“ the usual 
channels’”’ in which food ideas, are almost. always 
drowned ; because a Ministry has no soul to save or 
bottom to kick, and to work under it too often breeds 
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that sense of frustration which is hostile to the welfare 
of our patients. 

, (b) We will not, the war and its special circumstances 
once over, work, under medical superintendents, for very 
similar reasons. Life under a médical super- 
intendent’ may be a bed of roses but under a bad one a 
bed of thorns. - I have personally tried_-both. Probabl 
the maximum of tive efficiency and, 
for the masses, of happiness, is obtainable under a dic- 
tator. We are fighting the whole dictator idea because 
we prefer freedom to administrative er and 
because dictators who are both benevolent and efficient 
are difficult to find. . 

(ec) We will not, the war and its special circumstances 
once over, work under local authorities, because graft is 
rife in local governments ; because we don’t think that 
shopkeepers are likely to be good at running medical 
services ; and because shopkeepers would object to the 
medical profession taking over their shops. 

reer f Sir; it is commonly said that we have no real 
political power because we cannot, for our patients’ sake, 
go on e. Let us therefore declare, if necessary, a 
paper strike. - Let us refuse to sign any certificates until 
we get our way. Before so dire a threat, the forces of 
bureaucracy wilt and die away. ; 

Whitchurch, Bucks. RAYMOND GREENE. 


PROMIN IN TUBERCULOSIS 

Sir,—Following the interim preory by Dr. Heaf and 
his colleagues in your issue of June 5, it may be of 
interest to record my experience-ef ‘ Promin’ in tuber- 
culous empyema. ugh the kindness of Dr. Stanley 
White of Messrs. Parke, Davis & Co. I obtained a supply 
of promin solution in glucose which I have seat by 
direct injection into the pleural cavity after aspiration 
of the effusio .. A 20% solution in glucose appears to 
be safe and does not produce reactions. 

Four patients have received this treatment, in all of 
whom the effusion (arising as a complication of pneumo- 
thorax treatment) contained tubercle bacilli. In3 cases, 
after injection of 40 c.cm. of the 20% solution on two 
occasions at fortnightly intervals, tubercle bacillus could 
no longer found on microscopical examination or 
culture; the fourth case was unchanged. The rate of 
formation of the fluid after aspiration seemed to 
diminish considerably. It is unlikely that this treat- 
ment will obviate the necessity for thoracoplasty later, 
but the presence of glucose in the solution may encourage 
pleural symphysis and improve the chances of success for 
the operation. 

One case of tuberculous peritonitis with recurrent 
ascites has also been treated, 60 c.cm. of a 5% solution 
in glucose being ted intraperitoneally after para- 
centesis. Before the patient had uired a laparo-~ 
tomy (at which the diagnosis was established and more” 


(than 5 pints of fluid was removed) and subsequent 


aspiration of 5 pints twice at short intervals. _ At present, 
9 weeks after the instillation of the promin solution, 
there has been no recurrence of the ascites and the 
improvement in the general condition and sedimentation- 
rate has been striking. ' 

It is too early, of course, to form an accurate opinion 
of the value of the treatment, but it certainly appears 
worth trial in many of these cases of tuberculous effusion, 
which are nearly always the source of much anxiety. 


Preston Hall, Maidstone, Kent. J. H. CRAWFORD. 


INFANT FEEDING . " 

Str,—Speaking at the Nutrition Society’s conference 
(Lancet, June 5, p. 719) Wing-Commander Ellis said that » 
the average child should gain about 4 oz. per week during 
the first year, think it more important to emphasise 
that during the first six months of life a weekly gain of 
6 oz. is to be expected. Working in Liverpool clinics 
I have learned that underfeeding is the commonest 
fault in artificial feeding. Appetites vary in infants, 
as they do in adults, and I find that many hungry infants 
gain at a rate much in excess of 4 oz. weekly when 
adequately fed. . Their excellent.progress, their dom 
from infections and their sound sleep have led me to 
believe that a weekly gain of 4 oz. should not be regarded 
as a criterion of adequate feeding. 

Broad, m Emergency’ Hos 

gree tnesecr pital, 


EILEEN FINDLAY, 



















EVACUATION OF WOUNDED BY AIR 


Simr,— Your annotation of May 1 recalls the pioneer 
work done by doctors attached to the RFC and the RAF 
in the development of air ambulances. It recalls too 
that no mention of their names is to be found in relevant 
medica! literature. Instead all the credit seems to be 
given to foreign doctors and authors of articles search 
about to see on which of these wprthies should be con- 
ferred the title ‘‘ Father of Air Ambulances,” though 
there is no evidence whatever that their ideas or theories 
were ever at any time put into practice. As well might 
one say that Daedalus or Leonardo da Vinci was the 
** Father of Modern Aircraft,’’ because in their day they 
had advanced ideas about flying. 

If it is not encroaching too much on your valuable 
space, I would like to mention the work of two British 
medical men in this sphere. One of the first doctors, if 
not the very first, to learn to fly was a Scotsman—Major 
Alex. Dingwall Kennedy, RAMC, attached to the RFC in 
Egypt during the last war. According to the Aeroplane 
(Dee. 27, 1933, p. 1095) ‘‘ Kennedy learned unofficially 
to fly and a highly efficient pilot. He was 
responsible for the first air ambulance because in 1917 he 

a DH 9 converted for the accommodation of stretcher 
cases.”” The DH 9 was a two-seater machine, and I 
believe the accommodation for the stretcher was obtained 
from the front part of the fuselage and the space provided 
by removal of the back seat. The war over, Kennedy 
returned to his practice in Wick, where he died un- 
honoured and unsung as far as ambulance airplanes were 
concerned. His ideas were not lost, however, for when in 
1919 Z”’ cr, amare Somaliland was being fitted out, the 
PMO, Wing-Commander Wm, Tyrrell (as he then was), 
requested that a machine on these lines be constructed. 
This was sean a DH 9 but of course was more elaborate. 
It had a folding roof permitting the stretcher with patient 
to be introduced broadside on, and had in addition 
accommodation for.a doctor or medical orderly and a 
sitting case. It was thought at first that it might be 
tail-heavy, but it was flown throughout the campaign 
without mishap. The benefit of its use was strikingly 
demonstrated right at the beginning; an officer of the 
Camel Corps requiring urgent amputation for spreading 
gangrene of the lower limb was flown to the base hospital 
in 2+ hours-the journey otherwise meant a trek of 5 or 6 
days through most difficult country. 

The question of the altitude above which patients 
should not be flown and which you so wisely stress will, 
I suppose, be lafgely governed by fighter protection and 
air superiority. e investigations carried out by Love- 
lace and others in America were of the laboratory type, 
done in a low-pressure chamber, and took no account of 
the intense cold of really high altitudes, a factor almost 
as important to the wounded or shocked as anoxemia. 
According to mythology Icarus flew so high that the 
sun melted the wax on his wings. Is it not more likely 
that, in view of present-day experiences of high altitudes, 
he fell to his doom for want of a de-icing apparatus, an 
oxygen cylinder, and a BLB mask ? 


Harley Street, W1. MICHAEL J. SmyTs. 


POSTPARTUM HAMORRHAGE 


Smmr,—Postpartum hemorrhage being due to:lack of 
contractility of the uterus after expulsion of the placenta, 
or to retention of that organ whereby the uterus is 
prevented from contracting = rly, its avoidance 
should be easy. Limitation of the duration of the labour 
and the choice of anzsthetic defend the woman from 
pon one; early removal of the placenta defeats the 
other. 

According to Mr. Reddingten, in your issue of April 17, 
chloroform is ‘‘ the greatest single cause of postpartum 
hemorrhage.” ‘This is not the only reason that I use 
spinal anesthesia (see Lancet, 1942, ii, 556), but it is a 
reason. Spinal anesthesia has the effect of increasing 
the contractility of the uterus—even in cases of uterine 
atony, when the birth process has come to a standstill. 

n your leading article of April 10 you refer to this 
beneficent effect of spinal anesthesia in certain cases 
submitted to cesarean section; but you do not apply 
this to similar cases treated by forceps delivery. 

In cases in which, after delivery of the child whether 
with forceps or not, undue bleeding occurs—and this at 
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times happens even with spinal anesthesia—the placenta 
should be removed forthwith. If the uterus has not 
lost. its contractility the’ bleeding immediately ceases ; 
it always stops when the woman is under spinal anxs- 
thesia, The only reason that this is not done at once, 
without fuss, is that we have all been brought up with 
the idea that the vagina, and much more the uterus, 
in the parturient woman is sacrosanct, and that we 
should introduce nothing into either, not even a douche. 
As to the introduction of the hand into the uterus, we 
are to believe that this is a terrible affair, requiring 
anesthesia, the presence of an expert, and. elaborate 
preparations. A general anesthetic, you say, is the best 
choice ; the surgeon’s hand should be liberally smeared 
with a bland antiseptic cream and “ the entire vagina ”’ 
filled with this cream before the hand is introduced into 
the uterus. But when the genital canal has been dis- 
tended by a full-term child, why should it be necessary 
to induce general anzesthesia ? One’s hand and forearm 
are less voluminous than the foetal mass. And how 
much cream is required to fill the vagina through which 
the child’s head has passed ? \ 
The statement that ‘‘ with all possible antiseptic 
precautions grave sequela will be rare”’ suggests that 
all antiseptic precautions before and during delivery— 
whether with forceps or not—have not Bion, taken. 
And we know very well that these precautions are not 
taken: even though the attending doctor may be 
gowned, masked and gloved, no preparation whatever 
in the great mass of cases, as far as the genital tract 
of the woman is concerned, has been institu In my” 
ractice, with the patient under spinal anesthesia and 
in the lithotomy position, not only is the whole pudenda] 
region cleansed with chlorine solution but the Budin 
catheter is passed into the vagina, up between’ the 
foetal head and the vaginal wall as far as one can get it, 
to the left and the right, behind and in front. After the 
child has been delivered a further chlorine douche is 
given, clearing away all the blood. If then undue 
bleeding occurs, the gloved hand, washed in chlorine 
solution, is inserted into the uterus and the placenta 
removed. After this a chlorine intra-uterine douche is 
given. Subsequently, chlorine vaginal douches are 
continued, twice a day for three days and once daily 
afterwards. The patient, of course, is starved and fluid 
limited until plenty of urine has been passed, and is 
kept in the Trendelenburg position. o disquieting 
effect has occurred with this treatment ; and the patients 
are content. 
Rugby. 


THYROTOXICOSIS TREATED WITH PANCREATIC 
EXTRACT AND IODINE 


Str,—Nine years ago in your correspondence columns 
(Laneet, 1934, i, 1144) 1 described the relief of exophthal- 
mic goitre by oral administration of pancreatic extract 
in a series of! 10 cases. I am now able to report a much 
larger number of cases. Since 1931 I have treated 96 
patients with a goitre, exophthalmos, rapid pulse and 
tremor, along with yarious secondary manifestations of 
thyrotoxicosis. Of these 72 are now well and leading a 
normal existence with little—in many cases, no—evid- 
ence of their former illness. In 9 who had toxic adeno- 
matous or cystic goitre, the neck is smaller, although 
some enlargement is still evident. Of the remainder 10 
are still under treatment and reacting favourably. - The 
few cases which have not responded have either been of 
long standing with permanent cardiac damage or have 
not persevered. In no case in which treatment was 
established did fibrillation set in. The average period of 
treatment was less than 18 months, in none more t 
three years, and all were advised to c on with their 
usual mode of life. The regime consi of pancreatin 
(Oppenheimer’s palatinoids) gr. 5 three times a day before 
food and on every second day iodine twice daily between 
meals either as ‘ Alphidine’ pulverettes, or Lugol’s 
iodine 3 drops in a dose. 

This treatment suggested itself to me because of the 
relief of diarrhoea in toxic goitre which I found to follow 
pancreatic extract given by the mouth or (in 1934) 
*Vagotonine’’ by injection. My observations agree 
with those of Bartels * of the Lahey Clinic who, in tackling 


1. Bartels, E. C. West. J. Surg. 1941, 49, 439. 
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the problem from a totally different angle, suggested the 
oral use of Dragstedt’s * lipocaic in combating the diarrhoea 
of thyrotoxicosis. Kup* found that administration of 
pancreatic extract Jed to the clearing up of the eczema 
of exophthalmic goitre and regression of the well-known 
thyrotoxic symptoms, 


I hope that: other observers will give this method a | 


trial. - [t is easy to prescribe and to follow. I would 
suggest also estimation of blood-iodine levels and the 
augmented iodine elimination jn the feces (Scheffer) ‘ in 
order to observe the relation between the pancreas and 
thyroid in disease. 

Liverpool. C. BatRD MACDONALD. 


SIR ARTHUR . NEWSHOLME 


_Str,—Your tribute to Sir Arthur Newsholme mentions 
his work on tuberculosis. May I remind your readers 
of his report to the Local Government Board and _ his 
article in the Journal of Hygiene (July, 1906) showing the 
special influence of gegregation in workhouses and work- 
house infirmaries in the reduction of the phthisis death- 
rate. The breadth of his inquiry in this and other 
countries, the thoroughness and honesty of his statistical 
evidence, the credit given to other known factors, the 
searching criticism of accepted argument, gave a new 
and convincing proof of the value of the abused poor-law 
and. of institutional treatment as such.. As a young 
county MOH, on a pilgrimage to him at Hove some 
40 years ago, I had much valuable advice, of which one 
phrase has endured : ‘‘ Study vital statistics, Fremantle ; 
they will prove anything you want,””. I always wondered 
if hé meant ‘‘ prove *’ in the Pauline sense. 


Hatfield. FRANCIS FREMANTLE. 


IDIOSYNCRASY TO PENTOTHAL SODIUM 


Sir,—In your issue of Jan. 9 (p. 46) Dr. A. R. Hunter 
describes cutaneous manifestations of idiosynerasy to 
*Pentothal sodium.’ The following case may prove 
interesting. 


A sub-lieutenant RNR was given pentothal sodium fer the 
manipulation of a compound comminuted fracture of the left 
femur due to gunshot wound. He was a somewhat nervous 
man and rather apprehensive of the anzsthetic. \“ Omnopon ’ 
gr. 1/3 and hyoscine gr. 1/200 were given an hour before the 
anesthetic. He did not, object to the needle puneture, but 
as soon as the injection of pentothal sodium began he con- 
plained of a severe burning pain from, the site of the needle 
down his forearm and hand, “ as if he had plunged his hand 
into the fire.” An area of hyperemia immediately appeared 
around the needle puncture and spread about 4 inches up his 
arm, leaving a reddened area about. 5 in. long ard 3 in. wide. 
The injection was discontinued and the sonnepeletion per- 
formed under nitrous oxide and oxygen. pentothal 
sodium .had been freshly made up.in the usual manner in a 
5% solution, and 0-2 gramme (4-0 é.cm.) only was adminis- 
tered. This was sufficient to produce unconsciousness 
though the slow injection technique was used. There were 
no other untoward manifestations, and the area of hyperemia 
lasted about 24 hours. The case was complicated by the fact 
that he had well-marked dermatographia, which was dis- 
covered during the administration of nitrous oxide and 
oxygen. 

Syringe and needle had been sterilised by the routine 
method used in the hospital. The arm had been cleaned 
with spirit, and the area of hyperemia did not correspond 
to the area cleaned. There was no doubt whatever that 
the needle was in the vein, 

Z JAMES LEES. 
2. Dragstedt, L. R. Northw, Med. 1938, 37, 33. 
3. Kup, G. Dtsch. med. W sehr. 1936, 62, 538 


4, Quoted in A. W. Elmer's 
Function, 1938, New York and London. 


The Index and title-page to THE LaNcwr, Vol. II, 1942, 
which was completed with the issue of Dec. 26, is now 


ready. A copy will be sent gratis te subscribers on 
receipt of a post card addressed to the Manager, 7, Adam 
Street, Adelphi, W.C.2. Subscribers who have: not 
already indicated their desire to receive indexes regularl; 
as published should do so now. ‘ 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


Tae Whitsun recess gave private members oppol- 
tunity to raise matters on the journment. Mr. 
Maxton spoke on the status of Newfoundland, other 
members on food supplies, the members’ pension fund, 
livestock, industry, army lectures and the national 
health service. It was Dr. Russell Thomas who raised 
the medical question, but it is unfortunate that he did 
not apprise all his medical colleagues in the House of his 
intention to do so. Dr. Thomas protested vigorously 

ainst the Minister’s methods, and spoke of the medical 
objection to doctors being placed under local authorities. 
He considered that negotiations conducted as the 
Minister was doing would be. unfruitful. They had 
caused bitterness and dismay. Dr. H. B. Morgan, who 
represents West Indian doctors in the BMA, sharply 
criticised Dr. Thomas. The present system, he said, was 
“ no credit to the professional organisation in this country 
or to Parliament's knowledge of medical conditions.” 

The Minister, in reply, said that the present stage of 
discussion was preliminary and that we-were approachin: 
the second stage when he would be able to put forwai 
in « white-paper a plan for a unified and comprehensive 
service for p of more formal debate and discussion. 
After this ould come the drafting of legislative proposals 
which would be subjected to the usual parliamentary 
debate. What emerges from these statements is that the 
Minister is proceeding on his way toward legislation by 
the normal route of discussion with those concerned. 
But what the medical profession needs‘to know is whether 
the new system will give us a unified and comprehensive 
service in which the care of the infant, the school child 
and the industrial worker will be integrated with the work 
of the general practitioner, the local-authority and 
voluntary hospitals and with the public-health services. 
In the discussions to date the fighting services and the 
colonial services have not been sufficiently brought into 
the picture, and a broadening of the basis of discussion 
to take in every kind of service would be an advantage. 
Medical MP’s intend to get the opportunity for this 
discussion in the House on the white-paper. But the 
more of it there is beforehand the better for all concerned. 
The House of Lords has already contributed seriously 
to the discussion, but it is with the House of Commons 
that the major decisions lie. 

On the third sitting day in the week of the reassembly 
of Parliament there will be a -second-reading debate 
on the bill for the setting up of pensions appeal tribunals, 
which follows the lines of that passed after the last. war, 
but its scope is extended to members of the Mercantile 





Marine, the Civil Defence services and civilians injured 
by enemy action. The delay in setting up this PAT 
machinery has been serious, and the reason given, 
the shortage of doctors, is not less acute now than it was 
a vear ago. There will be criticism, too, along the lines 
of ‘ fit for service, fit for pension,’’ which, while not 


acceptable in that form, may lead to a considerable 
extension of the acceptance of liability beyond the 
present limits of ‘‘ attributable to or aggravated by 
service. 

The House of Lords did some more pioneering in its 
last session, which gives the expression “ backwoods 
pecrs ” a new meaning. The most significant state- 
ment in the debate on population was made by the Duke 
of Devonshire, who said that nearly all the countries 
of North Western Europe, with the exception of Russia, 
are faced with a similar phenomenon—namely, a decline 
of the birth-rate. An authoritative inquiry into the 
whole matter was: asked for, to look at fundamentals and 
to answer the question why the population of the Soviet 
Union and of India is going up and the populations of the 
Western democracies with their high standards of living 
are going down. 


FROM THE PRESS GALLERY | 
Population Problems . 


In the House of Lords on June 8 Earl De La Warr 
called attention to the threatened decrease in population 


in this country and asked the Government what. con- . 


sideration they were giving to the problem. He asked 
for a continued attack on mortality, for family allowances 
and generous income-tax rebates for children, and an 
immediate inquiry into the facts, causes and effects of 
declining population. 

Lord NATHAN was anxious that large families 
should once more become “ the thing,’’ otherwise, in 
the words of Sir John Clapham, a multitude of never- 
born Europeans might well exceed the losses of battle. 
Our problem was to raise living and reproduction stan- 
dards at the same time. Viscount SAMUEL pointed out 
that smaller families were not due to physical sterility, 
but were the result of deliberate decisions on the part 
of parents. Children’s allowances and housing and 
public health measures would help, he believed, to 
change the present trend, but most important of all 
was to make the nation population minded. Lord 
GEDDES suggested that much of the unwillingness to 
have children got its origin in the germ plasm. He 
begged the Government not to assume that this was 
merely a political peninan but to realise that it might 
also be a biological problem, 

Viscount DAWSON OF PENN said that the change in 
the composition of the population and the decline of 
the birth-rate were accep by everyone, He thought 
there should be an inquiry, not by a Royal Commission, 
but by a widely representative scientific body like the 
Royal Society. He would say that there had been no 
diminution in the love of children in this country, but 
side by side with it had developed a.more sensitive con- 
science about the individual life. In the human race 
sex relations not. only served the purpose of repro- 
duction but were part and parcel of the physical attach- 
ment between poops as husband and wife, and their 
periodical satisfaction was part of our civilisation, In 
the last century there were a succession of pregnancies 
every eighteen months to two years from the date of 
marriage until the fecundity of the couple had exhausted 
itself. This meant a very large birth-rate, but if all 
the children had lived life would have been economically 
impossible. People in those days were accustomed to 
losing their children, but -today our girls would break 
their hearts at losing one. In Victorian days the 
infant death-rate was 160 per 1000; it had now'!come 
down to 49. He submitted that it was the gradual 
pressure of events which led people to bring contra- 
ception to the front of the stage. People wanted not 
quantity of children but quality. Today medicine was 
keeping people alive—not perhaps always desirably—but 
it was its duty to do so. This generation was going in 


for fitness, and doing it extremely well. Care of children’ 


had never before been so great. He had no belief in 
an. insufficient fertility. Time and again when contra- 
ception was taken off pregnancy began, although not 
always as quickly as one would wish. He did not 
dispute that there might be in the background a change 
in the germ plasm, but small families was the first 
reaction to a knowledge of contraception. The Churches 
had made a fundamental mistake in condemning contra- 
ceptives as such. If the Churches had insisted that 
contraception must be used rightly, they would have 
kept their influence. That error had slowly to be lived 
down. One of the causes of smaller families was fear 
of unemployment and anxiety for the careers of the 
children. Family allowances were sound if only for the 
reason that a child is no lenger inevitable but is a 
voluntary contribution to the State. But alone they 
would not be sufficient. Lord Dawson thought it 
should be brought home to young married-people that 
the way to get health and preservation in lif was the 
periodic use of the function of reproduction. This was 
especially true in these days of safe maternity. It 
ought to be impressed on young women that pregnancy 
and maternity were extremely safe proceedings, Propa- 
ganda. was needed pointing out to. parents that it 
depended on them whether England remained a great 
power, and that the: possession of children would bring 
them health and the enduring happiness of family life. 

The Duke of DEVONSHIRE, replying for the Govern- 
ment, admitted that he was among the alarmists. 
The. population problem was not confined to this 
country ;. nearly all north-western Europe, except 
Russia, was faced with a similar phenomenon, Pro- 
tagonists of every kind of view drew ammunition from 
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the birth-rate. The pacifist said that women will not 
bear babies to be killed, yet the decline began before 
we thought of world wars. The social reformer said 
that women wili-not bear babies to live in slums, yet 
the birth-rate is if anything higher in slums than in 
garden cities. By all means clear away slums, but he 
did not believe that would solve our problem. The 
Minister of Health pro: to publish a document on 
the lines of the recent ite Paper in which the statis- 
tical outlook would be set out and discussed in a balanced 
manner. It would take into account evidence which 
a become available since the issue of the White 
‘aper. 


Scottish Health Services 


Though the debate in the Commons on June 8, it 
“was admitted, “clearly showed the vigour of the 
Scottish way of expressing things,” Mr. T. JOHNSTON, 
the Secretary of State, was able on the whole to give a 
good report of the country’s health. Last year the 
death-rate for females was the lowest in our histery ; 
and the records of school entrants in Glasgow for 1942 
showed increases in the weights and heights of boys 
and girls. He compared the figures for the decade 
1851-60 with the figures for last year, and showed that, 
‘per hundred thousand of the population, smallpox 
‘deaths had fallem from 35 to 1, measles from 43 to 3, 
scarlet fever from 98 to 1, diphtheria from 44 to 6, 
whoeping-cough from 72-to 2, diarrhoea from 106 to 22, 
bronchitis and pneumonia from 201 to 110, and even 
tuberculosis, though it was now giving some cause for 
anxiety, had fallen from 360 to 84. Deaths from typhus 
and enteric had been almost wiped out in the same 
period and infant mortality had been halved. In 1942 
it was.14 per thousand better than in 1941, and with 
the single exception of the year 1939, when the rate was 
fractionally lower, the figure for 1942 was the lowest 
on record, On the other hand, tuberculosis, which had 
been halved between the two wars, was — unfortun- 
ately on the increase. The notifications for pulmonary 
tuberculosis had increased by 31% since the war began, 
and no doubt the mass radiography experiments which 
they hoped to begin this summer would .throw up other 
incipiént cases. ’ He was allocating 800 additional beds 
in the emergency hospitals for treatment of TB, and 
they had about 500 cases awaiting beds and nursing 
staff. To induce patients to go early for treatment 
maintenance allowances were being provided. 
Through an arrangement between the voluntary and 
emergency hospitals, they had succeeded in wiping off 
15,000 patients from the waiting-lists of the voluntary 
hospitals. Through the Clyde Basin experiment, now 
called the Supplementary Medical Service in Scotland, 
over 3700 cases, mostly young. workers, had been dealt 
with up to the end of May. Many young war workers 
had the timely intervention of ‘this scheme. Mr. 
Johnston trusted that the scheme would be _per- 
manently fted on to the health services. At Glen- 
eagles a fitness centre for injured miners had been 
opened. His department had also taken 1000 men and 
some women invalided from the Forces and put one of 
their medical officers on to the job of following them up 
to see how they fared in civil life. From the test exami- 
nations it appeared that about 20% of these people 
were trying to do work quite unsuited to their physical 
condition, In consultation with the Ministry of Labour, 
the Department of Health had secured more suitable 
employment for many of them. 


- 


QUESTION TIME 
Coal-miners and Pneumokoniosis 


Sir Wi11am Jenxrys asked the Home Secretary the cause 
of the delay.in issuing the regulations dealing with the pneumo- 
koniosis disease : and what is the increase in the number of 
men suffering since 1941 to the latest available date.—Mr. O. 
Praxe replied: I understand that question refers to the 
compensation scheme and benefit scheme for this disease 
amongst coal-miners. The delay is due to the necessity for 
eonsulting the employers and workers associations.’ Repre- 
sentations have been received which are under consideration 
and the Minister hopes to settle the schemes shortly, I 


regret that no figures as to the number of men suffering from 


pneumokoniosis are available, 








































































T 
Medical Services of Government Departments ee 
Sir Percy Hurp asked the Secretary to the Treasury what val 
departments had medical services of their own ; what was 
the total personnel and cost; and was it proposed to bri 
these departmental services iftto the new nationa! health C 
organisation.—Mr. R. ASSHETON replied :. In the Post Office §% Edi 
a headquarters/medical branch of about 25 is maintained at & chil 
an estimated annual cost of about £12,275 and im addition the 
capitation fees amounting to about £65,000°a year are paid @ Mr. 
to some 2600 local medical officers. Much smaller services & beit 
of the same kind are provided in the Inland Revenue, Customs J 00 
and Excise and Ordnance Survey departments, occupying J due 
in the aggregate less than half a dozen officers and costing & to 
under £2000 a year. Medical service is at present provided & dis! 
in Ordnance factories under the Ministry of Supply, but 
detailed information is not yet assembled, This will be one 
of the matters to be considered in organising any new national 
health service. Ph i 
- Supply of X-ray Tubes 
Mr. Cratk HENDERSON asked the Minister of. Health 
whether he was aware that the treatment of cancer and other y 
cases was being seriously handicapped by the delay at present § p,. 
involved in obtaining the necessary X-ray tubes; and whether Bf... 
he would take steps to simplify the procedure and expedite § ¢,) 
delivery.—Miss, F, Horssrven replied: The Minister is § ;, ; 
aware of the shortage of deep X-ray tubes which have to be har 
imported from America, The Ministry, in conjunction with cap 
the Ministry of Supply, are taking all possible Steps to secure § | 
an increased number of these tubes. As soon as @ consign. § y; , 
ment is received in this country by the Ministry of Supply, § ,,, 
_they are allocated, on the advice of the Ministry of Health, § ,. 
to hospitals most in need of them. Dey 
Waiting List of Fiaberculous Patients 3 
Replying to a question the Minister of Health said that on 19 rl 
March 31, 1943, the numbers of tuberculous patients in the § .. 
several counties who had been waiting for a bed for more § ;,, ¢ 
than ten days were as follows : 
SAS TTT ORAS Cape ended Wak eet) Os i Von. Wil 
County Pulm.) Non County Pulm,| Non Bf fa il 
—— —| | en 
Beds .. 15 | 11 | London.. 13 1 Bear 
Berks .. 14 | 1 | Middlesex 188 23 hap 
Bucks .. 12 2 | Norfolk.. 1 1 The 
Cambs .. 13 | 1 Northants 2 — < 
Cheshire 39 13 | Northumb. wy 2 som 
Cornwall 16 — | Notts . 87 — § lune 
Cumberland 31 | °.3 | Oxon . 19 4 in s 
Derby .. 25 | 31 lop .. _ a Soe 
Devon 43 3 . | Somerset s-}: § sna 
rset f — taffs . 81 {| 6 fina 
Durham 1) 4k | 156 | Bast Suft 3:1 —) BE he | 
Isle of Ely eesti 1 Surrey : 197, | 20 
Essex... -. | 100 29. | Fast Sussex 9 3 
Glos: Jt. Board’ | 64 | 14 | Warwick an INE 
Hants .. AF 39 21 Coventry Jt. Bd. 53 0 j 
Hereford 8 | > | Wight, Isle o 2 2 
Herts .. 17 2 | Wilts... 10 9 7 
Hunts ... ~ 5 — | Wores .. 40 2 N 
Kent. .. tt | 120 6 | Yorks—East R. 9 il wen 
Lancs .. -- | 280 48 | Yorks—North R 6 — * 
Leics... es 34 12 | Yorks—West R. 214 25 eve 
Lincs Kesteven 9 1 ales .. oe | BSD” [> 36 par 
Lindsey . : 12 3 | Monmouth es 56 j 22-8 rubs 
~ = 168 
Penicillin Clinical Trials Committee poli 
Major Lyons asked the Lord President of the Council _ 
if he would give the names of the committee established by t 
the Medical Research Council in connexion with penicillin ;— "°™ 
and whether this committee was with the directiong Tt 
and conduct of penicillin trials —Sir Joun ANDERSON replied :§ > oy 
The committee is known as the Penicillin Clinical Trial§ 157 | 
Committee ; its function is to organise clinical trials with L 
poner The following are the names of the committee :§ fror 
f. H. R. Dean (chairman); Dr. A. H. Drury; Prof. Af mes 
Fleming ; Prof. H. W. Florey ; Dr. Percival Hartley; Mr§ the 
R. Vaughan Hudson; Dr. C, M. Scott; Dr. J. W. Trevani§ vea 
Prof. R, V.-Christie (secretary), and Prof, L. P. Garrod§ the: 
(asst., secretary). ‘ : . s Bi 
Major Lyons: Is there consultation or codperation be-§ -7),, 
tween that committee and the committee set up by th@ 95. 
Minister of Supply 2—Sir J, AnpeRson: Yes. The latte bint 
committee is pranegty concerned with production, althougij — 
it has to clinical requirements into account. Th@ ~~ 
committee with which I am concerned has to organise andj = M 
supervise clinical trials. There is considerable ground of man 





common interest between the two. 
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Commander -Lampson : Has icillin proved its 


I think that been established. 


Children’s Distaste for Vegetables 

Captain Prucce asked the President of the Board of 
Education whether he would investigate the reluctance of 
children to eat, vegetables ; and whether he could indicate 
the standard of cooking of ‘these articles in school meals ?— 
Mr. Butter replied: I am advised that much progress is 
being made by means of careful social training and good 
cooking in overcoming children’s prejudices which are mainly 
due to unfamiliarity. Nowadays as much attention is paid 
to the cooking of vegetables as to the preparation of A eal 


LockKER 
yalue ?—Sir J. ANDERSON : 


dishes. - 


Obituary 





WILLIAM RICHARD CYRLAS-WILLIAMS 
MRCS; CAPTAIN RAMC 


W. R. Cyrlas-Williams was educated at Christ College, 
Brecon, and Peterhouse, Cambridge, where he won the 
freshmen’s long jump. In 1937 he went up to University 
College Hospitai where he was a fast wing three- -quarter 
in the rugby XV, a useful fast bowler, and a polished 
hard-hitting batsman with a goodeye. Although handi- 
capped by an accident and ill health he qualified in 1941 
and took up a resident post at the West Kent Hospital. 
It was during his time here that he married a former 
student of UCH, Ruth Colyer, who was then working 
as pathologist at the South-Eastern Blood Transfusion 
Depot. In 1941 Cyrlas-Williamas joined the RAMC, and 
for over a year he was engaged in the strenuous exertions 
of training with a light field ambulance. In October, 
1942, he was posted as regimental officer to the reconnais- 
sance unit with which he was serving when he was killed 
in the North African fighting, three months after landing. 

G. B. writes: ‘‘ It was always an inspiration to see 
Williams in his enthusiastic moods, and one could not 
fail to fall in with them, for his delight in games, his 
enthralment in books and photography, his pride in his 
ear and his travels in it to the West Country, and his 
happiness in his married life were all obviously genuine. 
The last time I saw him was on a Saturday afternoon 
some months ago. “After a strenuous week finishing at 
lunch-time he cycled ten miles with his golf-clubs, joined 
in some cricket practice and a round of golf, and after a 
snack of a meal he was off and gone. And now he is 
finally gone, but the infection of his enthusiasm will not 
be lightly stamped out.”’ 





INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED JUNE 5 
Noti 


fications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1921 ; whooping-cough, 2144; diphtheria, 630 ; 
paratyphoid, 6; typhoid, 4; measles (excluding 
rubella), 7660; pneumonia (primary or influenzal), 
768 ; puerperal pyrexia, 169 ; Secohecaniuel fever, 79 ; 
poliomyelitis, 5; polio-encephalitis, 2; encephalitis 
lethargica, 6; dysentery, 125; ophthalmia neonatorum, 
107. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick = the Infectious Hospitals 
of the London County Council on June 2 was 2125. During the 
previous week the fo cases were admitted: scarlet 
167 ; diphtheria, 47 ; measles, 90 ; whooping-cough, 47 

Deaths.—In 126 great towns there were no deaths 
from enteric fever or from scarlet fever, 1 (0) from 
measles, 11 (0) from whooping-cough, 9 (3) from diph- 
theria, 51 (13) from diarrhoea and enteritis under two 
years, and 6 (0) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham reported 5 deaths from diarrhcea, Manchester 4. 
The number of stillbirths notified during the week was 
228 (co nding té a rate of 34 per thousand total 
births), including 22 in London. 


ever, 








Messrs: Perea Ltd. point out that they have not ceased to 
manufacture the waxed cardboard milk containers which 
wens seeeeeee as unobtainable in the Lancet of May 29, 
P 


Notes ae N ews 


INDUSTRIAL HEALTH ADVISORY COUNCILS 

At Mr. Bevin’s health conference several speakers stressed 
the importance of the workers themselves taking an active 
interest in measures to promote safety and health, and in 
some factories safety and/or health committees have been set 
up. One of the difficulties that faces these committees in 
factories where no medical officer is available is how to obtain 
professional advice 6n points to note as indications of general 
health trends. The Leicester branch of the Socialist Medical 
Association has endeavoured to bridge this gap by calling a 
meeting of workers’ representatives when an outline was 
given of the problem as seen by medical and allied personnel. 
Considerable information about health conditions in local 
factories was obtained and questionnaires distributed so 
that further details might be submitted and collated. A 
second meeting was then held, this time for health workers— 
doctors, nurses, social workers, welfare officers and the 
information received in. the questionnaires was put before 
them and a local industrial health advisory council was set up. 
The preliminary meetings were arranged with the local 
district trade-union production committee and it is expected 
that the advisory council will find it most satisfactory to work 
closely with this committee throughout. 


DINNER IN HONOUR OF DR. TRUETA 

Ow June 9 a dinner was held at Frascati’s Restaurant to 
celebrate Dr. Josep Trueta’s DSc Oxfd honoris causa. 
In his reply to the speech of Sefior Ramon Pereira, president 
of the Casal Catala, Dr. Trueta said that the main concept 
of his method of treating war-wournds was faith in Nature’s 
healing power. Plaster-of-paris was but part of the treatment 
—it ensured complete rest for the-tissues, but that was its 
only quality and purpose. The principles of the treatment 
of war-wounds could well be applied to the political ills of 
modern society. Early and thorough cleansing—seap and 
water—was the most certain way of checking the pollution 
of such evils as fascism. When such pollution had become 
established, as in the infected war-wound, radical excision or 
total ablation of the affected part was necessary—hence the 

‘** unconditional surrender ’’ clause in the Allied peace terms. 
The infected wound must be laid wide open; all functions 
and activities of the state must be open to all in the healthy 
democracy. There must be free drainage; freedom of 
speech, thought and religion. Lastly, civilisation needs to 
be protected, so that with proper rest and relaxation it can 
proliferate, develop and flourish. He might have added that | 
all this will fail if the body is not properly nourished. 


University of Glasgow 

Prof. James Hendry has been appointed to the regius chair 
of midwifery in succession to Prof, 8. J. Cameron who is 
retiring. Professor Hendry at present holds the Muirhead 
chair of obstetrics and gynecology in the university. 

Dr. Hendry, who is 57 years of age, graduated in medicine and 
science from the University of Glasgow in 1910 and after post- 
graduate study in Austria and Germany, returned to Glasgow in 

When the last war broke out he held a commission in the 

university contingent of the OTC where until 1916 he- — os 

jutant and was awarded the MBE for his military services to 

versity. He was on aoe service in France teen 1916 anti the 
bone of the war. In 1919 Dr. Hendry was appointed first assistant 
to the Muirhead professor and the following year he became senior 
assistant. physician to the Royal Maternity Hospital where he > 
now chief obstetric surgeon. eis gynecologist to the G 
Royal Infirma Professor Hendry has been a member of the 
university court ‘since 1939, and he is a member of the medical 

visory committee to the Secretary of State for Scotland and of the 
Goodenough Committee on medical schools. He is deputy chairman 
of the Central Midwives Board for Scotland. He is joint author of 
Notes on Midwifery and a Combined Textbook of Obstetrics and 
Gynecology. 
Discussion on Milk 


The Nutrition Society and the food group of the Society 
of Chemical Industry will hold a discussion on milk at 11 am 
on Saturday, July 3, at the London School of Hygiene and 
Tropical Medicine, Keppel Street, W.C.1. Prof. H. D. 
Kay, DSc, will be in the chair and the following papers will 
be read: Mr. J. L. Davies, the production, supply and 
marketing of milk; Mr. A. T. R.-Mattick, Ph D, bacterio- 
logical aspects of milk processing and distribution,” > and Mr. 
8S. K. Kon, DSc, the chemical composition and nutritive 
value of milk and milk products. Other speakers will include 
Mr. W. R. Wooldridge, Ph D, Prof. A. W. Ashby and Prof. 
G. 8. Wilson, FRCP. 
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Royal College of Surgeons of England 


As mentioned in an annotation on another page, a systematic 
effort is being made to collect specimens for the museum of the 
college, which has been seriously damaged. Intending donors 
are asked to get in touch with a collector in the appropriate 
specialty, as follows: surgery, Mr. R. H. O. B. Robinson (St. 
Thomas's); diseases of the stomach and gall-bladder, Sir 
James Walton (London Hospital); diseases of the thyroid, 
Mr. Cecil Joll (Royal Free) ; proctology, Mr. L. E. C. Norbury 
or Mr. E. T. C. Milligan (St. Mark’s); urology, Mr. H. L. 
Attwater (All Saints’) or Mr. John Everidge (King’s) ; 
ophthalmology, Mr. A. J. B. Goldsmith (Royal London 
Ophthalmic) or Mr. Eugene Wolff (Royal Westminster 
Ophthalmic) ; otorhinolaryngology, Mr. V. E. Negus (King’s) 
or Mr. F. C. Ormerod (Westminster) ; gynzcology, Mr. Aleck 
Bourne (St. Mary’s); pediatrics, Dr. A. W. Franklin (Bart's) 
or Dr, A. G. Signy (Staines Emergency Hospital, Ashford, 
Middlesex); pathology, Dr. R. W. Scarff (Middlesex) ; 
odontology, Mr. P. Buckley Sharp (60, Portland Place, W.1) ; 
comparative medicine, Dr. E. G. White (Research Institute, 
The Beeches, Streatley, Berks). The chairman of the com- 
mittee on the restoration and reorganisation of the museum 
is Prof. G. Grey Turner; the members are the president and 
vice-presidents of the college (ex-officio), Mr. Joll, and Sir 
James Walton. 

*~A meeting of the council was held on Thursday, June 10, 
with Sir Alfred Webb-Johnson, the president, in the chair. 

Prof. G. Grey Turner was reappointed representative on 
the council of King’s College, Newcastle-on-Tyne. Air- 
Commodore P. C. Livingston was appointed Moynihan 
lecturer for 1943. 

It was decided to recognise for the duration of the war 
the posts of resident surgical officer and house-surgeon at the 
Connaught Hospital, Walthamstow, for the six months’ 
surgical practice required of candidates for the final fellowship 
examination. 

Diplomas of fellowship were granted to the following : 

A. F. Clift, H. S. Joseph, T. P. N. Jenkins, Alfred Cavendish, 
Sidney Mottershead, K. H. S. Dalliwall, E. R. Davies, Claude Brun, 
R. B. Zachary, R. H. Percival, Douglas Ranger, H. L. McMullen, 
E. L. Farquharson, and I, A. Page. ty 

Diplomas of membership were granted to I. M. MacArthur 
and R. J. T. Woodland. Diplomas in anesthetics, jointly 
with the Royal College of Physicians, to the following : 

Alfred Beck, Una M. Campbell, Maeve Cronin, H. W. L. Dale, 
D. E. Dunnill, J. C. Easson, G. E. H. Enderby, C. W. Fleischmann, 
A. J. Fraser-Simson, Evelyn W. Glennie, D.C. Howard, P. T. Merlin, 


S. E. Osborne, Christine M. Rendell, Helen M. Rossiter, B. A. Sellick, 
G. H. T. Stovin, and H. Q. O. Wheeler. 


Notification of Scabies in London 


The Minister of Health has made it compulsory from 
Aug. 1 for doctors to notify cases of scabies in the county of 
London to medical officers of health. 


Middlesex County Medical Society : 


A meeting will be held at Grange Park School Clinic, Lans- 
bury Drive, Hayes, at 3.30 pm on Wednesday, June 23. 
‘After a visit to a day nursery, Dr. Marjorie Back will speak 
on day nurseries, summarising county experiences, and Dr. 
Wright will read a paper on work done at the school clinic. 
The film, Modern Conirol of Scabies, will also be shown. 


Rehabilitation of Disabled Nurses 


As part of the interim scheme of the Ministry of Labour 
and National Service for the training and resettlement of 
disabled persons, arrangements will be made (Ministry of 
Health Circular 2824) for the rehabilitation at Government 
expense of disabled state-registered nurses who are not fit to 
return to their previous work, but are suitable for training as 
industrial nurses, sister tutors, or health visitors. 


Tests for Syphilis during Pregnancy 


The executive committee of the National Association of 
Maternity and Child Welfare Centres and for the Prevention 
of Infant Mortality has resolved: (a) that the physical and 
social disadvantages accruing to a child born with congenital 
syphilis are such that everything practicable, including the 
routine application of the Wassermann, Kahn, or other tests 
to the mother’s blood as initial pointers during p cy, 
should be done to diagnose the condition at the earliest possible 
time in order that effective treatment may be given ; (b) that 
the Ministry of Health be urged to give practical effect to this 
opinion by stimulation of welfare authorities and 
of voluntary hospitals and clinics. 


Royal Society of Medicine 

On Thursday, June 24, at 2.30 pm, the section of dermato. 
logy is holding a special meeting with medical officers of Royal 
ordnance factories which will be opened by Dr. Sibyl Horner, 
Dr. A. C. Roxburgh will read a paper on diseases liable to be 
mistaken for industrial dermatitis and a medical officer of 
the Ministry of Supply will describe the effects on the skin of 
TNT, tetryl, &c.° The section of orthopedics will meet on 
Saturday, June 26, at 2.45 pm, at Princess Mary’s RAF 
Hospital, Halton, Bucks, when there will be a symposium on 
war wounds, fractures and burns. Squadron-Leader J. (. 
Scott will speak on emergency treatment, Mr. A. H. McIndoe 
en skingrafting of wounds, Air-Commodore H. Osmond 
Clarke on infected fractures and non-union, Squadron. 
Leader D. C, Bodenham on burns of the limbs, and Flight- 
Lieutenant M. Squire on contracture of toes and fingers after 
war wounds. 


Medical Honours 

The DSC has been awarded to Surgeon Commander Jack 
Coulter, MRCS, RN, and Surgeon Lieutenant James Murray 
MB, RNVR. : 

To the list of honours conferred on members of the medical 
profession (see p. 750) should be added the MBE (Civil) to 
Dr, Frederick Middleton, secretary of the Saskatchewan 
cancer clinic service. 


Medical Casualties 


The following casualties have lately been announced. 


Killed in action.—Lieut.-Colonel Angus Macdonald, MB ED1N, 
RAMC, 
Died.—Lieut.-Colonel Harr? Pomeroy, FRCS, AAMC, 


Dr. Roderic Macbeth is now officially reported to be 
interned in Singapore. 


Births, Marriages and Deaths 


BIRTHS 


BEHRMAN.—On June 9, in London, the wife of Dr. 
Behrman, of Harley Street, W.1—a so 








Simon 


n. 

BRAMWELL.—On June 12, the wife of Captain J. B¥rom Bramwell, 
RaAMO— daughter. . 

Carcin.—On June 4, at Guildford, the wife of Dr. J. B. Cargin, of 
Ww —a daughter. 


() 

Dove.ass.-—On June 7, at Edgware, the wifé of Surgeon-Lieutenant 
W. Michael Douglass, RNVR—a son. 

FAIRLIE-CLARKE.—On June 8, at Malvern, the wife of Surgeon- 
Lieutenant G. A. Fairlie-Clarke, RNVR—a son. 

GLOVER WiLson.—On June 5, the wife of Surgeon-Lieut.-Com- 
mander T. D. Glover Wilson, RNVR, of Okehampton, Devon— 


a son. 

HARTLEY.—On June 4, at Freeland, Oxford, the wife of Lieutenant 
Peter Hartley, Ramc—a daughter. 

HAWKING.—On June 6, in London, the wife of Dr. Frahk Hawking 
—a daughter. 

MacBETH,—On June 11, at Oxford, the wife of Mr. Ronald Macbeth, 
FRcs—a daughter. 

MacDONALD.—On June 10, in London, the wife of Capt. D. G. C. 
Macdonald, RAMC—a daughter. 

MARTIN.—On June 6, in Londen, the wife of Captain J. K. Martin, 
RAMC—@ son. 

SaMEs.—On June 11, in London, the wife of Mr. C. Patrick Sames, 


FRCS—a son. 
Scorr.—On June 8, in London, the wife of Dr. Rupert Scott— 
twins, boy and girl. : 
WiuLton.—On June 9, in London, the wife of Surgeon-Lieutenant 
. T. N. P. Wilton—a daughter. 


MARRIAGES 


BARKER—EMERSON.—On May 25, at Bethersden, Kent, Roger 
Frederic George Barker, surgeon lieutenant RNvR, to Sheila 
Helen Emerson. 

Droop—BosworTH. On June 5, at Liverpool, Reginald Charlies 
Droop, 3 _ captain RAMC, of Newton-on-Trent, Lincoln, to Joan 
Boswo . 


GELBER—EpWaRpDs.—On June 12, at Edinburgh, George Ludwik 
Gelber, MB, cadet officer, to Ethel Florence Edwards, MB. 
PENISTAN—READE.—On June 5, at Bentley, Essex, John Llywellyn 

Penistan, to Violet Mary Reade, ATs. 


DEATHS 


JOHNSTON.—On‘ June 2, at Copheath, Warwick, Leslie Charles 
Johnston, LRCPI, DPM 

MELVILLE.—On June 8, at St. Albans, Charles Henderson Melville, 
CMG., MB EDIN., DPH, colonel late RaMc, : 

PRITCHARD,—On June 10, at Hove, Edward Thomas Pritchard, 
MD EDIN., aged 85 years. 

RowaNn-Rosineson.—On June 11, Frederick . England Rowan- 


Robinson, MB EDIN., late major, RAMC, of 26, Meadway Court, 
London, N.W.11, aged 65. 








The fact that goods made of raw materials in short. owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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CHEMOTHERAPEUTIC DRUGS IN 
ANAEROBIC INFECTIONS OF WOUNDS * 


JAMES McINTOSH, MD, LLD ABERD F. R. SELBIE 

PROFFSSOR OF PATHOLOGY IN THE UNI- MD ABERD 

VERSITY OF LONDON ; DIRECTOR, BLAND- ASSISTANT PATHOLOGIST, 
SUTTON INSTITUTE BLAND-SUTTON INSTITUTE 


(From the Bland-Suttan Institute of Pathology, Middlesex 
Hospital, and the Central Laboratory, EMS, Stoke Mandeville 
Hospital) 


NUMEROUS investigations have been carried out on 
the chemotherapy of gas gangrene, both from the 
experimental aspect and in its practical application, but 
there is still diversity of opinion as to its real value. An 
analysis of recent returns on cases of gas g: ne from 
casualties among the fighting forces and civilians 
failed te show any appreciable reduction in its incidence 
- spite of both prophylactic and therapeutic chemo- 
therapy. 

We reviewed some of the published work in a previous 
paper in which we pointed out that the experimental 
findings did not give such good results as had been ho 
for when applied to war wounds and air-raid casualties 
(MeIntosh and Selbie 1942). In this paper are given 
the results of some fufther experimental investigations 
carried out with the idea of explaining the discrepancy 
and finding more efficient remedies. A large number of 


chemotherapeutic substances have been tested, but here . 


we have restricted the details to those found most 
effective, in particular the sulphonamides, the acridines 
and penicilli 

Much\of the ag pees appears to arise from the fact 
that the testing of chemotherapeutic substances on 
anaerobes is a complex procedure. This is due to two 
factors. The first is the inherent difficulty of anaerobic 
cultivation, intensified as it is by the use of the poor 
media necessary for bacteriostatic testing—it often 
needs careful balancing between nutritional value and 
anti-bacteriostatic effects of the medium to get a reading 
at all, particularly with recently isolated strains. The 
second diffic ulty is the therapeutic test in animals, in 
which many different procedures are used to produce 
the experimental infections. In some procedures little 
or no account is taken of the actual number of bacteria 
injected, and again divers methods are employed to 
produce the niuscle injury, either mechanical or chemical ; 
sometimes open wounds are preferred and, sometimes 
closed. In estimating the chemotherapeutic value of a 
drug it is also nec to take into consideration both 
its bacteriostatic action and toxicity. 

Earlier experiments showed that mice are relatively 
susceptible to anaerobic infections, and therefore to 
facilitate the testing (an important consideration in war- 
time) only mice have been used in our recent experi- 
ments. The method adopted for the therapeutic testing 
was to inject the known dose of bacteria into the muscle 
of the right thigh and an hour later to inject in the same 
site the chemotherapeutic substance. This interval 
allows the microbes to penetrate into the muscle and so 
establish a spreading gas-gangrene infection. If the 
remedy is injected immediately after the injected dose 
its effects are of course much enhanced, but the action 
is apparently that of an antiseptic, since substances with 
no chemotherapeutic action may be effective. 


: BACTERIOSTATIC ACTION 

The medium found satisfactory for the bacteriostatic 
tests was } strength meat broth plus 0-2% glucose, but 
where difficulty has been found in obtaining satisfactory 
growth with this medium full strength broth has been 
substituted. 

The medium is inoculated with 0-5 c.cm. of an 18-hour 
culture of the anaerobe containing approximately a 
million viable bacteria, though in the case of some 
anaerobes, particularly Clostridium cdematiens when 
freshly isolated, at least double this amount is required. 
Before use the medium, to which sterile glucose has just 
been added, is boiled for 10-15 minutes and thén cooled 
rapidly ; the required amount of drug is added to the 
first tube and then serial dilutions are made quickly in 


* ‘This work was done on behalf of the War Wounds Committee of 
the Medical Research Council. 
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the remaining tubes. The tubes are then inoculated 
with a ye growing culture (18 hours), placed in a 
McIntosh and Fildes jar and incubated for Ps hours ; 
the tube in which bacteriostatic action is complete is 


then noted. The bacteriostatic effects of the remedies ° 


are given in table 1; the dilutions are expressed as direct 
dilutions. 

Bacteriostatic action as a rule bears some relation to 
ehemotherapeutic action, but this is not necessarily so 
because at times a substance with high bacteriostatic 
action, such as notatin, apparently has little or no 
chemotherapeutic power. 


TABLE I-—-BACTERIOSTATIC ACTION 


Dilution giving complete bacteriostasis 





Cl. welchii Cl. edematiens Cl. septicum 

Sulphanilamide 1/400 1/500 1/2900 
Sulphathiazole. . 1/800 1/1000 1/102,000 
5-aminoacridin 

hydrochloride 1/160,000 1/640,000 1/640,000 
2: 7-diamino- , 

acridine hydro 

chloride ; 1/80,000 1/640,000 1/640,000 
2 : 8-diamino- 

acridine sul- 

phate. . o% 1/160,000 1/640,000 1/640,000 
Penicillin 1/250,000 1/500,000 1/500,000 
Notatin. . .. |1/1,000,000,000 1/1,000,000,000 1/1,000,000,000 
Propamidine .. 1/320,000 1/40,000,000 | 1/320,000 

TOXICITY 


The toxicity tests are carried out on mice by the 
ordinary procedure. A certain quantity of the drug in 
milligrammes is weighed out, dissolved or suspended 


. in saline, and increasing doses of it injected into the 


thigh, the local and general toxic effects being noted. 
Comparisons are then made with the therapeutic dose. 

General toxic effect.—Our experience of the general 
toxicity in mice of the therapeutic acridines is in general 
agreement with the findings of Albert and others (1938) 
and of Rubbo, Albert and Maxwell (1942). The thera- 
peutic dose we have employed in mice (0°5 mg.) is 
about 4+ of the maximum tolerated dose of proflavine 
or about 4 of the L 50% dose. The margin was slightly 
greater with 2: 7-diaminoacridine and rather less with 
5-aminoacridine. With the sulphonamides (40 mg.) the 
margin was about the same, and with penicillin very 
much greater. 

Local effect.—Proflavine and 2 : 7-diaminoacridine in 
therapeutic doses produced little or no local effect, 
whereas 5-aminoacridine caused some local inflammatory 
reaction. The sulphonamides caused little or no 
reaction and penicillin had no local effect.t 


THERAPEUTIC ACTION 


Method of testing.—In table 1 the layout of an experi- 
ment and the method of estimating the relative value 
of drugs is demonstrated. The mice are injected 
intramuscularly in the right thigh with 0-2 c.cm. of 
washed organisms suspended in a solution of 2:5% 
calcium chloride. Washing is necessary to remove any 
toxin. The dose of micro-organisms is standardised so 
that it contains 100 lethal doses; that is usually about 
400 million in thé case of Cl. welchii and Cl. adematiens 
and 100,000 for Cl. septicum, as measured by standard 
opacity tubes for Bacterium coli which give comparable 
figures. The drug to be tested is injected an hour 
later in solution or suspension in quantities of 0-1 or 0-2 
c.cm. at the same site as the infecting injection. The 
strains of clostridia employed were: Cl. welchii BSI 
No. 186 and S 107 supplied by Miss Robertson; Cl. 
septicum BSI strain 84; and Cl. aedematiens Jolly and 
HI. Cl. welchii BSI No. 186 and Cl. edematiens HI 
are recently isolated strains from cases of gas gangrene. 

We chose the interval of an hour because by that time 
the infection has developed, as shown by the presence of 
considerable cedema. Histological examination has 


+ There has lately been some criticism of the use of the acridine 
series of drugs in the treatment of wounds, on account of their 
tendency to produce local necrotic action and delay in healing, 

Our observations however have clearly shown that in the doses 

recommended such untoward effects are at a minimum and 

certainly no more severe than that of some other compounds 
now in use. We hope to publish shortly a ed account of 
our observations on the toxicity of these drugs. 
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confirmed this and has shown that the bacteria have 
invaded the muscle. At this time the infection is still 
relatively local since organisms cahnot be recovered 
from the-blood-stream till after 3 hours. 

- In the estimation of the chemotherapeutic value ‘the 
average survival-rate of tle mice in a 3-day period was 
weed. The figure is obtained by dividing Pthe total 
number of whole days survived in each group of mice by 
. the number of mice in the group (Whitby 1937). The 
mortality for only 3 days is considered because mice 
living beyond this period usually survive indefinitely. 
Thus the maximum or complete survival figure would 
be 3-0, and this is occasionally reached. A 
typical "result of a test is given in table nm. 


TABLE II—LOCAL TREATMENT OF Cl. weelohes (s107) INFECTION 
IN MICE 


Infecting dose : 0-1 c.em. washed sus oi of Cl. welchii + 0-1 e.cm. 
5% CaCl, intranvascularly in right thigh. 

Treatment: 0-1 or 0‘2°c.cm. of solution or suspension of drug 
injected at same site 1 hour after infection. 


Av. no. 
of days 
sur- 

3 7 vived* 
| days | days at 3days 
- - —- — mh Ezseeds eta Tens — — 
Penicillin, 34 units .. 5 i +} 0 4 2-2 
2 : 8-diaminoacridine 
2 (Ptiamninoecrid 0-5 —_ 2 0-8 
dine, 


Deaths on | Survivors 
TREATED MICE No. day a 
(400 million Cl. welehii) 


of 7 sty “ 
mice 1 2/3 


5. seaenettine 0-5 
sulphathiazoie 40 me. 


CONTROL MICE 
= millicn Cl. welehii 


- “The average number of days survived is obtained by dividing 
the total number of whole days survived by the number of mice in 
e group. 


Resulis.—_The results of our tests on the three chief 
causative agents in gas gangrene are summarised in 
tables m1 and tv. These tables show that as an 
estimate was obtained at the end of 3 days as at the end 
of 7, since the majority of mice surviving for 3 days 
survived indefinitely. 


TABLE IlI—EFFECT OF LOCAL TREATMENT 1 HOUR AFTER 
INFECTION IN MICE 


Per cent. 
survivors Av. no. 
at of days 


Treatment - survived 





Cl, welchit INERETION 
Sulphanilamide 40 mg. 
Sulphathiazole 40. mg. 
Sulphadiazine <n oe mg... 


2:8- 
(proflavi rj 0-5 mg... 
: T+ Ra cn mee pal 5 mg... 
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TABLE IV—-SUMMARY OF CHEMOTHERAPEUTIC EFFECTS OF THE 
THREE — mapertapiord SURPrAnCEe 


‘ay. no. or days survived at 3 gays 





ete Lhr.after _ 


infection Cl. welchii 


ct. septicum — cl. edematiens 


Sulphathiazole 0-3 2-7 
Acridines .. 3% 1-7 


0-2 
ae | 11 


Penicillin . . os 2-7 1-4 13 


EFFECTS OF MIXTURES OF SULPHATHIAZOLE AND 5-AMINO- 
ACRIDINE ON Cl. welchii AND Cl. septicwm INFECTIONS 

Tests were then made with various mixtures of the 
more active chemotherapeutic remedies, to determine 
whether there was any interference with their individual 
therapeutie action. In the first experiment (table -v), 
5-amin e and sulphathiazole were used because 
5-aminoacridine was more active than proflavine on 
Cl. welchii atid sulphathiazole most active on Cl. septicum. 
The doses of drug used here were a quarter of those 
usually employed, so that evidence of synergism might 
be obtained, and each group consisted of 6 mice. In 
the second experiment (table v), a dry mixture of 
99 parts of sulphathiazole and 1-part of 5-aminoacridine 
prepared by Mr. F. A. Robinson was used, of which the 
dose injected corresponded to sulphathiazole 40 mg. and 


TABLE V—EFFECTS OF MIXTURES OF SULPHATHIAZOLE AND 
5-AMINOACRIDINE ON Cl. welchii AND Cl. septicum INFECTIONS 
IN MICE 


AV. no. of days survived at 3 days 


Expt. 1 Expt. 2 2 


Treatment at 1 hr. 
cl. cl. cl. 
welchii | septicum welchit 


cl. 
septicum 





5-aminoacridine and 
sulphathiazole 0-8 2-5 2 3-0 


5-aminoacridine 0-3 : : 17 


Sulphathiazole .. 0-2 ‘8 9 2-3 


Nil .. ip eH 0 0 0 0 


Each group consisted of 6 mice 
Expt. 1: -enntnnccttiine 0-1 mg., ‘Galphaithindols 
10 me. 
Expt. 2: 
40 mg. 


Doses of drugs 5-aminoacridine 0-4 mg., sulphathiazole 


5-aminoacridine 0-4 mg. The two experiments show 
that there was no interference with the individual 
therapeutic action of the two drugs. A synergic action 
was shown against Cl. septicum, in which infection both 
drugs are highly effective; against Cl. welchii there 
was no evidence of synergism, probably because sulpha- 
thiazole, in the doses used, has little effect. 


DISCUSSION 

The discrepancy between the experimental and field 
results in the chemotherapy of gas gangrene seems largely 
due to the fact that most of the experimental anaerobic 
infections used as tests are not severe enough to be 
comparable with the disease in man; thus the chemo- 
therapeutic remedies are made to appear much more 
effective than they really are. In the present tests we 
have tried to overcome this by devising a standam 
severe infection in mice. The disease is produced by 


‘the intramuscular injection of 100 minimal doses of 


the bacteria with calcium chloride as a stimulant, 
followed an hour later in the same site- by an injection 
of the chemotherapeutic drug under test. This interv al 
of an hour does give consistent results with repeated 
tests. 

The results show that good effects may be hoped for 
by the local application of a chemotherapeutic drug 
while the disease is in an early stage. The test we have 
used might be more aptly described as a prophylactic 
one. Owing to the rapidity with which gas gangrene 
spreads the value of local treatment becomes restricted. 
and general treatment, boat antitoxins, is then 
essential. 

Since no one drug appeats to be equally active against 
the three common pathogenic anaerobes found in gas 
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gan the best results are likely to be achieved with 
a mixture of drugs. Our ts that the 
be pe and sulpha- 
thiazole, but while penicillin is not available in quantity 
we would suggest a mixture of sulphathiazole and an 
acridine. The acridine we would suggest is 
since it is of low toxicity and very slightly 
action to the other two acridines ; it is easily prepared 
and can be obtained in large amounts. For the early 
treatment- of war wounds in 


flavine, 


treatment should be supplemented by antitoxin therapy 
and other general measures.. 

These drugs of course may be applied suspended in a 
vehicle, but our experience with vehicles so far recom- 
mended is that those which are likely to remain in situ 
for any length of time are toxic, producing various 
degrees of local necrosis or considerable foreign-body 
reaction. There is therefore a danger that the use of 
vehicles may give rise to unsatisfactory conditions for 
wound hi . These objections however do not apply 
to the use of drug-containing vehicles in the ‘field as 
emergency dressings for superficial injuries or burns. 
A vehicle which we have found generally satisfactory for 
this purpose is composed of gum acacia 20%, glycerin 
10%, gelatin 1-75% and castor oil 5% in water. In no 
instance however should the mixture be applied to the 
brain or nerve tissue. 

We have also attempted to evaluate the relationship of 
the more active chemotherapeutic to serum 
eg | on the lines of Henderson and Gorer (1940). 
The effect of antitoxin on this type of infection is 
irregular but we have found that during the early —— 
of infection greater therapeutic effect could be got by 
combining the drug and antitoxin than by either alone. 
Experiments are now in hand to determine the effects 
of combined treatment in the more advanced stages of 
the disease. 

SUMMARY 

A reliable technique for testing the comparative value 
of chemotherapeutic remedies on anaerobic infections in 
mice has been ibed. 

In the doses used the most effective chemotherapeutic 
substances against the individual infections were peni- 
cillin against Cl. welchit and Cl. edematiens, and sulpha- 
thiazole against Cl. septicum. The acridines possess 
fairly powerful action against all three anaerobes, though 
in a lower degree. Propamidine had a lower activity 
against all three organisms, though its individual action 
in the case of Cl. welchii and Cl. edematiens compared 
favourably with the sulphonamides. 

The tests show that the anaerobes of gas gangrene are 
variable in their individual susceptibility to chemo- 
therapeutic agents, in that as a rule no one drug is equally 
active against the three common anaerobes responsible 
for gas gangrene (Cl. welchii, Cl. septieum and Cl. 
cedematiens). The best prophylactic results are there- 
fore most likely to be achieved by the use of a mixture 
of drugs and our experience suggests the local applica- 
tion of a mixture of sulphathiazole and proflavine. We 
further recommend that the use of vehicles should be 
confined to superficial application. 

_ Treatment in the more advanced stages of the disease 
is difficult and requires additional measures and the use of 
antitoxins. 
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U.srer Docrors rx THE SreRvices.—Three out of every 
four men who have qualified for the medical profession in 
Northern Ireland since 1938 have volunteered for the medical 
branches ef the Fighting Services. Almost all of them enlisted 
immediately on one their statutory six months resi- 
dence in a hospital. many members of the medical staffs of 
the Ulster voluntary hospitals have joined up that it has been 
possible to carry on the work only by bringing back from 
retirement senior members of the staffs. 
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HYDATID DISEASE IN WALES 
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SURGEON LIEUT.-COMMANDER RNVR; ASSISTANT SURGEON, SURGICAL 
UNIT, WELSH NATIONAL SCHOOL OF MEDICINE, ROYAL INFIRMARY, 
CARDIFF 

In England hydatid disease is generally accepted as 
rare, but I assisted in the treatment of 10 new and 1 
recurrent case in the Royal Infirmary, Cardiff, between 
1936 and 1938. This experience suggested that the 
disease is more prevalent in Wales than elsewhere in the 
British Isles. 1 was unable to find support in published 
work for this view, but in the records of the hospital I 
found that 34 patients had been treated from 1926 to 
1938. Re of only 4 of these have been previously 
published. Tables 1 and m give evidence of the com- 
paratively high incidence of the condition in Wales. 

The figures are of course s in comparison with 
those of countries where sheep-rearing is a prominent 
industry, but they show that diagnosis is difficult and 
manifestations protean in a disease previously supposed 
so rare, and probably often overlooked. The prevalence 
of the disease in Wales demands measures to stamp it out. 


TABLE I—INCIDENCE OF HYDATID DISEASE IN ENGLAND, 
SCOTLAND AND WALES FROM 1931 TO 1935 INCLUSIVE 


D se ae Deaths per head 
disease 


Country a . of population 





38,322,120 103 
4,966,300 2 
2,526,880 35 


% 


1 : 372,000 
1 : 2,483,000 
1: 72,000 


England 
Scotland 
Wales 





Compiled from the RegistramGeneral’s statistical review for Eng- 
nae and Wales and from Scottish figures supplied by Dr P. L. 
icKinlay. 


TABLE II—CASES OF HYDATID DISEASE TREATED IN SOUTH 
WALEs'(90 CASES) AND LN THE LONDON TEACHING HOSPITALS 
(28 casps) 


Period Cases of 
reviewed | hydatid disease 
(yr) » admitted 


Hospital 





SouTtH WALES 
Cardiff Royal Infirmary .. 


Swansea General .. 


Hospitals of Welsh National 
Memorial Assoc. ae 


Royal Gwent, Newport .. 
Merthyr General .. 








LONDON 
St. Thomas’s i‘ aie 682 


London Hospital .. >a 849 
Guy’s x ba = 692 9 





* 2 cases were from New Zealand. ** Diagnosis doubtful in | case. 
Between 1926 and 1936 only one case of hydatid disease was 
admitted to a local hospital in a county adjacent to Wales. 


That it is preventable is clear, for hydatid disease is now 
very rare in Iceland (Sambon 1925), and there is also 
evidence to show that it is diminishing in Australia 
(Kneebone 1938). Control of the number of dogs, 
stringent regulations concerning the disposal of offal, 
and education of the public have led to a decrease in the 
incidence in Shetland where it was once fairly common 
(Lawson Dick 1938). There is no reason to doubt that a 
similar satisfactory result can be achieved in Wales by 
adopting appropriate measures. 
EPIDEMIOLOGY 

Source of infection.—Dogs are undoubtedly the chief 
source of human infection. They become infested by 
feeding on the offal of infected sheep. In some districts 
in South Wales offal from ineffectively supervised 
abattoirs is either thrown on refyse heaps or sold for 
manure, and no provision is made to prevent dogs 
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TABLE ISI—INCIDENCE OF HYDATID DISEASE IN SHEEP, PIGS 
AND OTHER BEASTS KILLED I¥ THE ROATH ABATTOIR, 
CARDIFF, IN THREE YEARS 





. | Number in which 
Animal Number killed cysts were found 


Sheep vd ve é. 95,085 486 
Pigs siheaaa ry 67,971 44 
Other beasts, including oxen 14,583 141 


getting at it. Cysts were found in 0-:5% of the sheep 
killed in the Roath abattoir, Cardiff, in the three-year 
period 1934-36 (table m1). Some of these cysts were 
submitted for pathological investigation and every one 
was identified as echinococcal. 

Veterinary surgeons differ as to the percentage of dogs 
infested. It is probably not high, since the incidence of 
infection in sheep islow. The close proximity of grazing 
land in Wales to densely populated mining villages makes 
it. easy for dogs to foul kitchen gardens with their excreta. 
Since the dog’s coat and muzzle may be contaminated, 
fondling of animals by those in contact with them 
may be a ready means of trarsmission. It has been 
tmrpossible to determine accurately the path of infection 
ir-the Royal Infirmary patients, but the histories 
obtained from 27 of them strongly suggest direct con- 
tagion ; 9 had a history of close association with dogs, 
3 were fond of watercress and lettuce and 10 admitted 
both factors ; 5 denied both factors. 

Age incidence and duration of infection.—The age at 
which the patient sought treatment is no criterion of the 
age of the infection, which is usually great. The age of 
the cyst may be inferred from multivesiculation, sterility, 
calcification or complications of the cyst. Occasionally 
a history of symptoms extends over many years—a man 
with a hepatic cyst was aware of the tumour for 25 
years, a steel worker with cerebral cysts had fits over 8 
years—but such long histories are unusual. It seems 
probable that infection is acquired during childhood or 
in early adult life. The degree of incapacity can there- 
fore be regarded as slight, seeing that in spite of the 


TABLE IV-—-AGE AT WHICH TREATMENT WAS SOUGHT AND 
DURATION OF SYMPTOMS IN 34 PATIENTS 


l wy Duration of symptoms 
| 


Age SYMP Under Under Under 1-5 Over Min. 


y 
| toms o4hr 4 wk 6mth yr 6yr Max. 





Under 
20 2wk 4mth 


21-40 14 } Ks 5 20hbr 8yr 
41-60 10° | 17 hr 12 yr 
Over 60 3 2wk 10 yr 


age of a cyst symptoms are of comparatively short 
duration (table pw) and patients are able to lead a 
relatively normal life. 


MANIFESTATIONS 
The first manifestation of hydatid disease is often ill 
defined. It depends on the site of the cyst, or an com- 
plications associated with its rupture ; occasionally the 
condition is symptomless and discovered only at autopsy. 
The distribution of the primary cyst in this series is 
shown in table -v. The commonness of cysts in the liver 
and the lungs accord with previously published figures. 
Brain cysts, usually solitary (Dew 1934), seem to be rare 
even in countries where the disease is common, for 
Barnett’s figures from the. Australasian Hydatid Registry 
show that only 5 of 428 patients had brain cysts. I 
have found only 2 references to the condition in this 
country (Caley 1903, Fleming and Burg 1919) and one of 
was a report of an infection contracted abroad. 
The single case in this series of 34 shows 2 univesicular 
rimary cysts in the frontal lobe and was reported by 
id and Rogers (1940).. There are two specimens 
{one of which is shown in fig. 1) more than 15 years old 
of solitary cerebral cysts in the museum of the Welsh 


National School of Medicine, but no record of either is 
available. In 5 patients secondary cysts were recorded ; 
in each a primary liver cyst gave rise to secondary 
peritoneal cysts, such as that shown in fig. 2. 

Symptoms of primary cysts.—Most primary liver cysts 
had reached a considerable size before producing symp- 
toms ; some in children were diagnosed by the presence 
of a tumour before symptoms arose. Pain was experi- 
enced both by older children and by adults but was in no 
way characteristic. It was described as a dull ache, or 
as sharp and stabbing; only rarely was it colicky or 
accompanied by nausea or vomiting. Jaundice due to 
the pressure of the cyst was noted in 3 cases. 

Lung cysts also grow to a large size before producing 
symptoms. One patient with two large intrathoracic 
cysts and multiple liver cysts had no symptoms referable 
to the chest, but another with a large cyst at the base of 
the right lung complained of epigastric pain. Cough 


TABLE V—-ANATOMICAL DISTRIBUTION OF CYSTS IN 34 CASES 


Site | Cases | Position 





Right lobe 16 ; left lobe 3 ; between lobes 2. 
| Multiple cysts 6. Most were on antero- 
inferior or postero-inferior surface. 


Right lower lobe 4 ; left lower lobe 1. 


Liver pea 27 


Lung ee 5 
Spleen ee 1 


Muscles and 
cellular tissue 1 


Brain re 1 
Extradural.. | 1 


Lower pole. 


Abdominal wall, left hypochondrium. 
Left frontal lobe. 
Spinal cord, level of 6th dorsal vertebra. 





One case had cysts in the liver and the lungs and another a cyst 
in the liver and in the spleen. 


and hemoptysis, presumably due to erosion of a bron- 
chus, brought 4 of the 5 patients under observation, but 
in each the history was comparatively short. The 
aon — in a case of bilateral lung cysts are shown 
in fig. 3. 

Pressure effects were in the central nervous system 
the cause of symptoms in 2 cases. In one, an extra- 
dural cyst of the spinal cord, signs were of short 
duration and rapidly progressive; 4 months after the 
onset of paresis the patient, who was 10 years old, had a 
spastic paraplegia and. was anzsthetic to the level of the 
9th dorsal vertebra. The history of the other patient, 
aged 21, who had two cysts in the left frontal lobe, was 
more vague and the progress more insidious. He had 
fits over 8 years, but undoubted signs of increased intra- 
cranial pressure (the chief of which was a rapidly increas- 
ing papillcedema) were manifest only in the last 3 months. 
Separation of the cranial sutures was demonstrated by 
X rays (Langmaid and Rogers 1940). 

There is one example of a primary -splenic cyst in 
the series. The patient complained of pain and of a 
ron in the left side of his abdomen for 2 months, and 

had bulging of the ribs and a palpable mass below the 

left costal margin. Symp- 

toms due to anaphylaxis 

were not observed in any 

case, nor was a history 

obtained of any attacks 

ba could be ascribed to 

thi 


Symptoms of secondary 
ists.—There were 2 cases 
in which symptoms were 
due to secondary cysts. In 
one, fatal intestinal ob- 
struction was caused by an 
omental band adherent to 
bol vic cyst ; in the other 
ur was obstructed, by a 
large cyst in the pouch of 
Douglas (Embrey 1938). 
Multivesiculation.— 
Tendency to multivesicu- 
lation appears to i 
with age. Of 
cysts examined, 16 


‘ Fig. |—Univesicular cerebral hydatid 
recorded as multivesicular, 23 cyst. 
. ‘ 
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only 4 (all in children) as univesicular. The tendency to 
multivesiculation is less evident in lung cysts; of 5 treated 
all were univesicular. Multivesiculation in primary brain 
cysts is unusual, and in the only cases recorded there has 
been an antecedent history of trauma. Such a history 
was obtained in the patient admitted to. our unit but the 
two cysts were nevertheless univesicular. 

Complications.—Liver-cyst complications'were rupture 
into the biliary passages, intraperitoneal rupture, calci- 
fication and suppuration. Rupture into the biliary 
passages was seen in 6 patients. In 1 the right hepatic 
duct was eroded, in the other 5 smaller biliary cals 
only were affected. Rupture into the peritoneal cavity, 
or into the extraperitoneal cellular tissue was observed 
in 5 patients; in 2 secondary cysts were found extra- 
peritoneally, in 3 intraperitoneally. In these last 3, the 
primary cyst was in the right lobe of the liver, and 
secondary cysts were scattered round the cx#cum, the 
ascending colon, and in the pelvis. Calcified cysts were 
found in 4 ients. Suppuration was found in 3, 2 of 
whom developed a subphrenic abscess; 1 of these had 
multiple calcified liver cysts (fig. 4). The lung cysts, 
with the exception of one case of pleural effusion, were 
free from complications, as also were those cysts recorded 
in other sites. 

Jaundice.—During some period of their illness 7 patients 
were jaundiced. The biliary obstruction was due to : 

1, Elimination of daughter cysts and hydatid debris along 
the ducts, 2 patients. In one, the right hepatic duct was 
eroded and daughter cysts were being discharged along it; 


Fig. 3—Anteroposterior view of the chest 
showing bilateral hydatid cysts of the lung 
and mediastinal cysts. 


the gall-bladder, stomach and small bowel contained a number 
of them. In the other the etiology was obscure. The 
patient had had periodic attacks of jaundice for 4 years before 
admission, and after removal of the cyst a biliary fistula 
developed which took 6 months to heal. So persistent a 
fistula coupled with the previous history seems to indicate 
that a large duct was eroded and that elimination had 
previously taken place along this channel. 

2, Compression of the ducts, or their distortion due to the 

size of the cyst, 3 patients. In the first the common bile-duct 
was distorted and compressed by a large retroperitoneal cyst, 
in the second the cyst was in the portal fissure, in the third a 
large cyst was found in the right lobe of the liver with no 
obvious communication with the biliary passages. 
_ 3. Infeetive cholangitis, 2 patients. The first, who was 
jaundiced for 3 weeks, had an infected cyst in the left lobe 
of the liver; the second, jaundiced for 2 weeks, had an 
infected cyst in the right lobe of the liver. 


DIAGNOSIS AND TREATMENT 


The correct diagnosis was made clinically in 18 
patients. In most. patients with liver cysts and in the 
one case with a cyst in the spleen the shape of the tumour 
gave a clue. It was described as being either round 
or oval with a smooth surface. The consistence varied ; 
some were hard, others soft and fluctuant, but in none 
was a hydatid thrill noted. In a minority of liver cysts 
the tumour was indefinite, and diagnosis was made by. 
X rays and serological investigations. In the lung cysts, 
X rays suggested hydatid disease, and the diagnosis was 


Fig, 4—Multiple hydatid 
The dense deposit of 
adventitiacasts an unmistakableshadow. 





Fig. 2—Univesicul dary intraperitoneal hydatid cyst. 
confirmed by serological and hematological tests, those 
employed being the Cassoni intradermal test, the hydatid 
complement-fixation test, and the differential leucocyte 
count. The diagnosis was missed in 16 patients. In 
10 it was made at operation, in 6 at autopsy. Some 
patients were so ill on admission they were not submitted 
to: any special investigation ; others died of intercurrent 
infection. The idea that the disease is very uncommon 
causes errors in diagnosis because it is unsuspected. In 
Wales the diagnosis should always be kept in mind and 
doubtful cases appropriately investigated. 

Of the 34 patients, 27 were treated surgically, with 
results shown in table vt. 


ts of theliver. 
cium sailtsinthe 


Fig. 5—Multivesicular hydatid cyst in the 
right lobe of the liver with another cyst 
full of inspissated bile lying above and . 
internaltoit. The hemorrhage into the 
adventitiafollowing attempted dissection 
in this layer can be seen. 


The two-stage operation 
for liver cysts was per- 
formed once.—In this 
operation adhesions be- 
tween the cyst and the 
abdominal wall are promoted by an iodine pack. A few days 
later the cyst is opened and the contents and membrane 
removed. Convalescence was marred in this case by a biliary 
fistula. which took 4 months to heal, The patient was well 
and showed no signs of recurrence 2 years later. 

A one-stage Operation, in which the cyst was opened without 
first promoting adhesions, was performed on 13 patients, of 
whom 11 recovered and 2 died of primary hemorrhege. The 
hemorrhage was due-in the one case to an incision in the liver 
to expose the cyst, in the other (fig. 5) to attempted dissection 
in the adventitia, The methods of dealing with the cavity 
in the 11 patients who recovered were as follows. In 4 it was 
drained ; 2 of these had a temporary biliary fistula. In a 
follow up 2 of the drained cases had had no recurrence after 12 
and 6 years; 2 could not be traced. One was readmitted 
3 years after her operation with a large retroperitoneal cyst ; 
this was drained and she was discharged 2 months later ; her 
subsequent history is unknown. In 3 cases the cavity was 
closed. with mattress (1 of these had a biliary fistula for a 
time) and in 2 with continuous sutures; one of these had 
a@ postoperative heamatemesis. In a follow up, 3 of the 
closed cases had had no recurrence in 13, 8 and 7 years; 
2 could not be traced. In the remaining 2 cases the cyst 
was marsupialised ; both of these had a temporary biliary 
fistula, One of the marsupialised cases could not be traced 
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nid gee athe poke merersens inthe linen ct shersitesf the 
original, 3 after operation, but it was causing no 
sym pa: ga aoe treatment. : 

J = liver cysts were treated in 2 girls aged 9 and 2} 
years, the first, two ‘operations were performed in 3 
weeks (fig. 6). All cysts except G were on the anterior surface 
of the liver. At the first operation cysts A, B and C were 
aspirated and incised, and the membrane was removed ; the 
cavities were swabbed with eusol and closed. st D was 
aspirated, At the second operation, 3 weeks later, cysts A 
and C had disappeared ; cyst B had refilled with clear brown 
fluid containing scolices, and was reaspirated. Cyst D was 
aspirated again and euso! injected. Cyst E was aspirated 
and incised, and the membrane was removed ; the cavity was 
swabbed with eusol. Cysts F and H were aspirated and 
eusol injected. An attempt to remove cyst G had to be given 
up because the pleura was damaged in the course of rib resec- 
tion ; the cyst was aspirated. Convalescence was uneventful 
but nothing further is 
known of this patient. 
The second had multiple 
liver cysts and two in the 
base of the right lung. 
At laparotomy two of 
the cysts were aspirated 
and formalin injected. 
The child became ex- 
tremely shocked and died 
shortly afterwards. 

Two patients with 
infected cysts were treated 
surgically. Inthe first, a large subphrenic abscess.was drained, 
but the patient died of general peritonitis. In thesecond, a sub- 
phrenie abscess pointing in the right hypochondrium was 
drained through a stab incision. She recovered but died of 
unknown causes 7 months after leaving hospital. 

Lung cysts were treated in 4 cases; one with a cyst in the 
left lower lobe and one with two cysts in the right lower lobe 
were treated by primary lobectomy and an easy convalescence 
followed operation (d’Abreu 1937, 1938). They are alive and 
well with no signs of recurrence 2 years later. A two-stage 
operation was performed in the other 2 patients ; one died of 
acute fibrinopurulent pericarditis a month after the second 
operation ; the other expelled the cyst spontaneously 9 days 
after the first operation. After it was sure that no 
remnants of the cyst were left, treatment was by formalising 
the cavity. . 

Of the 2 patients with cysts of the central nervous system, 
one was found on inectomy to have an extradural cyst 
of the cord at the level of the sixth dorsal vertebra. This was 
removed from the meninges and convalescence was unevent- 
ful; there was complete recovery of power and sensation in 
the lower limbs in 3 months. He was readmitted 6 years 
later with a history of a gradually increasing kyphosis and of 
- loss of power and of diminished sensation in the lower limbs. 
The laminz of the 3rd and 4th dorsal vertebra were removed 
and the scar tissue of the previous wound excised. A mass 
of hydatids was found which seemed to arise in the borders of 
the vertebra and to extend into the spinal canal medially and 
the pleural cavity laterally. The cysts were removed and the 
cavity swabbed with formalin. The pleural cavity was inad- 
vertently opened but was quickly pl with gauze soaked 
in formalin. He bore the operation well, but subsequently 
developed a pleural effusion which cleared up pn aspiration. 
The cord condition showed no signs of improvement and was 
re-explored 7 months later. The dura was very much.thick- 
ened, and there were dense adhesions between it and the cord, 
which was not pulsating below the levet of the 4th dorsal 
vertebra. The adhesions were y divided and the cord 
freed. The operation was well tolerated but he developed 
pyzmia and died. ; . 

The other patient had two cysts in the left frontal lobe. 
When an osteoplastic flap was raised over this area the dura 
was found to be tense and An attempt was made 
to tap the lateral ventricle through @ small incision and at a 
depth of 2 cm. a quantity of limpid fluid was discharged under 
great pressure. This was allowed to escape slowly and the 
dura then widely opened. The cerebral cortex, thin and 
collapsed, was incised and an hydatid cyst, which had been 
punctured by the brain needle, found. The membrane, which 
separated with ease from the surrounding cerebral tissue, was 
removed with a , and another cyst was found lying 
anteriorly to the first. This very delicate cyst burst in the 
course of manipulation, but the membrane was removed. 


Fig. 6—Diagram showing sites of cysts in 
the liver of a gir! aged 9. 


TABLE VI—RESULTS IN 27 PATIENTS TREATED SURGICALLY 


Cases treated surgically 





Total 


cases 
in age- | Site of | 
groups cysts 


we and 


Remarks 


currence 


Died 


o- | 
oc cs|o cS |S coe ! Untraced 


Period 


x 
. note (yr) 


| Recurred 
No 


_—_ eh So Ome 
: fe 


Under 
20 yr. 
(4 M, 

3 F) 


Liver 
Lung | 
Spleen | Died 3 days after op. 
Extra 


dural 








. | Died 8 yr after lst op. 


Liver 


: [+ ce: 
;j> = 
- 

ab 


; ~_ 
i. 


Lung 
Brain 
Perito- 
neum 


40-60 Liver 


~~ —w @S|— =e 


+ + 
a —) 


. | Awaiting readmission. 


“3 1 recurred after 3 yr. 


<i 
o pele om ‘wfe ome | Recovered 





a 


h BD 
— om]: 
> =e: 


neum j1 0 | Died of peritonitis 2 days 
| after op. 





Over 60 Liver 1 To 0 00 0 | Died of unknown causes 
(1 F) 7 mth later. 








*d’Abreu 1938. ft Langmaid and Rogers 1940. ¢ Embrey 1938. 
§d’Abren 1937. 


As the cavity of the pericyst did not communicate with the 
Jateral ventricles it was irrigated, and then swabbed with 
gauze s in formalin. The cavity was drained with a 
glove drain, the dura tightly sutured, and the scalp closed in 
two layers. Six hours after operation the patient developed 
auricular fibrillation which lasted an hour and was followed 
by sinus arrhythmia. He did well till the 10th day, by which 
time there was considerable return of power in the right’ arm. 
Vision had improved and the papilladema was much less. 
The wound healed by first intention except anteriorly where 
there was a continuous and copious discharge of bloodstained 
cerebrospinal fluid. On the 12th day after operation his 
condition began to deteriorate, he became stuporose, the tem- 
perature rose to 101° F., and there was a small hemorrhage 
from the wound. The following day he was in coma; hehad 
a@ severe secondary hemorrhage and had to have the point 
ligated. He died on the 14th day after operation, an extra- 
dural abscess being found at autopsy. 

One patient with a splenic cyst died three days after aspira - 
tion of the cyst, removal of the membranes and marsupialisa- 
tion of the cavity. 

Of 2 patients with peritoneal cysts, one was admitted for 
obstructed labour ; cesarean section was performed and two 
peritoneal cysts removed (Embrey 1938). She now awaits 
readmission for treatment of a large cyst in the pouch of 
Douglas, and ten peritoneal cysts. The other patient had two 
peritoneal cysts enucleated, but died of peritonitis 2 days later. 
The right lobe of the liver was occupied by a large cyst 
which was discharging daughter cysts along the biliary 
passages. ; 

Mortality..-Of the 34 cases here recorded, 16 died : 
4 from complications of the cyst, 8 from postoperative 
complications, and 4 from intercurrent infection (tuber- 
culous meningitis, cavernous sinus thrombosis, broncho- 
pneumonia and erysipelas). The mortality was thus high, 
especially in patients over 40. 


SUMMARY 


Hydatid disease.is shown to be more common in Wales 
than elsewhere in Great Britain. 

In 34 cases treated at the Royal Infirmary, Cardiff, 
from 1926 to 1938, the age at the time of admission 
ranged between 2% years and 68 years. 

Just over half the cases were diagnosed before opera- 
tion ; it is thus important to bear the condition in mind 
and to make full use of the laboratory. 

The mortality was 16. in the series of 34. 

Treatment was too varied to justify definite conclusions. 
Though injection of 1-2% aqueous solution of formalin 
should be a routine in most cases it does hot seem to be 
without danger when employed for cysts of the central 
nervous system. 

Factors accounting for the high incidence in Wales 
are the ineffective supervision of abattoirs in some 
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districts, and the lack of popular knowledge of how to 
avoid the disease. ; : 
I am indebted to Prof. Lambert Rogers and Prof. J. B. 
Duguid for helpful advice and criticism, and to all members 
of the staff of the Royal Infirmary whose cases are included 
in this review. 
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BLAST, SUDDEN DEATH AND THE 
EPIGLOTTIS 


F. C. Eve, MD cams, FRCP 
SENIOR CONSULTING PHYSICIAN, ROYAL INFIRMARY, HULL 


A MAN engaged in electrical repairs was found cyanosed 
and pulseless perhaps an hour after electrocution. I 
arrived after oxygen and artificial respiration, by 
Schafer’s method and by my rocking method, had been 
tried for an hour unsuccessfully. I could detect no 
air-flow even with a finger in the pharynx. I tried 
vainly to insert a rubber tube into the larynx, and also 
tried a combination of my rocking method with chest 
compression. After a second hour’s efforts I gave it 
up, greatly puzzled by my failure to establish an air-way. 
Post-mortem examination explained this, for I found 
that the epiglottis was sealed down tightly on the glottis. 
It fitted so closely that I could not it with my fingers 
but had to insert the point of a knife todoso. (A perfect 
fit is not accidental but implies a function—presumably 
protective.) The larynx looked normal. Smail burns 
on the left mastoid and the right thumb showed that the 
current had taken an unusual course, and ibly this 
accounted for the surprising epiglottis, which may have 
become impacted by unna expirations, gasps or 





gulps. 

I publish this case now, about six years later, because 
| believe that impaction of the epiglottis may be the 
explanation of sudden deaths from blast. 

The high-pressure wave of blast, both in air and in 
water, compresses the thorax, expelling some air. The 
chest; being elastic, then expands, and air is drawn 


sharply inwards. This inrush of air, which I call the 
restitution wave, might slam down the epiglottis and 
its effect would be reinforced by the low-pressure wave, 
which sucks the walls of the thorax outwards, just as it 
sucks glass out of windows. The epiglottis might thus 
be fixed firmly in pbsition, as in the electrocution case 
recorded above, and there might not be enough air in 
the lungs to expire it upwards again. 

If this is the mechanism of death from blast, survival 
will depend on such details as whether, at the time of 
impact, the person has just filled or just emptied his 
lungs, whether his mouth or nares are open, whether his 
ribs are rigid or flexible, and whether his epiglottis is 
tilting downwards as it does in swallowing (Johnstone 
1942), 

OBJECTIONS 

It may be argued, in the first place, that impaction of 
the epiglottis is a very rare if not imagi occurrence. 
That this is not so is shown by an annotation, on the 
epiglottis in anesthetic deaths, in the British Medical 
Journal (1942). Commenting on a paper by Caiger 
(1942) the annotation recalls that F. J. Palmer in the 
twenty years ending 1928 had many cases moribund from 
impaction of the epiglottis while under anzsthesia and 
revived: them ital reposition. (No-one believed 
him.) H. M..Wharry in 1927 recorded 3 cases saved in 
the same way. Caiger; who saw 8 cases in three years, 
said that if the epiglottis was. not felt in its usual position 
he hooked it up. with one finger laterally, thus saving 
lives. R. Saniter in 1932 preferred to grip the epi- 
~—_ with two fingers and lift it up with the base of 
the tongue, 

Secondly, it will be said that if blast casualties die 
because their airway is blocked by an impacted epiglottis 
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they should show signs of asphyxia—e.g., struggling and 
cyanosis. The following examples show thet pon Ara 
complete blockage is not necessarily foJlowed by such 
signs :— 

Patterson (1942) records the deaths of 2 mental patients 
observed by the nursing staff. © was @ woman of 40 who— 
having devoured her own bread and butter—was standing 
up and about to snatch her neighbour’s. She was seen to 
slump into her seat and collapse, dying within 5 minutes. 
The other was a woman of 65 who turned pale and collapsed 
while eating bread and butter and died within 7 minutes. 
Cyanosis and the usual signs of choking were absent. In 
both cases bread was found impacted in pharynx, trachea 
and bronchi, as also in a third woman whose sudden death 
was not witnessed. 

Taylor’s Medical Jurisprudence (1894) describes the case 
of a man who rose from dinner, slumped against the wall, 
and died almost at once. The doctor who made the post- 
mortem examination missed the cause of death, which was 
a large piece of meat in the pharynx. 


Taylor says that ecchymoses in the lungs and else- 
where are usual in asphyxia—as they are in blast and 
depth-charge deaths-—but notinvariable. All the post- 
mortem signs of asphyxia may be absent. 

Another objection that may be raised is that if impac- 
tion of the epiglottis is really the cause of death in blast 
it would have been recognised before now. But the 
doctor who examined my case of electrocution at 
autopsy did not notice the impacted epiglottis, and the 
mechanism of death would have remained a mystery 
had I not observed it. How much more likely that the 
condition would be missed in the congested carnage of 
the post-blitz mortuary. 

Zuckerman and his co-workers (Krohn et al. 1942) 
find that the blast pressure acts on the walls of the body 
of their experimental animals. ‘‘ Closure of the glottis,” 
they say, ‘‘ is of no importance because the shock wave 
would have passed long before the vocal ‘cords could 
begin to close ...no appreciable amount of air 
could go up or down the trachea in the time.” They 
do not mention the epiglottis and the possibility of its 
impaction by negative pressure. ° 

While admiring their experiments [ find unsatis- 
factory their conclusion that immediate death is due 
to shock. It fails to explain our main ‘problem, well 
illustrated by the tragic case of Dr. W. and Dr. D., who 
were talking only a foot apart when a bomb dropped 
near them. Dr. W. tells me that he was thrown down 
by the blast but unharmed. His colleague was struck 
on the head by the swinging door beside him and was 
killed at once-without physical injury and ‘ not from 
the fractured skull.’”” Dr. W. remembers feeling a catch 
in his breath which may or may not have been due to 
fright. If shock killed one, why not both ? But one, if, 
for example, he had just completed expiration, might 
easily have had his epiglottis impacted fatally while the 
other felt only a catch in his breath. Similarly, Dr. W. 
tells me of people who were found in a shelter, after 
an explosion near by, dead though uninjured, sitting or 
lying without sign of struggle. To find one’s lungs 
empty and be totally .unable to inspire may well 
paeenee collapse, as in the three patients choked by 


Latmer (1942) finds that a very brief but powerful 
negative pressure can produce sudden death in mice and 
similar hemorrhagic lesions to those produced from blast. 
by Zuckerman (1941). One of his surviving mice had 
symptoms which suggested (to my mind) the important 
possibility of gas bubbles being liberated in capillaries. 


EXPERIMENTS 


I have made a number of experiments (by exploding 
1 lb. ammonal at 6 ft. distance) with models representing 
the thorax and epiglottis. My hypothesis must eventu- 
ally be proved or disproved by post-mortem findings 
rather than by experiments, and £ shall not describe 
them in detail. But they clearly demonstrated a final 
suction capable of slamming down the epiglottis. 


1. An empty pint bottle was fitted with a rubber finger- 
stall whose end had been cut off. The projecting finger-stall 
was sucked into the bottle neck by the “ restitution wave ” 
which restores the air sucked out of a cavity. 




















































































































































































































































T= 


2 eet ey aes 
SE Mattes arte tite Site een, Be 






























































































































































800 THE LANCET] DR. MORISON : 





BILATERAL ADRENAL H# MORRHAGE 


[JUNE 26, 1943 





2. A eylindrical tin (4 x 2} in.) was fitted with a close- 
fitting lid. The lid was sucked off and blown 12 in. towards 


the crater. This proved suction and of a criticism 

that the finger-stall in the last model had merely pushed 

in by the explosion. My own ear-drum in probably 
@ similar way, sustained deafness caused. 


3. The bottom of an Australian port bottle was removed 
and replaced by a taut diaphragm of rubber sheeting (thick 
or thin). This imitated the elasticity of the thorax whereas 
the model used in experiment 1 was too rigid. The finger- 
stall was always sucked in, and with such enhanced violence 
that it was always rent. The diaphragm had usually one 
to three small holes (portions missing) showing that rubber 
membranes—and presumably air-containing gut or lung 
would be affected in the same way—had no time to stretch 
in the brief (0-05 sec.) and violent suction wave but behaved 
almost as if rigid and ngn-elastic. 


This last expériment accounts for the hemorrhages 
and perforations found in victims of blast and depth- 
charges. 

Although the rubber diaphragm was tied on tightly 
with string prolonged to the neck of the bottle it was 
always pulled down about } in. leaving it slack instead 
of taut. This is important in showing that the suction 
wave in the thorax is not merely an elastic recoil from 
the-brief but violent pressure wave (0-003 sec.) but is a 

werful suction which seems quite adequate to slam 
on the epiglottis and hold it there by the vacuum 
produced in the thorax. It must remain in this position 
unless the victim happens to have enough air in his 
chest to blow it open again. 


PREVENTION AND CURE 


The results of experiment 3 suggest that protection 
would perhaps be afforded by a broad abdominal belt 
(or bandage), which need not be very tight. but must be 
inelastic. This is practicable, whereas protection against 
the positive wave is impracticable and probably u.- 
necessary. The use of a tight inelastic bandage for the 
chest or jacket has already been recommended by 
Latner (1942). 

If I am right in contending that the cause of death is 
impaction of the epiglottis, there should be a chance of 
cure by releasing the lethal vacuum .in the thorax by 
plunging a small trocar or hollow needle into the 
trachea, possibly blowing into it also. If no needle (or 

knife) was available it might be possible to lift the 
epiglottis with the finger-nail or crochet-hook, especially 
if the thorax were strongly compressed at the same time. 
All must be completed within 4 minutes if the life is to 
be saved—unless perhaps by artificial respiration. 


SUMMARY AND CONCLUSIONS 


Impaction of the epiglottis is capable of causing 
immediate death. 

Exposure to blast often causes deaths which have 
not been satisfactorily explained: there may be no 
sign of a lethal injury, and persons exposed to the same 
blast may escape unharmed 

It is suggested that in such cases death may be due 
to impaction of the epiglottis while the lungs are empty. 
The epiglottis cannot be disimpacted by expiration, 
for the chest does not contain enough air. 

Positive evidence of impaction of the epiglottis should 
be diligently sought in blast victims, by digital explora 
tion or by post-mortem examination. evidence 
will not be found until it is specifically looked for. 

If the above hypothesis is correct, death can be 
averted if the epiglottis is promptly replaced or if the 
vacuum holding it down is abolished by plunging a 
hollow needle into the trachea. Artificial respiration 
is futile till this is somehow effected. 
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THE association of adrenal hemorrhage with a 
fulminating septicemia, nearly always meningococcal, 
has been boyy _as the Waterhouse-Friderichsen 

cance of the clinical and post- 
apirn their relation to peripheral vasetlar 
failure are not yet sufficiently appreciated. Since the 
original descriptions of Waterhouse (1911) and Friderich- 
sen (1918) a number of cases have been reported— 
Aegerter in 1936 found 55 and added 2 more, and in 
1937 Sacks found 64 and added 2. Grace and others 
(1940) reported 3 British cases, and records of single 
cases include those of Kamber (1937),. Hughes (1940) and 
Fox (1942), and one of the cases of meningococcal 
encephalitis described by Banks and McCartney (1941). 
Two of the cases reviewed by Aegerter, 2 of the 5 reported 
by Craster and Simon (1938) and the case reported by 
Carey (1940) did not come to autopsy and the diagnosis 
remains doubtful. 

The clinical manifestations are dramatic in their 
sudden onset and progress. In about 70% of cases 
the patient is under 2 years ofage. The initial symptoms 
are restlessness, headache, or more often shifting 
abdominal discomfort, with vomiting and diarrhoea. 
The disease ames rapidly, and the patient passes 
from restless jum or convulsions to stupor, 
often with well-maintained cyanosis. Petechial hemor- 
rhages which do not fade on pressure are found in most 
cases if the skin is carefully examined in a good light ; 
sometimes they become confluent and the skin has a 
mottled livid appearance. In only a few of the reported 
cases has blood-culture or examination of the cerebro- 
spinal fluid been of assistance. A few reports describe a 
leucocytosis, and in one case (Middleton and Duane 
1929) the white-cell count was 88,500 per c.mm. The 
clinical notes of 3 c coming to autopsy recently will 
illustrate the dramatic onset and course of the disease. 


CASE-RECORDS 

CasE 1.—A foster mother carried the dead body of a 
girl aged 4 months into the extern of a children’s hospital 
at 8.30 am. There was nothing to suggest neglect or mal- 
treatment. The child was said to have been always healthy, 
and to have appeared entirely normal 12 hours earlier. She 
had had several screaming fits with drawing up of the legs 
around midnight, but after 3 am she was believed to have 
been asleep until discovered dead and cold. 

Case 2.—A boy of 34 years complained of abdominal pain 
on waking. Five weeks earlier he had had an operation for 
inguinal hernia and a fortnight after that had had measles. 
There was no abdominal tenderness and he did not complain 
of headache, but he vomited several times and rapidly became 
very ill and was admitted to hospital at 1.15 pm. His 
pulse-rate was 136 per min. and temperature 103-2° F., and 
it was thought that there was some neck-rigidity and a 
positive Kernig’s sign. The cerebrospinal fluid was under 
pressure but clear; later it was found to be sterile and to 
contain no excess of protein or cells. An intramuscular 
injection of 0-5 g. of a cduheewailine preparation was given, 
but the boy died an hour after admission. 


Case 3.—A girl aged 4 months vomited several times 
during the night, but it was only in the morning when a fine 
red ‘rash appeared on the body that the parents thought her 
il. A doetor who was summoned brought the child to 
hospital immediately. Her temperature was 102° F., the 
pulse could not be counted and respirations were about 
90 to the min. There was well-marked cyanosis and a fine 
rash which became confluent in dependent parts to form 
larger, ill-defined and livid red areas, The child died an 
hour later. 

AUTOPSY FINDINGS 

In case 1 the autopsy was done within 12 hours of death, 
but in cases 2 and 3 the interval was 16 and 24 hours. The 
findings were essentially similar in all three cases, but careful 
examination in a good light was necessary to detect a fine red 
rash in the skin im cases 1 and 2. Case 2 alone showed 
macroscopic petechis apart from those in the skin; these 
were found im the serosa of the large and smal! intestine, in 
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the gastric mucosa, and in the subendocardial 
septal wall of the left ventri 
cavities contained a slight excess of” cl 


lungs and kidnéys were grossly congested, 


kidneys were swollen and b 
nse 


tense capsules. The thymus was much enlarged, especially 
in cases 1 and 3, but the lymph-glands of the mesentery and 
the malpighian corpuscles of the spleen’ were not unduly 
large. The spieen was not enlarged or obviously congested. 

The loose i tissues of the posterior abdominal 
wall around the adrenals were in all cases extremely cdema- 
tous; this was obvious even before the peritoneum of the 
posterior abdominal wall was incised. The adrenals them- 
selves were twice their normal size, but their shape was 
preserved. -They were purple to dark red, and on section 
the hemorrhagic appearance was fairly uniform throughout 
the glands. y in @ few small] areas, about 2 mm. in 
diameter and best seen in case 2, was the structure of the 
cortex distinguishable. The medulla could not be recognised, 
but the glands showed no disruption of their structure by 
large confluent hemorrhages. 

Histological Examination.—All the lesions were acute and 
there was no complicating disease. In the heart the intersti- 
tial tissue was spread apart by oedema fluid and the capillary 
endothelium was prominent. A few swollen and rounded 
mononuclear cells, and in case 2 occasional foci of poly- 
morphonuclear leucocytes, were lying in the interstitial tissue. 
In almost all the lung alveoli there was wdema fluid and in 
case 1 there was some fibrin. Red blood-cells had escaped 
from grossly congested capillaries and lay in alveoli, in the 
fibrous tissue septa and in the subpleural tissue. In case 2 
polymorphonuclear leucocytes were present in great excess 
in the lumen of the small pulmonary vessels. There was 
cloudy sweliing of the liver cells, In the spleen prominent 
aggregates of large mononuclear cells comprising the centres 
of the malpighian bodies oceasionally showed necrosis, but 
the sinusoids contained no excess of red blood-cells. Red 
blood-cells lay tightly packed in the capillaries of the kidney, 
and, especially in case 1, there was sometimes rupture of small 
vessels both in the kidney and in its capsule. Congested 
capillaries, minute pericapillary hemorrhages and occasional 
swelling of the capillary endothelial cells were found in the 
brain, especially of case 3. Small pericapillary hemorrhages 
were demonstrated in the cedematous interstitial tissue in 
and around nearly every organ—pancreas, thyroid, aorta— 
and in case 2 in the submucosa of the stomach. 

The most: evident lesions were in the adrenals. Both 
cortex and medulla were, with the exception of a few small 
areas mainly in the zona glomerulosa, entirely destroyed by 
confluent extravasation of blood. Transitional, stages were 
demonstrated, from. distended capillaries and intact paren- 
chyma to complete disruption of capillaries and mechanical 
separation of parenchymatous cells with well-preserved nuclei 
but indistinct cytoplasm. The proportion of white blood- 
cells was normal and there was no antemortem thrombosis. 
A feature was the well-marked wdema and the small hemor- 
rhages in the pericapsular tissue. 

Bacteriology.—Attempts to demonstrate organisms by 
culture and ‘by bacterial stains were unsu 
meningococcus is rarely isolated 12 hours after death, and 
failure to isolate other organisms is more significant. Adrenal 
hemorrhage has followed diphtheritic, pneumococcal and 


. streptococeal infections, but, while the meningococcus has 


been recovered in less than half the reported cases, there is 
little doubt that the great majority are due to meningococcal 
infections. 
DISCUSSION 
Apart from the adrenal lesions these cases showed 
widespread cedema of the interstitial tissues, edema 
fluid in the lung alveoli, sequestration of red blood-cells 
in dense aggregates in over-distended minute blood- 
vessels, and slight swelling of endothelial cells. Moon 
(1938) has described similar lesions not only in. shock 
following trauma and burns but also in certain infections, 
such as gas gangrene, diphtheria, cholera and influenza. 
The lesions enable the morbid anatomist to recognise in 
these diverse conditions a common factor, which is an 
increasing and potentially fatal arity between the 
blood-volume and the capacity of the vascular " 
thoe f eth choi itt ok wore'd pert her 
aoa A“ inated 7 : 
as the cause of death in many acute bacterial infections. 
the body, and 


The minute orrhages throughout 
the confluent hemorrhages in the adrenals, can be 


ecessful. The - 


attributed pa oes oo of over-distended capillaries 
damaged by toxins and by anoxeemia resulting 


‘from stasis. Capillaries often appeared: blocked b 


closely packed aggregates of red cells such as woul 
result from loss of plasma through damaged capillary 
walls. In these cases there was no evidence of ca’ — 
embolisation by bacteria or of the formation of sm 
abscesses. Such lesions, definite thromboses, and 
hemorrhage secondary to parenchymatous degeneration 
of the adrenal may complicate other and less acute 
cases (e.g., case'7 of Banks and McCartney), and adrenal 
hemorrhage may occur in.a variety of conditions, 
including bacterial toxemias and burns (for references 
see Goldzieher 1939). Even in cases described as 
bilateral adrenal hemorrhage every intermediate stage 
between minimal adrenal damage and destruction of 
the whole gland can be amply illustrated. In a recent 
autopsy on a boy of 14 years, ill for 18 hours with 
abdominal pain and vomiting. meningococci were 
recovered from the surface of the brain, and, while the 
findings in the other organs were essentially similar to 
those described above, only a few ruptured capillaries 
were found on microscopical examination of the adrenals. 

In almost all the published cases the clinical and post- 
mortem findings have been ascribed to the adrenal 
lesions and various forms of treatment have been 
recommended on this assumption; thus, Aegerter 
(19386) recommended adrenal cortical extract, sodium 
chloride and adrenaline, and Grace and others (1940) 
recommended cortical extract and plasma transfusions. 
It is of course possible that the generalised structural 
changes which have been described are not the result 
of a generalised peripheral vascular failure produced by 
a bacterial toxeemia, but result from shock secondary to 
destruction of the adrenals by a disease process acting 
selectively on the adrenals. It must, however, be 
emphasised that the adrenal lesions are acute and pro- 
gressive at the time of death, that they are variable 
in extent in different cases, and that animals survive 
total loss of adrenals for several days at least (see 
Grollman 1936). Normal involution in the newborn 
may leave little more cortical tissue than is present in 
some of these cases, and even when this involution leads 
to destructive hemorrhage producing acute adrenal 
insufficiency of the newborn symptoms. usually persist 
longer than 24 hours (Goldzieher 1939), although even 
here an associated toxeemia cannot be excluded. Reports 
suggest that adrenalectomised animals are hyper- 
sensitive to many drugs and toxic agents and succumb 
very readily to surgical shock. It may be that to 
combat shock greatly increased demands are made on 
vital reactions depending on continued adrenal secretion 
and that with destruction of the adrenals in these cases 
the symptoms and signs of shock advance more rapidly. 

The well-marked leucocytosis, exemplified by the 
count of 88,500 per c.mm. reported by Middleton and 
Duane (1929) ent by the large numbers of polymorphs 
in the pulmonary vessels in case 2, may be a response 
to a virulent bacterial infection, but its degree and 
rapidity of development suggest that it should be com- 
pared to the leucocytosis often found in shock resulting 
from a variety of conditions (Moon 1938, pp. 73, 175), 

From the viewpoint of therapy this emphasis on the 
primary importance of peripheral vascular failure may 
be valuable. Treatment at the earliest possible moment 
with the pate pe agents of modern chemotherapy may 
clear the blood-stream of infecting organisms, but, unless 
very active measures are taken by the prompt adminis- 
tration of plasma and other agents to correct the vicious 
circle of disturbed hemodynamics, death may not even 
be delayed. In 1914 MacCallum emphasised the 
importance of peripheral vascular failure in diphtheria, 
but only recently has the value of blood-transfusion been 
recogni in malignant diphtheria (Pugh and Williams 
1941), Plasma transfusions may come to occupy an 
important place in the therapy of many fulminant 
infections. Adrenal substitution therapy may be 
valuable, but it should be regarded as secondary, since 
if the condition has progressed to extensive destruction 
of the gland the ultimate outlook is very hopeless. 


SUMMARY 
Three cases of rapid death in children showing extensive 
bilateral hemorrhage into their adrenals are described. 
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It is suggested that the structural changes found in 
the body result from peripheral vascular failure and 
resemble those of surgical shock and that they should 
be regarded as a consequence of a bacterial toxemia 
and not of adrenal damage. 

In addition to See Sate treatment similar to 
that of post-traumatic shoc be given in 
fulminant bacterial infections. 

I wish to thank Prof. J. H. Biggart for his help and advice, 
and the visiting physicians of the Belfast too for Sick 
Children ond th the Ulster Hospital for Children and Women 
for access to their cases. 
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ESTIMATION OF 
“TRUE’’ ASCORBIC ACID IN URINE 


DEREK RICHTER PHYLLIS GoDBY CROFT 
MA OXFD, PH D MUNICH B A CAMB 


(From the LCC Central Pathological Laboratory and Mill Hill 
Emergency Hospital) 

THE method of estimating ascorbic acid in the urine by 
titration with dichlorophenolindophenol (Harris and 
Ray 1935) has proved of great value in clinical —— 
tion. The results obtained are accurate at high ascor 
acid levels; but the method suffers from the serious 
defect that urines contain a variable amount of sodium 
thiosulphate and possibly other substances which rapidly 
decolorise the indophenol dye. At normal and low 
ascorbic acid levels the results obtained are therefore 
unreliable. In view of this difficulty, a number of modi- 
fications of this method have been recommended. 

Emmerie and van Eekelen (1934) remove the interfering 
substances by precipitation with mercuric acetate and subse- 
quent treatment with hydrogen sulphide which they remove 
in turn by gassing with nitrogen. Meiklejohn and Stewart 
(1941) have worked out a method of estimation involving 
oxidation of the ascorbic acid by the ascorbic oxidase of 
cucumber. Other investigators have attempted to improve 
the specificity by using the photo-electric absorptiometer 
(Evelyn et al. 1938). 

While several of these methods have given good 
results in the hands of competent research workers, 


doubts have been expressed as to whether the removal of | 


interfering substances in the precipitation methods is 
really quantitative and whether the figures obtained can 
be relied on as representing the “true” ascorbic acid 
(Roe and Hall 1939). The specificity of the ascorbic 
oxidase methods has also been doubted (Neuweiler 1936). 
In any case these procedures are for the most part too 
complicated and time-consuming to be convenient for 
purposes of clinical investigation. 

A simple and rapid lead-precipitation procedure for 
estimating ascorbic acid in urine is described here which 
gives figures agreeing closely with those obtained by the 
ascorbic oxidase method. 


EXPERIMENTAL METHODS 

Collection of urine.—Preliminary experiments confirmed that 
acetic acid, which is still used in many hospital laboratories, 
is much less effective than metaphosphoric acid for preventing 
the oxidation of ascorbic acid in urine (Bessey 1938). Urine 
containing 10% acetic acid lost as much as 10% of the ascorbic 
acid in an hour at labora rature (fig. 1) while with 
5% metaphosphoric acid the loss was only 1% in an hour. 
For most —_ 2-3 hour samples of fasting urine, or urine 
after an ascorbic acid-free breakfast, were collected by 


straight into bottles containing 10 g. me’ orice acid. 
The metaphosphoric acid was dissolved in a small volume of 


water before it was added to Ane culinatine bottles. The 
samples were then diluted in measuring cylinders so that there 
were 200 ml. of solution for each hour during which urine was 
collected, and the estimation was done within an hour of 
collection. 

Lead-precipitation procedure.—The urine (10 ml.) containing 
5% metaphosphoric acid was put in a 15 ml. centrifuge tube 
and shaken vigorously after adding 1-5 ml. of lead acetate 
solution (25% 
Pb(Ac),H,O). 
The precipitate 
separated rapidly 
on centrifuging : 
it could also be 
removed by filtra- 
tion. The clear 
supernatant solu- 
tion (1 ml.) was 2 ! 2 3 
pipetted into a HOURS 
small conical! Fis. !—Loss of ascorbic acid by oxidation in urine 

containing (a) 10% acetic acid and (b) 5% meta 
vessel made by phosphoric acid, expressed as percentage of the 
taking off the end amount originaily meee. & mg. 1100 mi), 
of a conical centri- Laboratory temperature 22° 
fuge tube. The dye solution (50 mg. manana’ 
phenol in 100 ml. water) was added from a 2 ml. microburette 
while stirring with a glass rod, until a faint pink colour was 
obtained which persisted for 30 seconds. The pink celour was 
matched on a white background in a good light against a 
standard made by adding 0-02 ml. of the dye solution to 1 ml. 
5% metaphosphoric acid: this amount was then subtracted 
from the burette reading obtained in the titration. The 
titration was repeated on further | ml. samples until concord. 
ant figures were obtained. 

This method was preferred to the more usual procedure of 
adding the urine to the dye, since it avoided having present 
during the titration a large excess of dye, which might oxidise 
substances less rapidly oxidised than ascorbic acid. The dye 
solution was standardised by titration against a freshly made 
solution of ascorbic acid, acidified with metaphosphoric acid 
and brought to pH 3-5-4-5 before titration. The amount of 
lead acetate added was insufficient to precipitate all the meta- 
phosphoric acid in the urine, but the thiosulphate was precipi- 
tated preferentially. The treatment with lead acetate had 
the further advantage of clearing the urine and removing 
some of the colouring matter so that the end-point of the titra- 
tion was easier to determine. If interfering reducing sub- 
stanees other than thiosulphate are present in significant 
amounts they seem to be precipitated too or are removed by 
adsorption on the lead precipitate. 

Recovery of ascorbic acid added to urine.—The lead pre- 
cipitation method was tested by estimating the recovery 
of aseorbic acid that had been added to urine containing 
5%, metaphosphoric acid. 





METAPHOSPHORIC ACID 
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ASCORBIC ACID %, 





ASCORBIC ACID (mg. 100 ml.) 


Added ° Estimated Added 











Estimated 
5 5-0 5 is 5-0 
10 9-5 10 9°5 
25 24-0 : 15 14-0 
5b 56-0 


The figures gave no evidence of any ‘loss of ascorbii acid 
through the lead precipitation and they agreed with the 
amounts added within the experimental error of 7%. 

Tests with thiosulphate and other possible interfering 
substances.—Tests in which sodium thiosulphate Was 
added to solutions of ascorbic acid showed that precipita- 








‘on Urine plus | Urine plus 
Urine titratea| Urine after  thiosviphate  thiosulphate 
directly | cipitatio titrated after lead 
a directly precipitation 
| | —_ 
i 0-58 ‘gain, Sap 0-59 
0-89 0-59 1-60 0:58 
1-13 0-70 1-54 | 0-69 





tion with lead acetate under the conditions described 
effected a quantitative removal of the thiosulphate. 
This is illustrated by the above experiments in which 
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sodium hate was added to urine. The figures 
; acidified urine. 


a ml. cele m4 e used per ml. 
substances that.might 


interfering 

be present in urine, glutathione, catechol, catechin and 
thiocyanate at concentrations up to 10 mg./100 
ml. did not reduce the > fast eno to interfere with 
the titration. Quinol (10 mg./100 ) reduced the dye, 
but it was completely removed by veelieiiehion with the 

lead acetate. 

ASCORBIC. OXIDASE. METHOD 

In order to check the accuracy of the ascorbic acid 
figures obtained by the oon Jere a method, the 
figures were compared with ates of “ true 
pot acid ’’? made et gn hone rt pometcn my sa method 
similar to. that descri by Meiklejohn and Stewart, 


(1941). 

ure.—In the preliminary experiments a purified 
specimen ree the cucumber oxidase was used; but this 
had no advan’ over a simple cauliflower or broccoli 
infusion prep: by grinding a minced cauliflower with 
half the weight;of water and an equal volume of sand and 
filtering the resulting pulp. . This solution contained a 
very active oxidase and retained its activity for several 
days when kept in the ice-chest. 

The urine containing 5% metaphosphoric acid was first 
titrated directly with the dye. A part of the urine (20 ml.) 
was then brought to pH 6-0 (indicator, bromcresol purple) by 
the careful addition, with vigorous stirring, of 30% sodium, 
hydroxide, using a microburette. The oxidase solution 
(1 ml.) was added and oxygen from a cylinder was bubbled 
through. Portions (2 ml.) were withdrawn from time to time 
and titrated after adding 0-05 ml. glacial acetic acid. The 
titration figures could be plotted in the form of a curve 
(fig. 2) and samples were taken until the titration figures 
reached a constant value, generally after about 15 minutes. 
This constant value represented the thiosulphate or non- 
ascorbic acid reducing substances in the urine. The “true 
ascorbic acid’ may be taken as the difference between the 
initial titration- before adding the oxidase and the final 
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Fig. 2—Oxidation of ascorbic acid by the ascorbic oxidase of caulifl 
Enzyme added at timeindicated by arrow. Temperature 20° C. 


constant level (corrected for dilution with the NaOH and the 
oxidase solution), Control experiments showed that the final 








level was not due to the inactivation of the enzyme, since Jif, 


was not affected by a further addition of fresh oxidase solution. 
Figures for the ascorbic acid in a series of urines 


obtained (a) by simple titration (Harris and Ray 1935); 


and for ‘‘ true ascorbic acid ”? obtained; (b) by the lead 
precipitation method ; and (c) by the ascorbic oxidase 
method are comp in table 1. The urines were 
obtained from normal subjects and neurological, patients 
in whom there was no reason to suspect any urinary or 
dietary abnormality. 

The uvinary excretion covers a fairly normal range in 
the urines in the table, and it is evident that the figures 
for the total reducing substances represented as ascorbic 
acid by simple titration were often considerably higher 
than the “ true ascorbic acid’’’ figures: in one case the 
non-ascorbic acid reducing substance was as much as 
50% of the “ true ascorbic acid ”’ figure. The fi for 
the “‘ true ascorbic acid ’’ obtained by the lead precipita- 
tion and bythe ascorbic oxidase me d very 
closely (sta: statistical correlation coefficient 0:99); this was 
significant in view of the fact that these two methods 
depended on different principles—the lead-precipitation 


method on the removal of interfering substances, and the 


ascorbic oxidase po yee = paar rato or the removal of ascorbic acid. ° 


Effect of — Aspirin is 
commonly. ee ae to increase the excretion of ascorbic 
acid, but we were unable to find any evidence as to 
whether the apparent: increase is due to “* true ascorbic 


ESTIMATION OF 


“TRUE ASCORBIC ACID’ EXCRETION BY 
LEAD-PRECIPITATION AND ASCORBIC OXIDASE METHODS 
A = Total reducing substance estimated as ascorbic acid by direct 
titration (mg./24 hr.) 
RB ** True ascorbic acid by lead method (mg./24 hr.) 
G = “* True ascorbic acid ” by oxidase method (mg./24 hr.) 


Case A B | Cc 





1 7-7 78 
r 4 8-9 

3 10-8 7-8 77 
4 14-6 12-6 12-4 
5 14-4 13-4 12-9 
6 88 7-3 6-8 
7 18-3 16-7 17-0 
8 151 13-4 13-4 
9 13°9 10-1 10-9 , 





Rapeatiiiinte 1-12 were done on eiissni from einidbalnishellt patients ; 
experiments 1 were done on urines from normal subjects. 
The cucumber oxidase was used in experiments 13-16; in the 
other experiments the cauliflower oxidase was used. Statistical 
correlation coefficient between figures for “‘ true ascorbic acid ’ 
by the lead-precipitation and ascorbic oxidase methods, 0-99. 


acid ’’ or due to other phenolic reducing substances in the 
urine. It is known that salicylates are partly excreted 
in the form of gentisic acid, which might be expected to 
reduce the ne dye (Knapp and Coburn 1942). 

Estimations by the lead-precipitation method con- 
firmed the rise in “‘ true ascorbic acid ’’ excretion in the 
second 2-hour period after taking gr. 20 of aspirin. In 
one experiment the rate of excretion rose from 32 mg. 
per day to 74 mg. per day and in another experiment from 
22 mg. per day to 29 mg. per day. 


DISCUSSION 


The saturation test (Harris 1942) is better than an 
estimate of the resting leyel of ascorbic acid excretion for 
showing a dietary deficiency in ascorbic acid, but as the 
saturation test involves the accurate collection of urine 
and daily estimations for several days it.is not always 
practicable. The resting level of ascorbic acid excretion 
gives an indication of the degree of saturation that can 
be of considerable value jin clinical work. In many 
hospital laboratories it is the current practice to eStimate 
the resting level of ascorbic acid excretion on a 24-hour 
specimen of urine that has been treated with hydrogen 
sulphide to reduce the oxidised aseorbic acid (Harrison 
1939). Since the rate of ascorbic acid excretion on nor- 
mal diets fluctuates relatively little during the 24 hours 
it is preferable to use an accurately collected 2-3 hour 
specimen of urine taken before breakfast or after a light 
ascorbic acid-free meal. If the specimen is collected in a 
vessel containing metaphosphoric (not acetic) acid and 
titrated within one hour there is no need to do the gassing 
with H,S, and by using the;lead precipitation method a 
much more reliable estimation can be made than by 
simple indophenol titration. Aspirin, or preparations 
containing it, can give rise to erroneous results. 


SUMMARY 


In urines containing a normal or low amount of ascorbic 
acid, titration with dichlorphenolindophenol does not 
give the true ascorbic acid content owing to the presence 
of sodium thiosulphate (which also reduces indophenol 
dye). In the method described here the thiosulphate is 
preeipitated with lead acetate and removed before 
titration. 

The figures obtained by this method agreed closely 
with figures for ‘‘ true’ ascorbic acid obtained by the 
use of the ascorbic oxidase. 

We thank Mr. L. J. Harris, p sc, forvhis generous advice, 
Dr. W. 8. Maclay for his interest and the Rockefeller Founda- 
tion for supporting this research. 
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SOVIET MILITARY OPHTHALMOLOGY 
Pror. A. A. KoLEn 


HEAD OF THE NOVOSIBIRSK EYE CLINIC 

EvEN before the start of the second world war, Soviet 
ophthalmologists had devoted much study to the treat- 
ment of war injuries of the eye. It was clear to us that 
in modern warfare—in which hand-grenades, aerial 
bombs, mines, &c., which explode into a large number 
of small fragments, are used on a scale never reached 
before—the number of face wounds and in particular 
eye injuries would rise considerably. The eye injuries 
during the Franco-Prussian War of 1870 constituted 
only 0-:86% of all injuries: During the various conflicts 

receding the 1914—18 war, the percentage rose to 3-5-4. 

f we take into consideration the-unprecedented magni- 
tude of the conflict with Hitlerite Germany and the 
dangers to which this most precious organ of man is 
exposed, it becomes obvious that in all eountries at 
war the question of treatment of eye injuries assumes 
a vital importance. Already before the war we had 
worked out a scheme for the proper handling of war 
wounds of the eye. Special attention had been devoted 
to the training of ophthalmologists in ocular traumato- 
logy, in the X-ray diagnosis of intra-ocular foreign bodies, 
imthe extraction of magnetic splinters by means of the 
electromagnet, and im plastic operations in the region 
of the eye. The,ophthalmic service was so organised as 
to ensure the earliest possible skilled attention to the 
wounded eye. The base hospitals were required to 
provide all necessary ophthalmic agpeeien, in particular 
giant electromagnets. 

Experience gained during the Civil War showed the 
advantages of organising base hospitals in such a way 
that the departments of ophthalmology, otolaryngology, 
and stomatology are grouped together, so that specialists 
im all the three branches could combine in treating 
wounds of the face in general. In modern warfare 
injuries are often multiple, and injuries to the eye, the 
nose and its accessory sinuses and to the mouth are often 
encountered in the same patient. The high efficiency 
of the ophthalmic service has assured the return of a 
high percentage of ocular casualties to the ranks of the 
Red Army and to ’the labour front. The practical 
experience and new information already gained under 
war conditions has made Soviet ophthalmologists better 
able to deal with such casualties. 


PLASTIC OPERATIONS 

Plastic surgery of the face in general, as an independent 
specialty, arose out of the experience of the first world 
war, pioneered by. British and American surgeons— 
Davies, Gillies, Space, Shehan and others. Among 
Soviet surgeons V. P. Filatov ori ted a method of 
ting a flap with a circular icle flap, which has 
been widely adopted in plastic surgery of the face. In 
the Novosibirsk Eye Clinic we have studied the problem 
of plastic operations in the region of the eye for over 
15 years. We have ip 9 a number of systematic 
operative procedures which combine simplicity of 
technique with excellence of results. They found wide 
application d the <a War in the repair of lesions 
in the region of the e We were able to reconstruct 
entirely destroyed eye ids, conjunctival sacs, and large 
defects of tissue in the orbital region. The reconstruc- 
tion of the conjunctival sac, if the smallest fraction of it 
remains, is generally done without grafting new tissue. 
We cut through the depth of the shrivelled and dimin- 
ished conjunctival sac, separate the yr gee stretch 
the divided sac by means of thick silk sutures and, 
at the moment of maximum stretch, insert a prothesis and 
tie the sutures over it. Experience has shown that 
while the wound surface thus formed at the bottom of 
the socket i is es on the stretch L the pees | it is is 
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: eventually covered by the epithelium growing down from 


_In some cases paraffinotherapy e 


the edges of the wound and there is no subsequent 
shrinkage. This procedure has enabled many a patient 
to wear a glass eye without having to undergo a more 
complicated operation. 

many cases, after wounds in ‘the neighbourhood of 
the orbital border—either above the eyebrow or at 
the side in the temporal region or below on the cheek— 
ugly contracted scars form, adhering to the bone. In 
such cases we have te pentiadie applied a simple method ; 
the contracted scar is parti separated and dissected 
out and the gap filled with a pedicled flap taken from the 
subeutaneous cellular tissue. These flaps, owing to 
the method of cutting, are easily grafted on to the 
denuded area, do not tend to shrink, and give an ex- 
cellent cosmetic result. In cases of adhesions and 
defects of the mucous membrane of the lids and the 
eyeball, which are often observed after burns, we supply 
the missing mucous membrane by a procedure which we 
call the “transplantation flap method.’’ 


An incision in the skin close to the lid border is made. 
The incised skin is undermined on either side and pulled apart 
until a raw surface of the requisite size is obtained. ‘then 
small pieces taken from the superficial layer of the mucous 
membrane of the lip are planted on the raw surface—on the 
same principle ‘as that of Davies, who grafts small pieces of 
skin. In this manner, when the transplant has taken, an 
area of lid skin with a mucosal surface-is obtained which it is 
easy to transfer on a pedicle to the eyeball or the inside of the 
lid to cover the defect. As this procedure consists in first 
growing the necessary amount of mucous membrane and only 
then transferring it to the requisite spot, it is analogous to 
that of the gardener who first grows his seedlings and then 
transplants them ; that is why we have called it the trans- 
plantation flap method. 

For reconstructing eyelids I use a method worked out 
by my assistant Dr. I. N. Kurloff, which he terms 
“* flap-pocket.” . 

Tt consists in choosing healthy skin in the neighbourhood 
of the missing lid, making an incision and fashioning a pocket 
by undermining it; the inside of the pocket is then covered 
with mucous membrane taken from the lip ;, 7 to-8 days later, 
when the transplant has taken, a slice from the cartilage of 
one of the earsis obtained and intercalated between the skin 
and the mucous membrane ; thus all three component parts 
of the lid—the skin, the mucous membrane and the cartilage 
—are ready. The last stage of the operation consists in 
transferring the ready-made lid to its fina] position on a 
pedicle. 

It is general among plastic surgeons to assume that, 
as a rule, a plastic operation can only be performed 
when the scar has completed shrinking—i.e., a year or 
cig hteen months after the injury was sustained. Such 

engthy period, in war-time, would practically exclude 
the possibility of the patient being able to return to the 
front. In consequence, this view has been very radically 
revised. Prof. V. P. Strakhov of Moscow applies pinatic 
surgery soon after a war injury in this region, and we too 
have considerably curtailed the period of waiting. 
Experimental observations have shown that the reactions 
of the reticulo-endothelial elements of the eye, which 
play a leading part in inflammatory processes, subside 
as early as in 60 days after the injury. In consequence, 
in ophthalmic lesions, uncomplicated by serious 
fracture liable to cause suppuration in the bone, plastic 
operations may be performed 2—4 months after injury, 
and not a year, or a year and a half, as has been customary 
hitherto. This innovation has absolutely justified itself 
and enables us to speed up considerably the rehabilitation 
of such patients. In our aim to expedite the disappear- 
ance of unsightly scars, we resort not only to the usual 
methods of physiotherapy such as quartz-lamp, ‘ Sollux,”’ 

and maéSsage, but we have also made very extensive 
use of ‘“ paraffinotherapy. * The latter helps consider- 
ably in mitigating pain in the scars and in lessening 
hyperemia and the surrounding enemieahinsia and tissue 
swellings ; it also softens.and smoothes out the scars. 
bles one to dispense 
with operation altogether, in others it narrows the field 
of operative intervention considerably and shortens 
the period of waiting for the needed operation. Finally 
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employed is either local or regional, by 
i i tions of ‘ Novocain’ (procaine) 
and adrenaline of various strengths or general by the 
intravenous. administration of ‘ Evipan Sodium.’ The 
application of these methods solves entirely the difficult 
problem of suitable anesthetics to be employed for 
plastic operations on the face, which take considerable 
time to and for which the usual facial mask is 
unsuil Narcosis by the nasal route, being technic- 
ally very complicated and calling for a special anms- 
thetist to administer, is unpractical in war. 

To deal with contracted scars to the bone 
in the tem region, where their excision threatens 
injury to meninges, or in the nasal region, where 
excising and scar tissue might lead to the formation of a 
fistula or other complication, the following procedure 
bas proved successful. 

We do not excise the deep-lying parts of the scar ; instead 
we cut all round it and separate it from adjoining tissues. In 
the a of the scar which' remains in position we remove 
only the epithelium and over this surface we perform the 
necessary grafting by any method which appears suitable, 
such as the above described pedicled-flap taken from’ the 
subcutaneous tissue. Experience has shown- that such 
grafts take quite well and the results are entirely satisfactory. 


IMPORTANCE OF THE CILIARY BODY 

Wounds in the region of the ciliary body, especially 
when a foreign body is involved, are dangerous because 
they threaten the loss not only of the wounded eye but 
also of its uninjured fellow through sympathetic in- 
flammation. The British surgeon Mackenzie had already 
a grasp of this condition over 100 years ago. 
As the only hope of saving the good eye is usually the 
removal of the injured one, this operation is very widely 
performed in war-time. Still, in cases where the injured 
eye—as often happens—has retained a fair amount of 
vision, its removal is often opposed by the patient, and 
the surgeon is ai in a very difficult position. Before 
the war the ntral egg iy co Institute of 
Moscow and the Novosibirsk Eyé Clinic had already 
collected data and experience in the treatment of in- 
dustrial trauma, which showed that if the foreign body 
is removed from the ciliary body, smooth healing usually 
follows, and the eye can be saved without endangeri 
the other eye. In the Novosibirsk Clinic we perform 
several excisions of the wounded ciliary body, which had 
prolapsed into the scleral rupture, and-in one case 
(the first case of its kind ever to be reported) I removed 
a sarcoma of the ciliary body without any loss of sight 
of Bases: Sean Sane canon was smooth and 
uneventful. The experience gained in these cases has 
stood us in good stead for the treatment of war injuries 
of the eye. In a series of cases we succeded in saving 
the injured oye by removing foreign bodies from the 
ciliary bedy some (in one case a wooden splinter 
6 mm, long), and by. excising the prolapsed ciliary body ; 
in some these measures were followed by closing the 
scleral and conjunctival wounds. We have thus laid the 
foundations of a new operative sphere in the eye—the 
surgery of the ciliary body—which is of great importance 
in war-time and enables us to save eyes where a short 
time ago it would have been considered impossible. 


TRANSFUSION 
Blood-transfusions are widely used by Soviet ophthal- 
moles for the treatment of eye wounds. First intro- 
duced in 1929 by Prof. V. N. Archangelsky in the 
Central Institute for the treatment of vitreous opacities, 
blood-transfusion has since been widely studied and 
applied in very diverse eye troubles and recorded especi- 
ally in the writings Prof. Archangelsky and his 
collaborators (Tashkent Hye Clinic), Among major 
war injuries, blood-transfusion has proved particularly 
useful for combating traumatic opacities of the vitreous, 
traumatic iridocyclitis, and in the treatment as well as 
prevention of the sympathetic inflammation. of the sound 
eye. I can safely say that when treating a patient in 
the war zone, an injury to the ciliary body or even only 
a suspected injury is an absolute indication for the 
prophylactic transfusion of small quantities of blood, 
150-200 cicm, Lately, after many years’ study of 
vitreous opacities and their pathogenesis, we have 
succeeded in proving that the absorption of vi 


. 


- amide), one of the sulphonamide group. 


[suns 26; 1943 805 


opacities is beneficially influenced by the transfusion 
into the duodenum, by means of a duodenal probe, of 
50-120 c.em. of duodenal juice. 

In severe and persistent vitreous opacities, when 
blood-transfusion alone does not produce the required 
effect, we shall have obtained excellent results by per- 
forming simultaneously blood-transfusions and para- 
centesis of the anterior chamber. 

I would like to mention the valuable contribution 
made by Academician M. I. Auerbach to the study of 
blunt injuries, which form 20% of all war injuries of the 
eye. In his clinic excellent results have been obtained 
in the treatment, of infected injuries of the anterior 
portion of the eye by the use of ‘ Albucid’ (sulphacet- 
A number of 
Auerbach’s collaborators experimented with the use of 
vitamin K in plastic and other operations for war 
injuries. These experiments have shown the great 
value of this preparation in cases where hmmorrhage is 
likely, especially in patients with a lowered prothrombin 
content of the’ bleod. The numerous contributions of 
Academician VY. H. Filatov and his school on the grafting 
of ‘the cornea have enabled Soviet ophthalmologists to 
combat corneal opacities arising after war injuries. 


PLASTIC SPLINTS 


T. J.-B. A. MacGowan, CHM anasG, FRCS 
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PLASTER-of-paris is now almost universally used in the 
treatment of fractures, particularly in ambulant cases. 
It is easily applied, adaptable to the limb and inherentl 
rigid. One of its defects is its permeability, and, if full 
advantage is taken of its other properties, in ambulant 
cases it often loses its rigidity from the absorption of 
fluids. Many patients with fractures of the forearm 
and hand fail to carry out their specified daily tasks 
simply because the plaster cannot stand constant 
immersion in water; for example, the housewife in 
normal routine duties. Even lacquering with a cellulose 
dope will not help matters to any extent, and now that 
these dopes are not on sale even that procedure is 
impossible. 

Several years ago this fault was brought home to me 
while treating a fishwife suffering from a fracture of the 
carpal scaphoid. After a day or two at her work, the 
plaster became so impregnated with fish oil and water 
that she became embarrassed by the smell and the atten- 
tion of many cats in her vicinity. At-that time ‘ Perspex’ 
had just been introduced by the plastics industry, and 
samples were kindly supplied me by Imperial Chemical 
Industries for trial. This material, supplied in the form 
of sheets varying in thickness from y in. upwards, 
seemed to hold the solution to the problem. 

It is a transparent substance of the acrylic ester group 
of artificial resins, which can be softened by heat and 
moulded into a variety of shapes.. This material, now 
supplied for the manufacture of dentures, I use in the 
sheet form which is the polymer derived from the original 
liquid monomer. In the future I suppose it will be 
possible to produce splints from the monomer painted 
on the limb and converted inte the solid polymer in situ. 

At first I found difficulty in working the sheet perspex 
into a splint which would maintain an accurate fit. The 
wrist is especially difficult to maintain firmly in a rigid 
container without pressure and friction areas developing, 
unless such a fit is cbtained. The splint for a carpal 
scaphoid fracture is made as follows :— 

Prepare a cast of the forearm and hand, exactly as in 
the first stages of the preparation of a celluloid splint. 
The difficulties of a single-piece splint are too great for 
rapid manufacture, but a two-piéce splint, besides fixing 
the part equadlly well, is simpler to construct. Prepare 
two pieces of perspex sheet of the thinnest grade—one 
cut to the size of the dorsal.and the other of the ventral 
side of the cast. Heat the sheet thoroughly and evenly, 
until it beeomes rubbery, in a domestic oven, over a 
gas-ring, or by means of amy source of heat which covers 
a area of the perspex sheet. Apply to the model 
and bind. in position, carefully moulding the material 
over all the prominent areas and into all depressions. 
An elastic bandage forms a useful binder, the. moulding 

















































































































































































































= <= 
S . 








* 














oe See. ol > 

















ye ery a 


age Nica las soni 





























es 


yar at 



























































































































806 THE LANCET] REVIEWS 


OF BOOKS (suNe 26, 1943 





being completed with the hands in leather gloves. 
Boiling water has been recommended to plasticise the 
material, but good modelling is not always possible 
with this degree of heat. Remove the half-splint when 
cool, trim to a line (demarcating the ventral and dorsal 
areas) drawn on the plaster, and repeat this procedure 
for the other portion. “Fit on the splint and make sure 
a good fit has been obtained—if, for instance, the ulnar 
styloid is pressed upon, a further local moulding can be 
made if the pe x is held oyer the flame of a spirit 
lamp or bunsen burner, softened and“pressed with the 
fingers into a suitable shape.. The two parts can be 
fixed with a special. cement obtai from the manu- 
facturers, but I have found the application of glacial 
acetic acid results in a rapid join rather like a weld ; 
the acid dissolves the perspex and the two pieces become 
one on drying. I do not recommend applying the acid 
to the adjacent edges of the splint because of the danger 
of acid burns and the difficulty in removing the com- 
pleted cast; instead a series of shaped perspex tabs are 
cemented over the junction of the two halves in several 
places. To remove the splint these tabs are then cut 
through with a small saw. The perspex can be cut with 
any saw, although a hacksaw is preferable. It can be filed 
to shape and if a high polish is desired any metal polish 
and a soft cloth soon brings the surface to the brilliance 
of-giass. The date of application can be scratched on 
the splint. in the usual way. 

The advantages of this splint are: (i) perfect fit is 
ensured, no matter what occupation the patient is 
engaged in ; (ii) the limb is visible throughout treatment ; 
(iii) the splint is lighter than plaster and because of its 
transparency and waterproof quality always presents an 
attractive appearance; (iv) pA er apparatus is 
needed for manufacture. The disadvantages are that : 
(i) the material is at present expensive ; (ii) there is more 
work involved in the application of the splint than there 
is with plaster. 


I wish to thank Imperial Chemical Industries for supplying 
samples for making both splints and retractors. 


Revie ws of Books 


Pathology of Trauma 


Aan Ricuarps Moritz, MD, professor of legal medicine, 
Harvard Medical School. (Kimpton. Pp. 386. 28s.) 


Professor Moritz has written a book of such authority 
and distinction that it may be expected to win an inter- 
national reputation. It is forensic companion in some 
senses to Behan’s Trauma in Relation to New Growths but 
distinguished from it by its wider concept, its profuse 
original illustrations and the studied judgments which 
give it personality. References to modern literature are 
liberal and discriminating. Moritz confines himself 
strictly to the pathological anatomy of trauma, saying 
little of its clinical aspects and nothing of civil action or 
compensation. A section on the general principles of 
mechanical injury, including firearm wounds, is followed 
by an academical section on trauma and infection and 


a scholarly outline of the relation of trauma to new 


wths. Traumatic lesions of the various systems are 
then dealt with in seven sections, which are packed with 
sound references. The book is valuable for parallel 
reading and reference on questions of trauma, and there 


are no material omissions. 


Synopsis of Pathology 


W. A. D. AyDERsSOoN, MD, assistant professor of pathology, 
St. Louis University ; pathologist, St. Mary’s Group of 
Hospitals. (Kimpton. Pp. 661. 30s.) 

TEACHERS usually look askance at synopses, aids or 
other summaries of their own subject, yet Professor 
Anderson’s is so excellent in its text and illustration that 
it has every right to a welcome. It is a dumpy octavo 
which fits counfortably in a'jacket pocket and really does 
cover the whole of pathology in its 660 powes- The 
are he ha “9 viscount aa - era 
to gene: 0! , the rest ial patho —but 
it is es ng in its details. Inflammation is considered 
in terms of leukotaxine and pH, there is an excellent 
account of virus diseases and, as is to be expected of an 





American book, more attention is given to mycotic 
infections than is usual in English books. In the sectipns 
on special pathology, disorders of the renal system follow 
the cardiovascular system and the accoynt of renal 
disease is clear without over-simplification, though some 
might disagree with the order in the statement that 
“common causes of death in hypertension are renal 
failure (uremia), congestive heart-failure, coronary 
occlusion and cerebral rr’ .’ Dental pathology 
is given attention and indeed the whole section on the 
gastro-intestinal tract is excellent. Recent work on 
the Rh factor is described and its possible réle in erythro- 
blastosis fcetalis is discussed; there is an account of 
the crush syndrome and the more interesting tumours, 
though there is no mention of heparin or Wernicke’s 
encephalopathy or the types of diphtheria bacilli. The 
two most striking merits of the book are the illustrations 
and the references. The photographs and photomicro- 
graphs are of a high standard and well chosen, but many 
of the colour plates are out of register. 

The author’s basic approach on the whole tends to 
emphasise the anatomical changes found at operation or 
autopsy rather than the functional disorder that is 
associated. with morphological changes; this faulty 
orientation is difficult to avoid in a short book so full 
of good information, and a reading of Lichtwitz’s: Fwnc- 
tional Pathology would give the student the necessary 
corrective. The book will serve students as a reference 
work and will be useful for the diagnostic pathologist as 
a complementary work to Stitt’s Practical Bacteriology. 


Year Book of General Surgery 1942 


Editor: Evarts A. Granam, MD, professor of surgery, 
Washington University, St. Louis. (Year Book Pub- 
lishers; Lewis. Pp. 848. 19s.) 


More than ever during war-time is this book welcome. 
In its 850 pages no important contribution to genera! 
surgery seems to have been omitted. However embrac- 
ing a surgeon’s knowledge of current literature may be he 
should have this book; at least it will recall to his 
memory writings of the past year which he may have 
forgotten, and it is useful to have papers on one subject 
collected together for comparison. 


Front Line Treatment of Wounds 


The Medical Officer to Midlothian Battalion Home 
Guard. (Livingstone. Pp. 31. 4d.) 


Tuts résumé of the bare essentials of first-aid in the 
field has been designed for the rank and file of the Home 
Guard rather than for stretcher-bearers. ‘‘ You and 
Your Comrades” is the alternative title. Both the 
matter and the presentation are on the whole sound ; 
though in mentioning crepitus (p. 14) it seems a serious 
omission to leave out reference to the danger of ‘‘ testing 
for’ crepitus. Here and there words are used which 
may be unfamiliar to the average Home Guard, but 
the book can be safely recommended as a useful little 
guide. 

Ophthalmic Prescribers Codex 
Francis E. Preston, DOMS. (Lewis. Pp. 176. 10s, 6d.) 


Tus novel little book is divided into three parts, one 
devoted to ophthalmic formule, another brief one to 
treatment, and the third to miscellaneous information. 
The list of formule is —— and makes the 
volume a useful practical guide to ophthalmic prescribing. 
Dosage is in vn anguecess 3 and metric measures. It is 
doubtful, however, whether any useful purpose is served 
by abridging treatment to the extent attempted by the 
author. Wounds of ‘the cornea cannot be described in 
three lines, and there are so many slips that if this 
section is included in the next edition it will néed drastic 
revision. The last chapter contains a lot. of useful 
information on anzsthetics, miotics and mydriatics. 
It should be noted however that cocaine exerts no 
appreciable paralysing effect on accommodation. No 
attempt is made to differentiate between the mydriatics 
and cycloplegics, and both cocaine and adrenaline are 
omitted. But it was resourceful to suggest that the 
patient with retinitis pi mtosa ‘‘should live in a 
country where there is much sunshine so that his working 
day is not curtailed.” 
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@ For those reacting severely to insect 
bites, or subject to vasomotor rhinitis, or 
given to dietetic urticarial allergic mani- 
festations, summer is not an unmixed 
blessing. But efficient calcium therapy can 
do much, by diminishing capillary per- 
meability, to prevent or alleviate the most 
distressing symptoms of these seasonal 
afflictions. 

For prophylaxis, or treatment, a course of 
‘Ostocalcium’ tablets is recommended. 
Each tablet contains calcium scdium lactate 
(4 gr.), calcium phosphate (3.6 gr.) and 





PRODUCTS OF 
GLAXO LABORAT 





500 units of vitamin D to ensure complete 
utilisation of calcium. 


For rapid results in treatment, injection of 
Colloidal Calcium with ‘Ostelin’ has pro- 
duced striking effects. Colloidal Calcium 
with ‘Ostelin’ was the first preparation in- 
troduced for the injection of vitamin D. 
Each cc. contains 0.5 mg. of colloidal cal- 
cium and 5,000 units of vitamin D (calci- 
ferol). After one or two injections the con- 
gestion and intolerable itching of skin 
affections, or the catarrh and irritation of 
vasomotor rhinitis are dramatically relieved. 
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LONDON: SATURDAY, JUNE 26, 1943 


SEAMAN’S ABLE BODY 

Tue long and arduous campaign for a healthy 
Merchant Navy has followed the pattern familiar on 
land, with its battle of environment, battle of personal 
hygiene, and battle of medical services. The battle 
of environment, starting at the turn of the century, 
was fought out before the Parliamentary Public Health 
Committee, at the congresses of the Royal Sanitary 
Institute, in the press and elsewhere, by Collingridge, 
Herbert Williams, Dearden, Home, Howard Jones, 
MacMaster, Charles White and Greenwood Wilson 
(with his plea for slum-clearance at sea), to name but 
a few. It culminated in 1937 when the Association 
of Port Health Authorities saw its main recommenda- 
tions, repeatedly pressed home by deputations to 
Government departments, adopted in the Board of 
Trade Instructions to Surveyors on the construction of 
living quarters for masters and crews in new merchant 
ships. The principal improvements were in ventila- 
tion and lighting, and in the provision of central heat- 
ing, drying-rooms, heated wash-places, separate mess- 
rooms, Oilskin lockers, individual metal wardrobes and 
food lockers, and proper water-closets. In the battle 
of personal hygiene ways had to be found to persuade 
the seafarer, lifted at last from his “ extreeme misery ” 
dating from Hakluyt’s time, to make the best. use of 
his improved living accommodation—to attack the 
“evil habit which has associated bad living with the 
courage always needed at sea,” and the coal-in-the- 
bath mentality. In 1939 the work of a joint com- 
mittee set up by the Shipping Federation, the 
National Union of Seamen and the Officers’ Societies 
resulted in the National Maritime Board Agreement, 
which where faithfully applied has maintained cleanli- 

j ness and a measure of comfort in life at sea, though 
the war has naturally interfered with its complete 
operation. Its effect has been increasingly supple- 
mented by local port welfare committees working 
under the Seamen’s Welfare Board set up in 1940 by 
the Minister of Labour. This board seeks to provide 
the seaman in port with baths and cleansing-stations, 
hostels, facilities for recreation and education, and 
convalescent or rest homes like those provided for 
Civil Defence workers. The Ministries of Health, 
Labour and War Transport are represented on a joint 
advisory committee which is considering recommenda- 
tions of the port medical officers on improved dietaries 
with better arrangements for storing, cooking and 
serving food, pre-employment preventive vaccination 
and inoculation, the engagement of sick-bay stewards 
not only for first-aid but also to educate the seafarer 
about health and particularly venereal diseases, tuber- 
culosis and anti-mosquito precautions, and an 
improved system of medical examination. 

The third battle, of medical services, now ins to 
take shape. On paper the EMS scheme brought free 
hospital’ treatment for the Merchant Navy, and a 
general practitioner service is now available for them 
at all ports, but it seems clear that the seaman still 
-does not get anything like the health, welfare, 
hospital and medical services available for the Armed 
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Forees whether in peace or war ; and there is still no 
central codrdinating authority. Lately a memoran- 
dum drawn up by Sir ALexanpeR Macerncor, after 
patient investigations in the Port of Glasgow, moved 
the Glasgow Corporation to urge that any Government 
scheme for a postwar medical service should include 
specials provision for the health and welfare of mer- 
chant seamen at the ports. This memorandum, 
which gained the unanimous support of the Associa- 
tion of Port Health Authorities at its meeting on 
May 6, would provide material for the consideration 
of a Royal Commission on service in the mercantile 
marine, such as Lérd Maronwoop proposed two 
years ago. Much depends on whether we regard the 
Merchant Navy as a service, like the Royal Navy, or 
as an industry, but in either case it has a strong claim 
to a unified health and medical service of its own. 
Changes in existing legislation would certainly be 
required, and the setting up of a Royal Commission 
would perhaps be the simplest way of reconciling the 
various Government departments and organisations 
interested. 

Let us however not forget that informal action 
taken with goodwill now would bring much 
of Macgregor’s integrating machinery into being, 
without waiting for changes in the law. He 
suggests first. the establishment of “a _ central 
representative committee in touch with Govern- 
ment departments which possess health functions 
in respect of seamen afloat and ashore, and with 
local committees at the major ports.” The joint 
advisory committee already in being has no local 
committees at the ports, and may not be sufficiently 
representative of seamen’s interests. Macgregor’s 
second recommendation is that at the ports the port 
health committee and the health committee of the 
local authority should together provide a medical 
and hospital service for seamen in addition to their 
statutory port duties. Much of this could be attained 
by informal arrangement between local authorities 
and regional hospital organisations under the EMS 
scheme. Progress has been rapid where the health 
committee is also the port health committee, and 
where there is good liaison between the local authority 
and the regional hospital officer. Macgregor’s third 
point is a plea for close understanding between the 
health and welfare services at the ports. There are 
ports where such an understanding seems to arise natur- 
ally, as at Cardiff under Dr. GarENWwoop Wuson’s 
inspiration. Here the corporation, at the request of 
the port welfare committee, has lately completed a 
scheme, difficult to carry through in war-time, pro- 
viding baths for seamen in the docks area, adding on 
their own initiative a medical cleansing section for 
cases of scabies and the like. The scope of the local 
committee as Macgregor sees it would cover medical 
attendance for seamen on ships or in hostels at the 
ports, now undertaken by medical men appointed by 
the Shipping Federation, or by the shipowner or ship 
agent, the provision of suitable outdoor clinics of a 
parent hospital capable of supplying the main forms 
of treatment, including specialist treatment, aftercare 
and rehabilitation. All except two of these treatment 
facilities are already provided through institutions 
like the ““ Dreadnought ” at Greenwich and the Royal 
Hamadryad Hospital at Cardiff. At other ports the 
next best thing is achieved smoothly by arrangement 
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ENDS AND MEANS.—PLASTICS IN SURGERY 








with local voluntary and municipal hospitals, through 
the EMS and otherwise. The two exceptions are after- 
care and rehabilitation, and. there the seaman is no 
worse off than other workers. s local 
committee would also be responsible for bathing 
arrangements and ‘“‘ such other matters,;medical and 
sanitary as might be appropriate’’; these should 
include an adequate ambulance service, now badly 
needed. He would have every ship’s officer, as part 
of his training, taught something of first-aid, the 
hygiene of ships, and the treatment of venereal 
disease ; in the larger ships they could be assisted in 
the application of that knowledge%by sick-bay stewards 
who had had more intensive and practical training in 
the same subjects.. 


There seems little doubt as to the feasibility of this - 


scheme. We are already muddling through with a 
patchwork organisation which at some ports works 
well enough to give almost all that Sir ALEXANDER 
MacerEcorR wants. It is the old story of the 
.xoluntary improvement in factory hygiene before 
-Parliament intervened to make it compulsory every- 
where. What is needed is a rationalisation of the 
patchwork organisation so that it works equally well 
all the time at all ports in peace or war, and a 
closer linkage, including joint arrangements for rest, 
convalescence, aftercare and rehabilitation, with the 
welfare machinery already set up. It is for the 
Government to decide on the best ways of achieving 
these aims on a national basis. 


ENDS AND MEANS 


Tuose who believe, as we do, that a comprehensive 
medical service should be established must be willing 
eventually to declare the terms on which they would 
take part in it. This is where the difficulty begins— 
especially for those practitioners who have hitherto 
enjoyed complete independence. The negatives are 
at present clearer than the positives. Doctors as a 
whole will not accept direet employment either by 
the state or by the local authorities, and can give 
good reason why they should not. But if competitive 
private practice is to give place to a free medical 
service for all, the doctor must be employed and paid 
by somebody. To most members of the profession 
who have considered the problem it has seemed that 
the least objectionable employer would be the pro- 
fession itself ; and many, like Dr. RayMonD GREENE 
in our last issue, would vote for a service run by a 
National Medical Corporation entirely in the hands of 
doctors. They forget that the public, who are to 
pay something near £200 million a year for the service, 
will insist on a share in its management; and the 
idea of control by a central corporation, even if it 
represented all interests fairly, is disliked both by 
local authorities and by voluntary hospitals, which 
also have a tradition of autonomy. Since laymen 
can fairly demand a large share in the administration 
of a comprehensive medical service, we do not see 
how the profession could manage its own affairs 
entirely unless the appointment and payment of 
medical personnel were separated from the rest of the 
service and entrusted to a Medical Guild of the kind 
we suggested a fortnight ago. Such a plan, however, 


will hardly commend itself to administrators intent - 


on simplification, and will not be realised unless the 





The number of possible solutions to this problem is 
not unlimited. If we exclude, for one reason or 
another, a Government medical service, a municipal 
medical service, a central corporation run by the 
public, and a central corporation run by the pro. 

~fession, the next possibility seems to be decentralised 
control by regional councils representing all the 
interested parties ; and we therefore ask our readers 
to give careful thought to the scheme for Provincial 
Health Councils outlined on p. 813. Could this type 
of organisation be made acceptable to doctors! 
Could it provide the essentials of professional freedom 
which we all demand_in the ultimate interest of the 
public? Obviously any scheme which abolishes the 
greater part of private practice is going to mean big 
alterations in professional life ; but who wills an end 
must will some means or other. To find means 
acceptable to all parties is not easy ; and when Dr. 
GREENE accuses us of standing first on one leg and 
then on the other we can only reply that this is one 
of the recognised methods of progression. 


PLASTICS IN SURGERY 

Piastics are so called because, usually by the 
application of heat, they can readily be made plastic, 
and moulded to a desired shape which they will 
retain when the plasticising agent is withdrawn: 
They are mostly organic substances of high molecular 
weight synthesised from coal, petroleum or cellulose. 
An early example, invented in Birmingham in 1865, is 
celluloid, made from nitrocellulose and camphor, but 
in the last few years we have cqme to know many 
others—cellulose acetate, the resins synthesised from 
phenol or urea and formaldehyde, the solid polymers 
made by uniting the smaller molecules of liquids or 
even gases; more familiar as Cellophane, Bakelite, 
Nylon and so on. In a note on the annual meeting 
of the British Plastics Federation,? Mr. V. E. YARSLEY, 
FIC, tells us of some things to come in the surgical line. 
He foresees an extension of the collodion idea, so that 
the surgeon about to operate will dip his hands in a 
solution which, as the volatile solvent evaporates, 
leaves a flexible and waterproof sterile glove, easily 
peeled off later. The same solution can be sprayed on 
to form a protective covering for skin wounds and 
burns. From solid plastic materials can be made 
hands and fingers, noses and ears much as a denture 
is made, and plastic obturators can replace bony 
losses in skull or face. Plastic bone-plates are said 
not to interfere with callus formation, and nylon 
sutures have proved harmless to tissues. Obvious 
applications of these materials are in anatomical and 
other demonstration models, drainage-tubes and the 
like, but YARSLEY suggests more enterprising uses in 
the construction of flexible tendons, and of artificial 
joints in rheumatoid arthritis. 

Thirty years ago GauvaIn * was making celluloid 
splints for.cases of spinal caries, applying a vest 
followed by layers of muslin, all impregnated with 
collodion, to a cast of the trunk, and he advocated a 
similar - technique for most conditions requiring 
splintage. The objection of inflammability had been 
overcome, but the splint could not often be made 
direct on the patient because during the long period 
while each layer was drying the evaporating solvent 





1. See Appleton, E. Endearour, 1942, 1, 110. 
‘2. Times le Supplement, April, 1943. 
3. Gauvain, H. J. Lancet, 1913, i, 826. 
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overeouled: the lima, Aeeniiien permeating » the simoe- 
phere. On another page MacGowan describes 
the modern version of that technique. He uses a 
transparent synthetic resin, supplied in sheets. This 
is softened by heat and while still hot is firmly moulded 
to a cast of the affected part. The splint is made in 
two halves, which are held together by plastic strips 
cemented on with acetic acid. The casting of a 
preliminary model is time-consuming, but a plastic is 
soon to be introduced which ean be painted direct 
on the limb as a liquid and there solidified. Shortly 
before the war a bandage incorporating a plastic 
was reaching us from America. The story goes 
that a young champion swimmer sustained a Colles 
fracture before an important gala; it was feared 
that a plaster would be too heavy for swimming, 
and in any case would become soaked and soon break. 
His father, a boot-manufacturer, hit on the idea of 
combining a bandage with a plastic material used for 
patent leather toe-caps. This was applied to the 
boy’s forearm, and we like to think he won his race. 
But the plastic bandage is too stiff to fit easily round, 
say, the wrist, and tends to form wrinkles. 

Any plastic material that is going to compete 
successfully with plaster-of-paris must be soft and 
supple, and preferably be fluid when applied. Those 
connected with plastics are confident that such a 
material has now been found. Plastic splints have 
the great advantage of being permeable to X rays, so 
that a fracture can be watched radiologically during 
repair, whereas a plaster must be removed to decide 
on X-ray union. The plastic splint can also be trans- 
parent, and a wound can be watched through one in a 
way impossible with plaster. Plastics .will be parti- 
cularly useful for the fractured scaphoid, for both 
FuRLone and Buxton have pointed out to the British 
Orthopedic Association that in the Army the frac- 
tured seaphoid often needs a change of plaster every 
fortnight for months, because it inevitably gets soaked 
and sodden. There is also an opening for plastic 
protective dressings for the minor injury in industry. 
The dressing on a small cut gets wet and dirty at work 
and may form a pathway for serious infection. The 
plastic dressings lately introduced are not flexible 
enough, especially over the fingers. Plastics should pro- 
vide the light splint that will allow the workman with 
a fracture to be rehabilitated at his work—the ideal 
place for rehabilitation. Incidentally, we are warned 
by the trade that plastics are not going to be cheap. 





Mr. Walter Elliot’s committee, set up “to consider the 
scope and method of employment of mobile VADs by, and 
their relationship to, the Services,” issued their report (Cmd. 
6448, 4d.) on June 8, and it has been accepted by the War 
Office and by the British Red Cross and the Order of St. John. 
The committee believe that the objections (see ““ Under which 
Flag 2?’ Lancet, 1942, i, 778) to the assimilation of the VADs 
into the ATS outweigh the advantages. They recommend 
that the VADs retain their distinctive webiste (avoiding 
articles identified with particular ranks in the nursing pro- 
fession or involving excessive labour or expense to maintain) 
and that their status and range of duties be the same as those 
of an ATS n 
that VADs, ro be subject to military law and be 
enrolled into the women’s forces, that where members are 
serving with the Army the VAD office of commandant be 
abolished and the an “vee and technical supervision of members 
be taken over by officers commanding units and QAIMNS 

. Military service as a VAD would count 
as service in the ranks_and members. would be 
eligible for direct commissions in the ATS. 


CARDIOVASCULAR CLUES THAT COUNT 


orderly. The committee further suggest - 
like ee 
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Annotations 


SAFETY WITH RAYS 

IN a foreword to the 6th revised report of the British 
X-ray and Radium Protection Committee the Minister of 
Health reminds us that the rapid extension of irradiation 
methods into industrial practice ought to carry with it 
full appreciation of the risks. Only in the fullness of years 
do these occupational risks reveal themselves, but in no 
single case has a risk come to light against which proper 
precautions have not been found, so that although there 
must always be risks in radiological work it is only right 
to say that a vigilant watch is maintained on them by a 
committee which has performed this work since 1921. 

In detecting toxic effects from irradiation the com- 
mittee says that the changes in the counts are often more 
important than the absolute numbers of red and white 
cells. ‘“‘It is the special merit of systematic blood- 
counts that these changes may be detected in the early 
stages of X-ray or radium action.” Of safeguards 
in giving treatment, the report recommends accurate 
calibration of the radiation sources, and that the radiation 
output should be checked periodically and also whenever 
any part of the apparatus is altered or replaced. Radium 
manipulations involve risks ; a new consideration is the 
radioactive atmosphere in which those engaged in such 
work have tolive. Radon is a most potent gas physically 
and the recommendations here have evidently been 
founded on the results of experimental inquiry ; they 
are: ‘The escape of radon should be very carefully 
guarded against ; the room in which it is prepared should 
be provided with an exhaust fan, the control switch 
for which should be outside the room. The radon of the 
air in laboratory, factory, workshop or other working 
quarters should not exceed a concentration of 10-™ 
curie per litre.” One curie occupies a volume of about 
0-5 e.mm. at NTP, so this safety concentration azounts 
to about 1 in 10-'*, or one molecule of radon in ten 
thousand million million of air. This chemically inert 
gas is vastly more dangerous than the most poisonous 
gases known to chemists, for these are all practically 
innocuous at a dilution of one in a million. 


CARDIOVASCULAR CLUES THAT COUNT _ 

In no branch of medicine is it more important and 
more often difficult to make a definite diagnosis than in 
diseases of the heaft. Many patients are worried that 
their heart is at fault, and unless they are convincingly 
reassured are apt to leave the consulting-room dissatis- 
fied and start on a round of medical visits that ends in 
the establishment of a chronic cardiac neurosis. Yet 
the early signs and symptoms of cardiac disease may be so 
elusive that it is only the experienced clinician who is 
prepared to dogmatise. White, one of the most experi- 
enced of American cardiologists, suggests several useful 
points. The pain of aygina pectoris is often mild for a~ 
considerable period, but its relationship to exertion and 
tendency to be more easily evoked after breakfast than 
later in the day are useful clues in confirming the diag- 
nosis. It is not a throbbing, sharp or stabbing pain, nor is 
it described as a prolonged ache ; it is a continuous pain 
which becomes more severe as the exertion is increased. 
An important feature is that it is not made worse by deep 
breathing ; a precordial pain which is exacerbated by 
deep breathing is due to pleuropericarditis and not to 
coronary disease. The sex-incidence of angina pectoris 
is significant. If a woman is under 50, pain in the 
chest is probably not evidence of heart disease, unless 
hypertension or diabetes mellitus are also present or 
unless the patient has a particularly bad family history 
of heart disease, such as angina pectoris, coronary throm- 
bosis or hypertension. The pain felt under the left 
breast seldom gives rise to any difficulty in diagnosis ; 





1, White, P. D. New. Engl. J. med, 1943, 227, 980. 
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its persistent lack of relationship to exercise, ,, the presence 
of local tenderness, and the flippant manner in which the 
patient refers to it, all hallmark it as a neurosis. Sub- 
sternal pain coming on at rest is most likely gastric in 
origin, provided an acute coronary thrombosis can be 
excluded. In the more obscure cases of gastric origin the 
possibility of a hiatus hernia should be borne in mind. 
Excruciating pain of sudden onset which radiates down 
the back in a middle-aged or elderly hypertensive subject 
should suggest a dissecting aneurysm of the aorta. 
Another cardiac pain to which White again draws atten- 
tion is that in the right hypochondrium brought on by 
exercise and relieved by rest. This he attributes to acute 
engorgement of the liver and claims to be one of the 
earliest symptoms of failure of the right ventricle, and 
therefore of considerable importance in patients with 
A fact often overlooked is that when 
the heart is of normal size dyspnea is not due to heart 
disease. Periodic dyspnea with tachycardia, collapse 
and fever, especially in a cardiac patient with congestive 
failure, suggests a pulmonary embolism. White believes 
that many such attacks are never adequately diagnosed 
«and that in many cases the embolus comes from the 
«tower limbs and not the heart. Conversely, in all cases 
of pulmonary embolism the lower limbs should be carefully 
examined for thrombophlebitis, or what White prefers to 
call ‘“‘ phlebothrombosis.”” He believes that in many of 
these cases ligation of the veins is more efficacious than 
anticoagulants, such as heparin. Two other points 
stressed by White are worthy of note. Tachycardia 
which is difficult to control by digitalis and rest, parti- 
cularly in auricular fibrillation, is suggestive of thyro- 
toxicosis, or infection or infarction of the lungs, and 
perhaps the former is the important ¢ause. When 
hydrothorax is predominantly left-sided it is due to some 
condition other than heart-failure, unless the right pleural 
cavity is obliterated. The likeliest causes for a left-sided 
hydrothorax are pleurisy, pulmonary infarction, malig- 
nant disease and polyserositis, 


LANATA AND PURPUREA 

Withering little realised, when he introduced the fox- 
glove to the profession in 1785, what a teazer he was 
giving the pharmacologists; 150 years later no-one can 
say definitely what are the active principles of digitalis, 
and how they affect the heart. Fortunately practice 
has outrun theory, and the clinician who sticks to his 
pet pharmacopeial preparation can be sure that the 
patient will receive the expected benefit. The search 
for the active principle received a fillip in 1930 wHen 
Sydney Smith isolated from the leaves of Digitalis 
lanata a new glycoside, digoxin, which is not present in 
either the leaves or root of Digitalis purpurea. The 
BP and USP preparations of digitalis are all obtained 
from purpurea.. According to various workers, of whom 
Stoll* may be taken as fairly representative, lanata is 
preferable to purpurea, as it has been possible to isolate, 
in the form of the mixed isomorphous digilanids A, B 
and C, a preparation of the glycosides which accounts 
for the greater part of the total activity of tlie drug 
itself. The experimental evidence, however, is equi- 
vocal, as is shown once again in a paper from South 
America,‘ and even where it is convincing the analogy 
with the effect of the same preparation on the diseased 
heart in man is seldom complete. Some day we shall 
undoubtedly be presented with a purified digitalis 
preparation, capable of synthesis in the laboratory and 
with all the merits of the old galenical preparations, but 
that day is not yet. As Freedberg and Blumgart ° 
bring out in their survey, the most that is usually 
claimed for a “ new” digitalis preparation is that it is 
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as wihbotive' as, and no more eek than, pharsshsoperid 
preparations, and the final criterion must always be the 
clinical effect of the drug. Of the well-proved prepara. 
tions, digitalis pulverata BP is undoubtedly the best, 
The tincture, like all tinctures, should be superseded 
whenever possible by a non-alcoholic preparation under 
war conditions, and the infusion is seldom used in this 
country, though as Burn * points out “‘ some physicians 
like to give it because it was in this form that the drug 
was originally given by Withering.” Digoxin is an 
efficient and active preparation but has no proved 
advantage over the powdered leaf except that it-ean be 
given intravenously, an advantage which can also be 
claimed for K-strophanthin. For some reason K.- 
strophanthin has never achieved in Britain the popu. 
larity it enjoys on the continent. If standardised 
according to the BP 1932 its potency seldom varies, 
and many cardiologists find it invaluable in those 
comparatively few cases where the degree of congestive 
heart-failure demands immediate treatment. The 
present position has been thus summarised in América.’ 
“* The general practitioner will do well for the present to 
select his therapeutic agents from USP preparations, and 
to leave the final evaluation of purified glycosides to the 
experimental investigator. Both he and his patients 
stand to gain thereby.’”’” For USP read BP, and the 
advice is equally sound here. 


SULPHONAMIDES AND NICOTINIC ACID 

THE antagonism between sulphonamides and p-amino- 
benzoic acid is now well known; p-aminobenzoic acid 
is essential during the growth of many bacteria, and 
sulphonamides interfere with its proper utilisation by 
virtue of their similarity in chemical structure. Evidence 
is now accumulating that there is the same sort of 
antagonism between certain sulphonamides which con- 
tain the pyridine ring, especially sulphapyridine, and 
nicotinic acid ‘and other substances which also contain 
that group. Presumably this is another example of the 
condition, postulated by Fildes, of two substances with 
like chemical configuration competing for the same 
enzyme mechanism. Some years ago, nicotinic acid and 
its amide were identified as being important constituents 
of the vitamin-B complex, being especially associated 
with the prevention of pellagra. Biochemical analysis 
has shown that as part of the complex compound, 
triphosphopyridine nucleotide, nicotinamide plays an 
important part as a coenzyme for basic oxidations in 
the metabolism of cells. Thus the new association 
between sulphonamides and vitamins opens up many 
possibilities. The evidence for this association has 
come from.a variety of sources. West*® showed that 
sulphapyridine inhibits the usual curative effect of 
nicotinic acid on dogs fed a deficient diet so as to produce 
** black-tongue ” (equivalent to pellagra), and this has 
been confirmed. Nicotinic acid is a growth-promoting 
substance for Staphylococcus aureus, and sulphapyridine 
inhibits this promotion of growth.® Nicotinamide 
stimulates the respiration of dysentery bacilli’; this 
stimulation is prevented by sulphapyridine and by 
sulphathiazole’ but not by sulphanilamide; the effect 
of sulphapyridine and sulphathiazole can be reversed by 
an excess of nicotinamide but not by p-aminobenzoic 
acid. Recently Teply, Axelrod and Elvehjem™ have 
studied. the same phenomenon as, shown in vitro by 
Lactobacillus arabinosus, an organism which requires 
nicotinic acid for its growth. They find that bacterial 


‘growth can be prevénted by sulphapyridine, but that 
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this action of sutphapyridine can be inhibited by low 
concentrations of p-aminobenzoie acid or by larger 
amounts of nicotinic acid and its derivatives, or by an 
unknown substance in liver extracts. It is not yet clear 
which stage in the utilisation of nicotinamide is upset 
by sulphapyridine, but Teply and his colleagues consider 
that sulphapyridine does- not act by preventing the 
synthesis of nicotinamide into its more complex deriva- 
tives, the coenzymes. The interference with p-amino- 
benzoic acid accounts for a large part of the therapeutic 
effect of sulphonamides, but it is not the whole story. 


LEAD ABSORPTION AND LEAD POISONING 

BEFORE the war there were more than 1500 workers 
in the jead industries of this country, and 150,000 
painters. Today there are probably many more, and 
it is important that they should be safeguarded against 
poisoning. Absorption and poisoning are not synonymous, 
for many workers absorb a considerable amount of lead 
without developing symptoms. In the early stages 
the commonest symptoms are weakness, loss of weight, 
constipation and_colic, and the most useful sign is the 
contrast between apparent muscular development 
and actual physical power.— In the absence of later 
signs such as wrist drop, blue line on the gums and 
stippling of the red cells, the diagnosis of poisoning is a 
matter of clinical judgment not subject to proof. 

Buxell? states that the threshold limit for long 
exposure to lead and its compounds in the air is 1-5 mg. 
of lead per 10 cubic metres of air ; and work by Dreesen 2 
in 13 storage-battery plants east of the Mississippi River 
confirms this. He showed that among 776 workmen 
albuminuria and symptoms of early plumbism were most 
common in those exposed to the highest atmospheric lead 
concentration. Generally speaking, the urinary and blood 
lead estimations, ‘reticulocyte, stipple-cell and poly- 


chromatophilia values also varied with the atmospheric 
lead concentrations. Employees who had an average lead 


exposure of more than 3 mg. per 10 cm. were smelters, 
pasters, oxide mixers, group assemblers, plate driers, 
finishers, and repairers. The prevalence of arterial hyper- 
tension among these employees was not significantly 
different from that observed in other industrial workers. 

Cholak and Bambach*® found that in 1052 normal 
persons with no occupational lead hazard the mean 
lead concentrations were 0-030 mg. per 100 g. of blood, 
0-027 mg. per litre of urine and 0-28 mg. per 24.-hours’ 
sample of feces. Exposure to lead in industry gaises 
these values. and the corresponding for 86 men 
engaged in making white lead were 0-086, 0-241 and 3-76. 
Data from mtative groups of workmen may 
therefore be used to find out the character of exposure 
in a plant, to measure the uniformity and efficacy of the 
means employed to control the exposure and to establish 
whether it is uniform in severity; and this exposure 
may be correlated with the atmospheric lead concen- 
tration. Working with Kehoe and others, the same 
observers * have shown that excretion is much slower 
than aecumulation, and that risk of poisoning can be 
reduced by alternating a period of exposure with a 
longer period of non-exposure. More absorbed lead is 
excreted in the urine than in the feces, and since ade- 
quate urinary excretion depends on adequate intake of 
fluid, a supply of palatable water is important in an 
industrial plant. Co tion, since it is. said to 
increase the absorption of lead from the gut, should also 
be avoided. 

Between 1900 and 1933 the mortality-rate from lead 
poisoning in the United States fell from 3-1 per million 
to 0-7, thanks mainly to improved methods of control 
and good personal hygiene. The estimations, — now 
1. Buxell, J. J. industr, Hyg. 1943, 25, 35. 
2. Dreesen, W. ©. agg 
i Rene i RS yoid's Cholak, J Jyh Babbard, D. M., Bambach, K, 
and McNary, R. R. Ibid, p. 71 





suggested, used in conjunction with stipple-cell counts, 
mark another advance in the control of this hazard ; 
and there is good reason to hope that the condition will 
soon be obsolete and curative treatment no longer 
necessary. Hunter and Aub® showed that repeated 
injections of parathyroid extract in 6 patients with 
ehronic lead poisoning rapidly and effectively mobilised 
some of the stored lead from the bones, and they con- 
firmed a striking parallelism between the storage and 
excretion of lead and calcium. Kehoe and his colleagues,‘ 
judging from one case examined over short periods, 
doubt whether elimination of lead from the body can be 
much accelerated by artificial means; but this opinion 
is not acceptable without much more evidence. 


RENAL FUNCTION AFTER CRUSHING INJURY 

In Britain at present opportunities for clinical in- 
vestigation of crush syndrome are fortunately rare, but 
experimental work may shed some light on the mechanism 
of the renal injury or perhaps suggest methods of in- 
vestigating such cases in man. In an ingenious series of 
experiments,’ a group of workers at University College 
have analysed in detail the depression of renal function 
they were able to produce in the anzsthetised animal by 
crushing and hammering the tightly bound limb and then 
keeping it bloodless for 5 hours. Their main criterion 
was creatinine clearance, which was found to fall con- 
siderably within a few minutes of release of the com- 
pressing tubing. This fall was followed by a period of 
anuria and low blood-pressure ; if urinary flow was then 
stimulated and blood-pressure raised by intravenous 
fluids of various kinds, the creatinine clearance rose, but 
only to half normal. At the same time the urine became 
acid and contained pigment and casts. The mechanism 
of this damage was investigated by partial obstruction 
of the ureter on one side. This procedure, by cutting 
down urine flow, might be expected to concentrate any 
filtered toxin in the tubules; but in four experiments 
there was no significantly increased damage. In the 
fifth experiment the measure even seemed to protect the 
kidney, for the creatinine clearance was higher after the 
obstruction was removed than on the control side. The 
damage was not due to anuria since it was still produced 
when diuretics maintained a flow throughout : it was not 
due to low arterial tension, since after histamine injec- 
tion (with resultant hypotension and anuria), there was 
no such damage. The kidneys showed no structural 
lesion in any way comparable to the changes in man ; 
even the mitochondria were intact except in one animal 
which developed irreversible anuria. In particular, 
there was no histological evidence for blockage; nor 
were the kidneys tense as they should have been if either 
blockage or poisoning of tubular epithelium alone had 
been responsible. 

It would be interesting to know if the hammering, 
either alone or combined with ischemia for one hour 
only, would produce this picture. Bywaters and 
Popjak’? have recently shown that ischemia of rabbit 
limbs due to tight binding if maintained for one hour 
produces only slight changes. If it is maintained for 
three hours or more, irreversible muscle necrosis leads to 
limb swelling and hemoconcentration, but to no per- 
manent renal damage, judged by urea and creatinine 
output or by histological criteria. A rise.in blood-urea 
was obtained, due largely it was thought to increased 
katabolism, since the urea output was greater than in the 
control period. 

It is hard to compare these two sets of results, since in 
the rabbit experiments the criteria were rather more 
gross—more “clinical ’—than in the dog experiments. 
The dogs were killed without recovery from anwsthesia ; 

ee. S| —_ Aub, J. ©. ~ J. Med. 1926, , 20, 123. 

é at Richardson, K. C., Schild, H. 0. and Winton, 
.R. ¥ exp. Physiol. 1943, 32, 89.” 
7. Bywaters, E. G. L, and Popjak, G. Surg. Gynec. Obstet. 1942 
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so it'is not known what the later course would have been. 
A further difference is that rabbit muscle, unlike that in 
man and the dog, contains no myohsemoglobin, and 
hence no pigment was excreted. [If it is difficult to relate 
findings after controlled damage in different animal 
species, it is doubly difficult to relate them to the findings 
in man, wheré damage is often highly complex. Winton 
and his colleagues suspend judgment, and are content 
to point out that the ‘‘ main features of the failure in 
renal function are clearly the same immediately after 


injury in acute experiments on dogs and as soon as they ‘ 


have been observed in man.” To -that.extent their 
observations ‘‘ support the recommendation that diure- 
tics should be given freely.”’ In the animal experiments 
diuretics did not protect the kidneys, but they might 
prolong life in man by increasing excretion until the 
kidneys recover spontaneously. 


TONSILLECTOMY ON THE GRAND SCALE 
In 1928 Paton noted that 43% of the girls at a large 
boarding-school had had their tonsils removed,! and their 
subsequent health records were no better than those of 
the girls left in possession of their tonsils. The operation 


‘“génfers much benefit in carefully selected cases but there 


“seemed to be an unnecessary ‘attack on the innocent. 
This conclusion has found considerable support, and 
Paton has himself added to the evidence in a paper? 
dealing with the records of 909 girls admitted to the 
same boarding-school between 1930 and 1939. In these 
years the incidence of operation was even higher than 
previously, 48% having had their tonsils and adenoids 
removed, 6% tonsils only and 3% adenoids only, a total 
of more than half the population. Again there is no 
evidence of an adequate return for this mass attack. 
During the follow-up period the number of admissions 
to the sick house were 3-7 per girl for the operation group 
and 3-3 for those not operated on. The former lost 20-1] 
days per girl from illness and the latter 18-5. Division 
by causes of sickness reveals no material difference 
between the two groups in the incidence of pharyngitis, 
acute adenitis, ear-ache and otorrhea, influenza, the 
common cold (slightly higher in the operation group) 
and the infectious diseases of childhood. Tonsillitis 
was less frequent in the tonsillectomised but bronchitis 
more frequent. In terms of days lost they suffered rather 
more than the non-operated from respiratory complaints. 

It may be argued, as was pointed out in the Medical 
Research Council report on epidemics in schools,’ that 
if the tonsillectomised had not undergone the operation 
their sickness-rates would have been higher and that the 
operation had made them as resistant as the normal 
child. There is no way of disproving that argument— 
except by deliberate experiment—but as Paton remarks 
it is difficult to believe that subnormal health needing 
correction in this way is a feature of over half the child 
population. He is inclined to think that the operation. 
group in his study was, in fact, less healthy after opera- 
tion than the control group as judged by number of 
school days lost and that removal of the tonsils had 
increased susceptibility to respiratory infections: and of 
adenoids to acute otorrhea. These deductions are 
partly based on very small numbers, and it is certainly 
difficult here to distinguish cause and effect. Frequent 
respiratory infections are often an incentive to tonsillec- 
tomy; a higher incidence of these complaints in the 
operated than in the non-operated may therefore be 
due not to the operation per se but to the failure of 
the operation to achieve its aim. Nevertheless, these 
figures give further support to the conclusion reached 
in the MRC report, that though few would cast doubt 
on the real value of the operation in properly selected 
cases there is a tendency for it to be performed in a 


1. ‘Paton, J. H. P.’ Quart. J. Méd. 1928-29, 22, 107. 
Teen i948 4a, 180° 
3: Spee. Rep. Ser. med. Res. Counc., Lond. 1938, No. 227, p. 124. 
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routine prophylactic ritual for no particular reason, 


and with no particular result. 


CITRIC ACID IN METABOLISM 

Many capable physicians’ knowledge about citric acid 
begins and ends with pot. cit. gr. 30, though some of the 
more nutritionally minded might talk about the citrus 
fruits, and clever pathologists might say quite a lot 
about citrated blood. Yet in the last 15 years citric acid 
has emerged as a substancé-of biological importance. 
The seeds of certain plants, notably cucumbers, contain 
an enzyme which will oxidise citric acid with the corres. 
ponding reduction of methylene-blue, and this discovery 
gave a fillip to our knowledge about citric acid, just as 
the discovery of urease led to a great advance in our 
knowledge about urea metabolism. Chemical methods 
followed,! and citric acid is now known to be a normal 
constituent of tissues and urine, and to be excreted in 
larger amounts during periods of alkalosis but in smaller 
amounts when the pH of the body falls.* Hence it 
seems to play some small part in regulating the acid-base 
balance of the body. It has been suspected for some 
years that citric acid might be formed as a step in the 
degradation of pyruvic acid, that all-important inter. 
mediary im carbohydrate and amino-acid metabolism: 
This view has been criticised, but so many chemical 
names are now being bandied about by both sides that it 
has become a little difficult for the onlooker to follow 
the battle. Some clear evidence that citric acid is a real 
stage in carbohydrate metabolism has recently been 
produced. The administration of glucose had been 
shown to lead to an increase of pyruvic acid in the blood- 
stream (and in this connexion it will be recalled that 
pyruvie acid accymulates in the blood in vitamin B, 
deficiency). It has now been shown that the administra- 
tion of pyruvic acid to normal dogs increases the amount 
of citrate in the circulating plasma. We shall await 
with interest the extension of this work to man, and 
information about the place of citric acid in all his meta- 
bolic disorders which are known to involve carbohydrate 
metabolism. 


Sir WiLL1amM GOSCHEN was a son of the first Viscount 
Goschen and had the family talent for finance. His 
career was in banking and insurance, but he gave much 
of his time and thought to charitable undertakings, and 
especially to the London Hospital, with which he was 
associated for nearly forty years. In 1931 he succeeded 
the late Lord Knutsford as chairman of the hospital, 
and if he had less skill than “the Prince of Beggars” 
in attracting donations, he performed.an equal service 
by his management of the available resources. Almost 
daily he was at “‘ the London,” and he paid weekly visits 
to the wards and departments. He died there on 
June 16. ‘ 


Surgeon Rear-Admiral Sir ARTHUR BANKART, KCVO, 
who died at his home in Devon last Saturday, was an 
Edinburgh graduate. He was surgeon in the royal 
yachts Osborne and Victoria and Albert from °1899 to 
1914, and after distinguished service in the last war he 
resumed this sppeintment, retiring in 1924. 


1. Pusher. fis" s3 Sherman, c. C. and Vickery, H. B, J. biol. Chem. 
. Sherman, ©. C., Mendel, by; and Smith, A. H. Ibid, p. 247. 
bs, H. A. Biochem. J 1940" 
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In celebration of the centenary of the. fellowship the 
president and council of the Royal College of Surgeons of 
England will hold a reception at 8 pm on July 21 in the 
Great Hall of Lincoln’s Inn, when some of the newly 


elected honorary fellows will be admitted. Owing to paper § 


restrictions invitations will not be issued.to fellows but those 
desiring to attend should apply for tickets to the secretary. 
At 3 pm on July 21 there will be a general meeting of fellows 
when various important questions will be under discussion. 






















































es 


ar reason, 


citric acid 
me of the 
the citrus 
lite a lot 
ritric acid 
portance. 
3, contain 
he corres. 
discovery 
i, just as 
se in our 
methods 
&® normal 
creted in 
n smaller 
Hence it 
acid - base 
for some 
‘p in the 
nt inter. 
abolism; 
chemical 
s that it 
o follow 
is @ real 


amount 
ll await 
an, and 
is meta- 
hydrate 


‘iscount 
e. His 
e much 
gs, and 
he was 
rceeded 
ospital, 
ggars ” 
service 
Almost 
y Visits 
ere on 


KCVO, 
was an 
. Toyal 
899 to 
war he 


1. Chem. 
. 247. 
, 8, 309. 
ip the 
ons of 
in the 
newly 
] paper 
t those 
retary. 
fellows 
sion. 


FUTURE OF MEDICAL SERVICES 


[sune 26, 1943 813 





a eee 


FUTURE OF MEDICAL SERVICES 
HEALTH PROVINCES 


BRITISH medicine is technically excellent, but the 
British public does not always get the best medical care 
possible with the available technical knowledge and 
skill. .The public knows this, and its conviction has been 
heightened by what Sir William Beveridge has told it, 
by the reports issued by the medical profession itself, 
and by the proposals of the Labour and Liberal parties. 
The Government has been convinced and has promised 
that the necessary action shall be taken. In particular, 
it has given certain specific pledges to Parliament :— 

1, There is to be a comprehensive health service. 

2. In return for a single insurance t, everyone— 
whether worker, dependant, or retired tats) to we the 
right to full medical care, at home, at the doctor’s consulting- 
room, and in hospital, without further payment. 


How is the Service to be run? 


Many doctors have been driven to the belief that the 
best means of providing a comprehensive service would 
be a National Health Corporation, working on a regional 
basis. They fear that direct ministerial rule would 
make for bureaucracy, inefficiency, and an administrative 
hierarchy which would deprive the doctor of responsi- 
bility for his patients. They fear that direct local- 
authority rule would be open to the same objections, 
with the added dangers of parochialism and the intrusion 
of local politics into medicine. In answer to the objection 
that a statutory health corporation would be undemo- 
cratic, the supporters of this proposal maintain that the 
BBC shows greater sensitiveness to public opinionthan do 
Government departments or local authorities. They 
add that its ultimate responsibility to Parliament, while 
free from day-to-day inquisitions, represents a model of 
how democratic machinery can be made to work. 

However much the Government may agree with these 
propositions, it has to face the fact that there are two 
powerful and worthy groups of bodies opposed to control 
of health services by a central corporation. The volun- 
tary hospitals have the country in their debt; they 
ascribe their virtues, perhaps rightly, to their independ- 
ence. The municipal authorities already own and run 
more than half the country’s hospital services, and are 
doing the job with increasing efficiency, though some of 
them still have along way to go. They will not willingly 
surrender the service of which they are proud. 

We have to ask ourselves whether there is a way which 

would combine the legitimate demands of all three 
parties. 
__ Thinking on a functional basis, it is clear that the 
ideal unit of health administration is much larger than a 
county borough or even a county, but smaller than the 
civil defence regions as we know them. Penzance cannot 
have its major key hospital at Bristol, any more than 
Prestatyn can be served by Cardiff. The ideal area is 
one large enough to support a 98% complete medical 
service, with an adequate specialist staff employed 
whole-time on their specialties, yet compact enough to 
have easy lines of communicatidn from the periphery 
to the centre, both for patients and relatives coming in, 
and for peripatetic consultants going out. Sueh an area 
might vary in size from one and a half to three counties. 
England and Wales would naturally divide itself into 
some thirty such sub-regions. If London is excluded, 
each would have a population of between } and 2 millions. 
The reason why the medical service of such a sub-region 
would not be quite complete is that certain-important 
but limited specialties, such as cerebral surgery and the 
domiciliary treatment of post-encephalities, are best 
concentrated in one or two national centres. 





These functional health areas are unlikely to coincide 
with the best areas for other services—for example, 
electrical supply, water supply, and drainage. Te 
clarify the issue, the new areas mi be termed Health 
Provinces ; similarly other functional areas would be 
Electricity Provinces, Water Provinces andsoon. Each 
of these functional provinces would require an ad-hoc 
authority to administer it. 

What then might be the composition of a Provincial 
Health Council? Such a council would be called upon 
to make three groups of people—the local authorities, 
the voluntary hospitals, and the doctors and other health 
officers—work together harmoniously. In this task it 
would be handling large sums of public money. The 
handling of public money is often regarded as necessita- 
ting direct electoral accountability; but Treasury 
grants to the Universities, licence monies to the BBC, 
and subsidies in war and peace to many industrial 
concerns provide precedents for more remote control. 
Ashealth council must represent all interests and force 
them to codperate. On such a body, therefore, no 
interest, except ultimately the public interest, should 
be in a position to override the others. In so far as 
the council’s doings need supervision, then the grant- 
giving Ministry of Health, or a National Health Council, 
could provide it. 

With these thoughts in mind the composition of the 
couneil becomes clearer. First, the public must be 
represented, either by direct election, or perhaps 
preferably by Crown nominees; there is little enough 
interest in’ the election of local authorities, and if 
local elections are multiplied, this interest may well 
vanish. Next the hospital-owning authorities must be 
represented—the local authorities and the voluntary 
hospitals. Then, it would be a great advantage to have 
university representation, particularly if the university 
concerned has a medical school. Finally the health 
workers—doctors, nurses, technicians, and even the most 
humble grades—must have their representatives. Here 
we may hope for direct election by postal ballot, rather 
than union representation. Obviously, union candidates 
will get strong backing, but direct union nominees are 
likely to be resented by non-union members. 

So heterogeneous a council would only work efficiently 
if backed by a strong—and that means highly paid— 
administrative staff to present plans and to guide its 
deliberations. To avoid the danger of over-centralisa- 
tion and office-thought, each council should have its 
field service of investigators or inspectors, and a public 
relations department. The field service would be re- 
sponsible both for ,assessing public need and also for 
ascertaining how far that need was being met. The 
inspectorate might report on the efficiency of the service 
offered by grant-aided institutions—though not on the 
efficiency of personnel. The public relations department 
would be responsible for investigating and straightening 
out complaints by members of the public, as well as the 
necessary publicity work. 

Doctors might perhaps accept such Provincial Health 
Councils without too many qualms. They would bear no 
relation to the familiar borough or rural district councils. 
They would preserve democratic control, and their cover- 
age would be large enough to permit proper planning, yet 
small enough to preserve individuality and avoid the 
dangers of a remote bureaucracy. A further safeguard 
might be provided by setting up medical and other 
advisory committees, with power to investigate and to 
publish reports. 

The authority of Provincial Health Councils would 
have to be statutory. They could be financed by direct 
Treasury grant, according solely to the actual needs of the 
health province. From this block grant, payments would 
be made both to voluntary and municipal hospitals, again 
on a basis of need, assessed by the technical officers of 
the council and debated no doubt by the council in full 
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session, Since the council would be the health planning 
authority, it is essential that it should not be by-passed. 
Both municipal and voluntary hospitals must look to it 
and not any- central body for their grants. Otherwise 
it would not be possible, for example, for the council to 
close down redundant or inefficient hospitalsgijby the 
simple expedient of stopping their grants. 

It seems reasonable that the coungil should set up, 
own, and operate the local health centres. There is 
much to. be said, also; for it being empowered to set up, 
own, and operate such new hospitals as may be needed. 
New fever hospitals will certainly have to serve areas 
far wider than those at present eovered by most local 
authorities, and it is seldom satisfactory to have hospitals 
under one authority serving the needs of perhaps twenty 
others. 

Position of the Doctor. 

The Government has promised universality of health 
benefits, obtainable from a single insurance payment. 
Health reformers demand provincial planning of hospittl 
services.. Doctors demand a high degree of professional 
autonomy. Provincial Health Councils would provide 
part of the answer, but the position. of the doctor in the 

“stheme has yet to be considered. 


GENERAL PRACTICE 


It is almost -universally agreed that urban general 
practice can most efficiently be carried out from health 
centres, where eight or ten doctors work together. In 
such centres doctors have a chance to develop and pool 
special skills. By, the employment of an appropriate 
staff they can be relieved of much form-filling and 
clerical work. They can have the benefit of a common 
clinical laboratory and theatre for minor surgery. They 
can arrange off-duty times, holidays, and study-leave. 
They can avoid the burden of the surgery in the home. 
It is obviously to the doctor’s advantage if the health 
centre is owned and maintained by some benign statutory 
body. He can then concentrate on his job, without 
worrying about the thousand and one minor problems of 
supply, cleaning, andsoon. But he must be assured that 
he can still call his soul his own. His professional work 
must not be subject to supervision. For his patients’ 
sake, he must be his own master. This would have to 
be made absolutely clear in his contract with the health 
eouncil. For administrative purposes, the doctors of 
the centre would constitute its committee. They should 
elect a chairman, who would deal with the day-to-day 
administrative problems. But each doctor should have 
direct access to the central staff of the health council 
without local intermediaries. . 

There remain the vexed questions of remuneration and 
appointments. All doctors at present in practice, 
including those temporarily in the Services, would be 
offered entry to the national health service, and must 


- receive compensation for capital and goodwill. Some 


might wish to remain outside, relying on such private 
patients as preferred not to claim their benefits ; but the 
chances outside might well be small. The GP in the 
Service woulé be bound to give up private practice of 
the fee-charging kind: for permission to receive private 
fees would give rise to the belief that money can buy 
preferential treatment. The alternative systems of 
payment, therefore, are a basic salary plus a capitation 
fee, or an all-in salary, in either case combined with a 
pension. . 

It is an open secret that the Government has provision- 
ally proposed an all-in salary, starting, after three years’ 
assistantship, at £650 and rising by £30 a year to £1200 
as a basic rate, with higher posts available to the general 
practitioner at £1400 and £1600 a year. (We trust this 
does not imply some kind of hierarchy in general practice.) 
In favour of the all-in salary proposal is the fact that it 
would end competition for patients, and would free 
doctors from the fear of loss of capitation fees as a result 


of refusing certificates. The Beveridge proposals, when 


realised, will place a greater strain on the certifying 


capacities of doctors, and the honesty of patients. And 
competition inside a health centre might lead to in- 
dividual rivalry and disunity which would be far more 
damaging than when doctors work apart. An all-in 
salary is no more incompatible with free choice of doctor 
than are the capitation payments of NHI. Another 
argument in favour of the all-in salary proposal is that 
many practices are too large for efficient work, and a 
reduction in size would be easier if not complicated by 
the question of capitation fees. Against the all-in salary 
proposal, it is urged that piece-work makes for good 
work, that doctors are human, and that by and large, 
under the capitation system, the good and bad men get 
their deserts. S 
’ The task of the profession is to prevent the degeneration 
of the art of medicine into an industry or trade. ‘We 
may feel that the art is most likely to flourish when not 
too closely linked with financial considerations. But we 
would add that freedom from financial anxiety is equally 
important and the salary rates must ensure such free. 
dom. No-one can foresee postwar salary values, but a 
starting salary of £850, a rate of increase of £50 a year, 
and a basic ceiling of £1400, with no expenses, should 
provide a basis for discussion. There should be additions 
for higher qualifications and special skills. Salaries 
must, of course, be fixed nationally and not locally. 
Appointments must obviously be publicly advertised. 
Assistantships for a year or so, at £500 a year, in health 
centres should be regarded as a pre-requisite for the 
general practitioners. The final selection board should 
include the practitioners of the centre, and representatives 
of the Provincial Health Council, with one or more 
outside medical assessors. 


HOSPITAL AND SPECIALIST PRACTICE 

The Government’s plan for a comprehensive service is 
to cover both domiciliary and hospital specialist treat- 
ment. Inevitably, then, most specialists would devote 
most of their time to treating the national insurance 
patient. There might remain some living room for the 
private consultant, but it is likely to get smaller rather 
than bigger. 

We would expect, therefore, a majority of whole-time 
salaried specialists, with a decreasing minority of part- 
time ones. The starting salary might well be the same 
as in general practice—£850—though in view of the 
specialist’s additional skill the ceiling should go up to 
£2000. Part-time rates should be proportionately lower, 
to compensate for the higher outside earnings. 

A condition on which doctors will do well to insist is 
that the municipal hospitals should adopt the principles 
of professional autonomy as in voluntary hospitals, The 
firm or unit must replace the hierarchy, and the medical 
committee must take over many of the higher functions 
of the medical superintendent. 

Clearly, if specialism is to be fairly rewarded, the public 
must be protected from the pseudo-specialist. A 
national roll of specialists must be compiled, based on 
both experience and qualifications. This roll might be 
compiled by committees of the Royal Colleges in con- 
sultation with each other, possibly with subcommittees 
in each health province, 


THE MEDICAL OFFICER OF HEALTH 

It may well be asked whether the MOH should retain 
his position as the servant of the smaller local authority. 
if a large new health’ authority is to be superimposed 
on the existing structure. That local specialists in 
social medicine, intimately concerned with environmental 
health, health statistics, and health planning will be 
needed, may be taken for granted. But if friction is to 
be avoided, it would be best for the general practitioner 
and the social doctor to come under one administrative 
umbrella. He could still act as health adviser to the 
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local council. But since he would be organising the 
prophylactic health services —child welfare and school 
medicine, ante- and post-natal services, industrial health, 
and diphtheria immunisation—through the health centre, 
it would be best for his administrative loyalties to be the 
same as those of his clinical colleagues. 


National Organisation 

Two parallel national organisations appear to be 
needed. First, the Ministry of Health could perform 
most of its present health functions, and be responsible 
for allocating biock grants to the Provincial Health 
Councils. 

Secondly, a supra-provincial council, representing 
all health interests, should be responsible for running 
any services that must be organised on a national seale. 
Among other tasks this National Health Council might 
foster initiative and experiment in medical teaching and 
give grants to medical schools. It would also allocate 
grants to the national specialist hospitals, essential for 
highly specialised treatment, advanced teaching, and 
research, and might set up such new national specialist 
hospitals as were needed. It might finance the Medical 
Research Council. And it might decide on national 
rates of pay for members of the medical profession. 





FAMILY PLANNING CLINICS 


A CONFERENCE of branches of the Family Planning 
Association was held in London on June 19 with the 
Lady Denman in the chair. The inauguration of clinics 
for the treatment and investigation of involuntary 
sterility, to be held on the premises of the present contra- 
ception clinics, was.considered, and medical officers from 
many clinics throughout the country thought the project 
agoodone. The association hopes to establish a London 
centre at which. pathological investigations and research 
on seminology could be undertaken; many of the 
medical officers present undertook to ‘attend a week-end 
inateeseones school on modern methods of investigating 
sterility. 

Mr. CepRIc LANE-ROBERTs pointed out that most 
sterile matings are due to some degree of subfertility in 
both partners. Study of such cases has become so 
complicated that many practitioners will probably 
be glad to send patients to ‘‘ motherhood clinics ”’ ; 
the centre doctor musf of course keep in touch with 
the patient’s general practitioner. He had seen such. 
work carried out at. the Exeter clinic, where it has been 
shown that, in spite of inadequate quarters and staff, 
it is possible to achieve the highest standard of efficiency 
in advanced techniques. This centre is also doing 
valuable research. He considered that a central bureau 
was needed in London, where team work could be 
undertaken and from which research findings could be 
published, 

Dr. MARGARET HADLEY JACKSON (Exeter) described 
the running of a “ motherhood clinic ’’ in the premises 
of the contraception clinic. She had had full coéperation 
from the radiologist and gynzcological surgeons of 
the area, as well as the help of the expert pathologists of 
Exeter, who were undertaking studies in seminology. 
On very simple premises it had already been roan I 
to carry out insufflations, and many salpingogram 
examinations, endometrial biopsies and Hiihner’s post- 
coital tests. She emphasised that careful tabulation of 
data is an essential part of the clinic duties ; and pointed 
out that though some. clinics might not be able to under- 
take such exhaustive examinations this was not important 
since many ‘have the necessary facilities available at 
neighbouring hospitals. 

Mr. ALECK BouRNE reminded the association of the 
enormous field for research which their clinical material 
presented. There is reason, he said, to believe that 
there is some real biological cause for the falling birth- 
rate, expressed in the increasing subfertility of male 
and female individuals. The steady fall of birth-rate 
in naa caeene as oak yreene gemtenncyiion 
is negligible) supports this view. oug ere are great 
difficulties in cotablishing clinics for the treatment of 
sterility, he believes that in doing so the association 
will be tackling one of its main objectives. 


. standing out on his forehead and on his lip.’’ 


In England Now 


A Running Commentary by Peripatetic Correspondents 


THEY were talking in the night-nurses’ room over a 
pot of tea. ‘‘ He got a telegram this morning to say 
his wife had had a girl,’’ said Smith, ‘‘ and all yester- 
day evening he was sitting on the edge of his bed doubled 
up and groaning with pain. He said he could feel his 

k opening and closing. He was certainly feeling 
something. He was as pale as a sheet and the rT 
“ t’s 
what they call couvade,”’ said Jones. “‘‘ South American 
Indians or something do it. The man goes to bed and 
has the witch doctor and all his friends round him and 
gets the pains, while the woman works in the fields and 
quietly. has the baby under the hedge. A man in my 
village did it. He was real bad, and his wife never had 

pain at all.”’ ‘‘ Well, this lad in A 23 was groaning 

all night,” sajd Smith, ‘‘ and he was fast asleep—no 
mistake. He was rolling around in the bed half doubled 
up and groaning and fast asleep. He woke some of the 
other patients with the noise he was making, but he 
never woke. When I came on yesterday he told me he 
was getting the pains every half-hour, and then later it 
was every quarter of an hour. He thinks very highly. of 
me. I told him he would havea girl. It’s only an old 
wives’ tale, you know—when the man has the pains, 
the baby is a girl. But sure enough, when the telegram 
came it was a girl.’ ‘‘ Do you think he was really in 
in,” I asked. ‘‘ Or was he only feeling something 

e thought was a pain? ’’ That stopped them. 
* = 


* 

If medical planners want to know what practice will be 
like under the control of a lay committee of a local 
authority or group of authorities they need only ask 
their colleagues whose life has been tied up with aldermen 
and councillors—themedical officers in the public health 
services. A sorry tale would be the outcome; not so 
much from juniors and assistants who to their elected 
bosses are less than the dust beneath thy chariot. wheel 
as from chiefs and deputies who have to deal with their 
lay masters in conference and committee. There are, of 
course, chairmen who, being experts in their own private 
affairs, appreciate that their medical officer can also be 
a man of integrity of soul with a desire to do his best. 
Such a chairman is heaven-sent sunshine to the official, 
who can then get on with his job, feeling that in questions 
of policy and finance he has the hacking of real power 
and democracy—the good of the neighbour. But there 
is the other type, armed with brief authority but never- 
theless a potent nuisance. In him is concentrated the 
power-urge ; he is chairman; his chief official is a 
debased salary-slave to be ordered about; and only a 
doctor at that. Between these extremes there are all the 
intermediate types; and the same can be said of the 
aldermen and councillors who go to form the rank and 
file of the ruling committee. As individuals they are 
mostly decent men and women, eager to learn, fair in 
their dealings, passionate in their desire to help society ; 
but in the concourse of a committee-room decisions are 

ten taken hastily in the babble of cross-talk and party 
strife. Sober balanced argument, as one would have in a 
well-conducted debating society, with subsequent voting 
after reasoned deliberation, is absent. Fortunately, 
larger issues may be left to the chairman and medical 
officer of. health, or to a small subcommittee where more 
time can be given to them, and where a carefully worded 
report has a chance of winning the day. But art and 
not science is the basis of success; and art without 
science will not make for good doctoring. Utopia for 
medicine will need a new type of layman in the council 
chambers of democracy if laymen are to have the final 
say in the destiny of our profession. 

* * . 

The Government has got the wrong idea about us 
girls and our legs. There are two kinds of stockings in 
this vale of tears, named, in the haberdasher’s jargon, 
* unfashioned ’* and ‘fully fashioned.’’ Unfashioned 
are made like a tube; fully fashioned have curves to 
match nature, woven into the material.. Owing to the 
peculiar contours of the human leg, unfashioned stockings 
are so much salvage in a couple of days—well, say three. 
They begin by being too tight in the calves and above 
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the knee, and too slack at the heel and ankle. The result 
is not. merely an ssthetic fiasco (which hardly matters 
just now) but a total loss. The tops of these unrealistic 
garments (planned presumably to cherish” the leg of a 
dining-table) tear under the suspender, the back seams 
go into a row of little p-holes down the calf, and the 
heels wear blisters in the owner and holes in themselves 
in one diabolic combined offensive. No woman who 
wants to save time, money or material flings her sub- 
stance away on such trash. She buys a fully-fashioned 
stocking and on wearing it, often for months before 


the first darn (with a well-organised system of reliefs, of . 


course). It marks one of the first hitches in the utility 
campaign that the women of England are spending hours 
of their brief leisure trudging from shop to shop on the 
trail of the fully-fashioned breed. There are stockings 
millions of stockings, all 


unfashioned and _ relatively 


. useless; a fraction of the number of fully-fashioned would 


keep the bright and beautiful English girl skipping round 
the lathes for months to come without a darned thing on 
her mind—or on her feet either. As it is she is a crippled 
miserable hag who spends every Surtday with the darning 
needle. Letus have a decent lisle fully-fashioned stocking, 
deserving the honest name of utility, and which of us will 
hesitate to shake a pretty leg in the country’s business ? 
* * * 


“““Someone has no doubt remarked that our common 
“Tanguage is one of the great obstacles to Anglo-American 
understanding. Postwar codperation is going to be 
difficult unless we appreciate that we are different nations, 
with different standards and different outlooks, but if 
we do realise our differences we shall be able to make full 
use of the vast amount we have in common. Who but 
an American would end a letter “ with Best Wishes for 
the Empire ”’ ? Even the bluest of die-hard tories would 
hesitate to use such a phrase. Or take the reaction to 
the declaration of war in the States. Within a few weeks 
of the entry of America into fhe wer I received a letter 
from the editor of an American journal informing me, 
with regret, that it had been decided to suspend publica- 
tion for the duration of the war. And now I have 
received the following from another American medical 
journal: ‘‘ Because censorship laws during war-time 
require so much detail, it is practically impossible for 
our journal to comely with them. Therefore, we hope 
you will understand the removal of your name from our 
mailing list for the duration of the war.’’ What are 
these censorship laws that are so troublesome that 
journals find it easier to avoid them than try to comply 
with them ? We have a strict enough censorship in this 
country, but there-is little difficulty in complying with 
it. But that the American censorship is complicated is 
confirmed by the emasculated condition of certain 
American journals when they arrive over here—with 
pases torn out and the title of the missing article heavily 

lacked out in the index. Our librarian sublimates his 
wrath at this interference with efficient cataloguing by 
spending long hours trying to decipher the blacked-out 
title. A little cold water works wonders. 

I only pray that our differences will never disappear. 
Hollywood, jazz, and American slang may be strange * 
our eyes and ears, but Americanisms are only unpleasant 
when perpetrated by Englishmen. Let us keep our 
national characteristics, including our languages, and 
all will be well. A : Z 


Came the time at last when your correspondent was 
told that he was fit to be peripatetic and that a journey, 
was really necessary. With his overworked WVS wife 
he made for the house of kind friends in his native land. 
Departure from London was a novelty—one of the 
new double-decker sleepers, comfortable and matey. 
The ticket examiner said I must pay the full fare, but the 
car-conductor aided my convalescence by contradicting 
and stating that a refund would be made on request. 
The journey on-the main line.was pleasant and unevent- 
ful. Table at breakfast was shared with a HLI major 
and lady who made an ineffective effort to have the war- 
time sausage classified as not a meat course. She was 
firmly informed that she might have sausage or bacon, 
but not sausage and bacon. 

We saw our main-line train steam out punctually. 
News of our connecting train before we started on a 
branch-line of the old Highland Railway was suspici- 


.the stark unloveliness of the dead human. 


ously vague. The air was keen, and consideration fo 
hyperchlorhydria brushed aside patriotic feeling so that 
we crossed the road for a second breakfast. It was an 
hour and a half before at last we left, but comfort was 
afforded by the news that the new train went straight 
through to our journey’s end. A travelling ticket 
collector, an unexpected phenomenon, dispelled that 
delusion. We must change at X and again at Y., 
** Would we catch the connexion at, X ?”’ ‘‘ Aye, if she’s 
still there.”” After a pleasant and leisurely progress 
through fine scenery with a noteworthy absence of snow 
we arrived at X to find that “ she ’’ wasn’t there. Another 
wait ensued, and we were thankful for that second 
breakfast. Prospects of catching the connexion at Y 
seemed dim, but it was some relief to hear that there was 
@ good bus service and that the buses started from just 
outside the railway station. After three-quarters of an 
hour’s delay we were off again and shortly heard ‘ All 
change here ”’ at the county town, our penultimate stage. 
Yes, there was a train 6n (44 hours later)—‘ Five 
o’clock if ye care tae wait.”” We didna, but with hand- 
luggage (all we had) blithely passed the barrier to the 
bus outside. No such luck; again we had been mis- 
informed, for all buses started nearly a mile away in 
the High Street. Thither we went, uphill all the 
way, to find the next bus was due in an hour’s time. 
My wife knew from previous visits a good restaurant 
to which she guided me, but the door was shut and a 
notice up ‘‘ Closed for. the dinner-hour.’’ . Were we in 
Caledonia or Hibernia? But that lost journey was not 
after all in vain—the sight of a garage opposite brought 
fresh hope to two tired travellers. Certainly we could 
hire a car, said the proprietor as he called a driver. 
The driver was not so sure, *‘ Should we no’ ask the polis’ 
furrst ?’’ These scruples were quickly’ overcome, all 
was well and our friends received us with Hielan’ 
hospitality. 

So was completed a journey of 660 miles. Once off 
the main-line adherence to time-table was not too strict 
and trains naturally were not many, but everybody was 
helpful and cheerful, eager to answer the most stupid 
passenger’s questions. What mattered it, then, if the 
information given, sometimes spontaneously, was not 
invariably accurate ? Greased line, a small Green- 
Highlander and a 9-Ib. salmon ended off a pleasant night 
and day. 

* * * 

When one sees a cadaver lying on the post-mortem 
slab—gaunt, thin, uncovered—one is apt to reflect on 
Compared 
with a deceased mouse or bird, their natural colours still 
splendid in the quiet dignity of death, there is something 
uncanny in the ashy pallor of man, So also in life we 
are at a disadvantage when undraped and in our birthday 
suits ; all of us reduced to a least common denominator. 
Even a pair of bathing drawers or a bath robe makes a 
difference, and a man can look the world in the face as an 
athlete or a philosopher. He is childish indeed who talks 
of the tyranny of clothes. Let him look at himself in 
his mirror and observe the scraggy legs and pendant 
abdomen of middle age, the comical baldness of head 
and the less required hirsuties of other parts, and ask 
himself if he is the god-like fellow his patients think he is. 
Does he imagine he would get that consultant’s fee if 
trousers, waistcoat and jacket did not cover his nudity ? 
Does he reflect what a sorry picture he would be with 
nothing but his binaural stethoscope dangling from his 
neck in sartorial impudence ? Even a utility suit, how- 
a sadly we deplore the absent turn-up, is better than 
that. 


* * * 


I had paid a visit to the blacksmith’s wife and stepped 
into the forge to have a word about her with maister. 
He had just lifted a white-hot shoe out of the fire and 
was hammering it on the anvil-as though his life depended 
on it... Sparks and chunks of glowing metal flew in all 
directions, many alighting on my coat. I can take a 
hint as well as most, and, feeling de trop and a little 
hurt, backed out of the door and into my car. Apolo- 
getic and sweating, the smith came running after me. 
** Zorry, doctor,” he said, ‘1 zeed you come een but I 
couddn stop. You got to strike while the iron’s ’ot.” 
Of course you have. When confronted with the literal 
interpretation of a proverb one ought to recognise it. 
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q . Letters to the Editor 


THE TUBERCULOSIS SCHEME 


Sir,—Memo 266/T of the Ministry of Health tells us 
that the primary object of the special measures of 
assistance it offers is ‘‘ to secure diagnosis and treatment 
at the earliest possible stage.’’ But the beds just aren’t 
there (look at the waiting-list in your Parliamentary 
ager — week) and what, I a eth a aoe “a 
a patient of ‘“‘ encouraging ’’ and “‘ persuading ”’ 
“undergo treatment as soon as the disease has been 
ascertained ”’ if there is no sanatorium bed for him to 

0 to. 

: The urgent need then is for strict and intelligent 

economy in the use of the sanatqyium beds at our dis 1, 

and for this purpose I suggest the following group of 

eases as they present themselves at the dispensary : 

Group 1: Definite cases of early TB which may probably 
do well under favourable home conditions. (Domi- 
ciliary-treatment.) 

Group 2: Suspicious cases which need careful observation 
to establish a definite diagnosis. 

Group 3: Established cases which require institutional 
treatment. ; 


(1) The lack of sanatorium beds may turn out to be an 
actual advantage for benign cases which may eventually 
recover under uate rest and conservative treatment 
at home, without the hazards of collapse therapy. 

(2) Definite diagnosis is essential for the proper opera- 
tion ‘of the new scheme. TB or not TB, that is the 
question. Valuable sanatorium beds are occupied by 
observation cases which turn out to be non-TB. Could 
not beds be allotted in local or regional general 





hospitals for these important and clinically interesting 
cases, to be dealt with by the hospital staff. 
tion with the tuberculosis officer. 

(3) The remaining cases which for one reason or 
another require institutional treatment (sanatorium or 
special hospital) can be subdivided into : . 


Subgroup A.: Priority cases of early localised pulmonary 


in consulta- 


TB which would benefit most from sanatorium treatment, 
with or without collapse therapy. Included are all those 
whose chance of cure would be spoiled by delay. 

Subgroup B: Slowly progressive (and not too far advanced) 
cases which would benefit from sanatorium plus collapse 
jo eg but not take any great harm from a little 
delay. 

Subgroup C: Advanced and chronic cases unlikely to 
benefit- from sanatorium treatment but needing sympto- 
matic treatment and proper nursing. Cases which 
have to be isolated for the protection of their relatives, 
especially children. These should never occupy sana- 
torium beds; what they need is hospital accommoda- 
tion of a simpler kind. 


Some classification of this kind is essential if the 
generous scheme of mass radiogtaphy and payment of 
allowances is not to become discredited in public opinion. 


Doncaster. E. G. W. HoFrstTazEpDrT. 


TRAINED NUTRITIONISTS 


_ Str,—Professor Mottram says (Lancet, April 10) the 
British Dietetic Association has so far ‘‘ done nothing 
to standardise requirements’ for training of hospital 
dietitians. Whereas, since its foundation in 1936, one 
of its main objectives has been to standardise the various 
training courses, and to band together such trained 
women in order to secure recognition of its members 
as suitable for both hospital posts and for nutrition work 
in other spheres. All training centres are visited 
periodically by a subcommittee whose recommendations 
for raising the standard have already been acted upon by 
some of the colleges and hospital departments. To some 
extent this advisory work was interrupted by the war 
when several of the centres were closed down for a time. 

From the beginning the association has demanded 
qualifications from its members which definitely embody 
more than ‘‘ domestic science plus ‘ doing time’ in a 
hospital diet kitchen.” In the past no doubt students 
with a Bsc degree were able to qualify by taking six 
months training in a hospital dietetic department, but 


7 


now all students must take a diploma in dietetics with 
a course lasting from 1 to 1} years. The preliminary 
training may vary from a Bsc degree including physio- 
logy and chemistry, to a full nursing training or a 
domestic science diploma of high standard. but it 
must be followed by six months in a hospital dietetic 
department amplified by work in the outpatient clinics 
and sometimes by research in nutritional problems and 
social welfare. 

Further development of the training to meet present 
day requirements is under consideration, and the Associa- 
tion would welcome the coéperation of all concerned. 
The training provided in the initial stages for a new 
profession was bound to be experimental. 


British Dietetic Association, EtspetH M. AVERILL, 
Pool-in-W harfedale, Chairman. 


EVALUATION OF GASTROSCOPY 

Str,—There will be no ‘disagreement with Air-Com- 
modore Conybeare’s observation (May 29) that the 
findings of the amateur gastroscopist are apt to be mis- 
leading. But. his contention that it takes a real expert 
to judge when a gastroscopic examination is required 
must be c —— Schindler’ gives indications 
under twelve headings for gastroscopy. Most gastro- 
scopists in this country, having had less experience 
than Schindler, would not agree to all these indications 
for routine work. The following, however, may be 
accepted as absolute indications for gastroscopy :— 


1. Cases of chronic dyspepsia in which the diagnosis is 
doubtful after gastro-duodenal X ray. 
2. Gastric ulcer. 3. Hematemesis. 


There are also numerous relative indications. 

A sound clinician, who may or may not be an expert 
gastroscopist, can make up his mind whether the symp- 
toms are dyspeptic, whether there are systemic or extra- 
gastroduodenal causes for the dyspepsia or hemat- 
emesis ; and subject to certain contra-indications can 
then advise gastroscopy with the prospect of obtaining 
thereby useful information. It should be no more 
difficult to select cases for gastroscopy than for radiology. 
He will note that gastroscopy does not supplant a sound 
clinical estimation of the patient, or the use of radiology ; 
in fact gastroscopy makes for more careful clinical obser- 
vation and better radiology than might otherwise obtain. 

Dr. Conybeare holds that gastroscopy can only be 
done on inpatients; but I have gastroscoped large 
numbers of civilian and Service cases as outpatients, 
and have confirmed the truth of Schindler’s remark that 
‘‘if the patient comes without attendants, he may go 
home alone provided the trip is not too difficult.” 

Gastro-enterology already owes a big debt to gastro- 
scopy, if only for the enthusiasm and interest it has 
excited in the study of dyspeptics who previously were, 
perhaps, not receiving the attention they deserved. 
Whether this enthusiasm is found in the young or the old 
does not matter much, so long as it is there. 


Ipswich. RONALD JONES. 


TUBAL INSUFFLATION AFTER GONORRHEA 


Smr,—After the successful treatment of gonorrhoea 
with sulphonamides it is important to be sure that the 
woman is not left with closed fallopian tubes. Admini- 
stration of these drugs in adequate doses will not always 
otal an inflammatory reaction which occludes the 

umen and so causes sterility. The risk is, of course, 
greater if dosage is insufficient. 

Of 10 women on whom I have performed tubal insuffla- 
tion within 3-6 months of apparent cure of gonorrhoea, 
6 had blocked tubes. Among these 6 there were 2 with 
a history of abortion, and the tubes remained blocked ; 
but in the other 4 they became patent again after two or 
three insufflations. The following are examples : 


Case 1.—A woman of 29 contracted gonorrhea and was 
treated with sulphapyridine, gr. 5, daily for four days, and 
3. g. daily for a further three days. After a week cervical 
and vaginal discharge became negative for gonococci. She 
was kept under observation for a further two months, and 
then married ; three months later she complained that she 
was not yet pregnant. Her husband showed normal spermato- 





1. Schindler, R. Gastroscopy, Chicago, 1937. 
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genesis. As there was no sign of inflammation I did a tubal 
insufflation and found both tubes blocked. A fortnight later 
I did a second insufflaton, during which the pressure rose 
to 200 mm. Hg and then abruptly dropped to 110 mm. 
Two hours afterwards the patient complained of shoulder 
pain, and three weeks later she became pregnant. 

CasE 2.—A woman of 26 was treated with sulphathiazole, 
and smears taken during the next two months were free from 
gonococci. After another three months—having convinced 
myself by clinical examination, by provocative treatment, 
and by the sedimentation-rate, that there was no inflammation 
present—I insufflated the tubes, keeping the pressure below 
180 mm.‘Hg: A fortnight later I repeated the insufflation, 
allowing the pressure to rise to 200 mm. Hg; three weeks 
after this, at a third insufflation, the pressure fell from 180 to 
110 mm. Hg and shoulder pain followed, which showed that 
the tubes had become patent. 

No conclusions can be drawn from these few cases, but 
the results seem to justify further investigation on the 
same lines. It seems to me that no woman with gonor- 
rhea should be pronounced cured until the tubes have 
been examined ; and if they; are closed, I suggest that 
tubal insufflation should be undertaken within 3-6 
months of the apparent cure, provided that (i) the 
sedimentation-rate is normal; (ii) the cervical and 


..¥aginal secretions have been free from gonococci for at 
, Jeast three months; (iii) there are no detectable signs of 


inflammation of the tubes; and (iv) no focal or general 
reaction follows provocative treatment. 

The pressure should not be allowed to rise higher than 
170 mm. Hg during the first insufflation. If there is no 
local reaction the second insufflation should be performed 
a fortnight later, when the pressure may be allowed to 
rise to 200 mm. Hg. 


Wimpole Street, W.1. E. SCHLEYER. 


FLUORINE IN DRINKING WATER 

Sir,—Spira and Grimbleby have lately suggested that 
fluorine can easily be removed from drinking-water by 
boiling it for 5 minutes (J. Hyg., Camb. 1948, 43, 141). 
It would be misleading to assume that this is true for all 
waters. It is in fact extremely difficult to remove 
fluorine from some samples of water, as many attempts 
to do so in the United States have shown. We found 
that the fluorine content in parts per million of tap water 
from Maldon, Essex, was as follows: as drawn from the 
tap, 4-5; boiled in glass for 5 minutes, 4:5; left over 
calcium carbonate for a day, 3-5; left over ‘ Doucil’ 
water-softener for a day, 4-0. The fluorine content of a 
hard water from Luxborough, Somerset, was 0:95 p.p.m. 
before boiling and 0-85 after boiling for 5 minutes. A 
soft water from Meldon Quarries, near aca 
Devon, contained 0-45 p.p.m. before boiling and the 
same after boiling for 5 minutes. The determinations 
were made by the zirconium-alizarine colorimetric 
method, after the precipitation of interfering salts by 
barium chloride. M. M. Murray, 


Oxford. D. CC. WILSON. 


DOCTORS AND THE FUTURE 


Sir,—-My friend Dr. Raymond Greene takes you to 
task, rightly I think, for sitting on the fence in your 
leader of June 5. He is right also in saying that we must 
run our own show.. Nobody, so far as 1 know, has 
suggested that lawyers, for example, should be controlled 
by persons outside their profession. 
however, that our show comprises not only doctors 
but also patients, actual or potential; for that reason 
our controlling body, corporation or council—call it what 
you will—must represent laymen as well as doctors, 
and the best type of lay representative would clearly 
be of the stuff of which hospital chairmen are made— 
i.e., persons of good repute, of high administrative 
ability, with a genuine interest in medical service and 
with-no conceivable axes to grind. I agree with Dr. 
Greene that we are unlikely to be able to work happily 
under either the Min’-.ry of Health or local authorities, 
but I cannot agree that dictatorships conduce either to 
administrative ‘efficiency or to the happiness of the 
masses. Dictatorship has a way of going to the head 
of the dictator. ‘ain 

far as general pyactice is concerned, 20 years’ 
experience has convinced me that what really matters 


We must remember, - 


is a proper understanding between patient and doctor, 
The doctor, however tired, must at all times be prepared 
to do his best for all patients, however trying. He must 
laboriously gain their confidence and teach them neither 
to be absurdly apprehensive about trivial symptoms 
nor to make frivolous or vexatious demands upon his 
time or energy. Once such an understanding is estab. 
lished the doctor can snap his fingers at the forces of 
bureaucracy and his patients will back him up. I cap 
imagine nothing more satisfactory than to be in a position 
to say to a pettifo g inspector, “‘ so you don’t think] 
look after my patients properly, don’t you? Well, go 
round and tell them so and see what happens to you.’ 


Crediton, Devon. L. N. JAcKson. 


REHABILITATION OF THE TUBERCULOUS 


Sin,—It was with Keen pleasure that I read D, 
Wollaston’s note in your issue of June 12, more pap 
ticularly since it emanated from Papworth. The 
policies of Papworth and Preston Hall are (as Dr. H. A, 

attison says in his recently published Rehabilitation of 
the Tuberculous) alike except in one very important 
respect. The late Sir Pendrill Varrier-Jones believed 
that the tuberculous should be cared for permanent 
in village settlements ; I have taken the view that in the 
majority of cases of pulmonary tuberculosis who haye 
enjoyed three to five years’ freedom from signs or 
symptoms of active disease under village settlement 
conditions, the liability of relapse is very slight.” Ow 
policy at Preston Hall has been to encourage suth 


patients to leave the settlement houses in order to make % 


openings for new applicants. 

In this view I have the support of the majority of my 
colleagues, including Dr. Pattison, whose experience in 
the United States has been practical and extensive, 
Radiological shadows ought never to be taken, by them 
selves, as a guide to treatment ; but radiological shadows 


. considered in relation to the tolerance of a patient over 


a number of years to graduated exercise under medical 
mm ania constitute a guide which is of the greatest 
value to those of us engaged in village settlement work 
and one which is denied to many of our colleagues with- 
out similar facilities for assessing ‘‘ the patient ’’ as 
distinct from ‘the disease.”’ The policy of keeping 
arrested lesions in a state of permanent arrest by per 
petual residence in a village settlement is likely to lead 
to stagnation in the village settlement by limiting the 
admission of further patients who are in fact suffering 
from disease which requires prolonged treatment and the 
complete rehabilitation devices which the settlement 
provides. 

Except by the expensive process of building more and 
more houses, no new cases can be taken into the village 
settlement so long as places are being occupied by groups 
of men for whom there are no longer any solid medical 
grounds for continued residence in the settlement. 


Preston Hall, Kent. JoHN B. McDOoOUGALL. 


PROMIN AND PROMANIDE 


Srmr,—Since the publication of the article entitled 
Tuberculosis treated with Promin in your issue of 
June 5, I have been informed by Dr. Stanley White 
that ‘ Promin’ (PDCo) will be designated as ‘ Pro- 
manide’ in this country. He also tells me that the 
strength of the glycerin paint prepared for me by bis 
firm was 20% promanide in 50% glycerin. May I add 
that this paint was applied for me by Dr. J. Vahrman 
once or twice daily directly to the affected part of the 
larynx viewed through a laryngeal mirror. No anzs- 
thetic was needed as the patients soon tolerated the 
treatment. I should have written viscous rather than 
oily vehicle as promanide is insoluble in oil, but soluble 
in glycerin. 

County Hall, S.E.1. FREDERICK HEAF. 


oninnemens a seontincny mind So 





The Anglo-Soviet Medical Council have a few spare copies 
of the Medical Chronicle published by the medical section of 
VOKS (the USSR society for cultural relations with other 
countries). The issue available is no. 4, December, 1942, 
the latest issue so far received. Copies (6d. post free) may be 
had from the Secretary of the A-SMC, at the Royal Society 
of Medicine, 1, Wimpole Street, London, W1. 
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Public Health 


VITAMIN C IN SCHOOL-CHILDREN 


W. W..PAYNE, MBLonD, MRCP 
BIOCHEMIST TO THE HOSPITAL FOR SICK CHILDREN, GREAT ORMOND 
STREET, AND TO THE EMERGENCY MEDICAL SERVICE 

AFTER the study of vitamin-O saturation in a group 
of hospital children in the winter of 1940-41 (Payne and 
Topley ‘) it was decided tb make a further study in 
normal school-children. 

Two methods of investigation were used. The first 
was to make saturation tests on a series of school- 
children. The technique adopted was to take 10 boys 
between 10 and 13 years and starting on a Monday, 
give a dose of 50 mg. of ascorbic acid per stone of body- 
weight daily, until satisfactory saturation had been 
demonstrated by the presence of at least 7 mg. of ascorbic 
acid oo it? c.cm. of urine passed in the period between 
$3 and 5 hours after the dose. A fresh group of boys was 
taken each week starting in December and the investiga- 
tion was continued until the end of the spring term. 

In the second method two school forms were chosen-— 





A-standard children were the best in 
intelligence and behaviour; B-standard children were 
thought to be capable of attaining A standard but 
were falling short of it for some reason; those of C 
standard were ordinary average children, and those of 
D standard were dunces. B-standard’* forms were 
chosen as being the most likely to show improved per- 
formance or behaviour. To half the children of each 
form 50 mg. of ascorbic acid was given daily ; to the other 
half dummy tablets were given. Which half was having 
the active tablets was known only to the headmaster 
and h istress. 

At the beginning and at the end all the children were 
given a thorough examination by Dr. C. E. Field and 
Dr. A. W. Franklin. The progress of the groups was 
compared by the respective headmaster and headmistress 
at the end of the spring term with regard to alteration 
in behaviour, alteration in position in class and number of 
days absent through illness.. It was unfortunately not 


possible to apply the saturation test to these groups of ° 


children. 
RESULTS 


ing Harris’s criterion of saturation? 
within 3 days as being satisfactory, it will be seen that, 
taking the whole period, 86% of the boys were having 
enough ascorbic acid. 


TABLE I—NORMAL SCHOOL-CHILDREN 


Cases qetnested | Not saturated | Pe 
‘° 
Breede + wd Games of | saturated 


1941-42 Cases + a eee tes 
4 “| parentheses) | in 3 days 


| 


eee | a es! neil 
} 


| 0 
{163 


17 | 
40 | | 0 
} 
} 


27 78 
92 
75 
86°5 


28 | 7| 3 (4 days) 
Dec.—March | 112 | 


| 
| 
| 


| | 
45 | 19 | 





A control group of children in hospital was tested, to 
compare with the results of the previous year’s test. 
It will be seen that the results are much worse than in 
the healthy groups and slightly worse in 1941-42 than in 
1940-41 (table m1); the same sort of thing has been found 

core of children in different parts of the 
(1942). The tests were made at the 
same time of the year in all cases. 

Feeding tests.—The reports of both headmaster and 


headmistress agreed ; no difference in behaviour could 
be detected by the form teachers. 
Place in class— 
Girls—no change. 
Boys—average position ae group + : 
Absence through illness— 
in both boys and girls the percentage was identical in each 
group, 
Parents’ comments— 
Vitamin-fed group, 2 reported improvement ; no adverse 
e effects reported, — 
Control group, no improvement reported but 2 reported 
vomiting and attributed it to the tablets, 
Medical examination— 

Dr. Franklin reported that he found no difference between 
the two groups of boys at either the beginning or at the 
end of the test. 

Dr. Field reported no difference in the two groups of 
girls at the beginning. At the end of the test the only 
difference observed was a slight injection of the mucous 
membrane of the anterior aspect of the lower tooth 
sockets in some cases in the control group. She was 
rather doubtful of its significance, 

Urines examined before and after showed no alteration in 
the minor abnormalities found (albumin or sugar) and no red 
cells were present at any time. 


TABLE II-—CHILDREN FROM THE WARDS OF A CHILDREN’S 
HOSPITAL 


ry a . i 
Saturated | Saturated| Not | ....% 
in 3 days | in 6 days saturated | ota. 


| Cases 





1940-41 18 7 4 7 39 
1941-42 30 . 7 12 11 23 


DISCUSSION 

These results may on the whole be regarded with 
satisfaction as indicating a reasonably good standard of 
vitamin-C nutrition considering the difficulties of war- 
time. The-school was situated in the outskirts of a 
semi-industrial town and served ‘a Lo mae Sa 
housing estate. The usual school meal was supplied 
(it was one of the schools mentioned by Booth and his 
colleagues *); the school had no garden. 

Supplementary feeding with ascorbic acid produced no 
detectable improvement in the children. This may be 
taken as supporting evidence that the Harris saturation- 
technique gives results in conformity with nutritional 
needs 


, SUMMARY 

Saturation tests have been performed on _ school- 
children during the winter months and showed a fair 
degree of saturation. A group of children was fed 
50 mg. ascorbic acid daily and their behaviour and 
physical health were compared with those of a control 

up. No material difference in these respects could be 
etected at the end of four months. 

I wish to thank Mr. Tovey, the headmaster, and Miss 
Clifford, the headmistress, for their help ; the Hertfordshire 
county council education committee for permission to do 
the work; and Dr. Field and Dr. Franklin who so kindly 
examined the children. Miss B. Kettle was responsible for 
most of the urinary ascorbic acid estimations. The ascorbic 
acid was supplied by Roche Products Ltd. 


From the School Reports 
SCABIES 

Dr. Meredith Davies of Devon calls attention in his 
school report for 1941 to overcrowding in schools in 
receptionareas. In Devon, the native children numbered 
38,000 and official evacuees 26,000. This overloading 
may have something to do with the increase in skin 
diseases—compared with 1940, scabies increased 2} times 
and. impetigo and other skin conditions doubled, while 
the difference in incidence between native and evacuated 
children, so well-marked at first, was reduced. The 
increase of scabies in school-child » in 1941 was serious 





1, Payne, W. W. and Topley, E. Lancet, 1941, ii, 596. 
2. Harris, L. J. Ibid, 1940, ii, 259. 


3. Booth, R. G., James, G. V., Marrack, J. R., Payne, W. W. and 
Wokes, F. Ibid, 1942, ii, 569. 
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and wid - In Colchester, the numbers in the three 
years 1 1 were 17, 27, 131. In S » there 
were 153 cases in 1940 and 346 in 1941. Leicester 
the numbers recorded annually since 1934 were 54, 
67, 148, 215, 371, 445, 738, 2637. Dr. E. K. Macdonald 
calls attention to the fact that in Leicester, as in 
all other of the country, the rise in scabies 
started in 1936; so the pandemic cannot be accounted 
to anything connec with the war, though war-time 
conditions undoubtedly favour its spread. In Northamp- 
ton, where there were about 10,000 children on the 
registers, of whom about 4000 were evacuees, 752 cases 
of scabies, 310 in the evacuees, were treated at the 
clinics against 192 in 1940. In Kettering among about 
42,000 school-children there were 481 cases of scabies. 
As elsewhere, the incidence was higher among evacuees 
than among native children, but the difference is rapidly 
diminishing. In Ezeter, the known incidence of scabies, 
which in 1940 was 288 cases in 167 families, increased to 
950 cases in 468 families in 1941. Generally in our 
school-children there was an increase in impetigo and a 
lowering of the standard of freedom from head lice in 
1941, but nothing to be compared with the increase of 
scabies. The rise in scabies is not limited to the recep- 
tion areas, nor is it greater in them than in evacuation 
areas, and, thouglr reliable figures for other sections of 
the population are not available, it appears to be no 
greater in school-children than in other people: 
TUBERCLE 

There will be special interest in the returns of tuber- 
culosis in school-children in the next few years, especially 
of earl ulmonary tuberculosis, for with improved 
X-ray facilities detection of the disease before the onset 
of definite symptoms should be possible and three 
important ints at present doubtful can be findlly 
cleared. The first is whether adolescent phthisis starts 
before puberty ; the second, whether the condition of 
chronic indifferent ill health, formerly called pre 
tuberculosis, has anything to do with tuberculosis ; 
the third, whether hilum tuberculosis—direct extension 
of lesion from the bronchial glands to the lungs—is a 
reality. Dr. Ash of Derbyshire gives a table of cases 
of non-pulmonary tuberculosis in persons under 25 years 
of age since 1937 arranged in the six age-groups. In the 
two age-groups below 5, the incidence shows no trend 
in either, direction, but in the other four groups the 
incidence, after dropping to a tow level in 1940, rose 
sharply in 1941. In 1940, 81 cases of non-pulmonary 
tuberculosis were detected in children aged 5-25; in 
1941, the number was 139. In Carlisle, 70 children of 
school age were referred to the tuberculosis officer— 
11 notified cases, 30 suspects and 29 contacts. Three 
were found to have pulmonary tuberculosis, 12 other 
forms and 55 showed no evidence of tuberculosis. In 
addition, 5 evacuees were notified, 2 pulmo and 
3 other. -In Southampton 6 cases of pulmonary and 11 of 
other tuberculosis in school-children were notified. In 
Croydon among school-chiidren the pulmonary tuber- 
culosis mortality was 6-5 and the incidence 19-5 per 
100,000. The ngn-pulmo rates were 51-9 mortality 
and 136-4 incidence. Dr. Holden says that the non- 
pulmonary rates show a considerable increase “ but this 
may be more artificial than real owing to the fluctuation 
in numbers due to evacuation.” In Leicester 2 definite 
and 51 suspected cases of pulmonary tuberculosis were 
found in school-children in 1941. ‘ 


From the Annual Reports 

Preliminary reports show 1942 to have been a very 
healthy year, nearly equal to 1938 and’ with none of the 
fears of prolonged war so far realised. The birth-rate 
was the highest since 1933, but was still less than three- 
quarters of that required to keep the population at the 
present level. The death-rate was the lowest but one 
so far recorded ; presumably this does not take into 
account members of the Services who died abroad. The 
heavy death-roll of old Erie from the severe winter of 
1940 would automatically lower the death-rate for two 
or three years by eliminating those most ready to die, if 
circumstances remained the same ; but the low mortality 
from infectious diseases which hel to keep down the 

meral death-rate of 1942 is altogether favourable. 

e i was extraordinarily free from epidemics. The 
trend of tuberculosis was downwards, but this does not 


remove our ee | though it somewhat allays it, 
Syphilis is the blackest » but syphilis is a curable 
disease and bs we = — fac : jes for reece 
the people respond to present appeals the rapi 

increase in primary infections should not lead to future 
grave syphilitic manifestations. Some of the favourable 
mortality statistics of 1942 can be accounted to improve- 
ment in therapeutics, chiefly to the sulphonamides. The 
a of severe ait-raids removed the danger of 
typhoid. Even after the severe bombing of. 1940-41, 
= ym ae “A much anas paws Meg the ree 
supply an e€ sewerage system, there was very li 
rnc AH, This rather suggests that carriers of typhoid 
are not numerous; but oe of water-borne 
7 is that extensive ution is less dangerous 

slight fouling which does not interfere with pota- 
bility and can be discovered only by analysis. However, 
the absence of typhoid outbreaks in towns after severe 
bombing tells us that even the most desperate dangers 
— be frustrated if we are ready to deal with them 
at once. 

So far, the severest disease of the war period has 
been whooping-cough. This may be only because the 
disease has been made notifiable and attention has 
been drawn to it. A case has been made out for 
preventive inoculation, the validity of which now seems 
to be established. Since inch tgp DOE, 2 is worst in 
the first years of life, prevention must practised in 
early infancy. The results to be expected are not 
comparable with those from diphtheria immunisation, 
but roughly it will reduce the attack-rate to about a 
third and fatality to about a quarter. There was a well- 
marked increase in recognised infective hepatitis, or 
catarrhal jaurflice. This disease has always been more 
common than records show, for until recently the health 
departments took no interest in it, though the school 
medical service often came across local outbreaks. Out- 
breaks of infective hepatitis have been somewhat 
frequent in the Services. The fall in epidemic prevalence 
of cerebrospinal fever was.slower and less steep than 
many of us hoped, but the epidemic in the last war 
was also very tardy in collapsing and the disease never 
returned to the Jow prevalence rulirig- before 1913. 
During the present year the incidence has been declining 
more rapidly, whereas in 1942 it increased in the late 
winter. - The results of treatment remain constant with 
a fatality of 20% of notifications. We should not rest 
contented with this. Some physicians still withhold 
sulphonamide treatment from cases which are apparently 
moribund when first seen, but there are many. recorded 
instances of dramatic recovery in persons not expected 
to live more than an hour or so. Perhaps the most 
remarkable health phenomenon of 1942 was the rarity 
of food-poisoning and diseases spread by food. , Ther 
was no malnutrition of clinical significance attributable 
to shertage of food elements. 


Infectious Disease in England and Wales 
WEEK ENDED JUNE 12 © 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1966 ; whooping-cough, 2063; diphtheria, 607; 
paratyphoid, 6; typhoid, 5; measles (excluding 
rubella), 6724; pneumonia (primary or influenzal), 
637 ; puerperal pyrexia, 143; cerebrospinal fever, 50; 
poliomyelitis, 5; polio-encephalitis, 2;. encephalitis 
lethargica, 3 ; dysentery, 127 ; ophthalmia neonatorum, 


-97. No case of cholera, plague or typhus fever wa 


notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on June 9 was 1828. During the 
previous week the follow cases were admitted: scarlet fever, 
187; diphtheria, 46; measles, 76; whooping-cough, 40. 

Deaths.—In 126 great towns there were no deaths § 
from enteric fever, 1 (1) from scarlet fever 3 (1) from 
measles, 14 (1) from whooping-cough, 7 (3) from diph- 
theria, 51 (9) from diarrhoea and enteritis under two 
years, and 16 (0) from influenza. The figures in paren 
theses are those for London itself. 

Manchester and_ Bi ham. each reported 5 deaths from: 
whooping-cough. Liverpool and Manchester both had 5 fatal cases 
of diarrheea. 

The number of stillbirths notified during the week was 
219 (corresponding to a rate of 31 per thousand total 
births), including 21 in London. 
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TRADE NAMES OF SULPHONAMIDES AND SULPHONES 


ee Wy > oy Maprre nag maad w gumaceor ear eg v 
(1941, ii, ) D. G. Ardley brought some order to 
chaos of chemotherapeutic nomenclature, but since then 
new compounds have continued to spring up, and worse 
Oi pee Deen aims Eek beige Antioy's @ to 
com 6 o) iey’s up to 
date. honamides out a trade name—e.g., 
sulp e—do not appear. 


Trade Name Other Name 




















soluble» 





Ambesid ke 
Ambesid soluble 





Bactesid 
sayer 102 


Cepticide 

Ciba 3714 
Cibazol .. 
Coecoclase 
Co lomide 


Colsulanyde 


Pogeees ai ie 
nan sodium 
Dib. 33 7: 


D.B, 87 


D.B. 90 
D.B. 378 
Dermoseptasine 


| Prontosil ad 
|- Prontosil album 

Prontosil flavum 

rubrum 

soluble 

Deseptyl iz 
Diseptal A 
Diseptal B 
Cc 


R.P, 40 


~1 
R.P. 46 
R.P, 2090 


Globueid Rubiazol 


Gombardol 
Guamide 
Irgamid 


R 
Latasol Babiesol A 


ubiazol 
Injectable 
Salazopyrin 


. Azosulphamide 
« pay ab mene 
(p-benzene-sulphony!l- 


amin 
azosalic 


It will be seen that the 42 names for sulphanilamide 
that Ardley collected—‘‘among which collectors may 
find choice and rare specimens *’-have now grown to 
54, and the end is not yet in sight. Has not the time 
come for manufacturers to sacrifice their trade names 
for this compound (and perhaps for some others) and 
content themselves with the label ‘‘ Sulphanilamide 
Robinson,”’ or “‘ Sulphanilamide Jones ”’ ? 


Other Name Trad: Name 
ethyl | én 
| album 


Other Name 


soluble | 
Septipulmon 
Septoplix 
Se e 
Soluseptazine f 
Soluseptazin 
Soluseptazine | 

album 


: soluble 


) 


\ 


sodium 
sulphonate 


salicylate 
soluble 


t Sulphonamido-chrysoidin 


Sulphacid -ureido- 


sulphone 


) .. Sodium sulphathiazole 
| M .. Sulphamethylthiazole 
Uliron, Sulphanilyl-dimethy] 
.. sulphanilamide 
Ultraseptyl 
V.K. 57.. 


dine 


dium 
Sepoeapethrhionele 
.. Sulphanilamide 


Singtel” | 


ic acid isopropy]-thiodiazole 








Mepicat _Honours.—In addition to those named in our 


issue of June 12 (p. 750) the following officers of the medical 
ag of the RAF were included in the Birthday Honours 
ist ; 


MBE.—Flight-Lieutenants G. D. Graliam and N. Livingstone. 


6 eontienes * denpetchce — Ate Vice- 


Co: 
5‘ aa ers Leonard 


BAD following awards have been made to officers of the 


DSO.—Ca; J. W. Logan, MB GLAse xR 
UC-—Gaptatn 3 D. Dow, MBGLASG., Captain E. J. Kerr, mp 
BIRM., and Lieutenant R. G. Boyd, tas BRIE, 


tained representatives of the medical services of the 
Unitéd Nations at dinner on June 12. The following 
were the guests: Major-General Sir Henry Tidy (president 
of the Association of British Physicians), Dr. Gordon 
Holmes, Lieut.-Colenel Colin Ross (Australia), Colonel 
L. C. Montgomery (Canada), Major H. D. Robertson 
(New Zealand), General P. R. Hawley and Colonel W. 8. 
Middleton (USA), Prof. 8. -A. Sarkisov (USSR), Major 
Gallemaerts (Belgium), Dr. P. W. Lamb (China), Colonel 
Franlisek Langer (Czecho-Slovakia), Médecin-Commandant 
Ségal (France), Dr. A. P. Cawadias (Greece), Lieut.-Colonel 
C. P. Koch (Holland), Prof. Kojen (Yugo-Slavia), Prof. 
Johan Holst (Norway) and Colonel H. Szezodrowski (Poland). 


Untverstry or SHEFFIELD.—Mr. W. J. Lytle has been 
appointed lecturer in surgery in the university. 








/ 


822 THE LANCET] 


NOTES AND NEWS 





[JUNE 26, 1943 





Notes and News - 


A SCHEME FOR CHILD HEALTH 

Now, when the national re-planning of social services is 
receiving serious consideration, a body of people specially 
interested in the health and wel nee the child and 
adolescent have bound themselves toge’ under the name 
of the Child Health Planning Group. The group is a volun- 
tary organisation, comprising men and women of all t; 
of occupation and profession and free from any specific 
political or other associations. They believe that three 
interdependent sets of factors are essential for the physical 
and mental well-being of the child, these being briefly included 
under home environment, school and working environment, 
and the provision of health services. 

Home environment is taken to cover such wide aspects 
as town and country ‘planning, housing, economic security, 
good food, protection and provision for neglected and delin- 
quent children, and opportunity for harmonious family life. 
The educational side includes not only teaching according 
to the child’s capacity and bent, but good physical and 
hygienic surroundings, adjustment of work to the individual’s 
mental and physical well-being, and, facilities for the best 





«use of leisure. The provision of a national medical service | ho 
‘ts understood to comprise continuous surveillance for the 


promotion of health and prevention of disease, with access to 
all modern facilities, preventive and curative. 

Seven regional units have been set up, within which area 
sub-groups will be organised according to hical 
convenience, At the inaugural meeting of the Yorkshire 
group Prof. C. W. Vining described the bringing up of 
children as nearly a 24-hour job, and suggested that one 
serious problem was the parent with retarded intelligence. 
The intention is to arrange in all the groups for periodical 
specialist meetings, open to all members to attend. The 
preliminary document put out by the group is signed by six 
medical men and women, with Dr. J. D. Kershaw of Acerington 
(NW region) as hon. general secretary. 


University of Oxford 

Prof. Arthur Ellis has been elected a member of the General 
Medical Council. 

In a congregation held on June 12 the following degrees 
weére conferred in absentia : ‘ 

BM, BCh—T. P. Mosley. N. B. Myant, A. E. Mourant, R. H. 
Cowdell, and J. N. Macbeth. 
Medical Society of London 

A clinical meeting will be held at St. Mary’s Hospital, 
Paddington, W.2 on Monday, June 28, at 4.30 pm, and a 
discussion will follow at 5.30. 


Paddington Medical Society 
On Tuesday, June 29, at 9 pM, at St. Mary’s Hospital, 
Paddington, W2, Dr. Z. Green will deliver his presidential 
address on some tragedies and comedies in twenty years of 
general practice. 
National Association for the Prevention of Tuberculosis 
The Minister of Health will open a conference on Wednesday, 
July 28, at Tavistock House North, London, W.C.1, when 
the new mass radiology scheme and financial allowance for 
the tuberculous will be discussed. 


Tata Memorial Trust 
The following awards will be made by the trust for research 
in blood diseases, with special reference to leukemia, in October. 
Grants poem cxpenass. De, 4, Kare N York), Dr. 
Pp, A. Gorer (London), Dr. A. H. TP. Robb-S (Oxford), and 
Prof. L. Doljanski 


Part-ti ed areal aoa Grants for asilidnce oni rene 
. a 
expenees.—Dr. Warner Jacobson (Cambridge). 
Westminster Hospital 

At the beginning of the session the inaugural address will 
be delivered by Mr. Ernest Brown, Minister of Health, on 
Monday, Oct. 4, at 3 PM. 4 
Royal College of Physicians of Edinburgh 

On Friday, July 2, at 5 pm, Sir Henry Dale, Prs, will deliver 
a Frederick Price lecture entitled A Prospect in Therapeutics. 
First Aid Film 

On Saturday, July 3, at 3 pm, at the County Hall, Chichester, 
Surgeon -Admiral C, P. G. Wakeley will present a talking 
film illustrating first-aid in the Navy. The meeting will be 
open to doctors and the ARP, Civil Defence and medica! 
ancillary services. 


Pensions 

Sir Walter Womersley, Minister of Pensions, speakin 
Bury, Lancs, on June 20, said that after this war darviecue 
will not be able to commute pension into a lump sum as they 
were entitled to do after the last war. ‘. 


Local Government 

At the Labour Party conference on June 17 the executive's 
proposals on local government, carried by a 3-to-2 majority, 
included the division of the country into regions large enough 
for efficient planning and administration, 


Royal Institute of Public Health and Hygiene 

On Thursday, July 8, at 3 pm, Prof. J. W. Eyre will preside 
over a reception at 28, Portland Place, London, W.1, when 
the Harben medal will be presented to Sir Henry Dale, PRS, 
and the Smith award to Dr. James Fenton. 


Public Health in the USSR 

Sir Henry Tidy, president of the Royal Society of Medicine, 
has sent the following greeting to Prof. George Mityerov, 
the People’s Commissar for Public Health of the USSR: 

On behalf of the 6000. fellows of the Ro: Soci: dicin 
which has concerned itself with the science Ho oulcake af we then 
since the year of its foundation in 1805, and which hag actively 
concerned itself with matters regarding public health, I have the 

mour to congratulate the People’s Commissariat of Public Health 
on the 25th anniversary of its foundation and to wish it all prosperity 
and ever-growing success. May the eat work, which h has 
achieved in raising the standard of public health in Russia during 
the last twenty-five years be amplified and improved at an ever- 
increasing rate both now and in the time that is to come when the 
defeat of the Axis, due to the joint efforts of the Allied Nations 
will set free all our energies for the betterment of the lot of humanity, 





Appointments 





HANAN, G. F., MB EDIN. : examining factory surgeon for Mevagissey, 
Cornwall. 


JONES, V. EMRYS, MB LOND. and LPOOL: medical superintendent 
at Glan Ply Hospital. 

MAXWELL, B. M., MD BELF., DMRE: radiologist to the Norfolk ani 
Norwich Hospital. f 

Naz, L. P., MRcs: resident surgeon at St. Helier County Hospital, 


n. 
TATTERSALL, NORMAN, MD LOND., MB MANC: PMO of the Welsh 
National Memorial Association. 


Births, Marriages and Deaths 


BIRTHS 
East.—On June 14, at Southborough, the wife of Dr. Cecil East— 
& 80 


n. 
FisHER.—On June 14, at Capetown, to Dr. Monica Fisher (née 
Hanford), wife of Dr. Charles Fisher, of Luanshya, N. Rhodesia 


—a son. 
GRANT.—On June 12, the wife of Dr. John Grant, of Orpington, 
Kent—a son. 
LALONDE.—-On June 15, the wife of Dr. T. P. Lalonde, of Romsey, 


Hampshire—a son. 
MAoHRAY.—On June 14, in London, the wife of Dr. Robert Machray 


—a son, 
SmrrH.—On June 12, the wife of Dr. J. A. Smith, of Barnsley Hall, 
Bromsgrove—a@ son. 


_ MARRIAGES 
CURWEN—SCHWARTZ.—On June 10, at Tel-Aviv, Palestine, Sydney 
Curwen, major RaMc, to Ruth Schwartz. 
FICKLING—W ALKER.—On June 17, at Huddersfield, Benjamin 
William Fickling, Frcs, LDs, to Shirley Dona Walker. 
MaRTIN—BaRRY.—On June 17, in London, George James Masson 
Martin, tRcPI, of Ipswich, te Clara Frances ; 
OAKLEY—DUDLEY-BROWN.—On June 19, at Stone, George Erie 
— paymaster lieutenant RNVR, to Margaret Dudley: 
rown, MB. 
SNAPE—BENNETT.—On June 10, at Warrington, Seton Caldwell 
Snape, MRCs, to Doreen Bennett. 
by = aptly June 5, Hendon Rex Thomas to Euphemis 
well, MRCS. 








DEATHS 
BaNnK4RT.—On June 19, at Star Cross, South Devon, Sir Reginald 
; KCVO, MB EDIN., DPH, surgeon rear-admiral (retd,), 


aged 75. e 
jHARP.—In October, 1942, at sea, by enemy action, Neville 
Alexander Dyce Sharp, MRcp, Whiteleaf, Aylesbury. 
IBBERT.—On June 15, at Bovey Tracey, Joseph Coote Hibbert, 
MD LOND., DPH. 
MacGratTH.—On June 6, at Shoreham-by-Sea, Edmund Jobo 
MacGrath, MRos, aged 75, late of Kilbarron, co. Clare, Ireland. 
McLarry.—On June 12, in Edinburgh, Malcolm MeLerty, 


. ae EDIE FROPE. 
ToveY.—On June 11, at Taurunga, New Zealand, Arthur Hamilton 
Tovey, MRCS, . 
HALE.—On June 17, in London, George Harold Lawson Whale; 
MD CAMB., FRCS. 
WHiITE.—On June 15, Harold Edward White, MB LOND., of Burstone 
Manor, Bow, Crediton, Devon, aged 68. F 








The fact that goods made of raw materials in short supply owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily avatlable for export. 
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John Murray, Albemarle-street, Ww. 


Third Edition. Now Published. 7s. 6d. net. 


RINCIPLES OF MEDICAL STATISTICS. 
By; A. BRADFORD: HILL, D.Sc., Ph.D. 
Demy 8vo. 189 + vii pages. 9 Graphs. 22 Tables. 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 


Free to the Medical Profession on request. Cloth bound Ed. 5s. 


RTIFICIAL LIMBS. 
“SOLVITUR AMBULANDO.” 
A Symposium on Prosthetic Achievement. 

B ame 37 Coloured Plates. 
**T congratulate you on this interesti ing, instructive, and 
artistic 5 roduction. I consider it to be a very great addition 

to my library.’’—M.B., Ch.B., F.R.C.S. 


J. E. Manger & Oo. Ltd., 7, Resbomaton House, 
Roehampton, 8.W.1 














SECOND EDITION, 
ROLOGY IN WOMEN. 


A HANDBOOK OF URINARY DISEASES IN THE 
FEMALE SEx, 


By E. CATHERINE LEWIS, een (Lond.), F.R.C.S. (Eng.), 
Surgeon to the yal —— ; Surgeon and Urologist to 
the South London ospital for Women. 

4‘* This beek should certainly make and keep for itself a place 
urological literature.’’—LANCET. 


Pp. vili + 100. With 4 Coloured Plates and 27 other 
Illustrations. Price 7s. 6d.; postage 5d. ; abroad 94d. 
Bailliére, Tindall & Cox, 7&8, Henrietta- street, London, w.c, 2. 


G AUNDER® BOOKS 


tn 





MILITARY SURGICAL AND 
MEDICAL MANUALS 


See Advertising Page 3 


Now published. 12s. Gd. net + 6d. postage. 
ONTROL OF COMMON FEVERS. 


By twenty-one Contributors. Arranged by 
Dr. ROBERT CRUICKSHANK and EpIToR OF THE LANCET. 
Demy 8vo. 361 + vi pages. 33 Graphs. 38 Tables. 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 


ISEASES OF THE THYROID GLAND. 
Voor prnciag, REFERENCE TO reo (a 
By CECIL A. JOLL, M.S., .C.8. (Eng.). 
Saowe 4to. Fuily illustrated.’ £2 3s. net, 
‘No praise is too high for the author of this great book. 
It must eonsidered as the standard work on thyroid disease. 
Its es summarise all that is known of this most interesting 
subject at the present day.””—-WEsT LONDON MEDICAL/J OURNAL. 
William Heinemann (Medical Books) Ltd., 99, Great Russell- 
street, London, W.C.1. 














H. K. LEWIS & Co. 


Ltd., 


MEDICAL PUBLISHERS 
AND BOOKSELLERS 





Textbooks and Works in Medical, Surgical and General Science of all Publishers 


Orders by Post or Telephone promptly qttended to 


Lists post free on Application 


LEWIS’S POSTAL SERVICE is available for the supply of all books, NEW or SECOND-HAND 
Foreign Books not in stock obtained under Licence 
Medical Stationery, Loose-Leaf Case Books, Card Index Systems, Filing Cabinets, Name Plates, etc. 
Department for SECOND-HAND BOOKS, 140 Gower Street 


MEDICAL 
Annual Town or 
LIBRARY ING 


AND SCIENTIFIC LENDING LIBRARY 
from One Guinea 
(first floor) OPEN DAILY TO SUBSCRIBERS. Hours 9 a.m. to 4 p.m. 


Prospectus on application 
Saturdays to 1 p.m. 





136 GOWER STREET, LONDON, W.C. 1 


Telegrams : “ PUBLICAVIT, WESTCENT, LONDON 


Telephone: EUSton 4282 (5 lines) 





? 
, 
He 
ib 
f 
{ 
3 


oe 
~~ oe 


~- 


le Ea 


ES. he. 7 


arse es EB GAT as: - 








THE LANCE?,} THE LANCET GENERAL ADVERTISER ‘ (JAN, 2, 1948 








Introducing a valuable addition to the 
series of Nupercaine (formerly Percaine) 
preparations 








Producing a prolonged anaesthesia of the mucous 
membranes of the mouth and throat, these Throat 
Lozenges alleviate the discomfort of sore throat 
and aphthae and allay post-tonsillectomy 
distress. They facilitate laryngeal and pharyngeal 
examinations. 


aa ee Boxes of 15 and bottles of 100 Lozenges 
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Anahemin B.D.H. is the hemopoietic principle of liver; it is active in minimum 
dosage with maximum intervals between injections. Indeed, the administration of 
Anahemin B.D.H. is the most economical method of producing blood regeneration: 
and maintenance in pernicious anemia. 
Anaheniin B.D.H. possesses the additional advantage of being free from 
therapeutically inert reaction-producing protein substances. 
The use of Anahemin B.D.H. alone is sufficient to produce complete recovery in 
all cases of pernicious anemia and to correct all the remediable neurological signs 
and symptoms of subacute combined degeneration. No additional treatment 
is required. . 

Details of dosage and other relevant information will be gladly supplied on request. 
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